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The National Health Insurance (NHI) was
implemented to promote the health of all citizens.
After years of intensive effort, the NHI system now
covers 99.6% of Taiwan’s residents, has service
contracts with 93% of the country’s hospitals and
clinics, and has maintained an average satisfaction
level of over 80% in recent years. By achieving its
goals of being “universal, accessible, affordable, and
highly satisfactory,” the NHI system has attained
global prestige, not only earning worldwide acclaim,
but also serving as a model for other countries
wishing to establish or reform health insurance
systems. Taiwan has attracted numerous foreign
guests from around the world for this reason, and
approximately 700 foreign visitors come to Taiwan
each year to learn about the NHI’s achievements.

Looking back on the past year, in order to fulfill
its core value of care for disadvantaged groups,
the National Health Insurance Administration

(NHIA) initiated a policy to reactivate all health
insurance cards previously suspended for failure to
pay premiums in June 2016, honoring the universal
human right to healthcare and eliminating obstacles
to care faced by the disadvantaged. The NHIA has
also launched several projects to bring local medical
services to underserved areas, including remote
mountainous regions and offshore islands. The
NHIA has also been collaborating with city, town,
and township administrative offices to produce NHI
cards on site, enabling residents of isolated areas to
obtain a new NHI card immediately when applying
for card replacement or renewal. This action
epitomizes the NHIA’s commitment to the equal
right to care and provision of medical protection to
all citizens.

With regard to expenditures, to ensure that the
country’s limited health insurance resources are
used more effectively, starting in June 2016, the
NHIA has worked with the Ministry of Health and
Welfare to draft and gradually implement six major
strategies and accompanying measures intended
to strengthen the promotion of a hierarchically
integrated healthcare system. These strategies
encourage members of the public to first seek

care at primary-level hospitals and clinics; then if
needed, the primary care doctor would refer them
to an appropriate specialist hospital department or
clinic for further care. This approach allows large
hospitals to strengthen their focus on medical
research and the treatment of major illnesses, while
making primary-level hospitals and clinics the front-
line sentries of the healthcare system. Furthermore,
on April 15, 2017, the NHIA adjusted the co-
payments for outpatient and emergency care, and
revised referral regulations in an effort to change the
public’s habitual approach to seeking medical care
and thus realize a two-way referral system.

The NHIA has used information technology
to establish the “NHI MediCloud” database,
which provides doctors and pharmacy personnel
patient prescriptions and diagnostic records, while
maintaining the public’s medication safety. At the
same time, the NHIA has made the “My Health
Bank” system available to the public wishing to
query their personal medical records from the most
recent three years; this system allows users to use
graphics and categorized functions to understand
their personal medical utilization, disease treatment
processes and doctors’ treatment methods,
and medication use. Users can even employ the
system’s built-in functions to estimate their chances
of contracting liver cancer or assess the state of
their kidney function, making this a useful personal
health management assistant.

Thanks to everyone’s support, the NHI has
came through the 23rd year. To meet the public’s
expectation of high-quality healthcare, the NHIA
plans to strengthen communication with relevant
stakeholders, and to employ big data analysis to
provide healthcare services better satisfying the
public’s expectations, improve the healthcare
working environment, and maintain the sustainability
of Taiwan’s NHI system.

Po-Cliang Lee

Director General

National Health Insurance Administration
Ministry of Health and Welfare
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The National Health Insurance
Administration was previously known as
the “Bureau of National Health Insurance,
Department of Health, Executive Yuan.” When
the Bureau was launched in 1995, only roughly
59% of citizens were eligible to participate in
the three major occupational medical insurance
systems: Labor Insurance, Farmers’ Insurance,
and Government Employee Health Insurance.
In line with the principles of sustainability and
concern for the disadvantaged, these insurance
systems were merged and enlarged to become
a social insurance system covering all citizens.
The BNHI was repositioned in 2010 as an
“administrative agency” and renamed as the
National Health Insurance Administration in 2013
as part of a government reorganization plan.

The National Health Insurance is a
government-implemented social insurance,
and has the Ministry of Health and Welfare as
its competent authority. The Ministry of Health
and Welfare has established the National
Health Insurance Committee to assist with
the planning of NHI policies and to supervise
the implementation of insurance matters. It

DT BREER

Organization and History

also established the National Health Insurance
Mediation Committee to handle disputes
concerning health insurance. As the insurer, the
NHIA bears responsibility for the implementation
of health insurance matters, healthcare quality
and information management, research and
development, and human resource training.
Administrative funding needed by NHIA is
provided by the central government through a
budgetary process.

In order to effectively promote various NHI
services, apart from establishing specialized
departments and offices (Chart 1-1)
in accordance with the nature of specific
services and planning the promotion of service
measures, the NHIA has established six regional
divisions throughout Taiwan (Table 1-1) .
These directly handle underwriting, insurance
premium collection, medical expense review and
approval, and the management of contracted
medical service organizations. At the same time,
the NHIA has established 21 contact offices to
serve local residents. As of June 30, 2017, the

* 1-1
Table 1-1

hRfERFREEZ DERTE

The National Health Insurance Administration’s Regional Divisions

NHIA had 2,831 employees.

Z75187! Division

RSB/ SBESIRHEE

Number of insured/Contracted medical service organizations

@5t Total 23,832,551 /28,113
SV ZF%HB Taipei Division 8,876,864 / 9,021
JLEZFEHE Northern Division 3,791,951 /3,679
hEBZEFEHE Central Division 4,310,694 / 6,035
IR ZFEHE Southern Division 3,086,266 / 4,157
SRS Kaoping Division 3,290,618 / 4,593

EHEEF5H Eastern Division

476,158 /628

511 - BSEERMREPT  EHFM > RU7EMSRBPILR21ERIEHAE » RERISHEMICRTE -

5t2 - ERREI 22017568 -

Note 1: Seven united services centers and 21 lisaison offices in major cities and counties, and on Kinmen and
Penghu, have been established to provide local services to the public.

Note 2: Updated to June 2017.
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NHIA Organization Chart

— National Pension Supervisory Committee

— Office of International Cooperation ) L
[ Planning Division

— Health & Welfare Workers Training Center _
— Enrollment Division

National Health Insurance Dispute | o ) e
Mediation Committee Financial Analysis Division

— National Research Institute of  Medical Affairs Division

Chinese Medicine

—— National Health Insurance Committee

< i i .
= | Hospital and Social Welfare Organiza- - Medical Review and Pharmaceu
@ tions Administration Commission - National Pension Bureau (Note) tical Benefits Division

<L L] . -
o} —  Legal Affairs Committee - National Health Insurance _ Information Management Division
T Administration

g " Secretariat

§ ~— Department of Information Management — Health Promotion Administration

) — Personnel Office

3 L T

Q Department of Statistics —  Food and Drug Administration

s —— Accounting and Statistics Office
[©) " Department of Accountin:

= P 9 . Centers for Disease Control

L — Civil Service Ethics Office

() " Department of Civil Service Ethics

Social and Family Affairs
D P | Administration | National Health Insurance
SRENMEN. O FEERnE Administration -Taipei Division

Department of Secretarial Affairs National Health Insurance

' Administration -Northern Division
Department of Chinese Medicine and
Pharmacy . National Health Insurance
Administration -Central Division
Department of Mental and Oral Health
National Health Insurance

PSRN E ' Administration -Southern Division

— Department of Nursing and Health Care
| National Health Insurance

— Department of Protective Services Administration -Kaoping Division
. Department of Social Assistance and | National Health Insurance
Social Work Administration -Eastern Division

Department of Social Insurance

~— Department of Planning

Note: The National Pension Bureau has yet to be established. The Organization Act of Ministry of Health and Welfare stipulates that before
the Bureau is set up, its responsibilities may be commissioned to other agencies.
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Universal Coverage and

Financial Sustainability

MERER - RSB DB65E (F2-1) » M
TRBIFR MMEEE IERRIGET B -
BN S REERBNOE » ESE CRERRBUBEHEETBEIBENN

Bi - BHFIE - STEERMARRRE - 2 TEABEQTMIET  BESXEL
FHItZENERREFEWFBLFAONE IZITEANRYER  8EFER  REETER
B XERERFE SR 2BE Z%E- BUERNBAL  BERNBE  EAFI

F*2-1
Table 2-1
{RIG#ISR
NHI Enrolles
A BB
The Insured Dependents

ERERERERDBEREKRIREN

Classification of the Insured and Their Insured Units

£ 5l BRIRENL

Insured Units

Category

NIBAE ~ GFREREA ~ RBAE | 1 WREA BB -
Civil servants, volunteer military 2 WIRE A 2 BB RIIR
personnel, public office holders BHE o
T = SRR HEANBERI
RS 3.WRB AL 2RZNEARII
Private school teachers and *ﬁﬁ*ﬁ:E*’ﬁﬁzoﬁEﬂﬂﬂ
employees %, NEMORBR L
— NBDEEFEEREE X DRI
AREBE  WESETEEN  =. é%%f@ﬁ)\%ﬁw AR
ERE| ZRE 1.Unemployed spouse. N
Category 1~ Employees of public and private 2.Unemployed lineal blood Organizations, schools,
enterprises and organizations ascendants. companies, groups, or
3.Unemployed lineal blood individuals
B BT - HFREREI descendants within 2nd
AEBTHEE degree of relationship
Employers, the self-employed, and under 20, or above 20
independent professionals and but incapable of making
technical specialists a living,including those in
school.
FIENIE - ieRAE
o BERITE
Pk B L2858  SMeEiS EEREEE= Unions, the Master
Occupational union members, . o
Category 2 foreian crew members Same as category 1 Mariners Associations, the
9 National Chinese Seamen’s
Unions




Health Care for All with Equal
Right to Healthcare

The government’s original intention in
providing the National Health Insurance program
was to provide health security to all citizens via
a mutually assisted system. The system was
designed to ensure that everyone enjoyed equal
rights to healthcare, including groups outside
the working population prior to the system’s
inception, such as dependents, veterans, and
the unemployed, including women, students,
children, and the elderly. The inclusion of these
groups in the program meant that all citizens
have equal rights to access medical services
when they get sick, are injured, or give birth.
Based on this framework, all persons who are
citizens of the Republic of China (Taiwan) and
have had a registered domicile in the Taiwan
area for six months or more, and all infants born
in the Taiwan area, must participate in the NHI
program. There are six categories of insureds

(Table 2-1) , which provide the basis for the
calculation of insurance premiums.

1IENDaD +

SEENEREAALES

i

I

——
-

. |

CiomERlDEg
‘eomEEERESE

[1TIR LR T
! GENE EEEE

ERER UHXE

Universal Coverage and Financial Sustainability

In line with recent societal changes and in
consideration of human rights and the principle
of fairness, the NHI system has been revised
several times over the years. Coverage has
gradually expanded to include new immigrant
residents, foreign white collar workers stationed
in Taiwan long-term, overseas Chinese and
foreign students, and military personnel within
Taiwan’s NHI system.

To further achieve the vision of equal access
to treatment and right to medical care, following
the implementation of second-generation health
insurance, inmates at correctional facilities have
also been included in the system. ROC nationals
who have lived abroad for an extended period of
time and wish to re-enroll in the program must
now have either participated in the system at
some point during the previous two years or
have established residency in Taiwan for at least
six months to be eligible. Foreigners must also
have resided in Taiwan for at least six months
before they can participate in the system. These
changes reflect society’s expectation of fairness
and justice.
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RIEHSR
*5 Bl NHI Enrollees 1B{REENT
Category A =Z2E Insured Units
Insured Dependents
. P EE VET - KFE
o N R /|EE'Z'EEE‘ o I — N/ — =
283%8 }l\fem/be%s o:{‘\afgners ‘fgi‘sh ormen and EENEEE= Farmers’ associations,
Category3 | .~ e Same as categorg 1 fishermen’s associations;
irrigation associations o .
or irrigation associations
EFREA  EREBE .
FIEE . BIRGENEE 2 EE ML
Conscripted servicemen, students N“;me Agencies designated by
in military schools, dependents of the Ministry of Defense
military servicemen on pensions
5458 BREES g MBS E < B {11
Category 4 | Males performing alternative military N Agencies designated by
; one e ;
service the Ministry of the Interior
B ERBE R BIRGEMEE 2 B
TBIFHEEZAIA it fiz
Inmates at correctional facilities None Agencies designated by
the Ministry of Justice
F g (58 T ~
S EREEREN P (T
sess | ERAPME &) L
SR5%E Mermbers of low-income i Administrative office of
Category 5 ) . None the village, township,
households as defined by Public . ") h h
Assistance Act city or district where the
household is registered
| RROEBEEE
2ERERFERIIREH
BERZ2FAFNERINFHE
HFERm200% S -
N m206% HEREEAE OEk
HESEMEREEES -
ER - REEERPAR 1.Unemployed spouse. EEEMEE (38 « 7 ~
Veterans or dependents of 2.Unemployed lineal blood B) AR
E=Tot deceased veterans ascendants. Administrative office of
Category6 3.Unemployed lineal blood the village, township,
descendants within 2nd city or district where the
degree of relationship household is registered
under 20, or above 20
but incapable of making
a living,including those in
school.
—BREPEARERE ey
e
Heads of households or household FE13RETE
. Same as Category 1
representatives
i 1.2 EE R BRI A BRI S -

2. BBAMERBIE MRS HIALR2013F1 B1HESNERER -
Notes: 1. For people to qualify as dependents or as members of Category 6, they must not be employed.
2. Inmates were included in the NHI system under Category 4 beginning on Jan. 1, 2013.
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As of the end of June 2017, a total of

23,832,551 people were participating in NHI

(Table 2-2) , and there were 868,866 insured
units.

Since it integrated Taiwan’s various social
insurance systems in 1995, the NHI system has
been operated under financial self-sufficiency,
and pay-as-you-go principles. At present,
the system derives its income chiefly from
premiums paid by the insured, employers, and
the government, and the system also receives
supplementary funds in the form of premium
overdue charges, public welfare lottery earnings
distributions, and tobacco health and welfare
surcharges.

As Taiwan’s overall environment and
demographic structure have changed, medical
expenses have increased at a faster rate than
premium income. Apart from acting vigorously
to conserve funds and develop new sources
of income, NHIA raised the premium rate in
2002 and again in 2010. Bearing in mind the
insured’s ability to pay, it has also made gradual
adjustments to the upper and lower limits, and
intervals of the payroll bracket table used to
calculate insurance premiums, and the cap on
the number of dependents for whom premiums
are collected. Military personnel, civil servants
and teachers, whose premiums were once
calculated on their base salaries, now pay
premiums based on their total compensation.
A supplemental premium is now collected on
six types of income not previously included in
premium calculations, and the lower limit of
the government’s contribution is now clearly
specified. All of these measures have served to
stabilize NHI’s finances and maintain the NHI

ERER BHXE

Universal Coverage and Financial Sustainability

system’s operation and balance.

Following the implementation of the 2nd-
generation NHI in 2013, an income/expenditure
linkage mechanism was established, and the
NHI Supervisory Committee (responsible
for management of income) and the NHI
Medical Expenditure Negotiation Committee

(responsible for negotiating expenditures)
were merged as the National Health Insurance
Committee. This committee, which comprises
the insured, employers, medical service
providers, experts and scholars, impartial
public figures, and the representatives of
relevant agencies, is responsible for reviewing
the premium rates and the scope of insurance
payments. It is responsible for negotiating,
determining, and allocating total annual medical
payment expenses. It is hoped that the income/
expenditure linkage mechanism will ensure long-
term financial stability.

The NHI system’s financial situation
improved significantly following implementation

@
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Number of Insured in NHI System

N

Insured
SHRARR AZL
Bt
Percentage of
the Insured

BERIFF™E - 2017F6830H -
Dated: June 30, 2017.

13,704,234 3,701,771

57.51% 15.563% 9.81%

2,338,085

140,590 308,637 | 3,639,334 | 23,832,551

0.59% 1.29% 15.27% 100%



of the 2nd-generation NHI, due to the
collection of supplemental premiums on an
expanded revenue base and the increase in the
government’s overall contribution rate. The NHI's
greater sources of funding allowed collection
of premiums to comply more closely with the
ability to pay, and the insurance system’s
financial situation improved significantly (Chart
2-1) . As a consequence, in accordance
with the “NHI financial balance and revenue-
expenditure linkage mechanism,” starting on
January 1, 2016, the regular insurance premium
rate was reduced from 4.91% to 4.69%, and

ERER UHXE

Universal Coverage and Financial Sustainability

the supplementary premium rate was lowered
from 2% to 1.91%. In addition, in accordance
with public sentiment, starting in 2016, the
threshold for collecting supplementary premium
for one-time professional service income, stock
dividend income, interest income, and rental
income payments, was adjusted upwards from
NT$5,000 to NT$20,000. Furthermore, the NHIA
has strengthened the auditing and monitoring of
supplementary premiums on capital gains. As
of the end of June 2017, the cumulative balance
was NT$246.3 billion.

E2-1

Chart 2-1

R B R E R AR S RE AR ST )

Cumulative Balance before and after the 2nd Generation NHI

R E - BREFHBEER

NHI's finances have gone from deficit to surplus after the implementation of 2nd Generation NHI

{875 NT$100 million

2474
2500 mzo016E12RE » EERIINSTIEER2, 47485 - 2289
ERIFIEE » L2 ERTA ©
— e As of December 2016, the cumulative surplus totaled NT$247.4 billion.
2000 * The system is currently financially sound and there is an ample safety reserve.
1500 | 126
1000|
500 |
| | | | J
0 2012 2013 2014 2015 2016
-500
-582
-1000

2010548
BRHA.55%FEE %
5.17% Fat

¢ Rate adjusted

[p R i
Fiscal reform
IEERVES

from 4.55% to NHI.

5.17%.

RIREEEX2%)

January 2013 Implementation of 2nd

¢ Regular premium rate adjusted from
5.17% t0 4.91%.
® Began to collect supplementary

E491% K491 %EEE4.69%
E2%REE1.91%
January 2016
® Regular premium rate reduced
from 4.91% to 4.69%.
e Supplementary premium rate
reduced from 2% to 1.91%.

premiums (at 2% rate).




20

ERERREFEHR

2017-2018 National Health Insurance Annual Report

IBEEXMN4.91%7A%434.69% » BRREE
BXEEH2%MAER1.91% LA - BEE
KI5 - B2016FRHITHERBUIA ~ BAIFF
R ERESWABEREIEENETREA
5,000TCHARR2ETT : BINEESF SRR
MBS ERE : HiE2017F6 AEREUS
FREHEERN2,463187T ©

BRIEFRERBE  HERAOZERE
BERNRESERE - REDISERIBES]
BREGFEETRIERI AR EIERE
BHIE - MERRBAUBRES - BRENQT
aiE -

FRERN—MREEEXRERMWER
2002F 8 BEIFHERF4.25% » 2002F9FHEH
82794.55% ; 2010F4ARBER R - #
BE517% - _{RREMmE » RINRERE
BB (EREBXR2%) @ —RREEBER{E
2013F1B1HEFHER4.91% : 2016F1 8
E—RRIEEEXFERI.69%  BRFREE
ERBEFAER1.91% - FIIEBABNMEE
SREVAR » RFAPRN1.36 AARERSH
0.61A °

REBRBHRREA - HFREVURBITH
B0 - 12  SBEREUZFBE LS -
DRIRBANRREE X —RREEREE ;
45 EREBEHRAIIF1EESEIERRE
HR 2B A—RREENTIIESE (F2-3 -
®2-4)

FIREEEIBRWRBACKEEE B
EERAEERE DiRER - MBTHRZE - B
2017F 1 B1HEEE50MR (5R2-5)  SF15EW
REBARIRIREEE - HIRREN (BE) KK
RBABBENFEMES - HIRZRBHER
FRSR ; SE2El— TR TS T IRE ANRIKR
REEREFER AR - KN BBEEK
RIE ARV REZER2014F 751 HiE#22,800

TEO

_HERERE  RILUESEHEY
REREZBEMEIELN —RREE] 2N
BIlL TMERRERE) - BUERBIIAKR
EEETRHSEREE - REATS - BITEHN
A~ BRIFTE - AISPTEXEENAFIER -



Although NHI’s financial status is currently
stable, Taiwan’s aging population and advances
in medical technology will inevitably put financial
pressure on the system in the long term. In an
effort to ensure long-term financial soundness
and an even fairer and more reasonable financial
burden, the NHIA will continue to perform
systematic reviews and take steps to ensure an
even more stable financial system.

The NHI regular insurance premium
rate was kept at 4.25% from the start of NHI
implementation until the end of August 2002,
and was adjusted to 4.55% in September 2002.
In order to stabilize NHI’s finances, the rate
was raised to 5.17% in April 2010. However,
since the implementation of the 2nd Generation
NHI system, supplementary premium was
introduced (initially at a rate of 2%) , and the
regular insurance premium rate was lowered to
4.91% on January 1, 2013. In January 2016, the
regular insurance premium rate was adjusted
to 4.69%, and the supplementary premium
rate was also lowered to 1.91%. Moreover, the
average number of dependents per insured also
experienced several rounds of adjustment over
the years, it has changed from the original 1.36
persons to the current 0.61.

Insurance premiums are jointly paid by
insureds, insured units (employers) , and the
government. For insured classified in categories
1, 2, and 3, premiums are based on their salary
basis X the regular premium rate. Regular
premium for insured classified in categories 4,
5, and 6 are calculated as the average premium
paid by those classified in categories 1 to 3

(Table 2-3 and Table 2-4) .

ERER BHXE
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With regard to the payroll brackets of
insureds in categories 1 through 3, the Ministry
of Health and Welfare drafts a periodically-
updated payroll bracket table that is submitted
to the Executive Yuan for approval. The payroll
bracket table in effect since January 1, 2017 has
50 brackets (Table 2-5) . The payroll basis of
category 1 insureds are reported by their insured
units (employers) , based as the brackets in
the table corresponding to the insureds’ monthly
wage income. Starting from July 1, 2014, the
minimum payroll basis of insureds in category 2
with no fixed employer and the payroll basis of
insured in category 3 (farmers, fishermen, and
irrigation association members) have been set
as NT$22, 800.
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A THFEFREE] EIEER  STINERR
RE - HERABEARKREER » ALIMEEATE
EZRRE  EXEEIAFIE (B2-2) &
WAPZREHRBIAIRBAHITREE < UEX
H% - 30 EXEBRIU#HERBEASZ
BEERRRTERBEBHZEE » IBYIRE
BEER  INHHTRRE - WHEREEEE
IBNREDEEI6% 2016 F = FEHARIRIE

ETUNIA39(ETT » SRIFRIZBUIAKIT.48% -

(BRI B

IR B EERIBINRES 1998 FEAERAA S 4E 0
i » E2007E3FE - REMERUBIZEES
RIEM - 20105 - ARERIBER - BF
IRIRUIN S REH A BFI201 26 2 BRI BN

B SZ_NREREBFHEE  BINEHRR
BERINESERRBIEETRIESE36%
HIRRE » 220176 8 RETUZAEER/R2,46318
7T (5%k2-6) -

E2-2 _REERFEEREE

—IERRIRER

=—RRIRIEE + T IRIE

RIZHS: : S1AEHIARFANEERIREE

BASE12873061 - BIBLEER30%

—RR R EA~5E38 : BRRSTANX —MEE X SBLEEX (1 + KWEOH)
FAERECE | TAREE | BEABIBEID - UCEE
| BEmme | | sTEBEA | | #EFE |
TR X BFRIGEE
| mRFE | | RSe[| Bsea |

it 1. Bl RIREBEEEXR 4.69% : BRIREBEEEXRS1.91% °
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Calculation of Supplementary
Premiums

Following the implementation of 2nd
Generation NHI, apart from computing regular
premiums based on the payroll bracket
corresponding to an individual’s regular wages,
NHIA also assesses supplementary premiums.
The basis for the calculation of supplementary
premiums includes large bonuses, part-time
income, professional service income, dividend
income, interest income, and rental income,
which were not included in payroll bracket
calculations in the past. It is expected that
by expanding the NHI’s premium base, it can
ensure that persons with equivalent incomes
will pay similar premiums, and thereby achieve
a fair burden (Chart 2-2) . In addition,
insureds in low-income households are exempt
from contributing supplementary premiums.
Furthermore, supplementary premiums are also
collected on the difference between the total
monthly salaries that employers actually pay

ZRAR HHXIE
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their employees each month and the total “payroll
basis” of the employees. The government’s
contribution has also been clearly set at not less
than 36%. In 2016, supplementary premium
income totaled approximately NT$43.9 billion
and accounted for roughly 7.48% of all premium
income for the year.

Balancing NHI Revenues and
Expenditures

The NHI system first began encountering
shortfalls since 1998, and the cumulative budget
had its first shortfall at the end of March 2007.
An increase in the premium rate in 2010 helped
the cumulative budget shortfall shifted to a
surplus in February 2012. The launch of the
new 2nd Generation NHI system introduced
supplementary premiums and increased the
government’s minimum contribution to premiums
to at least 36%. This resulted in an accumulated
surplus of NT$246.3 billion as of June 2017

(Table 2-6) .

m 2" Generation NHI Premiums Overview )

Second-generation NHI Premiums =
Standard Premiums + Supplementary Premiums

Supplementary premiums are to be collected from the insured in NHI Categories 1-4 and 6.

‘ If Category 1, individual contribution ratio 30% ‘

Category 1 ~ Category 3:

Standard Salary Basis )X Standard Premium Rate > Contribution Ratio > (1 + Number of
Premiums Dependents)
Category 4 and Category 6: Fixed Premium
‘ Maximum of 3 ‘
Supplementary ‘ High Bonuses ‘ ‘ Professional Fees ‘ ‘ Part-time Wages ‘ Supplementary
Premium ‘Stock Dividends ‘ ‘ Interest Income ‘ ‘ Rental Income ‘ Premiums Rate

Notes: 1. At present, the standard premium rate is 4.69% and the supplementary premium rate is 1.91%.
2. Part-time wages: Wage income not paid by the insured’s insurance registration organization.

Chapter 2
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®2-3
Table 2-3

EREE-RERBESELAN

Current Formulas for Standard NHI Premiums

)

iRz

The Insured

BRREEX —MREEBRXEEINEX (1+EBAR)
Salary Basis x Standard Premium Rate x Contribution Ratio x (1 + Number of
Dependents)

FEMREE

Wage Earners

FIRENISIBUY
Insurance
Registration
Organization or
the Government

F1HEF1BEEFIE  HREEX —MRREBEXXERBERX (1+F9F
BAZD

Category 1 (subcategories 1-3 Category 1 in Table 1) : Salary Basis x
Standard Premium Rate x Contribution Ratio x (1 + Average Number of
Dependents)

552~ 388 RRETBEX—MREEER X BB R X BEIRR AR
Categories 2 and 3: Salary Basis x Standard Premium Rate x Contribution
Ratio x Actual Number of People Insured

HEAL
(BHEMR
&)

R

The Insured

IREE < BIELERX (1+EBABD
Average Premium x Contribution Ratio x (1 + Average Number of
Dependents)

Non-Wage-
Earning
Individuals

1205

The Government

FIIRIEE X BIBNE X BERR AR
Average Premium x Contribution Ratio x Actual Number of People Insured

5t 1B B

FEERR2-4EREBHRIFEEEELLR -

2. —MRIBEER : 20165F15#E7R4.69% ©

S.IREER -

BEBRR2-5ERERIHREEAD I

4 EBAY : (KIIZEDNEBAY - 88303 TE -

5.F19EEAY - B2016FE1H1HERAER0.61A

6.2016F1 HH#E - SB4¥ER ESIETIIREER1,7597T - HEITEREED -

7.2010F48#E » FEeMEME AR EZ1,2497T » B1Y60% ~ IFHEE40% - SASBEBIREER

7497T °
Notes: 1.

Contribution Ratio: Based on Table 2-4.

2. Standard Premium Rate: 4.69% starting from January 2016.

[0 06 I SN}

. Salary Basis: Please refer to Table 2-5.

. Number of Dependents the: maximum is three even if the actual number of dependents is higher.

. Average Number of Dependents: 0.61 starting from January 2016.

. Beginning in January 2016, the average monthly premium for individuals in categories 4 and 5 went up

to NT$1,759 and continues to be entirely subsidized by the government.
7. Since April 2010, the average premium for individuals in Category 6 has been NT$1,249, with 60% paid
by the individual (NT$749) and 40% by the government.



ZRAR HHXIE

Chapter
Universal Coverage and Financial Sustainability

Table 2-4 NHI Premium Contribution Ratios

%04 +RRFERESIE % )

BiBLER (%)

(RIS *ER Contribution Ratios (%)
Classification of the Insured WRIREA | RIREEAL B
Insured Insured Government
= KANRER
7\
REENE Insured and 30 70 0
Civil Servants
Dependents
RIBAE ~ TREZEA KANRES
Volunteer Servicemen, Public Office Insured and 30 70 0
Holders Dependents
g RTAREE
J==8
ﬂ\.u BRAWE Insured and 30 35 35
Private School Teachers
Dependents
N REFE  BESETEINZ e
58 RS PAREE
. . Insured and 30 60 10
Category 1 Employees of Public or Private Owned
) - Dependents
Enterprises and Organizations
— RAREE
JEEmEIo ors Insured and 100 0 0
ploy Dependents
s IANREE
?e f’e%mflo od Insured and 100 0 0
ploy Dependents
BEFEEREITAEBTHES KAREE
Independent Professionals and Technical | Insured and 100 0 0
Specialists Dependents
N FARBE
?C%L%;i;%nion Members Insured and 60 0 40
S| Dependents
Category 2 - SANREE
SHERBS Insured and 60 0 40
Foreign Crew Members
Dependents
== ER AR -Klgss KAREE
Cate_o*h 3 Members of Farmers, Fishermen and Insured and 30 0 70
gory Irrigation Associations Dependents
EHEREAN EAUN
Military Conscripts Insured 0 0 100
BEREEL « tIlEE
Military School Students on 7N
: . 0 0 100
S0TsE Scholarships,Widows of Deceased Insured
SBIEER Military Personnel on Pensions
Category 4 5 e
Males Performing Alternative Military 0 0 100
: Insured
Service
TRERRIES A A 0 o 100
Inmates in Correctional Facilities Insured
U EalnA=|
b
shM  BRAP Household 0 0 100
Category 5 Low-income Household
Members
EAUN
SR RREERSRE Insured 0 0 100
5748 Veterans and Their Dependents ?% ; 30 0 70
Category 6 ependents
= RSAREE
e AL
. Insured and 60 0 40
Other Individuals
Dependents
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Table 2-5 Salary Brackets on which Premiums Are Calculated
e BRIRSHE (1) -
#8758l Bracket BRI Salary Basis (Amount on which ﬁg%ﬁgﬁ“a Ge)
: : Income : Actual Registered Monthly
#&%EE Income Differential . Premiums are Calculated)
Tier Salary (NT$)
(NTS$)
%_Iﬁﬁﬁ \
_ 1 22 22,000 L
REEG00 7T ,000 ,000 IR
Bracket 1
NT$900 2 22,800 22,001-22,800
3 24,000 22,801-24,000
= 4 25,200 24,001-25,200
#REE1,200 7T 5 26,400 25,201-26,400
Bracket 2
NTS$1,200 6 27,600 26,401-27,600
7 28,800 27,601-28,800
8 30,300 28,801-30,300
= 9 31,800 30,301-31,800
#REE1,500 7T 10 33,300 31,801-33,300
Bracket 3
NT$1,500 11 34,800 33,301-34,800
12 36,300 34,801-36,300
13 38,200 36,301-38,200
SH00E 14 40,100 38,201-40,100
#RER 1,900 7T 15 42,000 40,101-42,000
Bracket 4
NT$1,900 16 43,900 42,001-43,900
17 45,800 43,901-45,800
18 48,200 45,801-48,200
Fhi 19 50,600 48,201-50,600
#REB2,400 7T 20 53,000 50,601-53,000
Bracket 5
NT$2,400 21 55,400 53,001-55,400
22 57,800 55,401-57,800
23 60,800 57,801-60,800
S 24 63,800 60,801-63,800
#REE3,000 7T 25 66,800 63,801-66,800
Bracket 6
NT$3,000 26 69,800 66,801-69,800
27 72,800 69,801-72,800
e 28 76,500 72,801-76,500
63,700 7T 29 80,200 76,501-80,200
Bracket 7 30 83,900 80,201-83,900
NT$3,700 31 87,600 83,901-87,600
32 92,100 87,601-92,100
HAE 33 96,600 92,101-96,600
#RE04,500 7T 34 101,100 96,601-101,100
Bracket 8
NT$4.500 35 105,600 101,101-105,600
36 110,100 105,601-110,100
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Bi%RE% (7T)
Salary Basis (on which
Premiums are Calculated)

BRIREMR

ol |
#8751 Bracket IR

#%EE Income Differential

BEHERSR (o)
Actual Registered Monthly

Tier

Salary (NT$)

(NTS$)

37 115,500 110,101-115,500

38 120,900 115,501-120,900

o 39 126,300 120,901-126,300

#REE5,400 IT 40 131,700 126,301-131,700

Bracket 9 41 137,100 131,701-137,100

NT$5,400 42 142,500 137,101-142,500

43 147,900 142,501-147,900

44 150,000 147,901-150,000

45 156,400 150,001-156,400

B 46 162,800 156,401-162,800

*ﬁ%ﬁgﬂ g“ 47 169,200 162,801-169,200

NT$6,400 48 175,600 169,201-175,600
49 182,000 175,601 DAL

£t : 2018 &1 B1 HEEE -
Note: Effective from Jan. 1, 2018.

7%2-6 ROSFEREBRERIHBEZINR (BEEER)
Table 2-6

The NHI Revenues and Expenditures of the Past Five Years (Accrual Basis))

RIZIA1] 1%BE‘?EE$[2] {REINSZ {RENSZ
NHI Revenues [1] NHI Expenditures [2] E A Zstasa
S%E &5 > (&7T) [11-[2] (f85T)
(=) BT RRER NHI Annual Accumulated
Amount Amount (%) Balance Balance
(Unit: NT$100 (Unit: NT$100 Gr°‘2’,,t/h)rate (Unit: NT$100 | (Unit: NT$100
million) million) ° million) [1]-[2] million)
2012 5,072 3.01 4,806 4.90 265 210
2013 5,657 9.57 5,021 4.47 536 746
2014 5,695 2.49 5,181 3.19 514 1,260
2015 6,410 12.54 5,381 3.85 1,029 2,289
2016 5,869 -8.43 5,684 5.63 186 2,474
2017/1~6 2,913 - 2,924 - -11 2,463
1995/3~ _ _ _ _
2017/6 88,125 85,662

REE 1. 201 7TEREECAERZEE -

2. RIBIRA = RIZE + 75T + EERPIRA + AP SRR R BRRIBD R + BEUSIA — RIRIES

H-FNZBER - RERDE=REHT (BBEER) +HMMREMNE
Notes: 1. Dated at the end of June 2017.

2. NHI Revenues = Premiums + Fines for Overdue Payments + Investment Income + Contributions from
Public Welfare Lottery Surplus and a Health and Welfare Surcharge on Tobacco Products + Other Net
Revenue — Unpaid Debts — Interest Expenses; NHI Expenditures = Medical Reimbursements (Medical

Costs) + Other Insurance Costs
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SINERERIOREESR » ERRERERE
AR RFE - NBERR  BESHRES -
EURERFEER - 2277 - EENESRRN
BERNESRPUEEZEER -

Bz REREHAVERRZEERE - P32
b ~ FREE ~ SR D B BRIRE 12
MEHREESER « BRSIINEERIEE -
O 1BE AR BE2 ~ 0 WER - BE
R BEAE  BERRRRES - IMmER
FTBELEREZERBE BEEN -

TLea{ER

AeRBEEREEZT » RRULISHEERIER
HIEEPT ~ 2T ~ B - ESIENNE  BELE
HUERREIRERAR TS - BMEEES - RRERTIFEH
NESERNBRD R - BESMESIRBEE
VIRNFEE » B MTIRREZ ~ PIE2aEEHS
bt BfE6fE B NFREIRRN SR EER

BE2017F6PEL - TREBRIFHERER
FTEETE20,934% » AEEFTEREERATIRE
92.74% (FK3-1) : SBEHESF6,129K  [F
FGEIRMIBES86K 15T BIEEHME204%
ENERT18R ~ EAimiatig212% « WIRAER
15K ~ EEBMEIHE10R ~ BES BRI RIT
IRIEFEFT1R - RIGH ST B ERIEEBETAT -
B EEIRERTS o

20165 » IIBABEPIEZHEENEN15.4X

SN - MERFEMZ) - HIBEAER

RE1ARX > TARABABFFIIERAE1.3H -

*3-1 EREBFRITHEERETE
Table 3-1 Number of NHI-Contracted Hospitals and Clinics

EEfi] - #4488 Unit: No. of Institutions

= = rhEEEEfR HREEEZER FEERZFN
B = B Egss
.f.’g:'; E’fﬁgjfs ﬁeﬁ;;iﬁ Chinese Medicine Chinese Dental
P Hospitals Medicine Clinics| Clinics
T EEEERTATEN
Total Medical 22,573 477 11,521 7 3,800 6,768
Institutions
TR EERERTPTER
Contracted Medical 20,934 477 10,304 5 3,632 6,616
Institutions
Percentage of 92.74% 100% 89.44% 71.43% 92.95% 97.75%
Contracted Institutions

BERIFE - 20176 830H »  Dated: June 30, 2017



Comprehensive benefits and Convenient Access

Scope of Medical Coverage

When insureds, who have paid their NHI
premiums and have received their health
insurance cards, get sick, injured in an accident,
or give birth, they can receive medical services
at medical service organizations such as
hospitals, clinics, pharmacies, and medical
examination organizations upon presentation of
their health insurance card.

The medical services currently provided
by the NHI include outpatient care, inpatient
care, traditional Chinese medicine (TCM) ,
dentistal care, child delivery, physiotherapy
and rehabilitation, home health care, chronic
mental illness rehabilitation, and etc. The
scope of medical payments includes diagnosis,
examination, lab tests, consultation, surgery,
anesthesia, medication, materials, treatment,
nursing, and insurance hospital rooms;
essentially all necessary health care services are
covered by the system.

Convenient Access to Healthcare

Under the NHI system, the public can freely
choose to receive medical care services at any
NHI contracted hospital, clinic, pharmacy, or
medical laboratory. Even when overseas, the

wran  WECE——T

S E dviE o R R e

BEOREREEZHENRE

Public hearing on |mpIementat|on of a hierarchical medical

and referral system

fafyse® mLEEER

insured can immediately obtain medical care
at a local medical service organization if they
have an unforeseen illness or injury, or have
an emergency delivery. Upon return to Taiwan,
such individuals may apply for reimbursement
of medical expenses paid overseas within six
months after receiving emergency treatment,
outpatient treatment, or their hospital discharge.

As of the end of June 2017, NHI contracted
hospitals and clinics totaled 20,934, and
accounted for 92.74% of all hospitals and
clinics in Taiwan (Table 3-1) . There were also
6,129 contracted pharmacies, 586 home nursing
care institutions, 204 psychiatric community
rehabilitation centers, 18 midwife clinics, 212
medical examination institutions, 15 physical
therapy clinics, 10 medical radiation institutions,
4 occupational therapy clinics, and 1 respiratory
care clinic. Insureds may freely choose at
which hospital or clinic they will receive medical
services.

In 2016, the average per capita outpatient
visit reached an average of 15.4 times
(including Western medicine, Chinese
medicine, and outpatient dental care) ; the
average hospital admission rate was 14 times
per hundred persons; and the average length of
hospital stay per person was 1.3 days.

?’ﬁﬂ SREE EEEOBDEES

system and enhancing two-way referrals.

Press conference of hierarchically integrated healthcare
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TRERREMOERNREI ERBEEE
RE > B AHEEEEERENANE - B
Wk P9 REZTDERELARIN  BIF
BB FERESRFA - EREERERE
HE -

RERRR/ ARSI  EBE
— SR ESRERFEECEIEINER - B2
FREPT - BREBEB2005F 78 15HEH L AR
BEZAITINEN D BEZEE  FIZESD
SRMEESEE - Hi - FAEFPIZELE DB
% IR B g2 mEnnstil - RRE

ERERPIZESTLDEIE

B2 ERRIEZR) - BigER - itEER
TLEE - PIBJLLRSRVRI D EIE - &8 - FREER
DER—ESTING0TT - It » RRERE » U
BEBE—ELHE  ANNZERES D EE (£
R2007T) - E—FEREZHE2NULAIERE
MEaE (RE—EH - BHIEERN) NhEE
ERLeE » BRABTRIRS0THE D RIES
A BREEXER - Dk - Lt SHELE
EREMNERERSEREEIIERLDEE -
B2016F6 HiEBRE SRR EREI HEE) D
REER » LIRBIRREWIESEEEGPTHEE -
BEREREZEEENRIRA  LGEEKER

NHI Copayments for Outpatient Visits

il
Western Medicine Outpatient Care
BItER
Type of Institution s S
With Referral Direct Visit
B2
Medical Centers 170 420
EIER
Regional Hospitals 100 240
ek
District Hospitals 50 80
B
Clinics 50 %0

ESNT : FTE=MEIT  Unit: NT$
=52
Emergency Care £
PN FE& o
R PaE] Traditional
. Sou Dental .
Triage Classification Care Chinese
12 H3 45 Medicine
Grades 1 &2 Grades 3,4 &5
450 550 50 50
300 300 50 50
150 150 50 50
150 150 50 50

it - 1LNRE (BILEEER) & - PIEZHEBITREEER - 2180 BRE R ERIERTSHE507T -
2.PIEZFMIE ~ REFME - EERANERBE LIREI30ANE—ROEZREEZ - SHEERRIIER

HIREFER -
3.82017F4B15HEAEE -

Notes:1. The copayment for mentally or physically disabled is fixed at NT$50 for each medical visit, regardless of

the type of medical institution they go to.

2. Patients who return for their first checkup after an outpatient or emergency procedure, or within 42 days after
giving birth, or within 30 days after being discharged from the hospital, pay the same copayment as if they
were given a referral as long as they have a hospital certificate confirming the need for a follow-up visit.

3. This copayment schedule took effect on April 15, 2017.
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The NHI copayment system was designed
to avoid waste, without affecting access to
medical care for those truly in need. Since the
NHI’s inception, the copayments for outpatient
and emergency care have been adjusted
multiple times. The NHIA has used copayments
as a means to guide medical resource utilization
to ensure that hospitals and clinics at different
levels focus on their respective duties.

To encourage persons with minor illnesses
to seek care at local clinics, and obtain referral
to regional hospitals, medical centers, and other
larger hospitals only when further examination
or more advanced treatment is needed. On July
15, 2005, the NHIA modified the copayment
and referral system whereby basic outpatient
copayments were revised and copayments will
not increased if patients conform with referrals.
Under these measures, the basic copayment
for attending a Western medicine outpatient
clinic at a hospital depends on whether or not
an individual has a referral. If people seek care
directly at a medical center, regional hospital,
or local hospital without a referral, they will
be subject to relatively high copayments. The

ERERERLDIEE

copayment for dental and Chinese medicine
care is uniformly NT$50 without regard to level
of care. In addition, if a prescription costs more
than a certain amount, a copayment for the
medication is also charged (up to NT$200) .
Patients receiving follow-up rehabilitation
physical therapy (apart from moderate-
complex, complex items) or Chinese medicine
trauma treatment for the same course of
treatment must pay copayments of NT$50 each
time, but such copayments are waived in cases
of major illness and injury, child delivery, those
who seek care in mountain and offshore island
areas, and other cases complying with NHIA
regulations.

Starting in June 2016, the NHIA has
stepped up the planning and implementation
of hierarchically integrated healthcare system
in an effort to encourage the public to first seek
care at primary care level hospitals and clinics,
and if needed they would be referred to an
appropriate specialist hospital department or
clinic for further care. This approach will enable
large hospitals to devote their full attention
to treatment of serious illnesses and medical
research, while making primary-level hospitals
and clinics the frontline of primary care. The
revised basic copayment schedule for Western

Coinsurance Rates for Inpatient Care

=IERE i 308M 31~60H 618

Acute 30 days or less 31-60 days 61 days or more
12rtmE 30HRW 31~90H 91~180H 181HME
Chronic 30 days or less 31-90 days 91-180 days 181 days or more

2 IKETEIRAIBRAE - 2018 AA—RIRERIERT EBR7938,0005T « £EFREHERT EPR7S64,0007T ©
Note: The Ministry of Health and Welfare has announced that the upper limit of inpatient copayments for the
same disease is NT$38,000 in 2018, and the upper limit of cumulative inpatient copayments is NT$64,000.
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EERAEEERESITAVIIEE » EEHATRI
R REREEEERIRENE —RTPIE
2017FARB15HRSIZEAREPIFZELRI DR
& B2 ER2N)\REHERMEFR407T -
RICIBEZEE B2 ARILFEEFETT60TT - BREZH
DEE  ARREDEREEIN - LUZEEDE
52 » PIRZRIERREN D B IEANR 32K K3-3 °

LA - ZRRRERRR  REESRRZM
EBENRR - B0 BEEITTRE20% » HE
RIRFEZE D BREERALRARI10%BER
5% » UEBERERRSMERN D EEH
ZER -

RERRESTHNRSENEERE
2003F3FHEH#E [T RERREXELMNES
MEREEETE ) » HE—MESR U CAVRHIFEES
EPES RN - M EEERHRHEER
7 - REBBERMIINEEZIEMIERRE
BT RRUWTESE—RINIRERIRE - KEEEE
B ERTENIRIERE SRR - BIISTRAEE
Ex B2/ \BIRRAIRBER - ERIES
EE—D ST~ ENERRT - TIRENEEZ - B
DRREIZIXEERMPTRER SRS -

HE2017F6FE » EB526EHEEE
BEEME - 2HZEEF2H14,063% » ZHR
7336.61% » ZNE&ETE5,18211 » BHKRR
33.73% : BB EEEEFZMEBBRIIZEA -

TEBRBIOE  RRUFENVEBER
RIGERTIE - FIHNESHE - ERERNRE
& TLGEEENBEMNEEEIRERER R
RHEEERS - BETERARNBAEZEE

B BREPLIZNERRIEREAVREZER,

TRERIUFIERE=ELELH » BRR
EREERMIMEBEENREER - BRERSIR
BR(IEEIBREERA - AL /K—EE
B R EREEN=RERREFE  BEER
ZIHENFREDEEENAE -
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medicine outpatient care announced by the
NHIA on April 15, 2017 reduced copayments
for referrals to medical centers and regional
hospitals by NT$40, and increased copayments
for medical care at a medical center without a
referral by NT$60. Furthermore, copayments for
emergency care are now charged depending
on triage grade. These measures ensure the
realization of two-way referrals. Outpatient and
inpatient copayments are shown in tables 3-2
and 3-3.

Following the implementation of the 2nd
Generation NHI, in order to benefit areas with
limited medical resources, where it may be
difficult to seek care outside, people living in
such areas enjoy a uniform 20% reduction in
copayments, and the copayment rate for home
health care has been reduced to 5% from the
original 10%.

To ensure that the public can obtain
comprehensive and continuing medical care
near their homes, the NHIA introduced the
“NHI Family Doctor Plan” in March 2003. Under
this plan, five or more NHI-contracted western
medicine clinics in the same area can join with a
community hospital to form a community health
care group. As long as they take a doctor at a
primary-level clinic near their home as their family
doctor, people can obtain front-line healthcare.
Family doctors should ordinarily serve as
preventive healthcare consultants, and should
bear responsibility for gathering medical data
and providing 24-hour health consulting service
hotlines. If patients’ conditions warrant surgery,
further examination, or hospitalization, their
family doctors can provide referrals. The family
doctor system is intended to reduce wasted time
and money when people must find a doctor.

As of the end of June 2017, 526 community
healthcare groups were operating, 4,063
primary-level clinics were participating, which
represented a participation rate of 36.6%, 5,182
doctors were participating, for a participation rate
of 33.7%, and more than 4.13 million persons
benefited from community healthcare groups.

With regard to pharmacy services,
individuals can obtain medication from a
contracted pharmacy upon presentation of
a prescription from a contracted hospital or
clinic. If patients have any questions about
their prescription, they can ask their pharmacist
or assistant pharmacist at a pharmacy to
provide usage and health consulting services.
Pharmacies not only keep tabs on the public’s
medication safety, but also provide the public
with correct medication usage knowledge.

The NHI's payment system relies on a
third-party payment mechanism, and the NHIA
pays the medical expenses of persons seeking
care to hospitals and clinics on the basis of the
NHI fee schedule. The design of the medical
expense payment system plays an important
role in achieving a reasonable, fair, and effective
NHI system.

When the NHI system was initiated, it
sought to quickly integrate the existing civil
service, labor, and farmers’ insurance systems,
and encourage hospitals and clinics to apply
to become contracted health insurance
organizations. The fee-for-service approach
was adopted as the primary payment system,
and taking the government and labor insurance
payment standards as a basis, the NHI’s
payment standards were revised in conjunction
with adjustment of the scope of reimbursements
and the recommendations of medical groups.
However, this system resulted in an uncontrolled
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Annual Growth Rate of NHI Medical Expenditures
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2009 2010 2011 2012 2013 2014 2015 2016 2017

=l- {BEZEREMRZE Negotiated Global Budget Growth Rate

BRRR - LR ERERREESEZEZRZTRERRERZBPITHRS -
Source: National Health Insurance Service Implementation Report preasented in National Health
Insurance Committee meetings under the Ministry of Health and Welfare

increase in medical expenses, and has affected
the quality of care.

Accordingly, the NHIA has followed the
example of other leading countries by designing
different payment methods based on the
characteristics of different types of medical
care. For instance, the NHIA implemented
global budget payment system in a full scale
since July 2002, and simultaneously employed
different revised payment strategies, such
as case payment and pay-for-performance

(P4P) to change treatment behavior. In
addition, the Integrated Delivery System (IDS)
implemented by the NHIA in mountain areas and
on offshore islands has enhanced integration of
the medical service system, and the NHIA also
provides payments on the basis of quality and
outcomes through pay-for-performance plans.

Furthermore, to enhance patient health and
medical efficiency, the NHI launched its Taiwan
Diagnosis Related Groups (Tw-DRGs) program
on January 1, 2010, followed by a second stage
of the program, which has been in effect since
July 2014.

The NHIA has phased in global budget
payment for dental care, traditional Chinese
medicine, primary-level Western medicine, and
hospital care since 1998, and implemented
a full-scale global budget payment system in
2002, which effectively curbed the growth rate
of medical expenses to within five percent.
See Chart 3-1 for the NHI medical expenditure
growth rates since 2009. To ensure that the
public’s rights and interests are not affected
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by global budgets, the NHIA has jointly
implemented a medical quality assurance
program in conjunction with medical groups.
This program oversees hospitals and clinics’
efforts to improve the quality of their healthcare
services. Chart 3-2 presents the NHI’s global
budget drafting procedures and strategies, and
Table 3-4 shows the annual negotiated medical
expenditure growth rates of each global budget
sector since 2006.

To ensure that the quality and scope of the
care provided by medical service organizations
is not affected by the implementation of a global
budget payment system, while negotiating
global medical expense budgets, NHIA also
drafts quality assurance programs. These quality
assurance programs for global budget sectors
include medical services quality satisfaction
surveys, complaints and reported case handling
mechanisms, insured care accessibility
monitoring. NHIA has also determined clinical
services guidelines for professional treatment
quality, drafted standards for professional
review and case histories, established a hospital
and clinic assistance system and medical
services quality indicators, and maintained the
transparency of quality information by posting
relevant information on the NHIA website as
a reference helping hospitals and clinics to
continue to improve their medical quality.

To ensure balanced medical development
and provide the public with up-to-date medical
technologies, the NHIA has continued to add
new treatment items reflecting technological
progress and real clinical needs. As of June
2017, the fee schedule covered a total of 4,436
treatment items. The adjustment of the fee
schedule was announced 85 times between
2004 and June 2017, and revisions were made
to payment points for 1,989 treatment items.

To encourage hospitals to place greater

emphasis on clinical nursing manpower, a
program to improve the quality of nursing care
was initiated in 2009, and more than NT$9.17
billion had been allocated to it as of 2014. This
funding was used to encourage hospitals to
hire more nursing staff, increase pay for night
shifts, and subsidize extra overtime, making
nurses more willing to stay on the job. Another
NT$2 billion was invested in 2015 to adjust the
reimbursement rates for nursing services. This
measure has not only increased the payment
point values for the nurses’ services, but also
reduced nurses’ burdens through the linkage of
payments to the nurse-patient ratio.

The NHIA’s pay-for-performance plans
are intended to adjust medical expense
reimbursements to hospitals and clinics while
providing appropriate incentives to induce
medical service providers to develop and
provide holistic healthcare. As a consequence,
medical quality and effectiveness are taken as
a basis for the reimbursement of expenses. The
NHIA phased in this pay-for-performance system
starting in October 2001 to cover payments for
the treatment of cervical cancer, breast cancer,
tuberculosis, diabetes, and asthma based on
well-defined clinical criteria.

The management of the cervical cancer
program was transferred to the Health Promotion
Administration in early 2006, but that same year,
and a pay-for-performance plan for hypertension
treated at Western medicine clinics was added.
In 2007, hospitals became eligible to treat
hypertension under the plan, and in 2008, pay-
for-performance for the treatment of tuberculosis
was included in the NHI fee schedule. Two
additional pay-for-performance plans were
added in January 2010: for schizophrenia and
for hepatitis B carriers and hepatitis C patients,
and another plan was introduced in January
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Table 3-5 Percentage of Patients Treated Under NHI’s Pay-for-Performance Plan

#3-5 2 R REEG NS 2REE )

ﬁiﬂu 2005 2006 2007 2008 2009

f"sutﬁullﬁ‘lma 32.50% 34.78% 35.17% 31.29% 31.61%
ﬁiﬁes 23.52% 23.16% 24.67% 26.34% 27.56%
A 68.78% 78.99% 91.81% In%gr\pfrgﬁﬁ -

Tuberculosis the Fee Schedule

=
12.00% 12.98% 13.60% 14.64% 14.50%

. - HEEa
SIEE E 9.31% o o o
Hypertension N/A Trial-basis 6.54% 3.93% 2.65%
9.31%
BB KT EN=i
Schizophrenia N/A
BEICRUFT XIS -
Hepatitis B and C iifﬁﬁ
carriers
FIERIS I B e B
Early stage chronic N /AE
kidney diseases
ZEREIERE =
Full-course RE
: N/A
maternity care
FHES
Early treatment E =i
for development N/A
retardation
121 PRZE AR
Chronic obstructive REN
pulmonary lung N/A

disease

5t Emgﬁfézooeﬁtﬁ"ﬁ SEERINIIN - 2007 FRIIBEBREEERT - HIZEXRNEEERER - 2IRIRE
RTNRER  XRRBESHIERR - FILRERRK - 1IBEBRRS - BRBURRRIEBSIIETEEH - B
2013 HE(S LAV -
PHEBPIEZEER(IINETIEE2015F 108 &l ~ 18 FEEMRAE2017F48 8 -

Note: The hypertension plan was first implemented on a trial basis at Western medicine clinics starting in 2006,
and was expanded to hospitals in 2007. Because the care rate for this plan encompasses both primary-
level clinics and hospitals, the care rate for this plan decreases. Furthermore, because hypertension
patients commonly also have such comorbidities as diabetes and chronic kidney disease, these
conditions were no longer tracked under other independent plans, and trial implementation of the plan
was ended in 2013.

An early intervention outpatient medicine pay-for-performance plan was implemented in October 2015,
and a chronic congestive lung disease plan was introduced in April 2017.
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2010 2011 2012 2013 2014 2015 2016
47.02% 45.45% 39.30% 37.49% 41.94% 36.00% 28.2%
29.26% 31.36% 33.94% 35.06% 41.90% 41.07% 43.4%
14.62% 13.67% 13.43% 13.09% 10.88% 10.60% 9.7%
B B B B

[0} (o) [0)
2.55% 2.94% 1.36% See Note See Note See Note See Note
40.65% 46.94% 51.20% 52.22% 59.11% 61.97% 63.9%
9.83% 19.37% 26.14% 30.58% 37.18% 32.6% 35.3%
20.15% 26.40% 32.1% 26.71% 38.54% 42.1%
LRl EEEREEE 0 o

Sponsored by the MOHW’s Medical Development Fund 29.3% 29.5%
15.3%

2011 for early chronic kidney disease. Pay-for-
performance plan for chronic kidney disease was
included in the NHI fee schedule in April 2016.

In 2015, the NHIA took back management
of the pay-for-performance program covering
full-course maternity care for pregnant women,
which had previously been managed by the
Ministry of Health and Welfare’s Medical
Development Fund. A pay-for-performance plan
for early intervention outpatient therapy was
added in October of the same year, and a pay-
for-performance plan for chronic congestive lung
disease was added in 2017.

Thanks to the positive impact of the
diabetes pay-for-performance plan, it was
adopted in the fee schedule for all diabetes
cases in October 2012. Furthermore, since the
patients under the hypertension plan commonly
also had such comorbidities as diabetes and
chronic kidney disease, etc., to promote holistic
care methods, these conditions were no longer
listed as independent items starting in 2013,
and were included in other pay-for-performance
plans. The recent care rates of each plan are
shown in Table 3-5.
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Chapter 4

Improving Efficiency through
Professional Reviews

The medical service review system is
a necessary mechanism to prevent waste,
safeguard quality, and maintain the public’s
healthcare safety and quality. The targets
of medical service reviews include medical
service items, quantity, appropriateness, and
quality. An average of 356 million outpatient
reimbursement claims are filed every year, which
works out to an average of roughly 970,000
per day, and about 3.28 million inpatient care
claims (roughly 9,000 per day) are filed each
year. Based on manpower and administrative
cost considerations, the review process follows
two tracks: a procedural review track and
a professional peer review track. Computer
technology and data analysis are employed
extensively in these reviews, and NHIA is
striving to develop “computerized physician’s
order automated review and profile analysis”
computer-aided review systems in an effort to
boost review efficiency.

The computerized “NHI Central Intelligence
System” (CIS) established by NHIA in
September 2014 automatically detects abnormal
cases from major items, and outputs sampling
proposals or marks these cases, and provides
information concerning abnormalities, making
overall claims review process as effective as
possible.

Following the phased implementation of
a global budget payment system starting in
1998, the NHIA has also commissioned medical
associations to deal with some professional
reviews and established management guidelines
for recruiting medical review experts. The NHIA
and the independent agencies have also gradually
developed mechanisms for jointly managing the
various professional reviews in every region.

To effectively enhance the consistency

of professional reviews, apart from providing
training and orientation on the workings of
the insurance system, the NHIA also holds
conferences for reviewing experts responsible
for different fields for the purpose of achieving
consensus among views concerning medical
specialties. The NHIA established a “professional
review knowledge query system” in February
2012 to give NHIA staff and medical experts a
convenient way to look up relevant regulations
online, improving review efficiency. Through
its “Intelligent Professional Review System,”
(IPS) the NHIA completed the compilation and
integration of various kinds of review-related
regulations for different types of query data from
2011 to 2013.

From 2014 to 2016, the NHIA expanded
the use of digital reviews using information
technology, and strengthened the information
integration function of the “Intelligent Peer
Review Online System (IPL)”. This effort
included the establishment of automatic links
to health insurance payment regulations, review
guidelines, case history e-files, and review focal
point information, and the addition of reminder
mechanisms and individualized settings helps
review experts to perform their work accurately
and efficiently.

More Efficient Review through
Information Technology

The NHIA has gradually pushed forward
the digitization of medical reports, which have
been compiled over the years to create the
NHI database, which is unique in the world.
Thanks to this digitization process, the NHIA can
quickly and efficiently review claims submitted
by healthcare providers, and detect abnormal
situations. The information collected in the NHI's
vast database is also used to analyze future
policy directions, initiate relevant measures, and
prevent the waste of medical resources.
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The NHIA has developed automated review
system for physician’s orders, i.e. automated
auditing rules and no-payment regulations for
NHI covered services, fee schedules, NHI drug
list, and NHI medical expense review guidelines

(such as age restrictions, gender restrictions,
specialist physician requirements, etc.) The
system rules out no-payment items directly
and helps to improve the accuracy of claims
submitted by medical providers and thus boosts
review efficiency.

In recent years, the NHIA has also actively
established a profile analysis-based review
system, which is able to review and manage
irregular medical utilization by hospitals; the
following specific measures are currently in
place:

(1) Use of statistics analysis, detect
abnormalities in patient visits, and diagnostic
and treatment practices and expense claims
irregularities, where the results serve as a
reference in professional reviews. This allows
the focus of professional reviews to be shifted
from individual cases to treatment practices and
operating patterns.

(2) Based on their regional characteristics,
NHIA’s regional divisions can rely on profile
analysis to establish monitoring indicators for
such high-utilization and high-cost medical items

Wi

RREREEAEREERT
Demonstration of NHI MediCloud System
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as computerized tomography (CT) , magnetic
resonance imaging (MRI) , and extracorporeal
shock wave lithotripsy (ESWL) , and strengthen
management and assistance by locating
abnormal hospitals, clinics, or physicians.

Transparent Medical Quality
Information

In 2005, the NHIA launched a platform to
provide transparent information on healthcare
quality in an effort to encourage the medical
community to improve care quality. The
platform was also designed to enhance public
understanding of medical quality and medical
utilization under NHI, and provide guidance to
patients making decisions about their healthcare
choices. This platform includes professional
healthcare service quality reports, medical
quality indicators of contracted hospitals
and clinics, customer service indicators, and
indicators concerning specific diseases, and
can help the public gain an understanding of the
quality of care in Taiwan.

Furthermore, basic information concerning
contracted medical organizations, including service
items, examination and treatment departments,
scheduled visiting hours, insurance bed ratios,
information on medical organizations violating NHI
rules, and registration fee queries are made public
online.

Reasonable Drug Price Adjustments

Under the current system for reimbursing
medication expenses, medical organizations file
drug expense claims with the NHIA based on
NHI Drug List, and the NHIA will gather actual
transaction prices through regular drug price
market surveys to adjust drug prices periodically.

Since 1999, drug prices have been reduced
based on these market surveys by a cumulative
total of more than NT$60 billion. These periodic
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Special Medical Devices With Balance Billing

18 EEXEEbRER -

IBER BRI E AR
Item Effective Date

FEREIREEMERZE

Drug-eluting and Bio-active Coronary Stents 2006/12/01

FE AT REREEN

Artifical Gerarmic Hip Joints 2007/01/01
4k / E3 B

RIRIDEE A LKsshE 2007/10/01

Artificial Intraocular Lenses

TERETENEA TSR

Metal-on-metal Artificial Hip Joints 2008/05/01

T A A DB ) i

Bioprosthetic Heart Valves 2014/06/01

TSR LS R iR

Programmable Ventriculoperitoneal Shunt 2015/06/01

BESIRBIKIRE C REEE 2016/05/01

Drug-device Combination Products for Superficial Femoral Artery Stenosis
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adjustments in drug prices have not only helped
shrinking the gap between actual market
prices and NHI reimbursement prices, but also
slowed the growth of the system’s medication
expenditures. The funds saved are being
used to accelerate the inclusion of new drugs,
widening the scope of drug payments, adjusting
the payment standards for items with relatively
low prices, the NHIA is ensuring that patient
access to drugs is on a par with the world’s
leading countries while improving the quality of
healthcare in Taiwan. This is one way the NHIA
used to safeguard people’s health.

To further control health insurance
medication costs as a whole, the NHIA
announced trial implementation of the four-
year “NHI Drug Expenditure Allocation Ratio
Target System” starting on January 1, 2013.
This system sets yearly targets for NHI drug
expenditures, which are linked with actual drug
expenditures. If actual expenditures exceed
targets, a process to lower drug prices is
automatically initiated once each year, keeping
the NHI system’s overall spending on drugs
stable and within a reasonable scope.

Special Medical Materials with
Balance Billing

Although some new medical devices
offer improved functions, they are often far
more expensive than similar items in the NHI
fee schedule. To ease the financial burden of
patients who might benefit from these advanced
devices and give them greater choice, since
December 1, 2006, the NHIA listed the six
categories (seven items) as balance billing
items, such as drug-eluting stents and stents
with special coatings, artificial hip joints

(ceramic and metal-on-metal) , artificial
intraocular lenses, bioprosthetic heart valves,
programmable ventriculoperitoneal shunts,

and drug-device combination products for
superficial femoral artery stenosis (Table 4-1) .
Whenever an insured wishes to use the more
costly devices and materials, in cases when
the NHI has existing payment standards for
similar items, NHI will provide reimbursement
in accordance with the payment standards for
the similar items, and the insured must pay
the difference out of his or her own pocket. In
order to protect the public’s rights and interests,
hospitals and clinics must provide the public
with adequate information before performing
surgery or treatment in such cases.

In addition, hospitals and clinics must post
information including the names, item codes,
fee standards (including hospital out-of-pocket
payment, NHI payment prices, and insured
copayments) , product characteristics, side
effects, and therapeutic effects comparison
with items already covered by the NHI on their
websites or premises. In addition, NHIA will also
provide information concerning balance billing
materials on its website. Thepublic is able to
obtain the prices of such materials at individual
hospitals in the “Price Comparison Platform of
Self-Paid Medical Devices” section of NHIA’s
website.
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Premier William Lai (?ﬂlﬁf—) and Mlnlster of Health and Welfare Chen Shih-chung (BREFH1) attended the news
conference to introduce the Diagnostic Image Sharing Platform.



Value-added Cloud Services -
My Health Bank

Accumulated over the course of 20 years,
NHI’s claims data constitutes the largest
repository of people’s health information in Taiwan.
With the rise of the Big Data concept in recent
years, NHIA has begun to gradually compile data
in various fields while maintaining information
security. It uses cloud computing technology
to provide doctors with clinical professional
assessments and offer health insurance data
to the public. In July 2013, the NHIA completed
the patient-centered NHI PharmaCloud System,
which allows contracted medical organizations
to query in real-time patients’ medication records
for the previous three months via the NHI VPN
system. By providing reference information to
doctors when prescribing prescriptions, and to
pharmacy personnel when providing advices on
medication use, this system is enhancing care
quality and reducing unnecessary duplication of
medical resources.

Analysis of usage of the PharmaCloud
System has revealed that when doctors use the
system to query patients, the overlap in days of
drug use is reduced significantly. Furthermore,
NHI-contracted medical institutions have
incorporated NHI PharmaCloud information
into their internal drug management systems
to create their own in-house specialized drug
management mechanisms. These could
include standardized procedures for inpatient
and outpatient PharmaCloud System query
procedures, setting up counters where
the elderly can pick up their prescriptions,
developing intelligent PharmaCloud
interpretation programs, and tracking
inappropriate drug use or prescriptions. The NHI
PharmaCloud is also being used to encourage
inpatients to use medications that they have
brought in themselves (medications prescribed
by other hospitals or outpatient departments) .
These processes have helped pharmacists to
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better fulfil their role in enhancing the safe use
of medicines and have improved the overall
“medication safety” environment, reflecting the
profound usefulness of the NHI PharmaCloud
System.

Building on this foundation, the NHIA
developed the expanded “NHI MediCloud
System” in 2015 based on users’ feedback
and practical clinical needs. The new system
encompasses not only the continuously
improving PharmaCloud System, but also
incorporates information from 11 additional
query systems, including: Chinese medicine
prescription use records, examination and
test records and results, detailed records
of surgeries, dental treatment and surgical
records, drug allergy records, records of specific
controlled drug and specific clotting factor
medications usage, rehabilitation records,
and hospital discharge summaries. All of this
information is brought together on the same
single platform. The system also provides a
user-friendly search interface and reminders

(for instance, reminder windows displaying
the most recent date of specific tests and a
timeline showing visits to medical practitioners
and recent medical care, among other things) .
These upgrades to the system make it easier for
medical professionals to gain quicker access to
vital information by shortening the time needed
to read information and use the system. This
enables them to make better clinical judgments
and provide patients with even better care
quality care.

Diagnostic Image Goes on Cloud
to Facilitate File-sharing

After analyzing a large pool of big data over
the past few years, it is found to be essential to
cut down on unnecessary repeated examinations
and medication. Therefore, the NHIA launched a
cloud-based file-sharing platform for diagnostic
images to be shared among hospitals on Jan.
1, 2018. This platform allows large hospitals
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to upload computed tomography (CT) and
magnetic resonance imaging (MRI) scans, which
can be retrieved by local hospitals in case of
follow-up consultations. It could help hospitals
provide better medical services, helping larger
medical centers avoid being swamped with
patients, which would also improve hospital
classification and patient referral systems.

In addition, the NHIA updated the
personalized cloud-based service - the “My
Health Bank” system in July 2016. This new
“My Health Bank 2.0” enables patients with
valid NHI cards to log into the system and query
their records without the need to insert their
cards in a card reader. The system’s simple and
intuitive graphic interface makes it easy for users
to get a clear, accurate picture of their recent
doctor visits, examination and test results, and
preventive health care information, allowing
users to play a more active role in monitoring and
managing their own health. Individuals can also
download personal My Health Bank value-added
applications or use their mobile devices to log
onto the My Health Bank app provided via the
NHI mobile app. This empowers users to check
their medical information at any time and use it
as reference information to doctors when users
receive care. The NHIA expects that this service
will reduce the medical information asymmetry
between doctors and patients, and thereby
enhance medical safety and effectiveness.

The number of “My Health Bank” users
has increased steadily since the system was
introduced in 2014. As of June 30, 2017, the
system had approximately 460,000 users, and
downloads had been made over 3.2 million
person-times. Approximately 90% of users
agreed that “My Health Bank” helped them to
better understand their medical care status and
facilitated monitoring of their health condition.
These results indicate that the system is making a
positive contribution to encouraging people to pay
greater attention to their own personal healthcare.
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Since the inception of the NHI program,
the NHIA has encouraged contracted medical
organizations to employ the Internet, media, and the
NHI VPN to report expenses claims, and statistics
indicate that the use of electronic submission of
medical expenses claims by contracted medical
organizations is approaching 100%.

After NHI cards went fully electronic in 2004,
the NHIA set up an NHI virtual private network
(VPN) to facilitate two-way communication
with contracted medical institutions. Apart from
being able to use the VPN to perform uploading
and online NHI card verification and updating,
contracted medical organizations can also file
their expenses claims more efficiently. In June
2017, an average of 1.73 million patient visit
summaries containing approximately 6.17 million
medical service orders (physician orders) were
uploaded and verified daily through the system.

Furthermore, responding to the accelerating
adoption of information technology by hospitals
and clinics in recent years, the NHIA completed
the introduction of the “Picture-Archiving
and Communication System” (PACS)
in September 2006, which established an
online environment (including text and image
data) for the professional review of medical
expense reimbursement claims. This system
is helping hospitals and clinics to perform
online applications and reporting in connection
with their reimbursement claims. In order to
effectively apply information resources and make
the best use of manpower, the NHIA instituted
the centralized management of medical images
and related electronic files in 2017. This initiative
has prompted the NHIA to merge similar
functions within the integration of operations,
strengthened pre-authorization reviews, and
added data processing functions for the random
review of medical expenses, while also adding
professional review of outpatient appeal cases,
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inpatient appeal cases, Tw-DRGs cases,
catastrophic disease and injury, and orthodontic
cases to the system.

At the same time, NHIA’s internal medical
payment system ensures even greater
automation of review processes, enhancing the
efficiency of originally-manual review procedures
and reducing administrative costs.

To encourage even more hospitals and
clinics to claim medical expenses online,
the NHIA has established a single electronic
window - the IC Card Data Center (IDC) -
on its website where all contracted medical
organizations can file expenses online. In
conjunction with its operating needs, NHIA
is also continuing to provide contracted
medical organizations even more convenient
electronic reporting services. For example, the
introduction of e-certificates use to log onto
the health insurance information network in
January 2012 has provided medical institutions
a more integrated authorization management
system and enhanced the security of electronic
network services. The NHIA also expects
that its promotion of the exchange of medical
imaging files between medical facilities will
reduce the number of unnecessarily duplicated
examinations and tests, while promoting the
information exchange between hospitals.

Accelerating Digital Management
of NHI Cards

To enhance the public’s healthcare
convenience, NHIA introduced IC health
insurance cards on January 1, 2004 as a
replacement for the previously-used paper cards
and child healthcare handbooks, maternity
healthcare handbooks, and catastrophic illness
certification cards. The information that had
been previously recorded on these four types
of documents has now been encrypted and
encoded in the new card’s embedded chip.
Alongside greater convenience, this shift also
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protects users’ medical privacy, and allows
doctors to refer to medication and examination
data entered on the chips when performing
diagnosis and treatment. The IC NHI cards have
enhanced medical safety, and indirectly prevent
the waste of health insurance medical resources.

Because hospitals and clinics must enter
patients’ visit records onto their health insurance
cards, and then transmit this information to
the NHIA within 24 hours, the NHIA is able
to monitor daily outpatient and inpatient use
person-times statistics, and is able to quickly
discover and track irregular healthcare behavior,
and provide prompt assistance. In addition,
insureds can also note willingness to donate
organs or desire not to be resuscitated or be
given hospice care on their NHI cards.

Using Multiple Mechanisms to
Ensure Information Security

NHI cards not only ensure privacy, but also
facilitate the smooth flow of information through
Taiwan’s online medical information platform.
The NHI card has received international
recognition for its security management on
several occasions. To safeguard information
security, the card provides several anti-forgery
features, and the embedded chip employs a
number of mutual verification mechanisms
intended to maintain data security.

Health insurance information is transmitted
via the NHIA’s dedicated VPN, which has multiple
firewalls in an effort to reduce risk of hackers
breaking into the system or stealing data. In
addition, NHI cards records are entered in
encoded form and encrypted during transmission,
which effectively safeguards personal privacy.

To strengthen health insurance card and
health insurance data safety management
mechanisms, the NHIA established an
information security task force in August 2003
responsible for managing security-related
tasks and completion of system certification.
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In June and August of 2004, the NHI card’s
key management system (KMS) and IC Card
Data Center (IDC) received BS7799 and
CNS17800 security certification from the British
Standards Institution (BSI) . The NHIA was
the first government organization in Taiwan
to receive CNS17800 certification from the
Taiwan Accreditation Foundation (TAF) under
authorization from the BSI.

The NHIA has also established a full-
scale information security management system
(ISMS) to ensure the security of medical
information throughout the healthcare system.
The NHIA’s information unit passed ISO 27001
international information service standard
certification in March 2006 and May 2008, and
has received domestic and foreign UKAS & TAF
information security certification. In 2010, in
conjunction with organizational restructuring, the
NHIA integrated its ISMS system and certification
tasks, and again passed information security
certification. After ISO/IEC 27001 certification
was updated, the NHIA completed certification
under the new ISO 27001: 2013 standard in
2015. Since then, in line with the spirit of the
PDCA (Plan-Do-Check-Act) cycle, NHIA has
continued to improve information security and
protect the public’s personal information.

In order to strengthen system-wide
monitoring of information security and perform
continuous monitoring of e-mail and online
security, the NHIA established the Security
Operation Center (SOC) in April 2014.

To realize e-government, the NHIA
established a multiple authentication online
insurance platform for insurance registration
units to file enrolment data online when updating
its online operating system in January 2006.
Then, in October 2014, the NHIA added an
online insurance services section to its website
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to ensure a better service environment and
provide more diversified service. As of the end of
June 2017, 286,000 insurance registration units
(chiefly employers) had used this section, and
had reported approximately 1.69 million data
updates online each month, which accounted
for more than 78% of all reported updates.
The platform makes it easy for employers and
individuals to use the Internet to apply or query
information, and check on the status of their
premium payments. Convenient and fast, this
platform saves users the cost of filling out and
transmitting forms, and the fact that users must
first undergo electronic verification of their
identities ensures a high level of security.

Responding to the changing times, the
NHIA provides the public with a convenient
choice of NHI premium payment channels,
including payment via financial institution,
convenience stores, mobile devices, and
service counters at NHIA divisions. Alternatively,
members of the public can opt for even more
convenient bank account transfers, or ATM,
online, or credit card payments. As a result, the
public can pay NHI premiums via a variety of
nearby or convenient locations and methods.

Premium payment data from the time the
NHIA began offering multiple payment channels
on January 1, 2007 until June 30, 2017 revealed
that service counter payments at financial
institutions (41%) , account transfers by
financial institutions (28%) , and convenience
store payments (31%) are the most popular
payment methods. In addition, some individuals
choose to make payments via ATMs or online.
The NHIA is committed to providing the public
with the widest possible variety of convenient
premium payment methods, which meets the
policy goals of simplifying government services
and making life easier for the public.
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Caring for the Needy and Safeguarding Remote Areas

Subsidy Programs for the
Economically Disadvantaged

Under the NHI’s compulsory enrollment
system, it is inevitable that some low-income
families and economically-disadvantaged
groups may not be able to afford health
insurance premiums. To ensure that all citizens
have access to care, the NHIA provides many
assistance measures aimed at maintaining
a strong safety net and the spirit of mutual
assistance. The NHIA consequently offers
numerous premium payment assistance
measures aimed at patients with catastrophic
illnesses, such as cancer, kidney diseases
requiring dialysis, hemophilia, and mental iliness,
and economically-disadvantaged citizens.
Furthermore, the NHIA also provides medical
and economic assistance to people living in
remote areas or suffering from rare or critical
illnesses. Current assistance measures include
premium subsidies, relief loans, and installment
payment plans (see Table 6-1 for assistance
results) .

Premium Subsidies for
Disadvantaged Groups

Various levels of government provide NHI
premium subsidies to the members of specific
disadvantaged groups, including low-income
families, the near poor, unemployed veterans,
unemployed workers and their dependents,
persons with disabilities, and unemployed
indigenous citizens under the age of 20 and over
the age of 55. A total of approximately NT$26.1
billion in premium subsidies was provided to
roughly 3.27 million individuals in 2016. During
2017, approximately NT$12.48 billion in premium
subsidies had been provided to roughly 3.01
million individuals as of June 30, 2017.

RER33ZY <TEEIRED

Relief Loans

The NHIA provides interest-free loans to
people facing economic hardship so that they
can pay their NHI premiums and unpaid out-of-
pocket medical expenses, thus safeguarding
their right to care. During 2016, a total of 2,339
loans amounting to NT$170 million were made
throughout the year, and 1,092 loans totalling
NT$80 million had been made as of June 30,
2017.

Installment Payment Plans

Those who do not qualify for relief loans,
but cannot pay their overdue premiums of NT$
2000 or above at one time due to economic
hardship, are eligible to repay the overdue
amount in installments. Permission was granted
in 91,000 cases to repay NT$2.64 billion in
installments in 2016, and permission was
granted in 39,000 cases to repay NT$1.11 billion
in installments up until June 30 2017.

Referral to Premium Assistance
from Public Interest Groups

The NHIA may refer persons unable to pay
their NHI premiums to seek assistance from
public interest groups, companies, and personal
charities. In 2016, 8,489 cases were successfully
referred to charitable sources of assistance, and
a total of more than NT$25.8 million in subsidies
were provided. In 2017, 3,713 cases were
successfully referred and received over NT$9.44
in subsidies during the first six months of the
year.

Protecting the Right to Care of the
Economically Disadvantaged

In order to realize the universal right to
equal medical care and fulfill President Tsai,
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Caring for the Needy and Safeguarding Remote Areas

Ing-wen’s campaign promise that all insured
can use their NHI card to receive medical care,
and the policy of locking the cards of persons
who cannot afford their premiums would be
abandoned, the NHIA instituted the “decoupling
of the payment of premiums from the right to
receive medical care” effective on June 7, 2016
to unlock all inaccessible cards, and guarantee
all citizens enrolled in the NHI their rights to
enjoy medical care. The full-scale unlocking of
health insurance cards symbolizes a new level of
protection of the human right to receive medical
care. Furthermore, cards will no longer be
locked for failure to pay premiums. By revoking
the practice of card locking, the NHIA has
removed the fear felt by the disadvantaged that
they will not be able to receive care when they
need it. The move embodies the government’s
goal of protecting of the weakest in society and
safeguarding the people’s right to healthcare.

The various protective measures for people
suffering from economic hardships provided
by the NHI form a comprehensive umbrella to
safeguard the health of those disadvantaged.
By eliminating economic obstacles to people
participating in the NHI through assistance
with the enrollment of insurance, premium
relief loans, referrals to assistance, and
installment payment plans, the NHIA has
ensured that people suffering difficult economic
circumstances can still enjoy adequate medical
care at any time. The NHIA provided medical
safeguards in the amount of NT$40 million in
1,156 cases during 2016, and NT$6.96 million in
331 cases during the first six months of 2017.

In order to provide care to disadvantaged
groups, in addition to installment plans, relief
loans, and referrals to assistance, the NHIA has

BRERFHEREFVEGRHER SR
NHI Director General, Dr. Po-Chang Lee, inspected
the healthcare services in Pratas Island

also used lottery funds since 2008 to implement
the “Program to Ease the Medical Care Burden
of Disadvantaged Persons.” Under this program,
the NHIA actively selects and notifies people
who are eligible for this program, and helps them
to pay overdue health insurance premiums. As of
the end of June 2017, the cumulative subsidies
provided to this program totaled NT$3.66 billion,
and a cumulative total of 213,137 persons had
benefited from it (Table 6-2) .

Persons certified as having disabilities pay
a basic clinic copayment of NT$50 for outpatient
care, regardless of where they receive care; this
amount is lower than the copayments paid by
the general public (NT$80-NT$360) .

Individuals with catastrophic illnesses,
such as cancer, chronic mental iliness, kidney
diseases requiring dialysis, and other rare and
congenital diseases, are exempt from paying
copayments for the treatment of those diseases.
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Table 6-2 Contributions from Public Welfare Lotteries Gains
EHEER o L
o No. of (e : Bi)
Program Description Beneficiaries Amount
ooos  BENSIBRREMNE REFRIBRIGEE 06,446 4.00
Help the disadvantaged pay NHI premiums ’ NT$400 million
EEIEEE e S 395
Help people in natural disaster-affected regions pay premiums 19,308 NT$395 miII.ion
owed
2009 8L IL% =
BEEXKR RN ERRAMER B E 378
Help people in natural disaster-affected regions pay premiums 19,841 NT$378 miIIIi on
owed
o010 TRIVSIRIREE AR EIREE - 888 3.79
Help the disadvantaged defray their medical expenses ’ NT$379 million
o1y TREDSSRIREEHEIREEEIREE 18.990 3.1
Help the disadvantaged defray their medical expenses ’ NT$381 million
EIEEY e e 13880 3.24
Help the disadvantaged defray their medical expenses ’ NT$324 million
1#B0 1855 LA T B RIRVRIE R RONRKEEEDIEE
2012 REHINEE 0.03
Pilot program to help people 18 and under not enrolled in the NHI 111 NT$3 mill}on
system or who have had their coverage cut for an extended period
of time enroll in the system and pay expenses they cannot afford
BBt ot 10185 4.01
Help the disadvantaged defray their medical expenses ’ NT$401 million
2013 BEIRANEFE AR B RITHRARENETE 0.1
Program to help minors pay premiums owed or offer relaxed 1,717 NTS$21 mill.i on
payment terms
FENS SRR M B e EE B 39,005 4.00
Help the disadvantaged defray their medical expenses ’ NT$400 million
2014 BEIRAENBMER RERITRAENE B 0.02
Program to help minors pay premiums owed or offer relaxed 249 NT$2 mill} on
payment terms
FENSRIRR MR B e Es B o1 841 2.56
Help the disadvantaged defray their medical expenses ’ NT$256 million
2015 TLEMEHERERERRBRERIEE 0.02
Program to assist disadvantaged new immigrants in Hualien and 101 NT$2 mill}on
Taitung counties pay premiums owed
e e e ] 20,264 2.34
Help the dlsadvantaged defray their medical expenses ’ NT$234 million
BINRHRER - ShEEPRE LRIEESIENETE
2016 7L e
Help indigenous people living in remote areas, marginalized elderly 309 0.06
ouseholds, and beneficiaries of the “Immediate Assistance” pilot NT$6 million
program
sy | EDISEREEEAIBEIESE | 0.60
ey E(reorgcr)?]? to Ease the Medical Care Burden of Disadvantaged 11,709 NT$80 million
First half of FEVTHSED « SHXERBORERESEEE 0.01
2017 Integrated Program to Assist Disadvantaged Children, Elderly 39 NT$1 mill}on
Households, and Indigenous Persons Living in Isolated Areas
= 36.63
el 213137 NT$3,663 milion
5T - BERIIFEEE2017F6AK - Note: Figures as of the end of June 2017
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Caring for the Needy and Safeguarding Remote Areas

To safeguard the rights of patients with rare
diseases, the NHI uses special earmarked funds
to pay for drugs designated by the Ministry of
Health and Welfare as necessary to treat rare
diseases, easing the economic burden of care
for such patients.

Care for Medically Vulnerable Groups

People with disabilities

The trial program for providing dental
services to persons with disabilities, introduced
by NHIA in 2002, offers higher reimbursements
to encourage dentists to provide dental care to
patients with congenital cleft lips and palate,
and other groups with specific disabilities.

The NHIA eased regulations in 2006 to
allow local dentist associations or groups
to establish dental teams to provide regular
services to organizations devoted to caring for
people with disabilities. The teams can provide

roving dental services to psychiatric hospitals
without dental departments and special
education schools with special needs. Since July
1, 2011, dentists from the teams have provided
in-home dental services to persons with
designated disabilities who meet residential care
criteria. On January 1, 2013, the teams began
providing dental care to bedridden patients at
organizations caring for the disabled, and on
January 1, 2014, the teams began providing
services at government-registered organizations
caring for developmentally delayed children. The
teams’ service scope was further extended to
bedridden patients at elderly care facilities under
the Ministry of Health and Welfare on January 1,
2015.

People with catastrophic illnesses

The 30 catastrophic illnesses announced
by the NHIA include cancer, chronic mental
iliness, end-stage renal failure, and congenital
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Caring for the Needy and Safeguarding Remote Areas

conditions, all of which are very costly to treat.
Insured individuals with a catastrophic illness
card are exempt from copayments when
obtaining treatment of these conditions.

As of the end of June 2017, a total of more
than 955,000 catastrophic illness cards had
been issued (to over 890,000 people, who
accounted for 3.77% of all insured) . In 2016,
the cost of treating catastrophic illnesses totalled
approximately NT$181 billion, and accounted for
27.4% of all NHI medical expenditures. Roughly
NT$40 billion in NHI expenditures goes for the
purchase of drugs needed to treat catastrophic
illnesses, and this amount is nearly 30% of the
NHI system’s total medication expenditures.
These high level of spending on the treatment
of catastrophic illnesses reveals the tremendous
assistance that the NHI system provides to
these individuals.

People with rare diseases

Individuals with rare diseases classified
as catastrophic illnesses are exempt from
copayments when being treated for their
condition. The Ministry of Health and Welfare
currently recognizes 216 types of rare diseases,
and had issued 10,509 rare disease verification
cards as of the end of December 2016. Medical
expenditures for the treatment of rare diseases
totalled approximately NT$4.53 billion during
2016, of which roughly NT$4.16 was used for
the purchase of medications.

People with multiple chronic diseases

Patients with multiple chronic diseases
consume the largest share of resources in Taiwan’s
healthcare system. With the aging of Taiwan’s
population, the prevalence of multiple chronic
diseases has been increasing steadily, and the
care of these individuals is becoming an important
issue. To ensure that such patients obtain

FhERIth E EREME M I A\ B X BB AR TS
Physicians from Central Taiwan declared their
supports to home health care.

integrated care services, and avoid redundant
or inappropriate medications, examinations
and treatment, the NHIA initiated the “Hospital
Integrated Care Program” on December 1, 2009.
Patients participating in this program have lower
copayments and registration fees, reduced visit
and transportation time, and increased care safety
and quality.

In order to provide necessary care to
patients with rare diseases and ease their
medical care burdens, reimbursement standards
for all medications designated for use in the
treatment of rare diseases must be promptly
included in the NHI Drug List and Fee Schedule.

In the years since this program was
introduced, participants have consistently
made fewer doctor visits than they did during
the previous year, which reveals the program’s
excellent effectiveness. Under this program
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in 2017, a total of 189 hospitals participated
in providing integrated care to patients who
chiefly suffered from dementia, hypertension/
hyperglycemia, and chronic disease of the
elderly. As of June 2017, core target patients
numbered 198,000 of which 130,000 had
multiple chronic diseases) , and another
218,000 patients had been directly accepted
into the program by hospitals. As a result, a
grand total of approximately 416,000 persons
are receiving integrated care. The NHIA regularly
reviews and adjusts the program to encourage
medical institutions to provide patient-centered
holistic care.

Providing Care in Remote Areas
Lacking Medical Resources

Integrated Delivery System (IDS)

Due to their isolated geographical
environment and inconvenient transportation,
Taiwan’s mountain areas and offshore islands
are universally lacking in medical resources.
As a consequence, the NHIA has drafted plans
to induce willing and capable hospitals and
clinics to send adequate medical manpower
to these underserved areas. Introduced in
November 1999, the Integrated Delivery System

(IDS) encourages large hospitals to provide
specialized medical service, emergency
services, and overnight care in mountain areas
and on offshore islands at fixed locations or
through roving services.

Improvement Plan for Medically
Underserved Areas

The IDS program currently covers 50
townships in mountain areas and on offshore
islands. A total of 26 contracted hospitals and
clinics are implementing 30 projects to support
local medical service in these areas.

RER33ZY <TEEIRED

The NHIA devotes an additional NT$640
million annually to towns and townships
with insufficient medical resources, and is
implementing the Improvement Plan for
Medically Underserved Areas to encourage
dentists, physicians, and Chinese medicine
physicians to work in underserved areas in the
spirit of “local service,” or provide healthcare
services in such areas on a roving basis.

Upgrading Medical Services in
Underserved Areas

The NHIA introduced the Medical Service
Improvement Program for Underserved Areas in
2012 in order to strengthen medical services and
preventive healthcare at the community level
on offshore islands, in mountainous areas, and
other areas lacking in medical resources. This
program, which has an earmarked budget and
guaranteed point values, encourages hospitals
in the foregoing areas or nearby to provide 24-
hour emergency services, and internal medicine,
surgical, gynecological/obstetric, and pediatric
outpatient and inpatient services. Ninety
hospitals were participating in 2017, helping to
improve the provision of convenient services at
a more local level.
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Public Satisfaction and International Recognition

Internationally Acclaimed NHI
Experiences

Since the introduction of the NHI, the
NHIA has gradually achieved its goal of
easing the public’s medical care burden with
the support of the people of Taiwan and the
medical community. In particular, the NHIA has
succeeded in easing the NHI premium burden,
reducing administrative expenditures, shortening
waiting time, and minimizing the insurance
administration cost, which has earned the NHIA
widespread international acclaim.

During the World Health Organizaiton
Assembly held in Geneva, Switzerland this year
by the World Health Organization WHO) , the
Ministry of Health and Welfare jointly hold the
“Taiwan-Switzerland National Health Insurance
Workshop” with the Swiss Society for Health
Policy SGGP) on May 23, 2017. This workshop
was hosted by Prof. Bettina Borisch of the
Institute of Global Health, University of Geneva.
The Minister of Health and Welfare Shih-Chung
Chen, the NHIA Director General Po-Chang
Lee, and other officials from Taiwan were in
attendance. After Minister Chen gave an opening

ERmEREETHE
President Tsai Ing-wen meets members of Taiwan’s
WHA Action Team

RRmE BEIFSE

speech, Director General Lee gave a talk on
the topic of “Accomplishments and Challenges
of Taiwan’s NHI in the New Era.” Participants
at the workshop included experts from Swiss
health insurance industry, government, and
academia who have exerted significant influence
on health insurance reforms in the country. The
two parties engaged in enthusiastic discussions.
Because Taiwan has a single-payer system and
low administrative costs, while Switzerland has
a multiple-payer system, the SGGP hoped to
learn from Taiwan’s experiences and provide
reference information to the Swiss authorities.

Furthermore, the NHIA has participated
in the biennial International Health Economics
Association iHEA) Congress and held a
Special Session on National Health Insurance in
Taiwan during the congress period since 2003.
The NHIA’s representative would present one
selected topic of Taiwan’s NHI performances
followed by two or three international scholars
to respond on the subject. A number of heavy-
weighted international health economists and
members of international organizations as the
World Bank, the WHO, and the OECD, were
invited to this event. In July 2017, Director
General Po-Chang Lee attended an iHEA

iHEA B 2RFREEEE
iHEA Symposium on Health Insurance in Taiwan.
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Ms. Kim Malsam-Rysdon, secretary of the South Dakota Department of Health, Alabama State Health Officer
Dr. Tom Miller, Brent Earnest, Secretary for the Human Services Department of New Mexico, Dr. Larry Wolk,
executive director of the Colorado Department of Public Health and Environment, Ms. Ann Silverberg Williamson,
Executive Director of Utah’s Department of Human Services, and professors Pikuei Tu and Sheryl Lin of Duke

University visit the NHIA.
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conference held at Boston University, and
spoke on the topic of “Big Data and Health
Information as Drivers for Efficiency and Quality
Improvements” at the Taiwan Session. The
session was chaired by Ms. Tsung-Mei Cheng,
a researcher affiliated with Princeton University,
and excellent responses were given by Dr. David
Blumenthal, the president of The Commonwealth
Fund and professor of Harvard University;
and Dr. Terkel Christiansen of the University of
Southern Denmark at the event.

Taiwan’s NHI employs a single-payer
insurance system with centralization and overall
planning of resources and a broad range of
applicability. Compared with other countries’
health care systems, Taiwan has relatively low
administrative costs and achieves the advantage
of fair and consistent premiums, which makes
it a subject of study by other countries. Large
numbers of foreign experts, scholars, and official
representatives visit Taiwan each year to learn
about its health insurance system. From June
2016 to June 2017, the NHIA hosted 700 visiting
foreign guests from 54 countries worldwide.
Many international media personnel have also
visited Taiwan to report on the successful
experience of the NHI system.

In March 2017, Japan’s NHK life and
health information program “Tameshite Gatten”
(“Understand!”) introduced Taiwan’s health
insurance results and big data applications.
Japanese researchers are surprised that so
many academic studies on health-related
studies in Taiwan rely on the NHI database as
their source of data, and the Japanese cannot
simply obtain medical care upon presentation
of their health insurance card, as the people
of Taiwan can. As a result, this program
provided a thorough introduction to Taiwan’s
health insurance cards and health insurance
database applications, and also introduced the

performances of NHIA’s PharmaCloud and My
Health Bank systems.

In 2012, the American cable news network
CNN presented a special report comparing
the strengths and weaknesses of the health
insurance systems of Taiwan, the Great Britain,
and the Switzerland, and discussed how the
experiences of these three countries could be
applied to reform the health insurance system
in the US. The report explained that the NHI
program, launched in 1995, is a universal health
insurance program in which the government
acts as the sole insurer and concluded that
Taiwan’s NHI program has been a success
over the years because it has managed to
deliver high standards of care, while keeping
costs down and enabling all citizens to receive
comprehensive health care.

In 2008 the US Public Broadcasting Service
(PBS) produced a Frontline series called
“Sick Around the World,” which focused on
the health care systems of Britain, Taiwan,
Germany, Switzerland, and Japan as a reference
for health insurance issues in the US. On top of
praising the Western medicine, dental, Chinese
medicine, and mental illness care services
provided in Taiwan, the report on Taiwan’s
healthcare system also examined Taiwan’s
smart health insurance card use and the fact
that medical care expenses are only one-half of
those in the US. This report not only attracted
attention to Taiwan’s National Health Insurance
achievements, but also did much to burnish
Taiwan’s international reputation.

Aside from international media coverage, a
number of international journals have examined
Taiwan’s health insurance experience and
achievements in the hopes that Taiwan can
serve as a model for other countries to learn
from. For instance, in 2008, the US-based
Annals of Internal Medicine published an article

77



78

EREBERRETEHR

2017-2018 National Health Insurance Annual Report

HPEEE ~ B « MERBIHERIBERBN -
EELRRFNER  BEREBRAIRER
—¥FED  ENRFFINER - ENAIRE
NEFSENRRZEIEFNESTE » H=EH
RS AVIEA IME RN -

PREIPRIRESHREN - HM BRI IS
BEUZEEEFRER  MERSHRERER
L EEERBSSNINER - EEEEER
BERBERIHEE - HIT0 : 2008 FEFAR £
F#Annuals of Internal Medicinet & 3 FHE
REEMEFREIHIATERZRA “Learning
from Taiwan: Experience with Universal Health
Insurance” » HAFAHEREREMR &
s TSEREERERBRBIRKRE
ABBAONER » EFRRNENREMN
#EY - EREEEZHEAT “BMJ 12 January
2008 vol. 336" Y EVRAIGER ) > EH
MERREERE

NMieEEERER  BREHEARFTEERNE
—RIEARSTENNNEE - TEERRAL
AT RN ITHIR L REE 2 HAH
“Jamahiriya Medical Journal, Summer 2009
vo n2” FHARZHREMEHEREERE
REEHE » (FEANHASERRAIERS
TS SEEANZE & - HTAEBEXAVEEE
B28E  BRMIBEER T EARELTH
BERERE > IEETPEERS » MELLES
EBE D RV ER - 20155 E R @ RIEE #EG
Health AffairsTl& 5 EMHTIEAZ Tsung-Mei
Chengfft7£E5343RHY “Reflections on the 20th
Anniversary Of Taiwan’s Single-Payer National
Health Insurance System” » Bt T &K
ERNE—REAGE - 2REHIMERAAT
BEMNEX « TBHNERBERINESERREE
NEERSE -

Uwe Reinhardt#
=E “Humbled in

Health Alﬂ'ail-s T mELE “Refections on the 20th Anniversary of Tanwan's Single-Payer

National Health Insurance System,” Health Afftairs March Issue

EREIREE  The Uniled States Sanate Subcommities Hearing - Access and Cost
H ”
Taiwan” —X# - Bigd What tha LIS Health Care System Can Leam from Other Countria

LR = EE R T
WS > EEET
HEEEEMEE M@u :
B%% : D008 F XM O

BUAEATI T2 TIME

“Dissent” £ “Health

HSBC X»

Care in Taiwan-Why
Can’t the United @pns
States Learn Some

Lessons?” —X M »

Ehe New Hork Times i34

EEAoRTN

Ehe New {Jork Times #8488

B WRTT Towan has a well-run hoolth can system

Tarwan's Progress on Health Care by Uwe E_ Renhard!

B # iRl NGC Documentary featunng "Tawan's Medical Miracle™ lo premiane

BhfesiEs Hoealth Insurance Is for Everyone by Fareed Zakana

m LB MWEY GPS Special. Global Lessons-The GPS Road Map for Saving
: e

Health Care

@he Washinaton Post WEMEIE 5 Myins About Health Care Around the Workd by TR. Reid

Tamwan foatured in one of the US_ Publc Broadeasting
Servica’s (PBS Frontline senes called "Sick around the world™

“Pride, Propadice, Insurance” by Paul Knagman



RRmE BEIFSE

Public Satisfaction and International Recognition

entitled “Learning from Taiwan: Experience with
Universal Health Insurance,” which summarized
a paper by Wen Chi-pang, an investigator with
the National Health Research Institutes’ Center
for Health Policy Research and Development,
and others that evaluated the NHI program’s
first 10 years. The paper concluded that Taiwan’s
healthcare policies had helped improve the life
expectancies of socially disadvantaged groups
and narrowed the disparity in care between the
wealthy and the poor. Around the same time, in
a column in the January 12, 2008 issue of the
British Medical Journal (BMJ, Vol. 336) entitled
“Humbled in Taiwan,” noted health economist
Uwe Reinhardt stressed the high administrative
efficiency of Taiwan’s NHI system and suggested
that the United States should be humbled and
inspired by Taiwan’s experience. Also in 2008,
an article in the US political magazine Dissent
entitled “Health Care in Taiwan: Why Can’t the
United States Learn Some Lessons?” introduced
Taiwan’s healthcare system and stressed that
the government abuses that Americans fear
would result from a single-payer scheme had
yet to materialize in Taiwan. In Africa, a column
in the summer 2009 issue of the quarterly
Jamahiriya Medical Journal in Libya introduced
the special characteristics of Taiwan’s NHI
system and suggested that countries around
the world should be like Taiwan and learn from
the experience of others. It argued that free
market healthcare systems have not been able
to safeguard medical equality and had resulted
in “adverse selection,” making it impossible to
pool and share risk. Most recently, in 2015, the
American health policy journal Health Affairs
published an analysis entitled “Reflections On
The 20th Anniversary of Taiwan’s Single-Payer
National Health Insurance System” by Tsung-
Mei Cheng, a health policy research analyst at
Princeton’s Woodrow Wilson School of Public
and International Affairs. Cheng described the

NHI program’s single-payer system, compulsory
enrollment, affordable premium rates and sound
database technology, and said they all offered
lessons that America could learn from as it
reforms its health insurance system.

Meanwhile, 2008 Nobel Laureate and
Princeton University professor, Paul Krugman,
praised Taiwan’s health care system in a
November 7, 2005 New York Times column
entitled “Pride, Prejudice, Insurance,” writing
that Taiwan had reached nearly universal
coverage without much of an increase in health
expenditures. An October 2009 special report
on “Health Care in Taiwan” on the US online
news site Global Post praised Taiwan’s health
insurance system, which it called “the most
acclaimed health insurance system in Asia,” for
its low costs, easy access to care, and high level
of equality, and concluded that perhaps it was
time for the United States to emulate Taiwan.

Delivering Satisfaction

The NHI system has faced many difficulties,
and the public’s satisfaction with the system
was below 40% in the early days. Today, public
satisfaction is over 80%, making it clear that the
system enjoys a high level of public approval.
Although the system’s satisfaction rating fell
following increases in premiums and copayments
in 2002 and in the wake of some fine-tuning of
the system in 2005, it quickly rebounded to over
70% in the wake of these changes. Second-
generation NHI, which was introduced since
January 2013, collects supplementary premiums
from individuals with higher incomes. Although
public satisfaction again dropped during the
first half of the year, it rose again to around
80% during the second half of 2013 (Chart
7-1) . In comparison with the member states
of the OECD, Taiwan has been able to provide
more comprehensive healthcare and medical
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NHI Medical Resource Utilization Status
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National average
F—EAERES

Average catastrophic illness patient
F—RIERE

Average cancer patient
F—FREE

Average rare diseases patient
B—ABRE

Average kidney dialysis patient
F—IJIREES

Average patient on mechanical ventilation
BIIRAEE

Average hemophilia patient

27,873 1.0
194,736 7.0
153,324 5.5
634,286 22.8
601,203 21.6
725,171 26.0

3,166,342 113.6

5t : LL2016FEXBRFEEMETERRAF (2017/8/988E)
Note: The above figures are based on 2016 catastrophic illness statistics (retrieved on Aug. 9, 2017) .
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protections to economically disadvantaged
citizens.

Harnessing the Power of Mutual
Assistance

The core value of the NHI system is its
reliance on mutual assistance to have all of
society share the financial risk of caring for
those who get sick through a social insurance
mechanism. Although patients with catastrophic
illnesses account for 3.77% of all persons

RRmE BIFSE

Chapter 7

enrolled in the system, they also account for as
much as 27.4% of all health insurance medical
expenditures. Among these catastrophic
illnesses, the average medical expenses of
persons with cancer, kidney disease requiring
dialysis, and hemophilia are from 5.5 to 113.6
times those of the general public. This situation
manifested NHI’s role as a social insurance
system, and ensured that patients with
catastrophic illnesses are not driven into poverty
by medical bills (Table 7-1) .

EREREEREERAERER

Trend of NHI Satisfaction Surveys
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Note 1: The dip in satisfaction rates in 2002 corresponds with a period of adjustment for premium rates

and copayments.

Note 2: Similarly, 2005 saw an adjustment to payroll bracket upper limits, the payroll brackets for military,
civil service, and teaching personnel, and the amount of tobacco health and welfare surcharges.
Note 3: The year 2013 saw the implementation of the 2nd Generation NHI system.
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After many years of laying the groundwork,
the NHI system has earned international acclaim
through its many major accomplishments, and
also serving as a model for other countries
in the process of building or reforming their
systems. Looking ahead to the future, changes
in Taiwan’ s overall environment and social
structure, and growing constraints on medical
resources, the NHI will continue to perform
rolling reviews for improvements. The NHIA
plans to implements reforms in the following
areas as it maps out its blueprint for the future:

Making the Most of Resources
and Strengthening Hierarchically
Integrated Healthcare System

In order to gradually implement
hierarchically integrated healthcare system, the
NHIA has drafted six strategies of “enhancing
the capacity of primary care,” “diverting the
public to get used to the referral system and
adjusting copayments,” “Increasing payments
to hospital for cirtical care as an incentive
to reduce their services for minor illnesses,”
“strengthening cooperation between hospitals
and clinics to ensure continuous care,”
“promoting the public’s capacity for self-care,”
and “bolster the management of medical
foundations,” and 24 accompanying measures.
In the short-term, the NHIA seeks to strengthen
primary care capabilities, and develop effective
cooperation mechanisms among primary care
clinics and hospitals. By enhancing medical
quality and capabilities, it is hoped that primary
care providers can offer the public superior care
services, so that large hospitals can reduce
their burden and focus more on the provision of
emergency and critical care.

EDHE RERR
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Continuous and Holistic Care from
the Community to Hospitals

Residential Integrated Care

The NHI began implementing seven types
of residential care, including basic home care
for patients with impaired mobility, home care
for patients with chronic mental illness, home
care for ventilator-dependent patients, and
hospice care since 1995. More than 100,000
people received home care medical services in
2015. It is well known that patients’ care needs
can change during the home care process as
their conditions shift. If a patient’s condition
stabilizes, their treatment can be changed from
general home care to home medical visits; if
however their illnesses become terminal, their
treatment can be changed from general home
care to hospice care. As the type of treatment
changes, patients may have to be transferred to
institutions providing the necessary services.

In order to improve the fragmented service
models of different types of home care, the
NHIA integrated four types of service, including
general home care, respiratory home care,
and hospice care, as the “Integrated Home
Health Care Program” in February 2016. In
addition to strengthening case management
mechanisms and promoting cooperative team
care in the community, this program also calls
for the horizontal integration of various types of
medical personnel and the vertical integration of
upstream and downstream hospitals and clinics,
and seeks to provide comprehensive patient-
centered medical services.

As of the end of May 2017, 1,453 medical
organizations had organized 157 teams to
provide care to 15,611 persons. The NHIA will
continue to encourage the establishment of
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community care teams, with the goal of having
teams distributed evenly throughout the country.
By caring for patients with impaired mobility,
the teams will help patients resume life in their
communities and reduce unnecessary “social
hospitalization.”

Hospice Care Focused on Quality of Life

The NHI offers many hospice care services,
including “hospital hospice care,” “hospice
shared care” and “hospice home care” to deliver
holistic care and ease the physical, mental,
and emotional suffering of patients facing life
threatening illnesses. Medical teams provide
integrated hospice care depending on patients’
needs, from hospital admission and discharge to
home care.

The hospice home care program delivers
services to terminally ill patients at their homes
or an institution after they are diagnosed and
given a referral for hospice care by their doctors.
Featuring regular visits by medical personnel
such as physicians, nurses, social workers, and
psychologists, and measures to give patients
effective pain relief, this holistic approach not
only provides comprehensive hospital-to-home
care, but also enhances the quality of care.

To promote hospice care within the
community, the NHIA has continued its efforts to
increase local hospital participation in integrated
home health care teams and family doctor care
teams. This initiative enables terminal patients to
return to the community and live out their lives in
dignity. In 2016, the number of patients receiving
NHI hospice care totaled 8,739 (an increase of
14% compared with 2015) , and 5,814 people
received such care during the first six months
of 2017 (an increase of 17% compared with
the same period in 2016) , which reveals that
the number of terminally-ill patients receiving
residential hospice care is gradually increasing.
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Enhancing Post-acute Care Quality

Under the “Post-acute Care Quality
Enhancement Program” introduced by the
NHIA in 2014, medical centers assist referral
of patients to nearby community hospitals with
post-acute care teams. This program provides
short-term integrated rehabilitation care to
post-acute patients who are disabled but have
rehabilitation potential. The program initially
targeted stroke patients on a trial basis, and
was extended to burn patients in September
2015. A total of 176 hospitals nationwide have
organized 38 participating teams since the start
of the program, and over 4,000 cases were
accepted in 2016. Of these patients, 87.6%
enjoyed improvement in overall function, such
as improvement from severe dependency to
preliminary ability to perform self-care, and 88%
were able to successfully return to their homes
and life in the community. The program also
reduced patients’ re-hospitalization rate and
emergency treatment rate.

The NHIA’s revised “NHI Post-acute
Integrated Care Program,” which was
introduced on July 1, 2017, expanded the scope
of patients’ eligible for care to include those with
traumatic nerve injuries, insufficiency fractures,
heart failure, and frailty due to old age, as well
as the stroke and burn patients already covered
by the program. To help patients receive care
in the community, the revised program also
incorporated an integrated post-acute care
home model and encouraged even more
hospitals and clinics to form inter-institutional,
inter-professional service teams.

Expanding Family Doctor Integrated Care

To emphasize primary level community care,
while also responding to the country’s aging
population and concomitant increase in chronic
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diseases and the need to promote preventive
medicine and hierarchically integrated medical
system, the NHIA has been implementing the
“Family Doctor Integrated Care Program” since
2003 as a means of establishing a localized
family doctor system in Taiwan. Under this
program, five or more primary-level clinics can
organize community healthcare groups, which
rely on collective resources to provide patient-
centered holistic medical care. The program has
also sought to boost the preventive healthcare
implementation rate and quality of primary-level
medicine through public health management
and health education, and establish cooperative
relationships among primary-level clinics and
hospitals involving joint referrals, case review,
and community health education activities.
Under this program, the NHIA has established
a 24-hour consulting hotline to ensure that the
public can receive comprehensive, coordinated,
and ongoing services.
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The NHIA has set up on-site card production service stations in 5 townships in Hualien and Taitung counties.
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In conjunction with the implementation
of the six strategies and 24 accompanying
measures for enhancing a hierarchically
integrated medical system, the Family Doctor
Integrated Care Program will emphasize the
expansion of community medical teams’ service
capabilities and improving quality in 2017.
Patients who meet pay-for-performance plan
inclusion criteria are now included within the
scope of care, and cases involving children aged
between three to five years are also accepted.
The program also calls for horizontal and vertical
integration of home care with hospitals and
clinics, and the addition of integrated services,
such as encouraging doctors in community
healthcare groups to support hospitals, having
primary-level clinics refer dementia patients to
appropriate hospitals for care, and the follow-
up tracking of patients after discharge from
the hospitals to which they had been referred.
By strengthening vertical cooperation between
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medical teams and hospitals, the program
aims to provide the public with seamless
comprehensive and coordinated care.

As of the end of June 2017, 4,063 primary-
level clinics and 183 hospitals had jointly formed
526 medical teams, and over 4.13 million
people were eligible to receive joint care. The
NHIA will continue to encourage community
healthcare groups to include pharmacies, local
health stations, physical therapists, and test
laboratories, and provide service at all levels of
medical service area. The program’s ultimate
goal is to realize holistic community care and
medicine at the local level.

Because caring for residents of remote
areas has always been one of the NHIA’s top
priorities, it implemented a plan to work with 10
city, district, and township offices in producing
and issuing NHI cards on-site in 2016. This
convenient service gives people living in rural
areas the option of applying for and receiving
a new NHI card within 15 minutes at a nearby
district office. This saves their time and expense
of having to travel to a more distant regional
NHIA service center or service office in an urban
area. As of July 2017, the NHIA was cooperating
with 17 district offices respectively located in the
Hualien-Taitung area’s Yuli Township, Guangfu
Township, Chenggong Township, and Dawu
Township; New Taipei City’s Jinshan District;
Yilan County’s Yilan District; Taoyuan’s Fuxing
District; Hsinchu County’s Jianshi Township
and Wufeng Township; Miaoli County’s Tai-
an Township; Nantou County’s Puli Township;
Changhua County’s Fangyuan Township; Yunlin
County’s Huwei Township; Chiayi County’s
Alishan Township; Tainan City’s Jiali District;
and Pingtung County’s Chunri Township and

BORE EBERR

Recent Progress and Future Outlook

Chaozhou Township to provide the public
wconvenient on-site card production service.

To simplify NHI card application
procedures and shorten waiting times at
service locations, the NHIA adopted full-scale
paperless operations at the end of 2013. As a
result, waiting times have fallen dramatically
since the NHIA went paperless and began
employing electronic application procedures.
Furthermore, to take advantage of the trend
towards “e-wallets,” NHIA offices offer different
electronic payment options for NHI premiums
and new NHI card fees depending on their
location. The NHIA began offering credit card
payment services during the second half of
2016 to reduce the amount of cash handled
at NHIA service counters. This move lessened
the risk of receiving counterfeit bills, improved
administrative efficiency, and gave customers
more payment options without the need to carry
cash.

In the future, the NHIA will provide a “Smart
Services Platform” to serve as an NHI “omni-
channel” cloud customer service system. The
new system will make it possible for the public
to obtain health insurance information from the
NHIA at any time or place using various means

(including landline, mobile phone, smart
mobile devices, and computer) through multiple
channels, including instant message customer
service, video call service, and fax. At the same
time, in the event of an emergency, the NHIA
can activate inter-regional backup mechanisms
to provide the public with timely, comprehensive,
convenient, and high-quality services.

As part of its ongoing efforts to develop
holistic patient-centered care, the NHIA has
merged the cloud computing and big data
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concepts with the convenience of the Internet of
Things and its “My Data” database of personal
information in an effort to get people to live
healthier lifestyles. In addition, the NHIA’s “My
Health Bank 2.0” system is a cloud tool that
enables users to manage their medical records.
Thanks to its easy-to-understand graphic
presentation of information alongside personal
health insurance data filtering and sorting
functions, this system allows users to quickly
understand their overall health situation, recent
doctor visits, treatment history, diagnoses and
treatments, and prescriptions. The system can
also forecast users’ likelihood of developing liver
cancer during the next 10 years and can assess
kidney function and risk. Having access to the
“My Health Bank 2.0” system is like having a
personal health manager at one’s side at all
times.

In an era when the prevailing focus of
medical care is evolving from treatment of
disease to self-care and prevention, the NHIA is
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working with the Ministry of Health and Welfare
on the “Taiwan Health Cloud” project, which
seeks to integrate health data across different
agencies and develop digital and cloud-based
services. The NHIA hopes to put personal
information from the NHI database back in the
hands of the public through cloud technology in
order to encourage self-care and promote new
medical applications. In view of the popularity
of mobile services delivered through wearable
devices, the NHIA’s valuable health insurance
data will play a critical role in improving the
quality of future medical care. The NHIA looks
forward to combining industry applications,
driven care, the health industry, and commercial
creativity in extending the system as a “Lifelong
Care Database” that will strengthen the public
and the medical community’s appreciation of
medical resources and overall satisfaction with
value-added health insurance services.
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