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A New National Health
Insurance Era

In the 20 years that Taiwan's national health insurance
(NHI) system has safeguarded the health of the country's
citizens, it has always been guided by the mission of
providing equal treatment to all — rich or poor, young or
old, healthy or infirm.

The NHI system now covers 99.6% of Taiwan's
population, and 93% of the country's hospitals and clinics
are NHI-contracted, making it extremely convenient for
people to get care. More than 3 million economically
disadvantaged individuals have unobstructed access
to medical services because of several forms of
assistance, such as insurance premium subsidies of
about NT$26 billion a year, overdue premium support,
and right-to-care guarantees even if people fall behind
on their payments.

Yet even with this extensive support for the
underprivileged, the quality of medical services provided
is constantly upgraded.

The dedication shown by the NHI system has also
earned the program widespread recognition and
acclaim. Through the concerted efforts of the medical
community, the public and the National Health Insurance
Administration (NHIA), it has averaged satisfaction
ratings of above 80% in recent years, whether in terms
of medical services offered, upgrades in the quality of
care or the extensive use of information technology.
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The NHI system's consistently high enroliment,
commitment to fairness, high level of approval and low
costs have helped it attain its goals of being "universal,
convenient, easily accessible, affordable and highly
satisfactory," and those attributes have drawn global
interest. Health representatives from around the world
visit the NHIA every year to learn more about the
program, with 1,202 dignitaries from 82 countries visiting
the agency between January 2014 and November 2015.

After the introduction of second-generation NHI reforms,
the NHIA renewed its commitment to a people-oriented
approach and pioneered the first "Post-acute Care
Pilot Program" in Asia to help stroke patients recover
from their incapacitating condition during their golden
periods of treatment. The NHI system was tested in
late June 2015 when airborne colored powder ignited
at an outdoor concert held at the Formosa Fun Coast
water park in northern Taiwan, leaving hundreds of
people badly burned. To provide integrated care services
capable of meeting each patient's specific needs, the
NHIA began planning an "Integrated Post-acute Care
Program for Burns" in July and launched it on Sept. 9.
The program has successfully shortened rehabilitation
times and helped burn victims take their places back in
society.

The NHIA has also promoted several people-
centric initiatives dedicated to providing dignified and
appropriate medical care and counseling. These
initiatives include programs to upgrade the quality of
maternity care and enhance reimbursements for early
intervention outpatient care and a trial project to deliver
hospice shared-care services. Another program, the
Integrated Delivery System (IDS), delivers medical care
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to underserved mountainous areas and islands and
remote communities, providing residents with localized
health care services. In the future, the NHIA plans to
incorporate long-term care into the NHI system to build
a more comprehensive social security net and provide
citizens greater medical security.

The idea of putting people first also motivated the "My
Health Bank" system that was launched in September
2014 to strengthen the public's "right-to-know" and
the transparency of important information. Built on the
NHIA's database that has accumulated 20 years of
records, the cloud-based system puts the personal
health and medical information of the insured back in
their hands, helping them manage their own health and
creating a model of information symmetry between
doctor and patient to enhance the quality of care.

Another advanced technology system, the NHI
PharmaCloud System, enables doctors and pharmacists
to search a patient's medication history online in real

time — a function that consolidates prescriptions and
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reduces excessive use of medication, prevents the
prescribing of drugs that cause allergic reactions, and
saves unnecessary spending on medication, ultimately
increasing satisfaction with medical care quality.
Individuals, meanwhile, can use their "citizen digital
certificate" to perform several functions on the NHIA's
online system from the comfort of their homes, such as
changing their enroliment status or checking personal
health insurance information, premium payment records,
or progress in granting authorization for the use of
certain medical devices. Through this online system,
information is updated more quickly and services are
more convenient.

Having grown strong over the past 20 years through the
nurturing of society, the NHIA will be just as committed
over the next two decades to provide high-quality
medical services, be responsive to global trends and
people's needs, listen to voices from all walks of life,
strengthen communications with NHI stakeholders,
acquire new knowledge and promote reforms, all
to safeguard the health of Taiwan's people. This
dedication to progressively strengthening the country's
comprehensive network of health care services will
move us closer to achieving our ultimate goal of helping
people "live longer, better and healthier lives."
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Taiwan's NHI has adopted a single-payer system that
relies on a centralized pooling of resources has resulted
in far lower administrative costs than seen in other
countries' health care systems and fair and consistent
premiums, strengths that several countries have been
eager to learn from. In the future, the NHIA will further
harness existing strengths, continue to incorporate
suggestions from throughout society, and learn from
other countries' systems to develop a health insurance
system that best suits Taiwan's people.

NHIA Organization

The National Health Insurance Administration was
previously known as the "Bureau of National Health
Insurance" under the Executive Yuan and defined as
a "financial and insurance public enterprise." When
founded in 1995, the BNHI merged three existing health
insurance programs — government employee insurance,
labor insurance and farmers' health insurance — that
covered only 50 percent of the population at the time and
expanded into a comprehensive social insurance system
that offered universal coverage based on the principles
of sustainability and caring for the disadvantaged. The
BNHI was repositioned in 2010 as an "administrative
agency" and renamed as the NHIA in 2013 as part of
a government reorganization plan and has ultimately
emerged as a state-run national health insurance agency
based on a single-payer model.
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Taiwan's NHI system is a social insurance program
organized by the government under the jurisdiction of
the Ministry of Health and Welfare. The ministry's NHI
Committee helps plan and monitor NHI-related tasks,
and its NHI Dispute Mediation Committee deals with NHI-
related disputes. The NHIA is responsible for managing
health insurance affairs, medical quality, research and
development, manpower training and information on the
health care system. Its operations are funded out of the
central government budget.

In addition to specialized groups and offices that plan
and promote various health insurance measures, the
NHIA has six regional divisions across Taiwan (Chart 1)
that handle insurance enrolliments, premium collections,
utilization review and reimbursements, and the
management of contracted medical institutions. Twenty-
one liaison offices have been set up around the country
to serve the public. As of June 30, 2015, the NHIA had
2,881 employees.
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National Health Insurance
Program's Vision

The founding mission of the NHIA was to promote and
advance the health of all of Taiwan's citizens. As it moves
into the future, the agency has taken advantage of
technological advances to set up an NHI PharmaCloud
System and develop "My Health Bank" to make medical
information more transparent and accessible. To cope
with the arrival of an aging society, the NHIA initiated a
"Post-acute Care" system — the first developed in Asia
— and hopes to incorporate a long-term care system in
the NHI program in the future and build a more complete
social security net. Of course, efforts to upgrade quality,
care for the disadvantaged, make the system more
sustainable and serve as an international benchmark will
continue without compromise.

The NHIA's main policy directions are to:

1. Stabilize the system's finances, promote diverse
reimbursement plans.

2. Optimize resource allocation, curb inappropriate
resource use.

3. Strengthen information development, upgrade
execution efficiency.

4. Prioritize disadvantaged care and medical
assistance, protect the right to care.

5. Continue to improve health insurance quality,

promote international exchanges.
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Chart 1 NHIA Organizational Chart

National Pension Supervisory Committee
Office of International Cooperation
Health & Welfare Workers Training Center

National Health Insurance
Dispute Mediation Committee

National Health Insurance Committee

Hospital and Social Welfare Organizations
Administration Commission

Legal Affairs Committee

Department of Information Management
Department of Statistics

Department of Accounting

Department of Civil Service Ethics
Department of Personnel

Department of Secretarial Affairs

Department of Chinese Medicine
and Pharmacy

Department of Mental and Oral Health
Department of Medical Affairs
Department of Nursing and Health Care
Department of Protective Services

Department of Social Assistance
and Social Work

Department of Social Insurance

Department of Planning

— Planning Division
Enrollment Division
. Financial Analysis Division

. Medical Affairs Division

National Research Institute

Medical Revi
of Chinese Medicine - edical Review and

Pharmaceutical Benefits Division

National Pension Bureau (Note) | Information Management Division

National Health Insurance

Administration ~—— Secretariat

. Personnel Office
Health Promotion Administration

. Accounting and Statistics Office
Food and Drug Administration

Civil Service Ethics Office
Centers for Disease Control

National Health Insurance
Social and Family Affairs " Administration -Taipei Division
Administration

National Health Insurance
" Administration -Northern Division

National Health Insurance
" Administration -Central Division

National Health Insurance
Administration -Southern Division

National Health Insurance
Administration -Kaoping Division

National Health Insurance
~  Administration -Eastern Division

Note: The National Pension Bureau has yet to be established. The Organic Act for Ministry of Health and Welfare

stipulates that before the bureau is set up, its responsibilities must be handled by other agencies.
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Health Care for All and
Equal Access to Care

Compulsory Social Insurance

The original concept behind the establishment of the
NHI program was to provide health security to the
economically disadvantaged through a system of mutual
assistance. When the system was conceived, therefore,
it was designed to cover segments of the population not
classified as workers before the system's inception —
dependents, veterans, housewives, students, children
and the elderly. The inclusion of these groups in the
program meant that all Taiwanese enjoy equal rights to
care and have access to medical services when they
get sick, are injured in an accident or give birth. Based
on that concept, any Republic of China (Taiwan) citizen
who has established residency for six months or more
or infants born in Taiwan with a household registry must
enroll in this compulsory program. Foreign nationals who
meet NHI regulations and residency requirements must
also be insured under the system. Those hired by local
employers are covered from the day their employment
contract takes effect, while others must enroll in
the system after meeting the six-month residency
requirement.
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1E| NS Classification of the Insured and the Organizations Enrolling Them

Category

Category1

Category2

Category3

Category4

Category5

Categoryé

NHI System Participants

The Insured

Civil servants, volunteer military
personnel, public office holders

Private school teachers and
employees

Employees of public and private
enterprises and organizations

Employers, the self-employed, and
independent professionals and
technical specialists

Dependents

1. Spouses (not employed)

2. Direct blood relatives (not
employed)

3. Direct blood relatives two
generations younger under
20 (not employed) or over 20
but still studying or unable to
support themselves

Insurance Registration
Organization

Organizations, schools, companies
or groups at which individuals

are employed, or the individuals
themselves

Occupation union members, foreign
crew members

Same as above

Union that the insured

belongs to; the Master

Mariners Association; the National
Chinese Seamen's Union

Members of farmers, fishermen and
irrigation associations

Same as above

Farmers' associations, fishermen's
associations; or irrigation
associations

Conscripted servicemen, students

Agencies designated by the

in military schools, dependents of None T
" M . = . Ministry of Defense
military servicemen on pensions
Males performing alternative N Agencies designated by the
one
military service Ministry of the Interior
Agencies designated by the
Inmates at correctional facilities None Ministry of Justice and Ministry of
National Defense
. Administrative office of the village,
Members of low-income households o o 9
None township, city or district where the

as defined by Public Assistance Act

household is registered

Veterans or dependents of
deceased veterans

1. Unemployed spouse

2. Unemployed direct blood
relatives

3. Direct blood relatives two
generations younger under
20 (not employed) or over 20
but still studying or unable to
support themselves

Heads of households or household
representatives

Same as for Category 1

Administrative office of the village,
township, city or district where the
household is registered

Note: 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 the social environment has changed, the NHI system
has undergone three revisions out of respect for human
rights and fairness that have expanded its scope to
cover new immigrants, white collar foreign nationals
who are long-term Taiwan residents, overseas Chinese
and foreign students, and military personnel. Under
the second-generation system, inmates at correctional
facilities have also been included in the program to
further achieve the vision of equal treatment and access
to care for all.

Another change made under the second-generation
system in the interest of fairness dealt with Taiwanese
nationals who have lived abroad for an extended period
of time but want to re-establish their residency and re-
enroll in the program. To do so, they 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. Foreign
nationals must also have resided in Taiwan for at least
six months before they can enroll in the system.

Taiwanese nationals who were once enrolled in the
NHI system but lost their eligibility by establishing their
residency abroad prior to the introduction of the second-
generation system were given the chance to re-enroll
in the system. They were allowed to have their eligibility
restored without being subject to a waiting period if they
re-established residency in Taiwan within one year from
the time the second-generation NHI system took effect,
or by December 31, 2013.

As of the end of June 2015, 23,644,464 people
(Table 2) were enrolled in the NHI program under
817,902 insurance registration organizations (generally
employers).
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13,251,210 3,774,460

2,502,974

178,671 334,077 3,603,072 23,644,464

SRR AR

56.04% 15.96%

[=pajng

10.59% 0.76% 1.41%

15.24% 100%

BERIE : 2015F 6 F o

1E|-|EA8  No. of Participants in NHI System by Category

Category 1 | Category 2 | Category 3 | Category 4 | Category 5 | Category 6

Insured 13,251,210 3,774,460 2,502,974 178,671 334,077 3,603,072 23,644,464
Perc‘ent ] 56.04% 15.96% 10.59% 0.76% 1.41% 15.24% 100%
insured

Note: Figures as of June 2015
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Balanced Finances for
Sustainable Operations

Since 1995 when it integrated Taiwan's mosaic of social
insurance systems, the NHI program has been financially
self-sufficient and operated based on the "pay-as-
you-go" financing principle, a short-term approach that
means the system is primarily funded by premiums. The
system is also expected to maintain a fiscal balance
and cover any deficits without accumulating surpluses.
By law, however, the NHIA must maintain a contingency
reserve fund equal to between one and three months of
medical expenditures.

At present, the system mainly derives its revenue from
the premiums paid collectively by the insured, employers,
and the government. Other revenues come from outside
sources, such as fines on overdue premiums, public
welfare lottery contributions, and the health surcharge on
cigarettes.
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As Taiwan's overall environment and population
structure have changed, however, revenue growth
has lagged far behind the rate of increase of medical
expenses. The NHIA has responded by actively pursuing
new sources of funds and trying to broaden the revenue
base while cutting expenditures. Premium rates have
been increased three times in 2002, 2010 and 2016,
and several other measures have been taken based
on the insured's "ability to pay" and the spirit of mutual
assistance. The salary brackets on which premiums are
calculated have been repeatedly adjusted, as has the
premium formula for dependents; military personnel,
civil servants and teachers, whose premiums were
once calculated based on their base salaries, now
pay premiums based on their total compensation;
a supplementary premium is now collected on six
types of income not previously included in premium
calculations; and the minimum government contribution
to the program has been clearly stipulated. All of these
initiatives have consolidated sources of revenue, helping
sustain the system's operations and keeping its finances
balanced.

The second-generation insurance reforms established
a mechanism to clearly link revenues and expenditures.
The "National Health Insurance Supervisory
Committee" (responsible for supervising revenues)
and "National Health Insurance Medical Expenditure
Negotiation Committee" (responsible for setting
reimbursements) were merged into the "National Health
Insurance Committee." This new panel, composed of
representatives of the insured, employers, medical
service providers and government agencies, experts
and scholars, and impartial observers is responsible
for reviewing insurance premium rates, rates of
reimbursement of medical services, and the range
of items covered. The committee also sets the total
medical expenditure budget for the year and decides
how it will be allocated. This process keeps revenues
and expenditures aligned, ensuring the system's long-
term financial stability.
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RISE > BERERMBIROGEREL LL2

FlRZFERARER  HERREXE government. Insured individuals classified in categories

517% - _(NIBRE M - RINWRE IR 1, 2, and 3, who are all employed, pay premiums are

B M—mWEREEXRE2013F 1 81 HE calculated by the premiums plus the salary registered in

FESA491% - 52016 F 1 BREFES their name by their insurance registration organization

4.69% ¢ (usually their employer) with the NHIA. The standard
premiums for individuals classified in categories 4, 5,
and 6 are based on the average premium paid by those
classified in categories 1-3 (Table 2, Table 3).

NHI premiums are shared by the individual, the
individual's insurance registration organization, and the

EREERFEESELN
IR RIFREE X RIBEXR x BELEX x (1 +BBAR)

HEMEE RRENDY | B1EE 1 BEFIE  RESE X FRIREXR X BRLEXR X (1 +HIBEBAR)
B B2 3% RIREEE X REEXR X BEEE X BERRAY
HWEAQ IR FIIREE x BELEE X (1 +BBAR)
(BHEMEE) ESURS TIIRIBE X BRIER X BERREAR

1 BEEX : B2ER 4 SRERREBEELX -
2 REEX : 20104 BE2012F 1285 5.17% : 2013 F 1 BE 2015 F 12 B2 4.91% : 2016 & 1 BiERIEEXER 4.69% °
3. BIREEE : F2RRK S TREFRRFRESEDRE -
4. BEBAY  KINRERNEB AL > 88 3 8L 3 T8 -
5. IEBAH - H2016F 1 B 1 HEEAE®0.61 A °
6.2016 & 1 AL » 28 4 $REE 5 JETIIRIEER 1,759 7t » ABUTSEERED -
7.2010 T 4 BE » 55 6 B A ITIIRIEER 1,249 70 » BIY 60% ~ BUSHE 40% » BABRERIFREER 749 7T °

1E1o 5358 Current NHI Premium Formulas

The Insured Salary Basis x Premium Rate x Contribution Ratio x (1 + Number of Dependents)
Insurance Category 1 (subcategories 1~3 Category 1 in Table 1): Salary Basis x Premium
Wage Earners Registration Rate x Contribution Ratio x (1+ Average Number of Dependents)

Organization or | Categories 2 and 3: Salary Basis x Premium Rate x Contribution Ratio x Actual
the Government | Number of People Insured

The Insured Average Premium x Contribution Ratio x (1+ Average Number of Dependents)

Non-Wage-Earning
Individuals

The Government | Average Premium x Contribution Ratio x Actual Number of People Insured

NOTES: 1. Contribution Ratio: Based on ratios set by the NHIA (Table 4)

2. Insurance Premium Rate: 5.17% from April 2010 to December 2012; 4.91% from January 2013 to December 2015; 4.69%
starting from January 2016

3. Salary Basis: The amount on which premiums are calculated based on a payroll bracket table (Table 5). The salary basis
reflects the salary registered on behalf of the insured.

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

5. Average Number of Dependents: Will become 0.61 in January 2016

6. Beginning in January 2016, the average monthly premium for individuals in categories 4 and 5 will go up to NT$1,759 and
continue 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 for by the individual
(NT$749) and 40% by the government.
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IEI A Premium Contribution Ratios under NHI System

Category1

Category2

Category3

Category4

Category5

Category6

Classification of the Insured

Registration

Contribution Ratios (%)

Organization
Civil servants Insured and 30 70 0
dependents
Volunteer servicemen, public office Insured and 30 70 0
holders dependents
I
Private school teachers nsured and 30 35 35
dependents
Empl f publi
mployees o public o Insured and
private owned enterprises and 30 60 10
. dependents
organizations
Insured and
Empl 100 0 0
mployers dependents
I d and
Self-employed nsured an 100 0 0
dependents
Independent professionals and Insured and
. o 100 0 0
technical specialists dependents
I d and
Occupation union members nsurec an 60 0 40
dependents
I d and
Foreign crew members nsured an 60 0 40
dependents
Members of farmers, fishermen and | Insured and 30 0 70
irrigation associations dependents
Military conscripts Insured 0 0 100
Military school students on
scholarships, widows of deceased Insured 0 0 100
military personnel on pensions
M'a.les performmg alternative Insured 0 0 100
military service
Inmates in correctional facilities Insured 0 0 100
Low-income household Household 0 0 100
members
Insured 0 0 100
Veterans and their dependents
Dependents 30 0 70
I
Other individuals nsured and 60 0 40
dependents
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The NHI premium rate was 4.25% from when the
system was launched in March 1995 until September
2002, when it was adjusted to 4.55%. To stabilize NHI
operations and prevent the system's deficits from
widening, the premium rate was further increased to
5.17% in April 2010 with the goal of balancing revenues
and expenditures within two years. It was then lowered
to 4.91% when the second-generation NHI system
took effect on January 1, 2013, which introduced the
collection of "Supplementary Premiums". For this reason,
the premium rate will become 4.96% in January 1, 2016.

The average number of dependents per insured, a
number set by the NHIA, has been adjusted frequently
over the years. It has gone from 1.36 people in
December 1995, to 1.1 in January 1996 to 0.95 in
October 1996 to 0.88 in March 1998. It further declined in
the next decade, to 0.78 in January 2001 and 0.7 at the
beginning of January 2007. It was again lowered to 0.62
in January 2015 and will become 0.61 in January 2016.

Payroll Brackets on which
Premiums are Based

To determine the salary levels on which premiums for
individuals classified in categories 1, 2 and 3 are based,
the Ministry of Health and Welfare sets a periodically
updated payroll bracket table that is then approved by
the Cabinet. The most recent table, which took effect
on July 1, 2015, consists of 52 brackets (Table 5). The
salary basis on which premiums are calculated for
individuals in Category 1 is based on where their monthly
salaries registered by their insurance registration
organizations fit in the table. The lowest salary basis
allowed for the insured in Category 2 who do not have
steady employment and the salary basis for the insured
in Category 3 was set at NT$22,800 on July 1, 2014.
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Calculations of Second-
generation NHI Premiums

The NHI system has maintained steady contribution
ratios for the government, employers and individuals
since its inception in 1995. The government and
employers will make greater contributions under the
second-generation NHI system. The government, for
example, paid 34% of all premiums in the past but is now
legally mandated to pay at least 36% of all premiums
because of the revisions to the NHI Act.

The second-generation NHI system was adopted to
broaden and solidify the NHI revenue base and ensure
the program's long-term sustainability. The previous
system collected premiums solely on the basis of regular
wages, but that put an excessive and unfair burden on
wage earners in an age when irregular and unearned
income have become increasingly prevalent in Taiwan.
Embracing the "ability to pay" principle, which asks
higher income earners to pay more in premiums, the
second-generation system builds on the existing base of
"standard premiums" based on monthly salaries by also
collecting "supplementary premiums" on other forms of
income not considered under the previous system, such
as large bonuses, wages from part-time jobs, fees from
professional practices, and interest, dividend and rental
income.

The hope is that broadening the system's premium
base will narrow the gap in the NHI premiums paid by
individuals with similar total incomes and have them
more equitably share the premium burden (Chart 2).
Everybody is subject to supplemental premiums except
for Category 5 low-income households.



26

TREBRREESHR NATIONAL HEALTH INSURANCE 2015-2016 ANNUAL REPORT

/

(—) —RERNBAEREEEE

STELATN: BRREBEE X BX
(2016 F1B1HER191%) » £E
BiE 6 EIER :

1. SEERE

. FRBFTE

 HUTEBUA

. IRAIPTS

. AEPTE

ABAFBRERE) ~ (B3 ~ #RARVAEZ A

o O AW N

(2) EXVRERRIRE

SEAN (BAXUZHEMER
E-HZEEERARRTERE)
XHAREER 2016 F1BER
1.91%) °

Supplementary premiums are also collected on the

difference between the total salaries (not including

bonuses or subsidies) insurance registration

organizations (employers) actually pay their employees
in a month and the total "salary basis" (Table 4) for the
organization's employees. This also reflects the "ability to

pay" principle and promotes a more equitable distribution

of the program's financial burden.

A.

o g~ w DN

Supplementary Premium Rate for Individuals

Premium calculation formula: Premium rate (1.91%
from January 1, 2016) x supplementary premium
base. The supplementary premium base consists of
six categories of income:

. High bonuses (bonuses exceeding four times the

insured's monthly salary basis; premiums collected
on the amount exceeding four times the monthly
salary basis)

Wages from second or part-time jobs

Fees from professional practices

Stock dividends

Interest income

Individual rental income from rents collected from
companies, enterprises and organizations

Supplementary Premium Rate for Employers

Premium calculation formula: Premium rate (1.91%
from January 2016) x (total monthly salaries paid —

total employee "salary basis")
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Premium Collection under Second-generation NHI System

Second-generation NHI premiums =
standard premiums + supplementary premiums

Supplementary premiums can be collected from the insured in NHI categories 1-4 and 6

Category 1 ~ Category 3: If Category 1, individual contribution ratio 30%

Standard premiums Salary basis X premium rate X contribution ratio X (1 + number of dependents)

Category 4 and Category 6: Fixed Premium

High Bonuses Professional Fees y Supplementary

NOTES: 1. Supplementary premium rate set at 2% from January 2013 to December 2015; 1.91% Starting from January 2016.

Supplementary Premium

2. Part-time wages: Wages received from employers other than the unit through which the individual is enrolled in the
NHI program.
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12 31,800 30,301-31,800
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27 63,800 60,801-63,800
28 66,800 63,801-66,800
29 69,800 66,801-69,800
30 72,800 69,801-72,800
31 76,500 72,801-76,500
32 80,200 76,501-80,200
33 83,900 80,201-83,900
34 87,600 83,901-87,600
35 92,100 87,601-92,100
36 96,600 92,101-96,600
37 101,100 96,601-101,100
38 105,600 101,101-105,600
39 110,100 105,601-110,100
40 115,500 110,101-115,500
41 120,900 115,501-120,900
42 126,300 120,901-126,300
43 131,700 126,301-131,700
44 137,100 131,701-137,100
45 142,500 137,101-142,500
46 147,900 142,501-147,900
47 150,000 147,901-150,000
48 156,400 150,001-156,400
49 162,800 156,401-162,800
50 169,200 162,801-169,200
51 175,600 169,201-175,600
52 182,000 175,601 PAE
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IE1 S50 Salary Brackets on which Premiums are Calculated

First announced and established on February 7, 1995
|
Last revised on April 16, 2015 (15th revision)

Salary Basis Actual Salary Basis Actual
Bracket . . Bracket . .
Income | (Amount on which Registered Income | (Amount on which Registered
Income . . Income .
Differential Tier Premiums are Monthly Salary Differential Tier Premiums are Monthly Salary
Calculated) (NT$) (NTS) Calculated) (NT$) (NTS)
26 60,800 57,801-60,800
1 20,008 Under 20,008 27 63,800 60,801-63,800
Bracket 6
2 1-
o NT$3,000 8 66,800 63,801-66,800
2 20,1 2 9-20,1 29 9 1-69
NT$900 0,100 0,009-20,100 69,800 66,801-69,800
3 21,000 20,101-21,000 30 72,800 69,801-72,800
4 21,900 21,001-21,900 31 76,500 72,801-76,500
5 22,800 21,901-22,800 Bracket 7 32 80,200 76,501-80,200
6 24,000 22,801-24,000 | BAMEERLLR 33 83,900 80,201-83,900
7 25,200 24,001-25,200 34 87,600 83,901-87,600
Bracket 2
NT$1,200 8 26,400 25,201-26,400 35 92,100 87,601-92,100
9 27,600 26,401-27,600 36 96,600 92,101-96,600
Bracket 8
10 28,800 27,601-28,800 37 101,100 96,601-101,100
! ' ! NT$4,500 ' ' !
11 30,300 28,801-30,300 38 105,600 101,101-105,600
12 31,800 30,301-31,800 39 110,100 105,601-110,100
Bracket 3
NT$1,500 13 33,300 31,801-33,300 40 115,500 110,101-115,500
14 34,800 33,301-34,800 41 120,900 115,501-120,900
15 36,300 34,801-36,300 42 126,300 120,901-126,300
16 38,200 36,301-38,200 Bracket 9 43 131,700 126,301-131,700
17 40,100 38,201-40,100 | BAMEREIUN 44 137,100 131,701-137,100
Bracket 4
NT$1,900 16 42,000 40,101-42,000 45 142,500 137,101-142,500
19 43,900 42,001-43,900 46 147,900 142,501-147,900
20 45,800 43,901-45,800 47 150,000 147,901-150,000
21 48,200 45,801-48,200 48 156,400 150,001-156,400
22 50,600 48,201-50,600 49 162,800 156,401-162,800
Bracket 5 Bracket 10
2 1- 169,2 162,801-169,2
NT$2,400 3 53,000 50,601-53,000 NT$6,400 50 69,200 62,801-169,200
24 55,400 53,001-55,400 51 175,600 169,201-175,600
25 57,800 55,401-57,800 52 182,000 Over 175,601

Note: Tiers 1-47 follow the wage classification table for monthly contributions into the labor pension fund
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financial problem, the NHI premium rate was raised in 2010 and the system turned into a surplus beginning
in February 2012. In addition to the second-generation NHI reforms, the introduction of the supplementary
premium and the 36% of the annual health insurance budget that burdened by the government, led to a
surplus of NT$196.8 billion in June, 2015 (Table 6).

IEII R NHI Financial Revenue and Expenditure from 1995 to 2015 (Accrual Basis)

Outstanding
Insurance
BSiSnce Outstanding
Amount Growth rate AMOUAE Growth rate /a year Balance
(a hundred (%) (a hundred (%) (a hundred
million NT$) - million NT$) = million NT$) (af hundred
million NT$)
[1]-[2]
December
2,413 — 2,229 — 184 555
2,436 0.96 2,376 6.58 60 616
2,605 6.91 2,620 10.28 -16 600
2,649 1.69 2,859 9.10 -210 390
| 2000 EEEH 7.65 2,842 -0.59 10 400
[ 2000 BEZ 0.34 3,018 6.19 -156 243
| 2002 BEERDO 7.50 3,233 7.12 -157 87
| 2003 BEEZ 9.48 3,371 4.29 -4 83
| 2002 EEA 4.60 3,527 4.61 -4 79
| 2005 IEGE 2.51 3,674 4.18 -63 15
| 2006 BEEE 5.76 3,822 4.02 -3 12
[ 2007 BEEZ 1.44 4,011 4.96 -138 -126
[ 2008 YN 3.77 4,159 3.68 -140 -265
| 2009 YR 0.28 4,348 453 -317 -582
[ 2010 BT 14.32 4,423 1.73 185 -397
PR 4924 6.85 4,582 3.59 342 -55
PP 5072 3.01 4,806 4.90 265 210
5,557 9.57 5,021 4.47 536 746
PRI 5695 2.49 5,181 3.19 514 1,260
June
76,309 — 74,341 — — -
Average of 1996 B B
3,736 4.89 3,690 4.80

zZ
(e}
—+
[0}

: 1. NHI system was launched in March 1996; Figures as of June 30, 2015.
2. NHI Revenues = Premiums Receivable + Delinquency Charges + Investment Income + Lottery Income & Contribution for
Tobacco + Others — Bad Debt-Interest.
3. NHI Expenditures = Medical Benefits + Others.
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Scope of Benefits Package
and Reforms

Founded with the mission to promote good health for all,
the program has a clearly defined and broad package
of benefits: people who have paid their premiums and
have valid health insurance cards who need treatment
for illnesses or injuries, are giving birth, or have other
medical conditions have access to more than 20,000
contracted medical care facilities (hospitals, clinics,
pharmacies and medical laboratories) around the
country.

The medical services currently offered by the NHI
system include: inpatient and ambulatory care, dental
services, traditional Chinese medicine therapies, child
delivery services, physical rehabilitation, home care, and
chronic mental illness care, among others, and most
forms of treatment are covered. They include general
diagnoses and treatment, medical consultations and
operations, and related expenses such as examinations,
laboratory tests, anesthesia,
prescription medications, supplies,
nursing care, hospital rooms, and
certain OTC drugs. Pretty much
every type of necessary health care
service is covered by the program.
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of the NHI system since its inception. As of the end of
June 2015, 20,620 hospitals and health care providers,
or 93.20% of all health care facilities in the country,
were contracted by the NHI system (Table 7). Another
5,837 pharmacies, 547 home-nursing care institutions,
198 psychiatric community rehabilitation centers, 15
midwife clinics, 217 medical laboratories, 11 physical
therapy clinics, nine medical radiology institutions, two
occupational therapy clinics and one respiratory care
clinic were also contracted by the NHIA.

Once individuals enroll in the NHI program, they are
issued an IC card by the NHIA. These "smart" cards,
which contain basic information about the cardholder in
an embedded chip, serve as formal NHI ID cards and
are used to get treatment for illnesses or injuries, when
giving birth, or for other medical conditions. Under the
NHI system, the insured can visit any NHI-contracted
hospital, clinic, pharmacy, or medical laboratory for
access to health care. Even individuals who have
emergency procedures when they are abroad can apply
to have some of their out-of-pocket medical expenses
reimbursed through the NHI system.
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IEIEWAR No. of Participants in NHI System by Category

Total Health Care
Institutions

Contracted Health
Care Institutions

Percent of Institutions
Contracted

Figures as of June 30, 2015

Total

Hospitals

Clinics

Chinese
Medicine
Hospitals

Unit: No. of Institutions

Chinese

Medicine

Clinics

Dental
Clinics

93.20%

89.99%

83.33%

93.37%

98.11%
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care system that integrates primary care with more
specialized treatment when needed to ensure health
care continuity. Five or more NHI-contracted western
medicine clinics in the same neighborhood can join
with a community hospital to form a community health
care group. The program has enabled families to obtain
primary care through local clinics or physicians in their
neighborhoods who are networked with contracted
hospitals. These family practitioners serve as preventive
medicine consultants who maintain complete medical
records for every member of the family, and they
provide a 24-hour information hotline for patients in their
group. If a condition requires further tests, surgery or
hospitalization, they can arrange for a referral to a larger
hospital, saving patients time and money in searching for
specialist care.

As of the end of June 2015, there were 426 family
practitioner groups in existence, with 3,035 clinics, or
29.69% of the country's total, and 3,709 physicians, or
24.87% of the total, participating in the program. More
than 2.48 million people have benefited from these
community health care groups.
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In addition, there were 5,837 contracted community
pharmacies around Taiwan as of the end of June 2015
able to fill prescriptions prescribed by a hospital or clinic.
If patients have questions about the drugs prescribed,
they can ask their community pharmacists for more
information on how they are to be taken and potential
side effects. Community pharmacies not only serve as
a safeguard against drug hazards, they can also offer
residents in their neighborhoods accurate information on
the medications patients have been prescribed.

Diversified Reimbursement Plans

Taiwan's NHI program uses a third-party payer
mechanism to cover medical expenses. When a
patient gets care from a health care provider, the NHIA
reimburses the provider for the medical services used
to treat the patient based on reimbursement standards.
Consequently, the design of these reimbursement plans
plays a critical role in shaping a reasonable, fair and
sound NHI system.

When the NHI program first got off the ground, one of
its main goals was to quickly integrate the government,
labor and farmers' insurance systems under the NHI
umbrella, and medical institutions were given incentives
to apply to become NHI-contracted organizations. Thus
a "fee-for-service" payment model was adopted based
on fee schedules carried over from the government
and labor insurance schemes, and adjustments to the
scope of items covered were made with the help of
suggestions from medical groups.

That model, however, gave doctors few incentives to put
a priority on patient health and elevate the quality of care
and resulted in a surge in the "volume" of care provided
and a sharp rise in medical expenses.
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To constrain the rapid growth in spending, global budget
systems were phased in between 1998 and 2002 for
dental clinics, traditional Chinese medicine facilities,
Western medicine clinics and hospitals. From 2002 on,
the entire NHI system has adopted a global budget that
has put more responsibility on medical service providers
and improved the overall level of care.

The global budget system set broad "macro" limits for
total health care spending in different medical sectors,
but within this system, payment strategies were still
needed at the "micro" level to effectively enhance the
quality and efficiency of care. They included: diversifying
payment schemes (such as global budget systems,
case payment plans, Tw-DRGs, and capitation payment
plans); paying for quality and outcomes (such as pay-
for-performance plans) and promoting the integration of
medical service systems (such as the IDS program).

The goal of these many payment plans was to provide
the medical community with incentives and higher
returns to foster a healthier society that required fewer
medical resources. Among these programs, Taiwan's
version of diagnosis related groups (Tw-DRGs) were
launched in July 2010 to further increase efficiency and
provide patients more holistic care.

The many Tw-DRGs that have been phased in over
the past few years have in fact demonstrated more
efficient use of medical resources used for inpatient
care. In 2014, the average length of hospital stay for
patients in diagnosis related groups fell 0.16 days
from a year earlier, freeing up hospital beds. Average
medical expenditures per case also fell because of the
elimination of unnecessary operations, medications and
tests, resulting in lower health care costs.
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Beginning in July 2011, three types of capitation payment
models were introduced on a trial basis. This approach
— which essentially pays doctors a fixed amount per
person — is designed to break the traditional mindset
that doctors will make more if they see more patients or
render more services. It provides incentives for medical
institutions to invest in preventive health care and health
promotion, because the better patients are cared for, the
more the institutions will benefit. During the trial period
from 2012 to 2014, there were eight medical teams
responsible for 200,000 people in Taiwan working under
the capitation payment system.

Aside from care delivered under case payment or DRG
plans, standard reimbursements for medical services
and treatment are based on an RBRVS (resource-based
relative value scale) system first developed in July 2004
and then completely revised in 2011. The system assigns
relative values to medical services based on the medical
resources used to provide the service.

Meanwhile, for certain diseases that are expensive
to treat, relatively prevalent and could benefit from
improved care models, the "pay-for-performance"
system has been introduced to tie payments to clinical
outcomes. Doctors can rely on treatment guidelines
to help patients get better care, and the management
professional in charge of each case can track a patient's
condition and ensure that the patient receives complete
and continuous attention and that the disease is under
control. Unlike the "fee-for-service" system, which offers
no financial incentives to improve quality, the "pay-for-
performance" system creates payment incentives for
different diseases based on how patients are treated
that not only enhance efficiency and quality but also
restrain costs, fulfiling a core mission of the NHI system.
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Co-payments

Through the NHI program's third-party payer
mechanism, the NHIA reimburses NHI-contracted
medical institutions for the cost of the medical services
they provide to patients. But not all costs are covered by
the NHIA; those seeking care must also pay a share of
the costs incurred, with these co-payments increasing
incrementally the higher the expense. Prior to the NHI
program's inception, government, labor and farmers'
insurance did not require co-payments for most types
of services they covered, resulting in the serious waste
of medical resources and massive losses to the various
insurance systems. So when the new NHI program
was designed, it included a co-payment system to curb
demand for medical services and make people more
conscious of the cost of the treatment they receive.

The co-payments for outpatient and emergency care
were adjusted multiple times during the system's first 10
years. But in July 2005, the NHIA inaugurated a new co-
payment fee schedule and referral system to encourage
patients to seek treatment for basic ailments at local
clinics and then get referrals to regional hospitals or
medical centers if more advanced treatment or tests are
necessary. The system, which keeps co-payments lower
for people with referrals, has led to the more efficient
use of medical resources by leaving regional hospitals
and medical centers free to focus on patients with more
pressing needs.

Under the new co-payment schedule shown in Table
8, the basic co-payment fee for a visit to a western
medicine facility is based on whether a patient was
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referred to the hospital or not. Patients who go directly
to medical centers and regional and district hospitals
without a referral from a clinic or hospital will pay a
higher co-payment than if they have a referral. The co-
payment for visits to dentists or traditional Chinese
medicine clinics is uniformly NT$50. If drugs prescribed
to a patient exceed a certain cost, a co-payment for
the medication is also charged (Table 9). Follow-up
rehabilitation or traditional Chinese medicine treatments
for the same course of therapy also carry co-payments
of NT$50.

With the introduction of the second-generation NHI
system in 2013, individuals who get care in regions
lacking medical resources can get a 20% discount on
their co-payments and have co-payments for home care
reduced to 5% from the normal 10% — policies intended
to benefit residents of areas where medical resources
are limited and seeking help elsewhere is difficult.

Caps on Co-payments for
Inpatient Care

The co-payments for hospitalized patients are between
5% and 10% for more typical stays of under 30 days
but can go as high as 30% of their bills for longer stays
(Table 10). To minimize inpatients' financial burden,
co-payments on acute ward stays of fewer than 30
days and chronic ward stays of fewer than 180 days
are capped by the Ministry of Health and Welfare,
with the ceilings adjusted annually. For 2015, caps on
hospital stay co-payments were set at NT$33,000 for
a single hospital stay for a particular condition and at a
cumulative NT$56,000 for the entire calendar year.
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IE R Basic Co-payments for Outpatient Visits under NHI System Unit: NT$

Institution Class Basic Co-payments

Western Medicine Outpatient
Care Traditional

Emergency Chinese

Medicine

Type of Institution Dental Care

Medical Centers

Regional Hospitals

. Care
With Referral Hidens
Referral

210

360

140 240 300 50 50
District Hospitals 50 80 150 50 50
Clinics 50 50 150 50 50

NOTES:

1. Individuals classified as disabled pay co-payments of NT$50 for any 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 co-payment 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 co-payment schedule took effect on July 15, 2005.
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Medication Co-payments under NHI System Unit: NT$

Drug cost per prescription

Co-payment per
prescription

Drug cost per prescription

Co-payment per
prescription

Under 100 0 601~700 120
101~200 20 701~800 140
201~300 40 801~900 160
301~400 60 901~1000 180
401~500 80 1001 and above 200
501~600 100
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Co-payment Exemptions

The National Health Insurance system exempts certain
groups of patients from co-payments to ensure that
the payments do not discourage them from seeking
necessary medical attention. Based on Article 48
and others of the National Health Insurance Act, co-
payments are not required for people suffering from
catastrophic illnesses (Table 11) or living in remote and
mountain areas or on outlying islands, or for women
giving birth. Others exempt from co-payments include
veterans and their dependents, members of low-income
households, children under the age of three, males
performing alternative military service and registered
tuberculosis patients who receive treatment at specified
contracted hospitals.

Patients being treated for occupational ailments who are
covered by labor insurance or those suffering from PCB
(polychlorinated biphenyl) poisoning are also not subject
to co-payments.

Outpatient medication co-payments are waved for
special cases, including services covered under the
"case payment" reimbursement method, refillable
prescriptions for chronic illnesses (prescriptions can
be refilled twice, each time for 28 days, including for
traditional Chinese medicine) or those receiving dental
care.
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The NHIA's refillable prescription option was adopted
to make it more convenient for patients with chronic
ilnesses to get the medication they need by allowing
doctors to write long-term prescriptions for them. When
doctors certify that a patient has a chronic but stable
illness, as recognized by the Ministry of Health and
Welfare, they can write a prescription valid for three
months covering 90 days of medication. The prescription
must be filled in installments, with up to one month of
medicine allowed to be dispensed at a time. Those with
proof that they will be traveling abroad, returning to an
outlying island, or working on a deep-sea fishing boat or
ship sailing international routes for an extended period of
time, or those with a rare disease, can collect the entire
prescription at once if they present a waiver.




46

TREBRREESHR NATIONAL HEALTH INSURANCE 2015-2016 ANNUAL REPORT

Ji

SRERRREAERES

RiRaiE

FERNRIAREEE
BILERE

FRMRMASTES

BEBAMTREENRMEN (IIFAIRRIEEE » AAKBELR 8gm/dI LA » FTEFRIERER 12gm/dI AT E)

IEMTERIE (RSIE) - WEEZEREMAES

FRE ORI ESMERERIERE -

(BB -

FRITHRAHEERR (G6PD NHEERN) -

I~ Bl BB Bl S - BEAMFLAREBIRACERS -

BEREEEEES 20% U L : NEEERESHOERERERS -

10

BEZER L - hiE - TR 58 - RIRR/)BEREREHEE -

1

SR ~ BEIERRERATS [RECTHE - AL ~ B8 - S HEEE (ABVERSREHREULE) -

12

ERFEEEBREEERZRIEHREREDE 16 DLALEE (INJURYSEVERITYSCORE = 16) (% MBI AAREEARTLL
ISSETE&) -

13

AR RIBERBERFRBINE TINE—IEE -

(—) ERREMEITRIEEEE _+— XU LEE -

(D) ERREMEITRIHEIZERNER - cURIFRERITBEITR AR —+—XULE -

(=) ERREMEITIRHENZRERNAERITIR B _+—RULEE -

(M) 457 (RHIMNRIB  1@EITIRERR - R|EWERIARE RN EERE ) MAERFRELESEE
IR aBEREt —+—XRULEE -

UERBEBANESEREREEREA -

14

(—EIBEASURNEENES ECBREREIRE @ HFEHIEECEA 30 X - BRBEERENRE - R
RIVEARHEEEES -

(DEMIETERRCBREEEIRE - MFEHIKEECHERE 30 X - BERIBEERENRE  RNRIDELERES
BEE-




BRI ERER SERN

Chapter 3 Benefits and Payments

IEICRNE  Catastrophic llinesses Recognized by NHI System

10

1

12

13

14

lliness Name/Description

Cancer requiring aggressive or long-term care; malignant neoplasm

Congenital coagulation disorders (Hemophilia)

Severe hemolytic and hypoplastic anemia (a heme count routinely below 8gm/d| in adults and routine below 12 gm/
dl in newborns before treatment)

Chronic renal failure (uremia) requiring regular dialysis

Generalized autoimmune syndrome requiring lifelong treatment

Chronic mental illness or chronic psychiatric disorder

Congenital metabolic disorders (not including G6PD deficiency)

Congenital cardiac, pulmonary, gastrointestinal, renal, neurological, and skeletal malformations and chromosomal
abnormalities

Burns covering more than 20% of the body, or facial burns with concurrent eye, ear, nose, or throat dysfunction

Follow-up treatment after kidney, heart, lung, liver, bone marrow, pancrease or intestine transplant

Neurological, muscular, skeletal, or pulmonary complications from poliomyelitis or cerebral palsy (where the degree
of impairment is moderate or higher)

Major trauma rated 16 or above on the injury severity scale (Note: The ISS cannot be applied to the condition of
people in a vegetative state.)

Long-term mechanical ventilation, defined as one of the following:

(1) Invasive mechanical ventilation for 21 or more days;

(2) Invasive mechanical ventilation followed by non-invasive ventilation as the patient's condition improves, for a total
of 21 or more days;

(3) Invasive mechanical ventilation followed by negative pressure ventilation for a total of 21 or more days; or

(4) Non-invasive ventilation for 21 or more days required to deal with specific diseases, such as end stage heart
failure, chronic pulmonary diseases, primary neuromuscular diseases, and chronic hypoventilation syndrome.

The duration periods above must meet the standard for "continuous use."

(1) Patients suffering from severe malnutrition due to major enterectomy or intestinal failure, who have been on a fully
intravenous diet for more than 30 days but are still unable to obtain sufficient nutrition through an oral diet.

(2) Patients suffering from severe malnutrition due to other chronic diseases, who have been on a fully intravenous
diet for more than 30 days but are still unable to obtain sufficient nutrition through an oral diet.
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lliness Name/Description

Severe decompression sickness or air embolism caused by scuba diving or improper decompression and

15 . . . . o -
accompanied by respiratory, circulatory, or neurological complications, and requiring long-term treatment

(.3 Myasthenia gravis

VA Congenital immunodeficiency disorders

Neurological, muscular, cutaneous, skeletal, cardiopulmonary, urological, or gastrointestinal complications due to

18
spinal cord injuries or other spinal cord diseases (where the degree of impairment is moderate or higher)

(28 Occupational disease

20 Acute cerebrovascular disease (within 1 month after acute attack)

ZARS Multiple sclerosis

7#A8 Congenital muscular dystrophy

723 Congenital anomalies of the integument

24 Leprosy (Hansen's disease)

Cirrhosis of the liver, accompanied by one of the following complications:
25 (1) Uncontrollable ascites

(2) Esophageal or gastric variceal bleeding
(3) Hepatic coma or hepatic decompensation

26 Neurological, muscular, skeletal, cardiac, or pulmonary complications in preterm children

77/ Toxic effect of arsenic and its compounds (black foot disease)

28 Motor neuron disease (moderate impairment or above or needed mechanical ventilation)

vA’A Creutzfeldt-Jakob Disease

<{)l 8 Other rare diseases listed by the Ministry of Health and Welfare that are not included in the other 29 categories.
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Claims Review System
Based on Reasonable
Controls

The NHI system depends on the concerted efforts of all
of society to function well, and the NHIA does its part
through its unwavering commitment to controlling health
care quality and using NHI resources reasonably. Soon
after the NHIA was founded, it established a system
to review the delivery of medical services to prevent
waste and safeguard quality, but there remained a lack
of applicable standards for evaluating highly specialized
medical services. Consequently, the NHIA developed a
series of examination mechanisms and diverse reviews
and controls to monitor health care services provided
by medical institutions and ensure that the public had
access to safe and quality care.

The review of reimbursement claims filed by contracted
health care organizations involves examining the type,
volume, quality and appropriateness of medical services
provided under the insurance program. Every year,
384 million reimbursement claims on average (or 1.05
million per day) are filed for outpatient visits and about
3.24 million claims (or about 8,800 per day) are filed for
inpatient care. Because of the massive volume of claims,
the review process follows two tracks: a procedural
review track that is fully automated and a professional
review track that involves peer reviews. Computer
technology is used in conducting both types of reviews,
but especially the procedural review, which relies on
profile analysis based on specific medical criteria to
conduct automated audits, improving the efficiency of
claims reviews.
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The procedural/automated checks focus on the following

criteria:

1. The eligibility of those treated

2. The scope of reimbursements

3. Verification that the medical services or drugs
claimed were appropriate and their respective
reimbursement standards were correct

4. Whether the submitted forms were properly and fully
filled out

5. The completeness of appended documents

6. A preliminary check of the basic treatment services
on the case payment system

7. Pre-authorization review of special surgeries or
treatments.

8. Other procedural items related to medical
expenditures

If any health care providers submit medical services
claims that are found to have violated insurance
regulations, they will not be reimbursed for the claims,
with the reason noted on the file.

The huge volume of claims makes it impossible to
screen each and every one of them manually. Instead,
claims are randomly selected and sent to medical
experts for closer inspection. If the amounts claimed by
a medical institution are reduced by a certain percentage
across the sampling after peer reviews, the institution's
total claims will be reduced automatically by the same
percentage. This is the most important function of the
professional reviews of medical expense claims.

Since 2007, random checks have been conducted
based not only on reviewing a fixed percentage of
reimbursement claims but also on profiling a certain
percentage of patients treated, primarily to enable the
experts conducting the reviews to see complete patient
information and help them better identify the main points
of emphasis of the reviews, making the process more
relevant.
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Beginning in September 2014, a "Central Intelligence
System" (CIS) was installed to further screen claimed
costs. The system automatically targets important
items and picks out anomalies that are then listed for
peer review or specially marked, and it also provides
information on the anomalies, enhancing the efficiency
of the reviews.

Since the global budget system's phase-in from 2002,
the NHIA has also commissioned medical associations
to handle some of the professional reviews and
established management guidelines on recruiting experts
to conduct the reviews. In addition, the NHIA and the
independent agencies have developed a mechanism
capable of jointly managing the professional reviews in
every region.

The practices and guidelines for these professional
reviews are established through consultations by
advisory panels for different medical specialties
consisting of medical experts with clinical or review
experience. To ensure the consistency of the
professional reviews, the NHIA trains and orients panel
members on the workings of the insurance system and
related applicable standards, and tries to develop a
consensus on review standards. In February 2012, the
NHIA created a "professional review databank inquiry
system" to give NHI staff and medical experts on the
review panels a convenient way to check or look up
related regulations, improving review efficiency. To follow-
up on the initiative and support the development of a
prototype "smart professional review system," the NHIA
took steps from 2011 to 2013 to computerize the order-
specific regulations for all medical services, enabling
professional reviewers to call up every review regulation
and standard for any item on the NHI fee schedule with
a single click as they conduct their reviews, saving them
considerable amounts of time.
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Diversified Payment Systems
for Better Outcomes

Since the inception of Taiwan's NHI system, the NHIA has
steadily increased the number of services and procedures
covered to keep up with technological advances and
clinical needs and provide the insured with access to new
technologies. As of June 2015, there were 4,395 items
covered in the fee schedule. At the same time, the NHIA
has worked to change the medical community's perception
that a number of medical fields, such as emergency and
inpatient care, critical care/intensive care, obstetrics/
gynecology, pediatrics surgery and general surgery, were
not worth pursuing because their reimbursement rates
were too low. Between 2004 and June 2015, the NHIA
adjusted reimbursement rates 76 times, with the biggest
overhauls of the fee schedule coming in June 2004 and
December 2005, when the relative point values of 1,597
items and services were revised.

The NHIA has also given hospitals incentives to focus
more closely on their clinical care manpower and
strengthen their nursing staffs. A program to improve the
quality of nursing care was initiated in 2009, and more
than NT$9.17 billion had been poured into it as of 2014.
The funding has been directed at hiring more nurses,
increasing pay for overnight shifts, and subsidizing 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. The measure
not only increased the point values for the nurses'
services, but also reduced the nurses' burdens through
reimbursement systems that linked payments with nurse-
patient ratios.
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Many new, technologically advanced medical devices
that provide better health benefits are far more
expensive than the devices they have been designed
to replace. To ease the financial burden of patients
who stand to benefit from such advanced devices
and give them greater choice, the NHIA has phased
in coverage of drug-eluting and bio-active coronary
stents, artificial hip joints (ceramic and metal-on-metal),
artificial intraocular lenses, bioprosthetic heart valves
and programmable ventriculoperitoneal shunts since
December 1, 2006 (Table 12). For patients who choose
these and other more expensive devices and materials,
the NHI system covers the standard amount it would
reimburse for similar more conventional devices and has
patients cover the additional cost.

To safeguard the rights of the insured, hospitals must
provide complete information on device options to
people prior to operations or procedures. The NHIA
requires that the information be provided in two stages:

l. First Stage

A. Two days before an operation or treatment (except
in the case of emergencies), the physician must give
a patient or a member of his or her family a written
description and a verbal explanation of the special
device being proposed, and the physician and the
insured or a family member must sign two copies
of the description sheet, one for the patient or his or
her family and one for the hospital to keep with the
patient's medical records.




56 TREBRREESHR NATIONAL HEALTH INSURANCE 2015-2016 ANNUAL REPORT

/

Special Devices Covered by
RREALZBENEZE T —BR 1EEERES Health Insurance System

BED RS RL 2006 £12 810 Drug-eluting and Bio-active December 1, 2006
Coronary Stents
PN LRERAEN 2007 F1H1H Artifical Ceramic Hip Joints January 1, 2007
SRR AE A TN A 2007 F108 18 Artificial Intraocular Lenses October 1, 2007
Metal-on-metal Artificial Hip Mav 1 2008
SBHSBNEA TN 2008 £ 58 1H Joints v
T AU S D AR 1\ i e 2014F 68 1H Bioprosthetic Heart Valves June 1, 2014
- Programmable J 12015
B SRS [ 2015F 6 B 1H Ventriculoperitoneal Shunt e

(Z) RAENTEE : BVE8EYRIE B. The contents of the description sheet should include:

CEERERSUEHEER BT the added cost of a special device, the reason
=15« SIEREERS N RE S BY the special device is being used, issues to be
i - considered, potential side effects, and a comparison
with the standard device fully covered under the NHI

= ETRR system.

(—) FeussEsBEsmmeEss |l Second Stage

& - BSHBRBESTEERBNE A. Once the patient or his or her family members

Bl FROZRIE » BEHZE have received the detailed information, the medical
AEE—\_1D  —IRBEREHSRE services provider must then explain to them the fees
B2, 2—{REI{REBRFERER - that would be charged and give them time to fully

consider their options. Once a decision is made, the
(Z) AEEBHFE : patient or a family member must sign a consent form
in duplicate, with one copy for the patient and the
1. BUEEREERBREIEAR - other for the hospital to put with the patient's medical
2. BESSMETOIEESOR - records.

B. The consent form must include:

1. The name and item number of the special device for
which the patient will have to pay extra.

2. The special device's permit number.

3. The unit price, quantity and amount to be paid by the
patient.




FUR | mBEEE EELH
Chapter 4 Quality Control

I > BRI R ER B ER ST
< mIBEHE - mIES - INETE (B1588
REEE BRINVERREBHZEES
)~ EmEE - BIER - BEXRERERT
m B BN LRSS BRE R
AR R R - ZRERSNEFE
UELBRMZHEEABREREZINEHR
8L > ERUIERBREZINEFRE (BEE
BVILER) ESRERER -

TREREEGRVNESER  RBEEAES
NEERMEEERNGDN  BHEES
o 5 S EERB R EAORH ST
EiRERE . MUBERBERWRFERNY
BRERKE - B 2001 & 10 BiE » DFERE
s =58 ~ FLE ~ R~ IBRER R IR
ELIEBERUNENE - FRTEBEOE
B 2006 FRREBRHARRRRBNEN -
ZEMERSRAREREZ AT RS IR E
TRIVINETIR » 2007 TEERETHIT -
EREER I NETTR Em%ﬁt,
BAZVIEETEEMPIE - AFESTRZ
FREEXYNFL 132010 FF 1 BHTIEBE L
JiE ~ 121 B BUATTRE L C BURT R E
F 2 IEmEHE > 2011 & 1 BEHNYYHERIE
MBRRREE - ERRDERHI TN
B5 - 1R2012 £ 10 BEAZIIZESEE
i SMBERENEHRESHERRRK
IBUBRRERRE  REHIBELDN B
2013 FERBIIREBER » MtAEMR
BT

2

Medical institutions, meanwhile, are also required to
provide detailed information on special devices for which
patients have to pay extra on their official websites
or in easily noticeable spots on their premises. The
information should detail the item's name, product
number, price (including the cost to patients if they pay
for the device on their own, the amount covered by
health insurance, and the insured's co-payment), special
characteristics, potential side effects, and a comparison
with the therapeutic effects of similar devices fully
covered by national health insurance.

The NHIA also posts information on its Chinese-
language website (http://www.nhi.gov.tw) on these
special devices and materials for which patients have
to pay extra. The public can also find a comparison of
different hospitals' prices for these devices on the NHIA
website.

The NHIA has developed a series of plans that are
structured to improve the quality of care while keeping
costs under control. The plans offer health care
providers incentives to care for patients' overall well-
being by reimbursing them based on clinical outcomes.
The NHIA phased in this pay-for-performance system
in phases beginning in October 2001 to cover payment
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 handed over to the Health Promotion
Administration at the start of 2006, but that same
year hypertension treated at western medicine clinics
was added to the ailments included under this pay-
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To==R 2005 ¥ | 2006 £ | 2007 £ | 2008 £F | 2009 £F | 2010 £F | 2011 £ | 2012 & | 2013 & 210_1645
Rl 32.50% | 34.78% | 35.17% | 31.29% | 31.61% | 47.02% | 45.45% | 39.30% | 37.49% | 41.94%
FERIm 23.52% | 23.16% | 24.67% | 26.34% | 27.56% | 29.26% | 31.36% | 33.94% | 35.06% | 41.90%
A 68.78% | 78.99% | 91.81% §ﬁgﬁ_ - - - - -
AE 12.09% | 12.98% | 13.60% | 14.64% | 14.50% | 14.62% | 13.67% | 13.43% | 13.09% | 10.88%
=IME REN %E;ff/fm 6.54% | 3.93% | 2.65% | 255% | 2.94% | 1.36% =t 5t
BB RENE 40.65% | 46.94% | 51.20% | 52.22% | 59.11%
B c;g?ﬁ%“ REN 9.83% | 19.37% | 26.14% | 30.58% | 37.18%
HERISI T B R RETH 20.15% | 26.40% | 32.1% | 26.71%

: BINETIZEE 2006 FHERFIEEREFRIIAGT - 2007 FRBAEEY: - HREXRNTEERER S 2IRBEXRTFEN » XERRE
EEHIERR - BIUIERR - BIEBRRS - CRBLURRBIEBSIIETE B - B 2013 FREE1EEH

EHE

|[-]-]c5 <8 Percentage of Patients Treated Outcome-based Payment Plan

Disease 2005 2006 2007 2008 2009 2010 2011 2012

Asthma 32.50% | 34.78% | 35.17% | 31.29% | 31.61% | 47.02% | 45.45% | 39.30% | 37.49% | 41.94%

Diabetes 23.52% | 23.16% | 24.67% | 26.34% | 27.56% | 29.26% | 31.36% | 33.94% | 35.06% | 41.90%

Standard | Standard | Standard | Standard | Standard | Standard | Standard

Tuberculosis 68.78% | 78.99% | 91.81% fee fee fee fee fee fee fee
schedule | schedule | schedule | schedule | schedule | schedule | schedule

Breast Cancer | 12.09% | 12.98% | 13.60% | 14.64% | 14.50% | 14.62% | 13.67% | 13.43% | 13.09% | 10.88%

9.31% X X

Hypertension N/A (Trial 6.54% 3.93% 2.65% 2.55% 2.94% 1.36% (Note) (Note)
. (Note) (note)

basis)
Schizophrenia N/A 40.65% | 46.94% | 51.20% | 52.22% | 59.11%
Hepatitis B and N/A 9.83% | 19.37% | 26.14% | 30.58% | 37.18%
C carriers
Barly chronic N/A 20.15% | 26.40% | 32.10% | 26.71%

kidney disease

Note: Hypertension was added to the pay-for-performance plan in 2006 on a trial basis at clinics. It was introduced at hospitals in
2007. The figure for that year and after covers the percentage of patients at both hospitals and clinics, which partially explains
the declining rate. Also, because hypertension sufferers also often have other conditions, such as diabetes and chronic kidney
disease, hypertension stopped being tracked on its own, and the pay-for-performance plan for hypertension alone was ended in
2013.
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Chapter 4 Quality Control

for-performance structure. In 2007, hospitals became
eligible to treat hypertension under the plan, and in 2008,
the pay-for-performance tuberculosis plan became the
standard for treatment of the disease. The percentage
of patients being treated under outcome-based plans in
recent years is shown in Table 13.

Two more pay-for-performance plans were added
in January 2010 for schizophrenia and for hepatitis
B carriers and hepatitis C patients, and another was
introduced in January 2011 for early chronic kidney
disease. Because of the positive impact of the pay-for-
performance plan in treating diabetes, it was instituted
as the standard for all diabetes cases in October 2012.
Hypertension sufferers on outcome-based plans were
often found to suffer from other comorbidities such
as diabetes and chronic kidney disease, and to better
integrate care, the outcome-based program for the
treatment of hypertension was incorporated into the pay-
for-performance plans for these other illnesses beginning
in 2013.

The global budget payment system was adopted to
constrain the rapid growth in costs under the fee-
for-service model and institute a system of financial
accountability. Under the system, medical providers
and payers negotiate overcall caps on total medical
payments with the NHI system prior to the beginning
of a fiscal year based on a fixed volume and range of
medical services. The process is illustrated in Chart 4.
The negotiated growth rates for each medical sector's
total expenditures since 2006 are shown in Table 14.
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2006

2007

2008

2009

2010

2011

2012

2013

2014

4.536% | 4.501% | 4.687% | 3.874% | 3.317% | 2.855% | 4.314% | 4.436% | 3.275% | 3.430%
2.930% | 2.610% | 2.650% | 2.571% | 1.941% | 1.607% | 2.190% | 1.409% | 1.580% | 1.916%
2.780% | 2.478% | 2.506% | 2.486% | 1.490% | 2.370% | 2.776% | 2.177% | 2.104% | 1.897%
4.684% | 4.181% | 4.129% | 3.346% | 2.236% | 1.716% | 2.915% | 2.809% | 2.116% | 2.991%
4.900% | 4.914% | 4.900% | 4.461% | 2.734% | 3.007% | 4.609% | 5.578% | 2.990% | 3.453%

51 1 2006 FHERIREBEBANKE -

1[-]-] -8 Annual Negotiated Growth Rates of Global Budgets by Sector

Total

Dental

Traditional
Chinese
Medicine

Clinics

Hospitals

2006

2007

2008

2009

2010

2011

2012

2013

4.536% | 4.501% | 4.687% | 3.874% | 3.317% | 2.855% | 4.314% | 4.436% | 3.275% | 3.430%
2.930% | 2.610% | 2.650% | 2.571% | 1.941% | 1.607% | 2.190% | 1.409% | 1.580% | 1.916%
2.780% | 2.478% | 2.506% | 2.486% | 1.490% | 2.370% | 2.776% | 2.177% | 2.104% | 1.897%
4.684% | 4.181% | 4.129% | 3.346% | 2.236% | 1.716% | 2.915% | 2.809% | 2.116% | 2.991%
4.900% | 4.914% | 4.900% | 4.461% | 2.734% | 3.007% | 4.609% | 5.578% | 2.990% | 3.453%

Note: Figures are for overall growth rates in medical spending starting from 2006




EHhEREERIRER - BRI ERE
0% LIBERESIRBMIBIZEIIRE
REE  AHARBESZIFRIENER
TEENEE -

HIREEIPIPTEIES [ MEERTIE
(ZEER

© RIBHERTEE
mEmE

E TN

EmAVER - SBE
ERE - R RIGEEMS
RIGH SR THIIEERA] -

- BXERRPAEIER

(—) E]EERIKREZEES]

TOSRFEEAE ©

BEXES

(D) BUETERER®

2. B BRGNS RIR

3. BIBERZmMEEE
ERRIE -
BRI PTHBIET B,

EmEHS

i mESE
NEREREZINEANE -

BEfER

F—

III

M7

e
NS

3

I

R

BoiEDE -

A
iz
=,

Chapter 4 Quality Control

If the total amount claimed for reimbursement by a
sector exceeds the pre-set ceiling, point values for that
sector's services may drop. If, on the other hand, a
particular sector works together to reduce unnecessary
treatment and strengthen preventive care measures,
effectively controlling the volume of services provided,
point values for its services may increase.

The global budget system was phased in between 1998
and 2002, capping overall expenditures in Taiwan's
four broad medical sectors — dental (implemented in
July 1998), traditional Chinese medicine (July 2000),
western medicine clinics (July 2001) and hospitals (July
2002). Since the system was fully implemented in 2002,
it has successfully controlled the growth of medical
expenditures at below 5% a year. Chart 3 shows medical
expenditure growth since 2006.

To ensure that patients' rights to care are not affected by
the constraints of the global budget payment system, the
NHIA and medical associations have adopted measures
to jointly supervise hospitals and clinics that operate
under the system and ensure that they are providing
high quality care.

As global budgets are being negotiated and approved,
other measures are taken to ensure that the global
budget payment system will not force medical sectors
or institutions to cut back the quality or scope of care
because of budget constraints.
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The quality assurance programs agreed to with Taiwan's
medical sectors contain the following provisions:

I. Safeguarding the insured's right to health care

The right to care is guaranteed through satisfaction
surveys on health care quality, mechanisms to
handle appeals and complaints, and the monitoring of
accessibility to health care.

II. Ensuring quality of specialized health care services

A. Professional guidelines established for clinical
practices, peer reviews and medical records

B. Ongoing programs developed to improve health care
quality by:

1. Monitoring clinical profiles and service quality;

2. Establishing a guidance system for medical
institutions

3. Establishing health care quality indicators and
posting quality information on the NHIA website as
a reference for medical institutions to help them
continue improving the quality of their care.

Under the current system for reimbursing drug expenses,
medical institutions file claims for reimbursement from
the NHIA according to designated prices for each
medication covered by the NHI program. The system
gives medical institutions the incentive to negotiate drug
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prices with pharmaceutical companies that are lower
than the amount they are reimbursed by the NHIA. The
NHIA regularly surveys market prices for drugs, and
once it verifies actual transaction prices, it adjusts the
amount it reimburses for that drug accordingly. If the
NHIA were to simply reimburse health care providers
based on the actual prices they pay for drugs, the
providers would have no incentive to bargain with
pharmaceutical companies. Prices would be less likely to
fall, and the NHI system's finances would suffer.

The process of surveying market prices for drugs and
adjusting reimbursed amounts according to the surveyed
prices began in 1999. The lower prices obtained by
hospitals from suppliers have been reflected in several
downward adjustments of reimbursement prices for
medications, saving the NHI system more than NT$50
billion over that time. These periodic adjustments have
helped narrow the gap between actual market prices
and NHlI-listed prices and slowed the growth of the
system's drug expenditures. The money saved through
the process has been used to extend coverage to new
drugs and increase listed drug prices that were found to
be too low, ensuring that patients have access to drugs
in step with developed countries around the world and
that the quality of care improves.

To further control overall spending on drugs, the NHIA
initiated an "NHI Drug Expenditure Target Allocation
System" on a trial basis starting on January 1, 2013. The
program, which is still ongoing, sets a yearly target for
drug expenditures, and if actual spending exceeds the
target, it automatically triggers a once-a-year downward
adjustment in drug reimbursement prices, keeping the
NHI system's overall spending on drugs stable and
within a reasonable scope.
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In a compulsory health insurance program, there will
inevitably be an economically marginalized segment
of the population that will not be able to afford NHI
premiums. To ensure that all of Taiwan's citizens have
access to care, a safety net encompassing subsidies
and other measures has been created that reinforces
the system's spirit of mutual assistance. Several
preferential aid programs have been created to help the
economically disadvantaged or patients with catastrophic
diseases — such as cancer, renal failure requiring
dialysis, hemophilia or mental health problems — retain
their right to health care.

In addition, the NHI system provides medical and
financial assistance to those living in remote areas or
those coping with a rare disease or critical illness. The
assistance programs available for the poor or seriously
ill include premium subsidies, relief loans and installment
payment plans (Table 15).
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IEI NN Assistance Provided to Help the Disadvantaged Afford Premiums from January 2014

to end of June 2015

Premium
Subsidies

. Period No. of People

Relief Loans

Installment
Plans

2015

Government subsidies to the disadvantaged, January to 3.04 million NT$23.9 billion
including to low-income households, the near | December 2014 people ’
poor, unemployed veterans, unemployed
workers and their dependents, people with
physical or mental disabilities, and unemployed
indigenous people younger than 20 or older January to June 3.18 million N
than 55. workers and their dependents, 2015 people NT$12.9 billion
people with physical or mental disabilities, and
unemployed indigenous people younger than
20 or older than 55.

January to .

3,045 cases NT$190 million
Those who qualify as economic hardship cases December 2014
based on Ministry of Health and Welfare criteria January to June R — \T$95 milion
2015

January to 117,000 people | NT$3.17 billion
Those unable to pay overdue premiums in one December 2014
lump sum
e January to June 57,000 people NT$1.60 billion

Note: Figures cover from Jan. 1, 2014 to June 30, 2015
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Programs for the
Disadvantaged

Premium Subsidies

The government routinely subsidizes premiums for
several impoverished and socially disadvantaged
groups, such as low-income households, the near poor,
unemployed veterans, unemployed workers and their
dependents, people with disabilities, and unemployed
indigenous people younger than 20 or over 55. A total of
NT$23.9 billion in premium subsidies was disbursed to
3.04 million people in 2014, and in the first half of 2015,
NT$12.9 billion in premium subsidies was distributed to
around 3.18 million people.

Relief Loans

Interest-free loans are provided to people facing
economic hardship to make it possible for them to
pay their premiums or unpaid out-of-pocket medical
expenses and safeguard their right to care. In 2014,
NT$190 million in loans was disbursed to 3,045 people.
Another NT$95 million in loans was disbursed to 1,373
people in the first six months of 2015.

Installment Plans

Individuals who do not qualify for relief loans and cannot
not clear overdue premiums of NT$2,000 or more in one
lump sum payment are eligible to repay the overdue
amount in installments. In 2014, some 117,000 people
were granted permission to repay NT$3.17 billion in
installments, and another 57,000 people received
permission to repay NT$1.60 billion in installments in the
first half of 2015.
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Sponsorship Referrals

The NHIA may also refer people who cannot afford their
premiums to charitable organizations or philanthropic
corporations or individuals for assistance. In 2014,
10,377 people were successfully referred to charitable
groups, which subsidized NT$24.75 million in premiums.
In the first half of 2015, another 4,600 people were
referred to philanthropic groups, which provided NT$9.50
million in premium subsidies.

Critical Care Assistance

Individuals with overdue premiums because of economic
difficulties can still receive medical care. If a hospital
physician determines that a patient needs to be
hospitalized, or given emergency treatment or critical
care, the patient only needs to provide a certificate of
low-income status from the hospital or borough chief to
receive care as an insured patient. Based on the specific
circumstances of each case, the NHIA then helps people
by re-enrolling them in the NHI program (if their eligibility
was suspended because of overdue premiums),
deferring their premiums, referring them to a charitable
organization or allowing bills to be paid in installments.
A total of 2,124 patients with outstanding bills totaling
NT$55 million received help in this way in 2014, and
another 948 patients with overdue bills of NT$28 million
received such help in the first half of 2015.

Contributions from Lotteries

In addition to the installment plans, relief loans and referral
plans used to safeguard the right of the economically
disadvantaged to care, the NHIA has also vied for public
welfare lottery funds since 2008 to provide financial
assistance to individuals in need. Eligible patients are
notified through the program that they will receive help in
paying what they owe. As of the end of June 2015, a total
of NT$3.30 billion in subsidies had been paid for 178,854
people through the program (Table 16).



FhRE | IREHE BESE

Chapter 5 Care for the Disadvantaged

IR 16 WEEINGEZoEEREEIDE SIS

~ )
£ 1 =5y

LN REIBRRBINE RERFRGRIEEE 26,446 A 4{&85T
009 RElNBEENEEantiSy-i=t e 19,308 A 3.95 &%
PN BEIE K KRR N ERREINERAEE 19,841 A 3.78 &7
010 WENBEEY =R R -=F -] 7,888 A 3.79 &%
0 BREDIIBRIREL RIS HL R EEEtE 18,222 A 3.81 &%
0 REDIIRIRE ST R EIEEt S 13,882 A 3.24 87T
38D 18 BIA T EEFINRSREEIR ROINRE SR ISR B NS 111 A 0.03 &5t

0 BREDIIBRIREL ST R EEEtE 19,185 A 4.01 85T
BB TE AR RR N BRITRAERETE 1,717 A 0.21 &7t

012 NS R REL BT T B EIRET S 32,025 A 4.00 &7t
BEDRAE AN BIRIBRRNERIFRAKENETS 249 A 0.02 &7t

. RENIERIRE RIS R EIEET S 19,924 A 2.15{87T
TEEMBRAMTERBRISBRENERIET S 56 A 0.01 &5t

S 178,854 A 33.00 7T

5 BREEZE 2015 F 6 B

1E1CHEN  Contributions from Public Welfare Lotteries to NHI Patients

No. of
3 Program Description .. . Amount
Beneficiaries -

BN Help the disadvantaged pay NHI premiums 26,446 NT$400 million
0B Help the disadvantaged defray their medical expenses 19,308 NT$395 million
WA Help people in natural disaster-affected regions pay premiums owed 19,841 NT$378 million
(V88 Help the disadvantaged defray their medical expenses 7,888 NT$379 million
0 Help the disadvantaged defray their medical expenses 18,222 NT$381 million

Help the disadvantaged defray their medical expenses 13,882 NT$324 million
0 Pilot program to help people 18 and under not enrolled in the NHI system or who

have had their coverage cut for an extended period of time enroll in the system and 111 NT$3 million

pay expenses they cannot afford

Help the disadvantaged defray their medical expenses 19,185 NT$401 million

: Program to help minors pay premiums owed or offer relaxed payment terms 1,717 NT$21 million
Help the disadvantaged defray their medical expenses 32,025 NT$400 million

o Program to help minors pay premiums owed or offer relaxed payment terms 249 NT$2 million
Help the disadvantaged defray their medical expenses 19,924 NT$1 million

0 :)ti;?eTIot:y;;]osrsei:ijr:saivwaergaged new immigrants in Hualien and Taitung 56 NT$215 million
ota 178,854 NT$3.3 billion

Note: Figures as end June 2015
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Easing the Financial Burden of
Co-payments

A. People certified as having disabilities pay an
outpatient co-payment of NT$50 regardless of where
they receive care, lower than the NT$80-NT$360
they would otherwise pay.

B. People with catastrophic illnesses, such as cancer,
chronic mental disorders, rare diseases, and
congenital diseases or who require kidney dialysis,
are exempt from paying co-payments for treatment
of those conditions. To safeguard the rights of rare
disease patients to receive proper medical care, the
cost of any medication listed by the Ministry of Health
and Welfare as necessary to treat the affliction is
paid for based on specific earmarks for the purpose,
easing the economic burden of such patients as
much as possible.
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A. People with disabilities:
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PRI T INARFS - sy ENBEEMIS LT 1. The NHIA launched a pilot program in 2002 offering

TMEEIEZRDETEIERE - B dental services to people with disabilities that remains

BT B S RS L ~ 48 DS in effect to this day. The program offers higher
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: reimbursements to encourage dentists to provide
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) dental care to patients with congenital cleft lip and
THPERE ~ KEIE ~ ZEER c EELL

palate and other groups with specified disabilities,

REER - RENT (Rak) - 2 including people in a vegetative state, those afflicted
REERERKESASTIER - with cerebral palsy, intellectual disabilities, autism,

chromosomal abnormalities, moderate or severe

2. 2006 FENTIESMMIENLE mental disorders, dementia, multiple impairments,

NS EEEENEREE - ERESLE severe visual impairments, and intractable epilepsy,
BRSBTS ~ STEARERARZIEH developmentally delayed children or incapacitated
BB N BT KA EE B RIEH seniors.

= \ NEIEEES °
FERALERERS - 201157 5 2. The NHIA eased regulations in 2006 to allow local

1 B SE—SHERESLERE dentist associations or dentist groups to form dental
RIENEERREREE - BHIIER teams that visit organizations or facilities devoted to
Fe2013F 1B 1HE BHAES caring for people with disabilities. The teams provide
1\ PE R 148 S BABA RS FE2ARFS - dentists on a rotating basis to help psychiatric

hospitals without dental departments or special
education schools with special needs. Since July 1,
2011, dentists from the teams have provided in-home
dental services for people with specified disabilities
who also require home care. On January 1, 2013, the
teams began providing dental services to bedridden
patients at centers caring for the disabled.
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people (or about 3.87% of all those insured) were
holding 970,000 valid catastrophic illness cards.
The treatment they received in 2014 cost NT$167.9
billion, or 27.30% of all NHI expenditures. Roughly
NT$40 billion a year is spent on medication for
patients with catastrophic illnesses, nearly 30% of
the total amount the NHI system spends on drugs.
These spending levels are an indication of the
system's commitment to helping those with major
ailments.

C. People with rare diseases:

1.

Individuals with rare diseases, which are uniformly
categorized as "catastrophic illnesses," are exempt
from making co-payments for treatment of their
condition. The Ministry of Health and Welfare now
officially recognizes 207 different rare diseases,
and 9,666 rare disease cards were in use as of the
end of December 2014. A total of NT$3.34 billion
was spent to treat rare diseases in 2014, of which
NT$3.06 billion was for medication. To safeguard
patients' rights, any drugs listed by the Ministry of
Health and Welfare as necessary for the treatment
of a specific rare disease will be fully covered by the
NHI system.
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2. Any drugs approved for treatment of rare diseases

and their reimbursement standard must be listed
expeditiously in the package of benefits covered
by the NHI system. This policy ensures that rare
disease sufferers get the care they are entitled to in
a timely manner and keeps the financial burden of
the care they receive to a minimum.

D. People with multiple chronic conditions:

1. Patients with multiple chronic conditions are the

biggest users of resources in Taiwan's health care
system. As the country's population ages, the
prevalence of people with multiple chronic diseases
will inevitably climb higher, giving the issue ever
greater importance. The NHIA decided to take action
to address the trend, instituting a "Hospital Integrated
Care Program" on December 1, 2009 to ensure that
people with more than one medical condition have
access to integrated health care services and are not
prescribed inappropriate drugs or given redundant
prescriptions, tests or treatment. Those participating
in the program spend less on co-payments and
registration fees and spend less time going to
hospitals and getting treatment. Most importantly,
they get safer and higher quality care.

In the years that the program has been in place,
participants have consistently made fewer doctor
visits per month on average than they did the previous
year, an indication of the program's effectiveness.
As of June 2015, 187 hospitals were participating
in the program, providing integrated care to about
270,000 patients. Of those, there were more than
90,000 core target patients (who have been treated
by the same hospital for more than a year) suffering
from dementia, hypertension, hyperglycemia and
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hyperlipidemia, or multiple chronic conditions
(seniors). Another 170,000 were multiple chronic
condition sufferers (either new patients or patients
who had been treated at other hospitals) directly
accepted into the program by hospitals. 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

A

IDS: Bringing care to Remote Mountain Areas and
Islands

. Taiwan has a number of sparsely populated

mountainous areas and islands that lack medical
resources because of their locations and relative
inaccessibility. To address the gap in care, the NHIA
devised a plan to have wiling and capable hospitals
send health care workers into those underserved
areas. Initiated in November 1999, the Integrated
Delivery System (IDS) encourages major hospitals
to offer outpatient care, emergency services, and
overnight care either on-site or on a rotating basis.

The IDS program covers 50 mountainous and island
townships in the country. They are served by 26
contracted hospitals running 30 separate projects to
supplement local medical services.

Getting Resources to Other Regions in Need:

The NHIA invests an additional NT$580 million
annually on a specific "Improvement Plan for
Medically Underserved Areas." The initiative centers
around a preferential medical reimbursement plan
emphasizing "localized services" that encourages
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dentists and traditional Chinese medicine and
western medicine physicians to work in resource-
deprived areas or provide health care services in
such areas on a rotating basis.

. Upgrading Medical Services in Resource-deprived

Regions

In 2012, the NHIA launched a separate program
to upgrade and improve accessibility to medical
services and preventive care at the community
level in remote and mountainous and island regions
and other areas lacking health care resources. The
plan, which has a specific budget and guaranteed
point value, encourages hospitals in these or
neighboring areas to provide 24-hour emergency
services, inpatient services and internal, surgical,
gynecological/obstetric and pediatric department
outpatient services. Seventy hospitals were
participating in the plan in 2015, helping deliver care
at a more local level.
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As the National Health Insurance system was being
planned, one of the goals was to digitize its operations to
handle information more efficiently and make its services
more competitive. Without any precedent to rely on
and limited by the equipment and transmission speeds
available at the time, the NHIA still promoting in digitizing
medical claims submission resulting in a national
database of health insurance information unparalleled
anywhere around the globe.

Because of this digitization process, the NHIA can quickly
and efficiently review the claims for reimbursement of
medical services submitted by health care providers
and detect irregularities and anomalies. The information
collected in our vast database is also used to analyze
future policy directions, shape related measures, and
prevent the waste of medical resources. Now focused
on compiling medical records, managing hospitals and
supporting academic research, the NHI information
system will in the future aggregate its data into personal
lifetime medical histories and provide fully integrated

medical services to contribute further to the nation's
health.




80

TREBRREESHR NATIONAL HEALTH INSURANCE 2015-2016 ANNUAL REPORT

[

EEEHN EHAHE

BEMEREiRbET
2 RIBIEEE 20 ENREHRER » HiE

EEHERANBEAERNE  AFRABIE
(Big Data) EiEEIE » BREBAELER

T FRZLSERZIFMEN  BEEmE
EEROEBERR - 2013 F 7 BiEREEE
FERLEA RN [RIREIHREERE R
(B 5)  BERRA VPN Rif - IRHFEE
SRBEERRSHERABZE 3 ERNRAE
foik - IR(LEEEMR TS AT A RS
Z UREARKRMERE  BOTUNEC B
BEEREEFER -

Z 2015 & 6 A 30 HRREMERE R EH
BRI » #8515 13,884 RIEATEAER -
BIEEEER (B2 26 K ~ B EE
84 F ~ MEEEEFT 382 KX) ~ KU 51 %HIEEEZ
FTHLET 10,367 T~ 52% V& FEt 3,014 & ~
2%MBERIRFEST 12 5 IREHRASETH
1,389 B » EEXEHY 8,061 EAX » &5
BEEAEH 44,130 A L2015 FE 1 FE

BREE2KE |
A ERBEHE -

BRREREE - RIERMRN 59455 '.
r=lse

BXEREE  SREEAL!
Eﬂﬁﬁ FPE& hﬂii
HH

ﬁélﬁﬁfgﬁﬁlﬁm

E'
~

mﬁi aFIERRERENE TR

Fully Transparent Medical
Information

Cloud-based Medical Records

Having accumulated national health insurance data over
the past 20 years, the NHIA's database is the country's
biggest repository of personal information. With the rise
of Big Data concepts in recent years, the NHIA has
begun to aggregate information from different fields
and give it back to the insured with the help of cloud
technology without compromising information security.
In July 2013, the NHIA completed the first phase of the
patient-centered NHI PharmaCloud System (Chart 5).
The system enables doctors and pharmacists at NHI-
contracted medical institutions to check a patient's
medication records for the previous three months
through the NHI virtual private network, in effect
improving the quality of care and preventing duplicated
prescriptions.

Chart 5: NHI PharmaCloud System Functions

As of the end of June 2015, a total of 44,130 medical
professionals had used the NHI Pharma Cloud System
through 15,108 health care-related providers, including
all hospitals (26 medical centers, 84 regional hospitals
and 382 area hospitals) about 51% (or 10,367) of all
clinics, about 52% (3,014) of all pharmacies, and about
2% (12) of all home-nursing care institutions. In addition,
13.89 million patients had made use of the system 80.61
million times.
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people suffering from high blood pressure, diabetes and

high levels of blood fat.
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The NHIA launched another personalized cloud-based

service on September 25, 2014 — the "My Health Bank"
system — to "return” personal information in the database
back to the insured. People can go online and use
their "citizen digital certificate" or "password-registered
NHI card" to safely and conveniently obtain their latest
medical information and insurance status (including
whether premium payments are up to date) in real time.

By providing the insured access to their latest treatment
records and preventive health information, the system
empowers people to more directly control and manage
their health. They can print out "My Health Bank" data
or download it on mobile devices and have it with them
when they go to a clinic or hospital as a reference for the
doctor. The service narrows the information asymmetry
between doctor and patient and ultimately makes
medical care safer, better and more effective.
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Since the "My Health Bank" system was introduced,
the number of people using it has steadily grown,
and the NHIA has repeatedly upgraded the system's
convenience and range of information. As of the end of
November 2015, there had been 234,100 downloads
from the system, with 77.1% of those completing
downloads having a positive impression of the way the
system operates. Some 82.7% expressed satisfaction
with the information provided and 90.8% agreed that
"My Health Bank" helped them better understand their
medical situation and overall health. The response
indicates that the system has a positive influence in
helping healthy people stay healthy.

Transparent Information on
Health Care Quality

The NHIA launched a platform in 2005 to provide
transparent information on health care quality, hoping
that it would motivate the medical community to improve
the quality of medical services offered by every hospital
and clinic in Taiwan. The platform was also intended to
enhance people's understanding of the NHI system's
quality and treatment options and serve as a reference
to help the insured make informed decisions when
choosing providers and types of care.

To make the information easily understandable,
its source, definition, significance and limitations
are explained, and it is classified by purpose and
characteristics, as follows:



84

RIERRETH NATIONAL HEALTH INSURANCE 2015-2016 ANNUAL REPORT

(—) BRIEEREEN : LHASEBERS A. General information on health care quality: Reports
KR (EXEERERERS | E on the quality of specialized health care services,
K RIS RR B P B S ES E giving the public a good overview of health care
quality around the country
- SIS O ERZRET ./ =4 =y
(=) RERIERmE S - RS RHIRHT B. Information on health care quality at specific types of

<BEMBET  BERFEEE R

RERREESRSZTHERESE -

B SRPMIBEA L

(—) BEHEELTER - BIERBIER 52
BERB  BEEZRERT -

(D) REERRLER : RRERFEENRE
BERAREILLEX -

(=) ENBSHUEE
?ﬁﬁﬁ@iéﬁ%ﬂﬂ °

C NFBERITER

(M) #AREE : FI5
HRE -

o
St
il
Pt
Elp
i
W\
B

TRESHEIRERIRIESR

RBEEFLHT » BRER 2006 F 1 H
EHEEIERERM » BB REBIERRIE
FY¥E  DREERREMR CHRIFES

Mt - X1t 2014 T 10 Bip BB ERRIB R

institutions (i.e. medical centers, regional hospitals,
clinics): Quality indicators for types of institutions
and specific institutions within each grouping. They
include indicators for services and selected ilinesses.

Information on NHI-contracted Institutions

A

Basic information: Medical departments and services
available, outpatient schedule

NHI-insured bed ratio: The proportion of beds in an
institution that are fully covered by the NHI system
and do not require any extra out-of-pocket expense

Rules violations: List of medical institutions found to
have violated regulations and related statistics

Registration fees: Outpatient clinic and emergency
ward registration fees

Multifunctional Online Platform
for Employers

In January 2006, the NHIA updated its Internet services

system by creating a "multiple authentication Internet

platform." A special online insurance services section

was then set up in October 2014 to make online

tasks even more convenient for insurance registration

organizations (mostly employers) and further diversify

the online services available. The NHIA also continually

adds new functions to serve the public and create a

better service environment. As of the end of June 2015,
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more than 185,000 insurance registration organizations
had used the system, and they were reporting 1.2 million
changes in information on average per month, or more
than 70% of all changes filed, through the online system.

The platform makes it easy for insurance registration
organizations and individuals to handle a multitude of
functions, including filing or changing information and
checking on the status of their premium payments.
Convenient and fast, the online system saves users
the costs of filling out and sending forms and is very
safe because it requires users to first log in through an
electronic authentication system.

Chart 6: The multiple authentication Internet platform
(down) .
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Enhanced Efficiency
through Technology

NHI Cards and Information
Security

Another step to make the health care experience more
convenient came on January 1, 2004, when health
insurance IC cards were introduced to replace the
previously used paper cards and three other medical
records — child health care handbooks, maternity health
care handbooks and catastrophic illness certification
cards. The information that had been previously recorded
on the four documents was hidden and encoded in the
new card's embedded chip, offering greater convenience
and privacy.

The health insurance card also facilitates the improved
flow of information through Taiwan's medical online
information platform. It has received international
recognition on several occasions for its security
management. To safeguard information security, the card
possesses several anti-forgery characteristics, and the
embedded microchip employs a number of verification
mechanisms to protect the information it contains.

The online transmission of information is conducted
within the NHIA's own closed network, the Virtual Private
Network, which is reinforced by a multi-tiered firewall
that greatly reduces the risk of hackers breaking into
the system or stealing information. Card records are
encoded when entered and garbled when transmitted,
effectively safeguarding cardholders' privacy.

In August 2003, the NHIA created an "information
security task force" to build the security management
framework for the soon-to-be introduced NHI IC cards
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and health insurance information. The task force
was made responsible for managing security-related
tasks and obtaining independent certifications of the
system. After more than nine months of effort by the
panel, the IC card's key management system (KMS)
and IC Card Data Center (IDC) were found to comply
with internationally recognized information security
and recognition standards. The KMS received British
Standards Institution BS7799 certification in June 2004,
and the IDC received CNS17800 certification in August
2004.

The NHIA was also the first government agency in
Taiwan to obtain CNS17800 certification through the
Taiwan Accreditation Foundation.

An "information security management system" (ISMS)
was also installed to keep medical information secure.
The NHIA's information division received certification
based on ISMS standard 1ISO27001 from the Taiwan
Accreditation Foundation and the United Kingdom
Accreditation Service in both March 2006 and May
2008. In 2010, in conjunction with an organizational
restructuring initiative, the NHIA consolidated the ISMS
system and certification and passed information security
verification. After the ISO/IEC27001 standard was
updated in 2013, the ISMS completed certification under
the new 1ISO27001: 2013 standard in 2015. Since then,
the NHIA has followed the spirit of the PDCA (Plan-Do-
Check-Act) cycle in continuing to improve information
security, giving people confidence that their personal
information will remain confidential.

In September 2010, the NHIA joined the Government
Security Operation network, which monitors Internet and
e-mail security around the clock.
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Prescription and Test Records
Stored on NHI Cards

The NHIA enters drug prescriptions and medical
examinations and tests on patients' NHI cards as a
reference for physicians treating the cardholder. Access
to this information can enhance medical safety and
indirectly prevent the waste of NHI medical resources.

The adoption of the NHI card has made it possible for
a record of every patient visit to be transmitted within
24 hours to the NHIA, enabling the agency to tabulate
outpatient and inpatient visits on a daily basis and spot
and pursue irregularities or anomalies as they happen.

Another feature of the NHI card is that it can store
information on the patient's willingness to donate organs
or desire not to be resuscitated or given hospice care if
they lose consciousness. For people who register their
preferences on these issues with the Ministry of Health
and Welfare, that information can be downloaded to
the NHI's IDC system, and the patient can transfer the
information onto their cards wherever a card reading
machine is installed. This will give family members and
physicians a clear understanding of how cardholders
who have lost consciousness feel about end-of-life
issues.



FR I BE el RBIME
Chapter 6 Value-added Services

89

BERBEREMLIR - RESHSEISHE

FERBHRIBRABSMERE KL VN F
PDINRHRER  BUEEEEHRBIALR
ENEMA - IEFRSRIFRIER » HOERE

AE -~ UFE - T ERER » 15108
REHERBERERSTHRILERER
100% -

2004 1 B 1 HEFRFEELERE - BR
ZERERRENM (VPN) (F/REFHVEE SR
BB ENE R ERRE  ISHESR
HIEIR T O%:8 VPN ETRRFER ~ 3
5 BH - LEFFEMUN  EOETERH
WM ESHISHEERS - ZHRER
WK ERIRFBEE - 2015 &F 6 D F13
BHERFME CEEANT) < EE R
WI7T28E - BTHIEEEN - B
RIETFAEEE AT e LAV Z# DIE -
ERER 2006 F9 BEETMILER &
FIEEEEERM (Picture-Archiving and
Communication System, PACS) ]+ 211 ¥
BEBHEXEDT (BXFREERER) F
¥ e BRI - DIEAG AN E R FTEITEESR
FEESTLHRFBLAR  ARNERERE
WERZ BE AR (TR R » R EB AR
FNNEHE » WEARBALEEFENN
o FHETBUFRENA -

Enhanching Efficiency with
Electronic Claims System

Since the inception of the NHI program, the NHIA
has encouraged contracted medical institutions to
file their reimbursement claims electronically via the
Internet, electronic media or the Virtual Private Network,
which has improved claims efficiency and lowered
the administrative costs of processes that were once
handled manually. The system also shortens the time it
takes to approve or deny reimbursement claims. Nearly
all contracted medical institutions now file their claims
electronically.

The Virtual Private Network in particular was set up to
provide a dedicated two-way communication channel
with medical institutions. It is used to verify and update
NHI cards during patient visits, file their expense claims
and claim costs for pilot plans. In June 2015, an average
of 1.72 million patient visit summaries containing 5.65
million medical service orders (physician orders) were
uploaded and verified daily through the system.

The NHIA has set up other online systems to
accommodate the growing efforts of medical institutions
to digitize their operations and strengthen the overall
e-government environment. In September 2006, a
picture-archiving and communication system (PACS)
to audit expense claims (including text and imaging
information) was launched to help medical institutions
report their expenses electronically. At the same time,
the system was linked to the NHIA's internal payment
systems, automating the auditing system even further.
Ultimately, the increased reliance on electronic systems
has improved efficiency and cut administrative costs.
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The NHIA has made it even easier for medical
institutions to file reimbursement claims electronically by
enabling all providers to file their expense claims through
the IC Card Data Center
(IDC). Other convenient e-reporting services have and

a single electronic window —

will continue to be provided in the future. In January
2012, for example, a health insurance information
network requiring specific digital verification to log in was
introduced to give medical institutions a more integrated
authorization management system and enhance the
security of electronic network services. The digital
verification system emerged as the only log-in system
in use in April 2014 when the previous system, under
which institutions would log in with an account name and
password, was discontinued.

At some point in the future, medical institutions will also
be able to share image and document files of patients
among themselves online, which will help prevent
repeat tests and checkups, reduce the NHI system's
expenditures and further encourage the digitization of
the medical sector and the standardization of medical
imaging.

Highly Efficient Automated
Auditing System

The NHIA has developed an automated auditing system
with its own internal logic that can screen payment
claims submitted by medical institutions against such
criteria as NHI benefits and reimbursement schedules
for medical services and drugs, NHI medical expenditure
review guidelines, and other empirical standards that rule
out reimbursement (such as age, gender, mark-up or
frequency parameters, specialist physician requirements,
pilot program restrictions, or services that cannot be
combined). By weeding out expense claims that do not
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conform to regulations, the system reduces the number

of improper claims and prods health care providers into

improving the accuracy of their claims, further enhancing

audit efficiency.

After the global budget payment system was

implemented, the NHIA developed an auditing system

built around profile analysis that looks for potential

anomalies in how hospitals treat patients and use

resources. The features of this profiling system to date

include:

1.

Detecting through statistical analysis abnormalities
in patient visits and medical institutions' diagnosis
and treatment practices and reimbursement claims,
and turning over the results to the experts handling
professional reviews. The focus of the professional
review then shifts from individual claims to the health
care provider's practices and operating patterns.

Inviting medical representatives to participate in
identifying indicators that can detect abnormalities
and make use of claims data to review medical
institutions' diagnosis and treatment practices.
These indicators, which all have specific thresholds
that signal abnormalities, are used in automated
procedural reviews and help save on the manpower
used in professional reviews.

Having branches of the NHIA use profile analysis
to develop region-specific indicators that work best
in monitoring the use of high-utilization, high-cost
devices, such as CT-scans, MRIs and ESWL, in their
jurisdictions and detecting abnormal usage patterns
among individual medical institutions or physicians.

In September 2014, a "Central Intelligence System"
was installed to further screen medical claims. It
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automatically monitors claims for the most common
medical items through the integration of the medical
information system and automated random checks,
and automatically warns of anomalies. The system
enhances the efficiency of the claims monitoring
process and generates monitoring management
reports and statistical data on checks conducted,
making overall claims monitoring as effective as
possible.

Counseling Effective in Reducing
Excessive Utilization

Since 2001, the NHIA has operated a program to track
and counsel individuals who make an excessive number
of outpatient visits. The program prevents the abuse
of medical resources by guiding these heavy users of
medical resources on how to seek proper treatment.
Beginning in 2010, a "heavy user" subject to counseling
was defined as an individual who made more than 100
outpatient visits a year. The definition was broadened in
2013 to those who made more than 90 outpatient visits
in 2012 (not including those with catastrophic illnesses).

Counseling methods include sending letters to patients,
calling them up or visiting them, mobilizing other social
resources to provide help, or having a patient's family
doctor and the doctor reviewing the case provide on-site
counseling. If counseling does not improve the situation
and a review of the case indicates the need for the
patient to be treated at a specific health care facility, the
patient is sent to that facility contingent on the individual's
medical condition and willingness. Those requiring
emergency care are not subject to those constraints.
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A total of 42,984 patients who sought outpatient care 90
times or more in 2013 were given counseling in 2014,
with positive results. Total medical spending on this group
of patients fell by NT$532 million in 2014, representing
a per-patient decline of 15%, and they averaged 20%
fewer doctor visits per patient. Under a pharmaceutical
care plan (designed to help patients rationalize their use
of medications), 8,198 patients who were counseled at
home by pharmacists averaged 17% fewer visits to the
doctor, and average spending on their outpatient visits
fell by 14%.

Diversified Premium Payment
Channels

In a world driven by convenience, the NHIA wants to
make it as easy as possible for people to pay their
premiums and offers several payment channels.
Premiums can be paid at post offices, banks,
convenience stores or NHIA branches, through ATMs,
via the Internet or by automatically deducting them from
a bank account every month. With so many options, the
insured are sure to find a convenient payment method
and location.

This program to diversify payment channels has proved
effective. Based on payments made from January 1,
2007 (when the program began) to June 30, 2015,
44% of the insured have paid their premiums at banks,
26% have had payments automatically deducted from
designated accounts, and 30% have made payments
at convenience stores. Some have also used ATMs and
the Internet. Whatever the option chosen, the program
has achieved the goal of simplifying government
services and making life easier for the insured.
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Internationally Acclaimed
Experience

In the two decades of Taiwan's National Health
Insurance program, the NHIA, with the cooperation of
the medical community and the support of the public,
has been able to gradually reduce the financial burden
of health care, and its many achievements, such as
affordable premiums, low administrative costs and
universal coverage, have earned the acclaim of the
international community and international media.

In 2008, the U.S. Public Broadcasting Service (PBS)
produced a Frontline series called "Sick Around the
World" that focused on the health insurance systems
of Taiwan, Britain, Germany Switzerland and Japan
as a reference for U.S. policy makers when debating
the issue. The report on Taiwan's health care system
explored and praised the range of western medicine,
dental, traditional Chinese medicine and mental illness
services offered, as well as the adoption of the NHI
card, and a cost of care less than half that in the United
States.

The series gave Taiwan a chance to be compared with
other advanced countries and brought considerable
attention to the country's health insurance system.
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of the health insurance systems of Taiwan, Britain, and
Switzerland and discussing how the experiences of the
three countries could be applied to reform the health
insurance system in the U.S. 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. It concluded that Taiwan's NHI program
has been a success over the years by delivering high

A s BISE T S KT B A R4 R T 1 BE FE standards of care, keeping costs down, and enabling the
o= insured to receive comprehensive health care.
o RERIEIFES BB P
( Bl e e
NHI Attracting Worldwide Attention
2015 "Reflections on the 20th Anniversary of Taiwan's Single-Payer National Health Insurance System"
Health Affairs, March Issue R m =
2014 United States Senate Subcommittee Hearing — Access and Cost: What the
US Health Care System Can Learn from Other Countries ESmiE e i
P " . : ﬁ:l ¢
2012 Taiwan's Progress on Health Care" by Uwe E. Reinhardt/New York Times blog illuﬁﬂ)mgtnn
HEAVIFER ost
National Geographic Channel documentary "Taiwan's Medical Miracle" premieres NATIONAL
] i GEOGRAPHIC
B HhIRSEE CHANNEL
"Health Insurance Is for Everyone" by Fareed Zakaria/Time Magazine
N TIME
FEURESS
GPS Special: Global Lessons-The GPS Road Map for Saving Health Care Clll
EEIBIRERAE
2009 "Five Myths about Health Care around the World" by T.R. Reid/Washington Post muﬁ%ﬁ{ton
EERXIARLER Jost
2008 Taiwan featured in one episode of "Sick around the World," a Frontline series by the U.S. Public PBS
Broadcasting Service (PBS) EFALEE
2005 "Pride, Prejudice, Insurance" by Paul Krugman/New York Times muﬁhington
AV TR Jost
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Several international journals have also taken a
close look at Taiwan's NHI system, reporting on the
program's achievements in the hope that it could
serve as a model for other countries to learn from.
Among them: An editorial in the U.S.-based Annuals of
International Medicine in early 2008, titled "Learning from
Taiwan: Experience with Universal Health Insurance,"
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 health care policies
had helped improve the life expectancies of socially
disadvantaged groups and narrowed the disparity in
care between the wealthy and the poor.

At around the same time, in a column in the British
Medical Journal (BMJ) in January 2008 titled "Humbled
in Taiwan," noted health economist Uwe Reinhardt
stressed the high administrative efficiency of Taiwan's
health insurance system and suggested that the United
States should be humbled and inspired by Taiwan's
experience. Later the same year, an article in the winter
2008 edition of U.S. political magazine Dissent titled
"Health Care in Taiwan: Why Can't the United States
Learn Some Lessons?" introduced Taiwan's health care
system and stressed that the government abuses that
Americans fear would result from a single-payer scheme
have yet to materialize in Taiwan.
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Then there was a column published in 2009 in the
quarterly Jamahiriya Medical Journal in Libya that
introduced the special characteristics of Taiwan's health
insurance system and suggested that countries around
the world should be like Taiwan and learn from the
experience of others. It argued that free market health
care 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, American health policy journal Health
Affairs published an analysis titled "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 enroliment, 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, Nobel Laureate and New York Times
columnist Paul Krugman praised Taiwan's health care
system in a November 7, 2005 column called "Pride,
Prejudice, Insurance," writing that Taiwan had reached
nearly universal coverage without much of an increase
in health expenditures.
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An October 2009 special report on "Health Care in
Taiwan" on the U.S. online news site GlobalPost praised
Taiwan's health insurance system 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 listen to Taiwan. Three years later, in 2012, four major
international media organizations — the New York Times,
the National Geographic Channel, Time Magazine and
CNN - all reported on Taiwan's health insurance system,
an indication of how much the NHI system stands out as
a precious national asset.

Universal coverage, equal access to care, short or
negligible waiting times, low administrative costs, and
affordable care that will not drive families into poverty all
stand out as hallmarks of the NHI-system and have been
widely recognized. Because of these achievements,
Taiwan's NHI-program has been held up as model to
learn from, and experts, scholars and officials from many
countries visit Taiwan every year to get a first-hand look
at how it works. From 2014 to the end of November
2015, 1,202 guests from 82 countries visited the NHIA.
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The NHIA also regularly participates in international
conferences to increase the NHI-system's visibility and
build its image internationally and often has the chance
to present papers or deliver speeches that help promote
the achievements of the NHI program.

To promote exchanges between health insurance bodies
in Asian countries, the NHIA invited health insurance
officials from Japan and South Korea, which have health
care systems similar to Taiwan's, to join Taiwanese
health officials at the "2013 Taiwan-Japan-Korea National
Health Insurance Conference" on July 1, 2013. More
than 200 people, including scholars and representatives
of health insurance agencies, civic groups, medical
institutions and pharmaceutical associations, were in
attendance and shared their NHI practices.

A year later, in 2014, the NHIA held the "2014 NHI
International Conference" in Taiwan in mid-October,
featuring the theme "Medical Services, Drug Benefits
and Future Challenges." It was attended by top health
experts from several Asian countries, including Thailand,
Malaysia, Indonesia, Vietnam, the Philippines, South
Korea and Japan. The sharing of different experiences
and practices in the health insurance field helped expand
the horizons of the participants and gave insurance
agencies from around Asia the chance to learn from
each other.
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The NHIA went a step further on Nov. 17, 2014, signing
a "Memorandum of Understanding on Health Insurance
Cooperation" with South Korea's Health Insurance
Review & Assessment Service to formally establish
a long-term cooperation model and strengthen the
services of the two countries' NHI systems. The focus
of the MOU was to promote and expand the sharing
of experience related to procuring health insurance
and health services, including reviewing claims for
medical services; setting prices and reimbursing claims
for medications, materials and devices; designing and
reforming payment systems; enhancing health care
quality; and developing health insurance information
systems.

Though Taiwan's NHI program has earned the
international community's praise, many challenges
remain, including medical system integration, an aging
population and the sustainability of the program's
finances. To better address the public's expectations of
high-quality medical services and gain greater awareness
of global health care trends, the NHIA held a conference
on the achievements, challenges and reforms of health
systems in major advanced countries on March 16-17,
2015. The seminar invited 20 health experts from Taiwan
and abroad who gave presentations, including 11 from
the U.S., Canada, Britain, Germany and Japan.
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President Ma Ying-jeou delivered the conference's
opening remarks, in which he praised the country's
NHI system for providing access to care regardless of
an individual or family's financial situation. In addition,
several dignitaries, including Sang-Cheol Seong,
president of South Korea's National Health Insurance
Service, Alexander A. Padilla, president of the Philippine
Health Insurance Corporation, and Winai Sawasdivorn,
secretary-general of Thailand's National Health Security
Office, all praised the achievements of Taiwan's NHI
program over the past 20 years as examples to learn
from. They also expressed the hope of working together
to care for the health of people in the region.

The conference, attended by about 1,100 people over
the two days, explored health insurance policies that
would be most appropriate for Taiwan. Representatives
from other countries discussed their health care systems
and future reforms and offered insight on reforming
payment systems, sustaining the finances of health
insurance systems, improving the effectiveness and
efficiency of health care and enhancing the quality of
care. The insights introduced new concepts and ideas
that will contribute to the review and ongoing reform of
Taiwan's NHI program.

Beyond the conference itself, the NHIA arranged an in-
depth seminar for visitors from Ghana, South Africa and
Malaysia on such issues as medical review practices,
medical information system development and payment
systems. Visits to local hospitals were also arranged
for the forum's keynote speakers and other foreign
delegations to encourage the sharing of experience.
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In May 2015, Taiwan sent a delegation to Geneva to
participate in the World Health Assembly for the seventh
year in a row. In conjunction with the meeting's theme of
"building resilient health systems," the delegation shared
Taiwan's experiences in dealing with different epidemics
and disasters, detailing how the country's NHI system
mobilizes the resources of public and private hospitals
when facing the outbreak of an emerging infectious
disease or responding to emergencies to provide
timely critical medical services. This insight served as
a reference to countries concerned about controlling
the Ebola outbreak in West Africa or dealing with the
challenge of preventing epidemics in the future.
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Among the examples offered was the 2003 SARS crisis,
in which the NHIA and medical centers cooperated
to set up a SARS Coordination Center. Taiwan's
emergency response capabilities were again severely
tested in June 2015 by dust explosions at an outdoor
concert that resulted in the biggest group of injured
people in a single incident in Taiwan's medical history.
Medical systems around Taiwan mobilized personnel
and provided the many burn victims appropriate medical
and care regimens with the support of the NHI system,
demonstrating once again the strong backing and
protection the NHI program provides to the public.



Chapter 7 International Recognition and Public Satisfaction

BCRIBEEEE RERAE

zRER RRWE

TREBREMESERESRE - (£—FIRAY
MEEARE 45, FIERIREREE 8 Al
FEERRTODBEERR - Hh#ZKE
2002 FEREBXRRIDEERE  BHER
RETRBROMEEBE TR - BEZRENR
ROHZE 7 AL : 2013 F 1 BREZ(RR
B STEPIENRASENNERREE
BT MEE—E T8 TEER
BliCliEZE 8 (B7) - 1995 FIREREH
Wl > BIAFIIERmMAB 745 5% BERE
REME » 2013 F B AFITERAILIE 83.3
7% BIE 767 5% » BBEMVIEA T BIARIFELT
BRan » MR TR (B 8) » REZR

E e

AR
Mﬁu

’
=

=EER THSE

REERERER  BHRBEAEEBSEN
BB HEEERERUEREMTEH
X - BB TERYEIRE  2E8BAET

EE 2,546 =70 0 MEREBRI=D2— °

DBEEROBENEEELRESE » BHER

6.6% » BRI AZEEZR - (B 9)

Delivering Satisfaction

The NHI system faced considerable challenges and
resistance when it was first put in place, and public
satisfaction with the program at its inception was
below 40%. Today, the satisfaction rating is over 80%,
reflecting the public's high degree of approval of the
system. The NHI-program's satisfaction rating did take a
plunge in 2002 when premiums and co-payments were
increased, but it quickly recovered to above 70% in the
following years and eventually climbed to above 80%.
The second-generation health insurance program, which
collects supplemental premiums from individuals with
higher incomes, was introduced on January 1, 2013. In
the six months following the launch, public satisfaction
with the NHI system plunged to below 70% but
rebounded to around 80% in the second half of the year
(Chart 7). Life expectancy in Taiwan has risen from 74.5
years in 1995, the year the program was introduced,
to 76.7 years for men and 83.3 years for women in
2013, and the standardized mortality rate has fallen
considerably (Chart 8), gains that have been widely
recognized by the public.

Controlling Health Care Costs

Taiwan's NHI system has been able to deliver
convenient and good quality medical services while
spending less on health care than other major countries.
Adjusted for purchasing power parity, Taiwan's annual
health expenditures per capita are US$2,546, about
one-third the amount spent by the United States. Health
care spending as a percentage of the total economy is
also lower than for most countries, totaling just 6.6% of
Taiwan's GDP (Chart 9).



106 TRERRIETIR NATIONAL HEALTH INSURANCE 2015-2016 ANNUAL REPORT
i

Were

_HKERER

28.11

78.5 78.6

A 70.9 723

63.8 W76

65.6 59.7 T
63.3 f

Premium rate, Second-generation
co-payments increased NHI plan established

29.6‘

=i} Satisfied === Dissatisfied




FCRIEEEE ERAE

Chapter 7 International Recognition and Public Satisfaction 107

BREHE TR

BRERRRRERS

IZEE BB R
1 20.1%

FiIenan
SBt23m/ Lt 238

5 REEIEITE ¢ BEIKIER] - FERIFMIERRIETCER
2. FiIgFan - EERURHIGUHRFEFZEH
3. 2011 FEIAF IR - St 76 5% ~ LI 827 5%
BERAR : (T RERFED ~ POERER

Standardized Mortality Rate Down Since Start of NHI Program

People living longer since NHI program's inception

Standardized mortality rate
1 20.1%

Average life expectancy
Men up 1 2.3 years/Women up 1 2.3 years

Notes: 1. Standardized mortality rate: Mortality rate of a population adjusted to a standard age and gender distribution.
2. Average life expectancy: Refers to the average number of years of life a person can expect to live from birth
3. Average life expectancy in Taiwan in 2011: men 76 years; women 82.7 years

Source: MOHW, Ministry of the Interior
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Harnessing the Power of Social
Insurance

The core value underpinning Taiwan's NHI system
is having all of society share the financial burden of
caring for those who get sick through a social insurance
mechanism. Patients with catastrophic illnesses account
for 3.87% of those enrolled in the system but 27.30%
of all NHI spending. The amount spend on patients with
some of those illnesses, such as those with cancer or
hemophilia or who regularly undergo renal dialysis, is 5.1
times to 125.9 times the amount spent on the average
individual, an example of how the system's social
insurance concept is fully harnessed. Because of that,
patients with catastrophic illnesses are not driven into
poverty by medical bills. (Table 17)

IEENVA How NHI Resources are Used

Medical Expense | Average Value

Cat
ategory ‘ (Pts.) Multiple
BB 26,380 10 Average Individual 26,380 1.0
Average
_ — catastrophic illness 181,276 6.9
B-EABREE 181,276 6.9 patient
Average cancer
S—BERE 135,595 5.1 patient 135,595 5.1
Average rare
E_Eﬁ%% 468,161 17.7 disease patient 468'161 17.7
Average kidney
587,944 22.3
B—ABEE 587,944 223 dialysis patient '
Average patient
ITResseE 739,052 28.0 on mechanical 739,052 28.0
ventilation
SMRFEE 3,320,589 125.9 Average 3,320,589 125.9
hemophilia patient

5 1 L2014 FEXBREEMETERRA -

Note: Above figures based on 2014 catastrophic illness statistics
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The NHI program has built an excellent reputation around
the world through its many major accomplishments
achieved through years of hard work, not only earning
the praise of several countries but also serving as a
reference for those developing or reforming health
insurance systems. In looking to the future, changes in
Taiwan's overall environment and social structure will
likely pose new challenges to the NHI system as it faces
medical resource constraints, but the NHIA will remain
committed to reviewing and improving the system and
promoting reforms in the following areas:

I. Cloud-based Health Advances

In an era where the general concept of health care is
gradually evolving from a focus on the treatment of
disease to an emphasis on self-care and prevention, the
NHIA is putting a greater priority on developing people-
oriented holistic care, in part by aligning digital programs
with the Ministry of Health and Welfare's "Taiwan Health
Cloud" project. Key steps in that direction are the patient-
oriented "NHI PharmaCloud System" and personalized
"My Health Bank" platform, which make use of mobile
and wearable devices, cloud computing and Big Data to
provide convenient and transparent cloud services that

put people's personal information back
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in their hands. These services will be
critical to dramatically improving the
quality of care in the future.
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To improve accessibility to digital information, the NHIA
set up "My Health Bank" service stations at branches
and liaison offices in March 2015. People can use the
stations to register their NHI Card passwords in the
system and then use the computer provided to apply
for and download "My Health Bank" data. The NHIA
is also collaborating with medical institutions to set up
service stations on their premises that offer assistance in
accessing "My Health Bank" to people or families without
computers, Internet access or IC card readers or those
lacking Internet skills, such as the elderly. In October
2015, more log-in options were introduced, including
an "NHI Fast Connection" app for smartphones and
tablet computers that allows people to download their
"My Health Bank" information at any time — making the
concept of "health at your side" a reality.
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RERBEREAGLUITE [E AR profile The NHIA ultimately hopes to create a "Personal Health
LAEE, BIUEEESBMERESR 18 Profile" that integrates health information across many

e mOEBRE SRS EIERE organizations and agencies to provide single-window
EEELET) ) EEERREERERA real-time services. It will further empower people to
R = ’ NS 168 /| ’

SRENIRGE  BREENBXEIENGES - 1L
RBIERBICHIRIREN NREIEER that will strengthen appreciation for medical resources.
B P IRERERES » IERFRR The NHIA also hopes to collaborate with the medical

== sector to come up with creative commercial applications
for the database.

manage their own health. There is even the hope of
extending the system into a "Lifetime Care Database"
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Il. Promoting Post-acute Care

In March 2014, the NHIA introduced a pilot program to
improve post-acute care — the first of its kind in Asia —
targeted mainly at stroke patients with complications
and comorbidities. A total of 39 medical teams from 129
hospitals are participating in the program, which covers
every county and city in Taiwan, including the outlying
counties of Penghu, Kinmen and Lienchiang.

The post-acute care services model is founded on a
vertically integrated transfer system that integrates acute
care, post-acute care and long-term care and delivers
integrated care to patients during their golden treatment
period. That enables them to recover quickly and return
home, resulting in lower spending on follow-up re-
hospitalization and enhancing the continuity and quality
of care.

As of the end of June 2015, there were 180 hospitals
participating in the post-acute care program that had
treated or were still treating 3,150 paitients. A total of
87% of the patients who had completed their care
regimen had improved, and 84% were able to get by
with rehabilitation therapy at home or on an outpatient
basis. Their Barthel Index scores, which averaged
below 40 when they began the trial (indicating severe
dependency), had risen to 63 (indicating only moderate
dependency). Also, compared with other stroke patients
in similar condition, the re-hospitalization rate, the
emergency room visit rate and the mortality rate of the
trial patients was lower, indicating that the pilot post-
acute care program has been beneficial.
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In response to the major rehabilitation needs of the
hundreds of burn victims in the Formosa Fun Coast
water park dust explosions, the NHIA announced on
Sept. 9 an "Integrated Post-acute Care Program for
Burns" to provide the victims integrated care, shorten
their rehabilitation times and help them resume their lives
in society as quickly as possible.

Another initiative is being developed to help incapacitated
patients receive better integrated care. The NHIA has
convened meetings with experts to chart the next phase
of the post-acute care project and make it more function-
oriented by including more incapacitated people who
need rehabilitation therapy and stand to benefit from
it. The goal is to help them better function on their own
so they can return home, lessen the need for follow-
up home care and reduce medical expenses and social
costs.
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lll. Convenient Services that Meet
Needs

Committed to upgrading and improving the country's
health insurance services, the NHIA wants to make
life as convenient as possible for the public. It has six
regional divisions, and those divisions have set up 21
liaison offices in densely populated, easily accessible
parts of the country to provide greater convenience to
people who want to enroll in the program, pay premiums
they owe or handle other matters. In 2008, the NHIA
further improved access to services by setting up
"mobile office services" that extended NHI services
into previously underserved areas. With a 3.5G mobile
broadband card, even the shaded area under a tree
outside a temple can become an NHIA service outlet.
Before launching the function, the mobile office task
force first identified areas and target segments that
needed the services and then asked ward chiefs in
those areas to spread the word to ensure that the
appropriate services were being offered and meeting the
public's needs.
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Beginning in July 2015, the NHIA begin collaborating
with household registration systems across the country
to save people time running around to get different
certificates. The plan enables people to apply for an NHI
card when applying for a replacement or new ID card
at a household registration office. The same goes for a
newly born child; when parents apply for the child's birth
certificate, they can also directly register their child in the
NHI program and apply for an NHI card without a photo.

People can also go online to see if they owe premiums
and apply for e-bills or proof of insurance registration in
Chinese and English. Those insured under Category 6
(the unemployed) can even apply to enroll in or withdraw
from the insurance program or suspend or resume their
coverage. In recognition of the growing popularity of
mobile devices, people were able to use mobile devices
beginning in May 2015 to set up an account online
through a mobile device on the national "e-bill" payment
network to pay their health insurance premiums with the
greatest convenience.

The NHIA will remain fully committed in the future to
make its services even more convenient, including
the creation of a mobile app through which users can
download "My Health Bank" information, access mobile
counter services and search the online systems of
hospitals and clinics, all so that people can handle their
health insurance needs at one time. Plans are also being
made to improve the value-added services of the NHI
card by incorporating other types of electronic payment
or mobile service functions and converting it into a
versatile new-generation "insurance certificate" that can
be used as needed.
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Appendix

IS\ [D)V@ NHIA Divisions

Division No. of Insured/Contracted Medical Institutions

Total 23,644,464/ 27,457
Taipei Division 8,774,310/ 8,835
Northern Division 3,719,084/ 3,580
Central Division 4,275,475/ 5,898
Southern Division 3,094,450/ 4,069
KaoPing Division 3,298,484/ 4,466
Eastern Division 482,661/ 609

Note 1: A total of 21 liaison offices have been set up in major cities and counties around the country, including in Kinmen and Penghu,
to provide local services.

Note 2: The figures above are as of June 2015.
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