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壹、考察目的

    本計畫為因應八十九年七月一日實施之新行政訴訟法與新訴願法及九十年一月一日實施之行政程序法，藉由考察美國健康保險行政救濟制度之設計及實施情形，以供我國全民健康保險爭議審議制度改進之參考。待實際考察時發現美國健康保險因聯邦制度關係，分由聯邦、各州與商業部門搭配混合實施，且其中聯邦與各州部分又採公辦民營方式，而聯邦與各州又有其自行法令規範，期完全考察其有關行政救濟制度，實非容易。再者，其中公辦部分之行政救濟制度，據被參訪之健康保險專家表示，因制度與程序過於複雜，擬於西元二００二年十月一日起全面改採新制。故此次考察目的不限於行政救濟方面，並做全面性考察及資料（含統計資料）之蒐集，俾供我國改進全民健康保險制度之參酌。

貳、考察機構及參訪對象

考察機構及參訪對象表列如下

日期
星期
參訪機構及對象

90.11.24
六
台北→東京→夏威夷（飛行）

90.11.25
日
夏威夷Queen’s Hospital

BERNARD FONG, M.D (HCFA專家)

CHANG D, LAI（內科醫師）

(我國駐夏威夷代表處安排)

90.11.26
一
夏威夷大學法學院

LAWRENCE C. FOSTER (院長)

RONALD C. BROWN（法學教授）

JAMES H. PIETSCH（醫學法律教授）

（我國駐夏威夷代表處安排）

90.11.27
二
夏威夷→紐澤西（飛行）

90.11.28
三
WEST JERSEY HOSPITAL CAMDEN

ION CHUANG（急診部主任）

90.11.29
四
TATEM-BROWN FAMILY PRACTICE CENTER

HELEN C. THORPE（醫師）

90.11.30

    ▏        

90.12.02
五晚

  ▏

日晨
紐澤西→台北（飛行）

參、考察內容

一、美國健康保險制度之設計及實施情形

（一）美國健康保險之主要來源及說明

（1）美國健康保險之主要來源有三，即 eq \o\ac(○,1)自買保險， eq \o\ac(○,2)工作單位買保險及 eq \o\ac(○,3)政府保險，前兩者屬於民間商業保險，後者為聯邦政府及州政府公辦民營保險。茲圖示及說明如下：
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Growth in 

HCFA

 programs and

health expenditures

Populations

•  Persons enrolled for Medicare coverage increased

from 19.5 million in 1967 to a 

p

rojected 39.6 million

in 2000, a 103 percent increase.

•  

The number of Medicaid 

enrollees

 at any period in 2000

is estimat

e

d to be about 33.4 million, the greater

majority of whom are children 

(

16.4 million or 49

percent).

•  

At any point of time, about 12 percent of the popula

tion

is enrolled in the 

Medicaid

 program.

•  Medicare enrollees with end-stage renal disease

increased from just under 67 thousand in 1980 to

270 thousand in 1999, an increase of 305 percent.

•  Medicare State buy-ins have grown from about 2.8

million recipients in 1975 to over 5.4 million recipients

in 1999, an increase of over 89 percent.

•  The number of dually entitled persons (that is, p

e

rsons

covered by both Medicare and Medicaid) amounted to about

6 million persons for 1999.

Providers

/

Suppliers

•  

The number of 

inpatient

 hospital facilities decreased from

6,707 in December 1975 to 5,985 in December 1999. Total

inpatient hospital beds have dropped from 51.5 beds per

1,000 enrolled in 1975 to 25.7 in 1999, a decrease of 50

percent.

The total number of Medicare certif

i

ed beds in short-stay

hospitals showed a steady increase from less than 800,000 at

the beginning of the program and peaked at 1,025,000 in

1984-86. Since that time, the number has dropped to less than

875,000.

The number of psychiatric hospitals grew to about 400 by

1976, where it remained un

t

il the start of the prospective

payment system 

(PPS)

 in 1983. Af

t

er 

PPS, 

the number

increased to over 700 in the early 1990's and has since

dropped to 570.

•  The number of skilled nursing facilities 

(

SNFs) 

increased

rapidly during the 1960s, decreased during the first half of

the 1970s, and has generally been increasing ever since,

leveling off at around 15,000.

•  

After peaking in December 1970, the number of home health

agencies 

(

HHAs)

 remained stable during most of the decade.

The number of 

HHAs accelerated with the passage of the

Omnibus Budget Reconciliation Act of 1980, which

permitted the certif

i

cation of proprietary 

HHAs in States not

having 

licensure

 laws. By December 1986, there were

    

almost 6,000 participating facilities. The Balanced

Budget Amendment

 of 1997 has impacted signifi

cantly

on the number of participating 

HHAs. Between 1999

and 2000, the number of 

HHAs has decreased from

9,330 to 7,857, a decrease of 15.8 percent.

Expenditures

•  National health expenditures were $1.211 trillion in

1999,13.0 percent of the gross domestic product. By

1999, total 

HCFA program

 outlays were $299.1

,

billion, 17.6 percent of the Federal budget.

•  Medicare skilled nursing facility benef

i

t payments

dropped from $13.4 billion in 1998 to$12.3 billion in

1999.

Medicare home health agency benef

i

t payments also

dropped between 1998 and 1999 from $14.8 billion to

$9.5 billion.

•  National health expenditures per person were $205 in

1965 and consistently grew steadily to reach $4,358

by 1999.

Utilization of Medicare and Medicaid services

•  

Between 1990 and 1999, the number of short-stay

hospital discharges increased from 10.5 million to

11.5 million, an increase of nearly 10 percent.

•  The short-stay hospital average length of stay

decreased signif

i

cantly from 9.0 days in 1990 to 6.1

days in 1999, a decrease of 32 percent. Likewise, the

average length of stay for excluded units decreas

e

d

signif

i

cantly from 19.5 days in 1990 to 12.6 days in

1999, a decrease of 35 percent.

Over 29 million persons received a reimburs

e

d service

under Medicare 

fee-for-service

 during 1998. Compa-

rably, almost 41 million persons used Medicaid

services or had a premium paid on their behalf in

1998.

6.8 million persons received reimbursable fee-for-

service inpatient hospital s

e

rvices under Medicare in

1998. The ratio of Medicare aged users of any type of

covered service has grown from 367 per 1,000

enrolled in 1967 to 918 per 1,000 enrolled in 1998.

28.4 million persons received reimbursable fee-for-

service physician servic

e

s under M

e

dicare during

1998. 19 million persons received reimbursable

physician services under Medicaid during 1998.

20.4 million persons received reimbursable fee-for-

service outpatient hospital services under Medicare

during 1998. During 1998,12 million persons received

Medicaid reimbursable outpatient hospital services.

About 1.5 million persons received care in 

SNFs

covered by Medicare during 1998. Almost 1.7 million

persons received care in nursing facilities, which

include 

SNFs and all oth

e

r intermediate care facilities

other than mentally retarded, covered by Medicaid

during 1998.

Over 19 million persons rec

e

ived prescribed drugs

under Medicaid during 1998
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                                      聯邦-Medicare

                         政府保險                                     SSA

                                      聯邦政府與州政府-MedicAid

Health Care Insurance                     （合夥） 

   (健 康 保 險)

                                              藍盾-BLUE SHIELD

                         民間商業保險      藍十字-BLUE CROSS

                                              其他一般商業保險 

（2）說明

1. Medicare

Medicare即為美國聯邦醫療保險，依美國社會安全法（SSA）第十八條規定，適用對象為美國公民 eq \o\ac(○,1)六十五歲以上老年人、 eq \o\ac(○,2)末期腎衰竭或接受洗腎患者、 eq \o\ac(○,3)經法院判定為長期無工作能力（disability）人。此項保險含Part A住院人保險及Part B門診保險。近年來，為彌補Part A與Part B未含蓋之醫療保險，美國又實施許多選擇性醫療保險（Choices或Options），此即所謂Medicare＋Choice Plans，又稱之為Part C，保險範圍乃在補救Part A與Part B所不保之看護（Nursing）、處方藥、洗牙、拔牙、補牙等等，此類選擇性保險諸如補充性保險（supplemental insurance），又稱之為差額保險（Medigap）、管理式保險（Medicare Managed care plan）、私人看病付費式保險（Private Fee-for-Service plan）、儲蓄性帳戶保險（Medicare Medical Savings Account(MSA) plan ）。（各類型保險，請參閱蒐集資料）。Medicare開辦於一九六五年，至一九九七年止，百分之九十五老年人及殘障者享有此類健康保險，其中Part A(HI)共有三千八百萬人，支出為一千三百七十億八千萬美元，Part B(SMI)共有三千六百萬人，支出為七百二十億八千萬美元，二者總支出為兩百一十三億七千五百萬美元，平均每人支出六千三百美元。

2. MedicAid

    MedicAid即美國窮人健康保險，屬於美國社會安全法（SSA）第十九條規定，開辦於一九六五年，屬社會福利（Social Welfares），由各州政府與聯邦政府合夥共同辦理。各州必依循聯邦Medicaid法律實施辦理。適用對象為成年人無扶養卑親屬，且年滿六十五歲、瞎子或身心障礙人，且符合低所得及資產標準者（QMBs及SLMBs）。至一九九六年，受益者共有三千六百萬人，支出共一千六百億美元，其中聯邦負擔九百一十億美元，州負擔六百九十億美元，預估至二００三年共需支出二千五百億美元，增加小孩健康保險五十億八千萬美元。

    以上兩種政府健康保險之主要行政主管機關為Health Care Financing Administration（HCFA），類似我國中央健保局。又以上兩種健保制度，並非全部醫療保險，各項醫療費用支出，均有其自付額即扣除額（deductive amount），且有初次醫療最高額及一年總額之限制，故尚須有輔助性醫療保險配合，即所謂選擇性保險（choices）。

3. 民間商業保險（凡不符上述Medicare及MedicAid者，可投下列民間健康保險）

 eq \o\ac(○,1)藍盾（BLUE SHIELD）

    此為投保人住院才給付之醫療保險，亦即投保人生大病住院，保險公司才付費，生小病則自己付費，此類保險適合年輕人，保費很低。

 eq \o\ac(○,2)藍十字（BLIUE CROSS）

    此有兩種，一為DESIGN 1，專為一人當老闆而設之醫療保險，擺地攤而有執照者亦可；一為DESIGN 2，專為十個人次之團體醫療保險，保費及投保內容依約而固定。

 eq \o\ac(○,3)其他一般商業保險，諸如凱撒醫院（KAISER HOPISTAL）自辦醫療保險，WESTERNER（PSA）專為打工者出售之醫療保險，以及STATE MUTUAL LIFE ASSURANCE. CO.（MEGA）之團體醫療保險。

（二）最新美國官方公辦民營健康保險之分類統計數字

    以下各類統計數字來源為美國健康及人類服務署（U.S. Department of Health and Human Services）所印製2001 HCFA（健康照顧財務局，Health Care Financing Administration）Statistics手冊所示。為保持原統計之確實性並避免誤譯，茲依原文印錄如下，至於詳細內容請參考所附該統計手冊。


（三）美國政府公辦民營健康保險之主要管理機構體系
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（四）美國不實施全民健保之主要原因

    經與參訪醫院醫生、醫療法教授及Medicare專家討論結果，發現美國迄今無法實施類似我國之全民健保制度，其主要原因有下列數點：

1. 醫療保險費支出高昂，政府預算無法負擔，其中主要原因乃因醫療事故（malpractice）之民事賠償（damages），法院判決金額相當高，醫療機構及醫師大都轉嫁於保險費所致。

2. 人民選擇醫療自主權（right of choice）之被尊重，依美國法治觀念，人民應有選擇健保提供者（provider）之自主權，全民健保（National Health Insurance）勢將限制（limit）此項自主選擇權。

3. 全民健保與反托拉斯（antitrust）法治觀念不符，實施全民健保勢必形成政府醫療之壟斷醫療市場。

4. 自由市場制度（free market system），就醫療市場言，可增加競爭並促進改善醫療效率，最後可以較低浪費（lese waste）而提供較好健康照顧（better health care）。

二、美國公辦民營健保(MEDICARE及MEDICAID)之各項法律救濟措施

（一）概說：

    依前述之美國公辦民營健保機構之體系其，主要負責機構為HEALTH CARE FINANCING ADMINISTRATION（HCFA），其主要職掌為：健保政策及指導原則（POLICY AND GUIDELINES）之制定、契約監督（contract over-sight）及運作（Operation）、醫療紀錄之設置與審查（maintenance and review of utilization records），以及一般財務（general financing）；社會安全局（SSA）則負責投保人資格初步認定，並設置投保被保險人主檔（master beneficiary record）；受託委員會（Board of Trustees），由二位官方指派委員及兼職委員組成，負責Part A（HI）及Part B（SMI）信託基金之財務運作，國庫署署長則為經理受託人（managing trustee），於每年四月第一日向美國國會報告運作狀況；各州單位則依協議協助健康及人類服務署（DHHS）確認（identify）、調查（survey）及審查（inspect）加入健保之醫療服務提供機構（provider and supplies）。

（二）投保人（Beneficiary）與醫療提供者（Provider）之法律救濟(HMO制度下)

依據42 U.S.C §1395mm(b)規定，投保病人與醫療機構間有關醫療服務（health service）之任何糾紛，含拒絕服務（denial of service）、拒絕付費（denial of payment）、不應提早出院（discharging too soon）、或索費過高（no greater change），均可為爭議當事人（a party），而依法定程序提起爭議救濟，其爭議程序如下：

1.請求醫療服務付費（request for payment for services）
                   ↓
2.HMO在請求60日內為核定（organization determination）
                   ↓
不利核定（adverse determination）（應附理由state specific reasons）
                 ↓
3.不服不利核定，請求重審核（request for reconsideration）由一群醫師及健保專家（health care professionals）所組成之Peer Review Organizations（PROs）作專業審查判斷
                       ↙↘

維持原核定（附理由）　重為有利核定（fully favorable）

　           　　　↓↘送→HCFA

不符重審核且爭議金額超過＄500（舊法為＄100）

                   ↓

4.向行政法官（administrative law judge ALJ）請求聽審判決（hearing decision）
                   ↓
5.不符聽審判決且爭議金額超過＄1000，向SSA之申訴委員會（Appeals Council）提出申請

                   ↓
6.如再不服申訴委員會之決定，且爭議金額超過＄1000，向聯邦地區法院（federal district court）提起訴訟最終救濟。聯邦地區法院得因HMO濫用裁量權（discretion），為假處分（injunction）裁定，令HMO遵守一切法令要求（requirements），以保障被保險人之權益。

    值得說明者，乃一九九八年Grijalva v. Shalala（152f. 3d 115（9th Ci. 1998））一案中，聯邦地區巡迴法院法官WIGGINS判決認為，HMOs係依契約受託提供健保服務，其所作之決定（decision）係一種行政行為（state action），自應被視為聯邦行為（federal action），此種見解類似我國大法官釋字第五三三號解釋意旨。又以上行政及訴訟救濟，依據HCFA專家表示，因程序複雜冗長，投保人不易認識了解，曠時費日，成本過高，擬於二○○二年十月一日起改採簡化申訴（simplified appeals）新制，可惜新制資料尚無法取得。

（三）美國聯邦醫療保險之詐欺與濫用（Fraud and Abuse）

1. 概說：

美國衛生經濟學家研究發現，欲節省醫療開支，亦應從醫療供給者醫師及保險（carrier）推銷著手，努力將醫療給付規格化及標準化，以防止不肖醫師對保險之詐欺與濫用，並導正不當保險推銷。為達此目的，美國聯邦HCFA特印製英文、西班牙文甚或中文之「聯邦醫療保險與您」（Medicare and You）（詳如附件），供投保人索閱，共同發揮監視聯邦醫療保險之花費，發現檢舉不實索費（false claims），或起訴詐欺者或濫用者，此項宣導措施頗值我國實施全民健保借鏡。

　　又美國聯邦政府為達成防止醫療保險之詐欺與濫用，先後制定有許多配套法律，諸如Federal False Claims Act，Federal Physician self-referral Act，Penal and Civil Statutes等等，以資為規範。當發現（採抽樣審查selected at random）或依檢舉經調查（investigation）發現有醫療保險詐欺或濫用者，刑事案件由檢察官偵查起訴，民事案件以政府名義追訴求償（civil action）。最值得注意者，乃任何檢舉而經法院判決屬實者，檢舉人可獲得1000美元之檢舉獎金（incentives），此項措施頗值得我國全民健保防止詐欺濫用弊端參考。再者，刑事詐欺醫療費用之規定標準，係採故意（with intent）即knowingly and willfully標準﹔民事濫用醫療費用之認定標準，則採不實申報（mispresentation）標準。

2. 違反法令或契約之制裁（sanctions）
　　醫療服務提供人（provider），即HMOs及Doctors受委託提供聯邦醫療保險服務，如違反法令或契約者，聯邦國庫署署長（Secretary of the Department of Treasury）擁有下列制裁權：

 eq \o\ac(○,1)不與簽約（may not enter into a contract）
    如發現醫療機構或依不符合42 U.S.C §1395mm(c)及§1395mm（e）之條件者，類似我國健保特約資格。其規定情形諸如要提供所有Medicare服務、開放登記期間、每年提供保險被保險人權利資訊、合理立即健保服務、程序保障、不超收費率等等。

 eq \o\ac(○,2)終止契約（may terminate any contract）
    如發現醫療提供人不履行契約或違反法令（§1395mm（i）（1））而拒絕對被保險人提供保險服務而影響到被保險人權益者，除得對之課處民事懲罰性金（civil money penalties）、中止入會（suspend enrollment）、拒付費（denial of payment）或停止付費（suspend payment）外，§1395mm（1）（6）並得終止契約。

肆、考察心得與建議

　　綜結此次參訪美國醫院、大學法學院教授、醫師及HCFA專家，有以下心得與建議：

1、 各項聯邦健保統計資料，處處顯示醫療費用支出、行政成本與保險詐欺濫用高漲，而不斷透過專家、學者、保險人共同研究因應對策，頒布各種法令（laws and statutes）及指導原則，（guidelines），訂定各項條件（requirements）與標準（tests）配合改進實施。我國自實施全民健保以來，雖亦遭遇許多原非設計所料之漏洞與缺陷，實亦不必太過失望，可參考美國做法，由經驗中累積各項改進因應之道。

2、 為求改進防弊，節省健保成本，提供高品質醫療服務，建議每隔實施五年，即召開全國健保會議，凝聚共識，檢討改進。

3、 美國十分重視病人之隱私權（privacy），制定各種法令保護病人之檔案資料（file information）及醫療紀錄（medical records），防止醫療機構、醫師、護士、保險人外洩有關病人之個人資料，而侵害其權益。對此，我國有電腦個人資料保護法加以保護，但不若美國之廣為宣導，教示投保人如何保障自己，此種做法可供我國參考。

4、 為顧全保護病人權益，美國國會共和、民主兩黨均同意建提病人權利法案（The Patient’s Bill of Rights），我國如有意建立一套完善病人權益保護法，似可於美國國會通過法案後，蒐集研究草擬。

5、 美國廣泛宣導健保資訊（medical information），在Ｅ化之下，聯邦機構與州機構均設有互網網址（web site），供投保人查詢及檢舉，並有語音指導使用，此外並印發各項手冊供備索，其方式與內容頗值我國參考採用（詳見附件蒐集資料）。

6、 美國對於聯邦健保詐欺與濫用，設有舉發經判決屬實者可獲獎金（incentive）一千美元之制度，頗值我國參考採用，以杜詐騙健保費用及不實申報（false claims）。

7、 美國健保爭議事項，依法院判決，認為醫療維護機構（HMOs）乃與政府簽約受託，其醫療決定，乃一國家行為（state action），類似我國大法官釋字第五三三號意旨，自得對之依法提起申訴及訴訟。由此觀之，我國欲改變此一觀念，恐為不易，但為節省健保爭議成本及冗長的行政救濟程序，可考慮採美國階段性限額爭議，例如：

1. 申請健保局再審查→不限金額（美國亦如此）
2. 申請爭議→限一定金額以上（美國限$100以上）
3. 訴願→限一定金額以上（美國聽審$500以上）
4. 行政訴訟→限一定金額以上（限$1000以上，美國聯邦地區法院）
以上建議或可能涉及當事人審級利益，但只要修法配合，應無不可，可透過全國健保會議達成共識達成，採行限額之再審查、爭議、訴願及訴訟，一方面可減少爭議，減少訟源或濫訟，另方面行政法院配合意願較高。

8、 由於美國健保爭議救濟程序，依HCFA專家表示，即將於二○○二年十月一日起改採簡化申訴（simplified appeals）程序，惜此次訪問無法索取資料，建議美國今年如期實施新制以後，另派人專訪（最好經由我國駐外單位安排，較能取得所需資料及實際內容），以供我國改進健保爭審使之改進。

伍、蒐集資料（附件）

（一）HEALTH CARE LAW（書）
（二）ELDER LAW（書）
（三）2001 HCFA STATISTICS（統計資料，HCFA印發）
（四）Medicare＆You  2002（最新指導手冊）
（五）Medicare＆You（中文）保護聯邦醫療保險免受欺騙
（六）其他（含小冊與參訪照片）
SSA社會安全法　　　　　
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Growth in HCFA programs and health expenditures

Populations

•  Persons enrolled for Medicare coverage increased from 19.5 million in 1967 to a projected 39.6 million in 2000, a 103 percent increase.


•  The number of Medicaid enrollees at any period in 2000 is estimated to be about 33.4 million, the greater majority of whom are children (16.4 million or 49 percent).


•  At any point of time, about 12 percent of the popula​tion is enrolled in the Medicaid program.


•  Medicare enrollees with end-stage renal disease increased from just under 67 thousand in 1980 to 270 thousand in 1999, an increase of 305 percent.


•  Medicare State buy-ins have grown from about 2.8 million recipients in 1975 to over 5.4 million recipients in 1999, an increase of over 89 percent.


•  The number of dually entitled persons (that is, persons covered by both Medicare and Medicaid) amounted to about 6 million persons for 1999.

Providers/Suppliers

•  The number of inpatient hospital facilities decreased from 6,707 in December 1975 to 5,985 in December 1999. Total inpatient hospital beds have dropped from 51.5 beds per 1,000 enrolled in 1975 to 25.7 in 1999, a decrease of 50 percent.

The total number of Medicare certified beds in short-stay hospitals showed a steady increase from less than 800,000 at the beginning of the program and peaked at 1,025,000 in 1984-86. Since that time, the number has dropped to less than 875,000.

The number of psychiatric hospitals grew to about 400 by 1976, where it remained until the start of the prospective payment system (PPS) in 1983. After PPS, the number increased to over 700 in the early 1990's and has since dropped to 570.

•  The number of skilled nursing facilities (SNFs) increased rapidly during the 1960s, decreased during the first half of the 1970s, and has generally been increasing ever since, leveling off at around 15,000.

•  After peaking in December 1970, the number of home health agencies (HHAs) remained stable during most of the decade. The number of HHAs accelerated with the passage of the Omnibus Budget Reconciliation Act of 1980, which permitted the certification of proprietary HHAs in States not having licensure laws. By December 1986, there were


almost 6,000 participating facilities. The Balanced Budget Amendment of 1997 has impacted signifi​cantly on the number of participating HHAs. Between 1999 and 2000, the number of HHAs has decreased from 9,330 to 7,857, a decrease of 15.8 percent.


Expenditures

•  National health expenditures were $1.211 trillion in 1999,13.0 percent of the gross domestic product. By 1999, total HCFA program outlays were $299.1, billion, 17.6 percent of the Federal budget.


•  Medicare skilled nursing facility benefit payments dropped from $13.4 billion in 1998 to$12.3 billion in 1999.


Medicare home health agency benefit payments also dropped between 1998 and 1999 from $14.8 billion to $9.5 billion.


•  National health expenditures per person were $205 in 1965 and consistently grew steadily to reach $4,358 by 1999.


Utilization of Medicare and Medicaid services

•  Between 1990 and 1999, the number of short-stay hospital discharges increased from 10.5 million to 11.5 million, an increase of nearly 10 percent.


•  The short-stay hospital average length of stay decreased significantly from 9.0 days in 1990 to 6.1 days in 1999, a decrease of 32 percent. Likewise, the average length of stay for excluded units decreased significantly from 19.5 days in 1990 to 12.6 days in


1999, a decrease of 35 percent.


Over 29 million persons received a reimbursed service under Medicare fee-for-service during 1998. Compa​rably, almost 41 million persons used Medicaid services or had a premium paid on their behalf in 1998.


6.8 million persons received reimbursable fee-for-service inpatient hospital services under Medicare in 1998. The ratio of Medicare aged users of any type of covered service has grown from 367 per 1,000 enrolled in 1967 to 918 per 1,000 enrolled in 1998.


28.4 million persons received reimbursable fee-for-service physician services under Medicare during 1998. 19 million persons received reimbursable physician services under Medicaid during 1998.


20.4 million persons received reimbursable fee-for-service outpatient hospital services under Medicare during 1998. During 1998,12 million persons received Medicaid reimbursable outpatient hospital services.


About 1.5 million persons received care in SNFs covered by Medicare during 1998. Almost 1.7 million persons received care in nursing facilities, which include SNFs and all other intermediate care facilities other than mentally retarded, covered by Medicaid during 1998.


Over 19 million persons received prescribed drugs under Medicaid during 1998



