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Session 1 — Health Information Management Structure
*# 4 Mr. John Cheung, Executive Director of Information
Resource Management
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# % standard report 46 7 80% &9 #rE K > @
customized 7-#F 245 20%

— RABHSHARLTFESS

— AEEHANERSIEMAOS%—F O

l. BCEMAFRIFEENMRABETRERRMESR
3 - Information Management A B LB £5 A AT
BEAR 0 MmIE(ER A W F o 23 P1£ % John Cheung
Bp B) 8512 4 84 %% (Finance) ~ %3t »-#7 & Hospital
provider side § %z B 12 L5 B #»nEdEx %1t
BFRIGAEE TR E 547 SLA2FE -

2. RAEBAT U RERMAEE M EBA W EIE  FHo# X
REZMHE  #HNEAHIAEARIESAHHTHRE
PRS- ARBHRRFIINFTEREERTHAR
BT RBELERELEHE -

24

BC 4414 &F37A B #2469 Guideline » R & #
Access 77 EBRA# [ &y policy » 4t# 2 H B T HRE T X
34 University of British Columbia(UBC) » 34814
ERMEMFILESEFE TR raw data file 4 UBC - £
WEMZEHREE LR IBCRIE -BREESHF TR
tTaFEMZBAEHEFEANFTESRE -

BBRARL T H ik B RIRNB AR BC 4 187 4 & 2 UBC R A7
ITXEAEMREEERN EHERZRASEAEBEST
A AL FAB B E Etm & -

—~ 2A28

Session 2 — Health Information Systems Structure
¥ 3% Mr. Stuart Frampton, Manger of Information Systems
& Technology

EENBEL
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BC Zi& & BN E LR E F12 & &4% EHR (Electronic Health
Record) &4%F & %% power point # €N & (¥ —)-

— Stuart £ /& 3 FIR F3NE 2 (Information
Management) e IT 347 & 2 % 3% B4

— BC 44 & A Health Authorities #j CIO(Chief
Information Officer)#asz CIO Council &8 A Z B
THRHTBETMAREEREIUR AL F 06y EHR

(Electronic Health Record) % #t

— Focus £ BCHE EF i 4k EIR 2 B R & IMIT
SEZ F REegk

— #3r HUB R % KB ¢ & 3% B %2 (Heal th
Authorities)x f gy N4+ &

— B 4 PHN (Patient Health Number) 3 % 100% 4 A -
Bt F B A EMPL e RixE £ A &9 Client
Registry Data(Client Registry Data i 7 PHN = 4 »
BAEESL S MR - dnk E E R

— 4t#f Health Authority M & physician Z i Work
shop’ & & By & physicians # & FiEE sk AR
SMAY > % g physician IEEFRBAREERY
B ¥ Bt (medical history) » L& & lab &
prescription &5

SAF R

1.

2.

BC HrrdlehE F1re ik &ask 4 % B a7 Client Registry
ME 3% HEREEEM  FEHNATARFELAES S
MABEER —RAGARETATRERE CBITE
BEEHZEE I 2% [CFXFH% > LE—FiF
F— B ERTRELE ZHERT USSR - Bk £33 —
B REzZHBRECHBMBC EBATPIN Y RE/FRA R
AN @EHRZIFEN -

BC EREAREB—EEBAOANTES - E oL@
physician Authentication sx:t##] » IREATEAZ £
#3%E R Bl 2 EHR B # B A7 B IR sb— 3%t A A8 BT
EAHKRR R LRBATNLERTE24E > ¥ TH
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Common Elements And Goals

Unique Health Provider Registry
1)) Authority

Provider § CIS System

Registry |/ Portal Prescription History ~

Client Registry / EMP1

Physician Lab Results
EMR Authentication | Messaging /

System / Security Integration | Digital Images

Provincial Chrunic Disease

Portal
Clinical Info Systems

e-MS

=~ 2AH28

Session 3 — Health Technology Assessment and Information
Management Application
X*3%% ' Dr. Alan Thomson , Executive Director of standards &
Performance Development Performance Management and
Improvement Division

ERME -

— $1%& Health Authority 3T Performance Agreement
REXEEHRBRARABEBRSELEY -

— H-44k¥F Performance Agreement Ff 3T 8 45 2048 & 45
ZRERIMFERE

— #24# Health Authority &3 R eFeh EH R R E ~ B2
B AL BR TS

— 2004 &4 Ministry of Health Service FaE # 10
Billion » Performance Management & improvement
3RFI# A 6.5 Billion TRE 4 &4 518 Health
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1.

Authorities R4 & R AF & 6914 B B3 3 AR 75

B A7 & &£ ¢4y Chronic Disease Management
Service » 4o @ A BB AZIBE » Bim A —F 44
Ae¥E TS5 TR A By A AE Bl m AR ey R A M
BIERABCEEIT =« =+ % evidence based
data AETXEHEN > HEEFRTUET M &£
AT EEEA B o 3 T clinical feedback loop
IR RERT LAFER clinical guideline £48M &
o ALBRAIRABBEHTAHARRBEFHSER
#+(Continuous Quality improvement)

Performance Management & Improvement &F P94
#1.%& Health Authority %7 % Agreement B 4% & 48 #f
HRBERBEERT G - ER B EHEESHEE B
BATRZAM M SL3T £ L H f5 AR 2 44 4] -

BC Bk A0 BI3IE 5 H £ 5 A 5 K Health
Authority @ Av—Bl4FE F X R 48%8 0 LA RK
BaomARER(TA)AUAT A RAH BT E
FXBEFOQER -

i # Health Technology Assessment &
Information Management B AT E EAHHELR R
MEEAE RS B T/EE -

Alan % ¥ 32 & “read code” &5 Tool T LA} Bh % En
BINTHIXFHA 0 T AT A Bagisa [CD-9-CM
code & ICD-10 CODE > Az — R BEF T EABZ &
#E o KR4 F Ministry of Health Services zx %
coding system #9pr A& » R H & 1 B #4¢ upgrade #7
IR BEGBMARRERAMARENER G &
TREAZBAREMNFERNEELREAERER S & -

W~ 2438

Session 1 — Information Management Resource Plan
*3#:% ' Mr. Ron Danderfer , Assistant Deputy Minister of
knowledge Management & Technology Division
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¥ 28E (BC 4 14 F A8 F 3 RIRE 22 power point 45 M4F =)

ITEBCHMAZLMBENRRTENREFR £E
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A A e data B AR TR I EBREAR G FT N
7] & g # 4% Information Management IMIT &y &=
(strategy)~ BB (policy)~ #2# (standard) ~ #%
#f (Technology) T XERESRAKENHRESR
WEE 4%

2004 F o9t L3R AR

HERBILTEETMASLURIERE At - ¥
HRERARLIE
HIR2>HEFeiEETMLEZENEE AN (Capacity)
L 448 ) B B8 R B AE R L A 1E R AR
(Collaboration) iE#24t X $yeq3538 - REIRA R K
ES
REAGRETUHAE T F X FREE T HRA
RRFS

2004 5 x £¢) projects :

# % BCHeyLab 2%

T2 25k (Electronic Health Record) system
f st B A4 4 % (VISTA Data Warehouse)
AR N385k (Health status Registry)

& # Sub-Acute B B2

HHEABEBREAHATETRAAENUEFOE
S

(BATIA A O% e EiEsie)

SIFHLEAA

L.

MERBCEBAATIEMA LB Lk - @ PHN i
RRAEMA BMALNGE TR B4
B S £ ss A LA PHN 2R & 48 38 o 2 B 45 Bl
Z A% 0 MBHIE R BT E BT WA AT AR -
BREEATRIRF LS BPA G 535 ID A Key > Bl ptig
FEEETEZLEHCIEFTE -
MEREEFERTHASEREL —HEMH R R
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18 &4 2 T sAf4tb#2 » Bt Information
management & 74 A B 4k % Bk A R HERIEM T
1k o

Session 2 — Demonstration of Data Warehouse Web access tools
X% ' Mr. Terry Tuk, Director of Information Resource
Management BC Vital Statistics Agency

FENBARE:

- 8 AT in—house £r B4 % &4 Web System “VISTA”
(Vital Information STAtistics) A4 #itEHm 4
#
% 4 Huiksn1E A ORACLE E#H& » A7s4 A Oracle
Express multi dimentional cube Bi#%f user £i#1
i3]
24 MBS AE THNABRRLH > AR LR
A% Oracle M T B » &M% T A&kikér# End
user EEFRAHFTIR > MAHETRALIEANER
B RAKF IR EHREENN T
BAT A% C&FH 4518 users: % & #M3f user (4o :
CDC~ RERHE YA E) HTREME R
BAKROUBRNHHY AT RRMEEERE S S (o
ATERLEFHELWEAT BRATCTEHTAMS
RTE25M %)
FEEENEDEAETHRAEKRENYBH
HAB 4R A AR double click €8~ AMERAL AR
B8R K B N
T A drill down & “#F drag & drop 88 o #7
A4 rsraT A Test Group (4o @ E#3414E4 UBC) »
WHHBHRERAETHRITEHOARDBRZELZ 4
HEEMRAABEZIERTRSEREZER -
FRAERE T HERE  LAREMREHZ
(Aggrement) @ k& R 45 23%3H&K K B user % £ R ] #
MAENFARAEHN (LERXBAGEHR)
‘? % %8 B 2R A L AE % R KE o Researcher &
EHELREHEARENER -
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— St ABRFIA LA B T AT 2R GBIET

TREZEMbMT AP 4 R4S (3o 2 CDC) ZB#
B AR ROAYE  REERE o RIEE
_Ag o

Session 3 — Surgical Waitlists Tracking System
* 3% ' Bill Moncur , regional Manager BC vital statistics
Agency

EEZNBAE:

AT R

1.

FIA Web AR EHETMER > REEF 4769 Waiting
Times -
BC 54 F B 1998 £ Bp2xsr —18 Web site 3244t
TAFREERR L 19 58 Surgical areas # Wait
times A&
IR T REGIFISRBRE R MIAE
REBHRER local EA A B R MHE
(surrounding areas) #j Waiting times 3f.8
A R4 d 46 18 £ 244 Surgical centers (—4#4
# 1000 R L&y F47 ) BMAEEIE  mARESYF
#7 1CD-9-CM 4X.#% » E 4 Bersg R Brx Waiting list
BB RARZFHOOH REANTEREE -
B LT i E4AE RiBGBIFEITSE B
R EHENA -
WA ETUAER F e Wait list E&95m AR
BB RARFHIEHOBHEREGHLEEME -
RAEAKBARBMIEHE S A GBHME > BRI
intranet site £ B 6F R4 EF NI A B EWE 5%
BAEAETRSGER -

A EARBCHAH BT BHATREIHRSL
& Information Management JF % A #tey T4 » A%
A ARBHEHS RO ETA -

I MABRAESH T EXE 0 BATHE RIS
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R BEWNERAER R E ey Aggregation data
sets » LA{# Web based £ N mARL EEHE S 4
BEGEy e -

3. BAEEBMHE NI Web base X 2] - HE R
%3 12 & individual level #9 &+ 2384 48 %
FEEERBER T IMEEME °

N BREBELZDBBEN LN S RHRA

£~ 2A58

Session 1 — Overview of the Canadian Health Care System
Federal-Provincial-Territorial Responsibilities
X 3% ' Mr. Serge Lafond, Senior Policy Advisor, Health Policy
and Communications Branch Canada Health Act Division

ha g RE R e R BUR A a9 4% » Hlealth Canada 48 % R A& E
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' Pest Management | i Office I | Auditand \
i Regulator i of the | Accountability .
| Agency ¢ Chief Scientist ‘ ‘ bureau
1 ! !

[___.___
Branches

Regions
Population Health
and Products Albe
Public Health and Food British Columbia e Manitoba
and Northwest and
Yukon :l‘ o Saskatchewan
Health X . ermritories
. First Nations
Environments and
and Tnuit Health Ontario
consurmer Safety and Quebec Atlantic
Nunavut
Corporate
Services

(HE=)
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ERRANS

RERBBEIZREAGEE

2002 Fe442 B & A £ 4 (health expenditures)

® 5o¥ 113.4 billion

® /o 3616 per capita

® 15 GDP &4 9. 8%

Health expenditures #iF /B FreFE & 70,730
B IR EUAT ~ B BUR A& W& Health Authorities #
NEERFESTHHEBE @ - AR EBFABUFHGE
high level JER&ITE > BLBMEREFEHITEH
I - MIAEETME» 6% % Health Authorities 47
HEE BEEAIM -BEABHBEERANER
HEERHMFTIRE  BRAEEHAEAZTHEIE - ™
Health Authority BlR Ao B TAET > BEEZ
WERRAGRE - BEE LK 45 - Acute care
hospitals ~ long-term care ~ clinics -
community-based % %381 B &R -

Bt FR AT A 334t Health service 4 X sk 4% T #h5%
B (4o BBEBA ARG RER - EARH
HERHEIILE)
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Session 2 — Overview of the Information System population
Health Initiatives
X3 % ' Ms. Jeannine Bustros, Director, Data Development and
Dissemination Division
Mr. Bill Bradley, Director, Data System and Standards
Division

EENBARE:

Statistics Canada &35 e F 4% - R AU REp
& & Ao{EEEH (population health data) &4
ERIAERAETHAOUEH  BETREH 3000
E ok .

CIHI 3| & &1& 4 B # (health care system)4aff 8
BB EE

Statistics Canada & CIHI working groups = E&
— 18 Health Canada Information Committee %18 B
MERAEMEURENERNERERLRAF
RE>BRAEA I BAMARE BEFARETH
&% % (Quality) R BpeftE(timely valid data) s
M e

A F A web F & $24t — £ dais nesstar % #.(Data
and Information Sharing System)

A% % 4 Data Documentation Initiative (DDI)
end-user T X a2 & - L IFR I
ISO/1EC11179 & Corporate Metadata Repository
(CMR) #3t 4 #% » & 3 meta data 942 %

WO SRR BA AREERRRA KT AR Y
B RR

REBFRILEROEH - BSHEZLBE
ABEAFF (time series) #542/E R H# Lk
O EHGFEERES REDrill-up 2l E B ¥ HE
&3E R A A iE A 89 table B

Drill-down =T sA# 57 % £ &9 4R % > table & F 4% 2| &
REFAL BT

eBusiness an Metadata Technology

23



Standardization B & #4F4& 2004 £5 A 17-19
AP HAMRGTRT-

— meta data #Z# 4% microdata level #% A I1S011179
#Z# » f Aggregate and time-series data #& SDMX

A~ 2AOH

Session 3 — Canadian Health Infoway

X # -  Paul Hession : Engagement Group Executive

E2HE  mREHERYE T2 E L (Electronic Health
Record) #% A #3i@894Z & R M/ & - e £ 58 0 842
AP BT A REF E44 outcome

CEERANS

— Infoway EFewZ oz s s EaE & R
LR EMEAFARZERHTE -

— BEHEUFRM 11L& () RiTESBIHE

— 3 g 2000 F i 0 B FFR O E NER
% %% (investment strategy)  TAX B 4 F AN F
NEREBEEZHE T LEFERLKLEHRIZET
IAE -

— Infoway &9 FZ E3eskEHR X 2 AW £ AR - B%
B RBRRERAEHR

— BAEERGHERBFRE » BR¥eh 1T Rir
3, » Bk Infoway # & S E 343t E (project) 2
G EEMIEHE (program investment)r #3|4% &
R~ FIERE A EAEELRME -

— BATEimikE %4 (Telehealth) R R T8t EH
TR AHTAFEE 2 —

— Infoway #-/% R #4932 & # (strategic investor)
EHBRESHHETARE T EAHITER

— BRAAELYEZERER BHRBETFRELERSEHE
B RFRTTE

— TR EAS AR

— RBEERSHLERATREEE T UMY

— HBE%1kik a8 4 Readiness B E R R F L2448
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FA AR P % Infoway 69744 8)

— BERMIER A SaofT LT R S5k & S @
HEAFOIEARETEBN

— Infoway ~fER=BMH eI ETTE 3E

1.

- o M

6

Infostructure ($190-260M)
Client & Provider Registries ($80-110M)
Drug Information System ($185-240M)

Diagnostic Imaging System (DIS/PACS -
$220-280M)

Laboratory Information Systems (LIS
$150-200M)

Telehealth ($100-150M)

— Infoway 2003 & 4ehEFE LA ER LT

EHRS BLUEPRINT

-1
<
gé EHRS
Locator
Sg : i
2 = z |
b8 | ; 1
H
R
3 ; | EHRDaa | por: | .
Z ‘ 3 EHR & Services l Repository i i Regisuy
g 1 |
2
5 | 1 3. | Commonm Service
' b
i i = i Communication Bus
I
| i
i
|
I
'g . | Ccs ‘ ' ‘
> | . | i ; }
g ‘ b . = | | | \
; : | ! | i
© O LaB Rk | ER || HC PH Re g | PP 2 LTC
g i g B P 8 -‘ ‘ |
£ | P 8 | |
Q ' \ Laboratory Drugs Emergency | i Home Care Public Health | Private Family Long-team
! i Room | | Pramacy  Physicia Care
i
(F Bl w9 )
+-~ 2A58

Session 4 — Canadian Institute for Health Information (CIHI)
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* 345 © Bruce Petrie, Vice President and Chief Operating
Officer
ML CIHT Rt 1994 £ 69 JE B AIKAR » Ao § R 8947 £ 31
BREEH A ZMMER R ARERWEALAGEE
TMLE iR g

REANRIBBI 0 EREFE B RZH]E

/3B HAXE A 1/3BESE BT L R(—
#7854 5000 ¥ Aot¥E)

MEB B - B E B BHEBE (regional health

authorities) Bl &2 - AR Em - B RHER
HER—HRAE-RSERITEREERGTR &
FIBA- B E

%3 Statistics Canada # & 2B 6442 E 542
(national health indicators)

AR EEAMEHNKE RE RET RS EN
BFEATE

THEH FHEXLARERELLAGOARIE
(research)

B R R FEREZ FEMRE (7 Health care in

Canada” ) ¥ FHEEEHERLAMEAAR -
RAESBEMEE EIN - MF - ST RERE R )& AR
# (8,4 ICD-10-CA n a2 £ 6937 E )

CIHI TRt & Z BB eh4a Zth#k » # 4 best
practice % ¥ A & AR & 47 (health services
& procedures) 2B @B E LB,

CIHI #2 = REEE R REHE © 1 2 ERF
(health services) 2. # & A /1 ¥ & (heal th human
resources) > 3. {2 B &M ¥ & (health care
expendi tures)

CIHI # 8otk £ 28 EH > B RIS I
(C& R

CIHI #4282 Infoway & -FAbfd Bt o ékeh T4k »
HEAR BB 4% 4 (linkable) ~ T3 M 87T A
. (accessable , available)

1999 # CIHI #v Statistics Canada iE & $2 &8 BUAF
B4 (governments) ~ & &% R #% 2 (regional
health authorities) ~ & &R % (caregivers)
%12 E R i A B (managers and others) #£F]4
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REBRELSLEMRMEGRERTNAL
(filling the gaps in health information) Bt
CIHI #o Statistics Canada A1 £ B E 42 R 63 18
WEHEH -

— HiwE R R IL—1 “National Health Council”
ta 4% - R & £ national health strategy » CIHI 47

eirmEEEE e TE
— 324 Information Portal & web-based % #t R 324%
& AR

+—~ 2A58

Session 5 — Canadian Society for International Health (CSIH)
X34 : Lori Jones, Director of special projects and programs
Eva Slawecki, Project Manger
EZ2HE CSIHRA—E2RAEMAMEs4% (national voluntary
organization)  ERA v E KM BT REMEIBFTH R
HERREL ZBUREAREAHER

— CSIH i& & 44k ¢ 42 4k 42 4% (umbrel la organization)
#“A 800 A R ERRIITHRE R AT 8
KRzt E

— i@ FRCSIH O @ikt 12842 BB
RRBRIE BB RPTEN  PRARKF
G (o' & Shok HAGED  ABIBEHSE-
%)

— CSIH pg #1977 & » & —#f tropical medicine
specialists AFAI3L » E 5 £ & R BAA 0 E RAE
FHERERITEHE R EHZaSEENEX
N4 @ (Canadian Public Health
Association) #—3¥ 4% 0 HARF B R > staff A
#1991 FH 3 A0 ¥R 199 £ 1TA 5
M TRE & 360 Hhnr > 4B ABTARIB 600 A -

— 12 1991 % CSIH % s & Pan American Health
Organization (PAHO) #9##34X#% (Technical
representative) » ERG T EXEERE LS L
MERHLHE -

— #1997 &pA45 > CSIH 2.4 % i® “International
Health Youth Internships Program” i% T #2:& 200
A EROETE BB R L b B
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(host organization) % %4 6-~91@A -

+=—-~ 2468

Session 1 — Canadian Coordinating Of fice of Health Technology

Assessment ( CCOHTA)

* 3% : Peter Chinneck, Communications Director
Don Husereau, Research Officer, Pharmaceutical
Assessment
Bruce Brady, Health economist

ETERYE

— 3244 EFH4% (health technology) #9B% FRzk 3% 81

BIE A RALE T

— CCOHNTA A 64 Z B » —F &% 020 EF2E
— B 2002 49 A Az CCOHTA 38 Au T #7182 B MINF LR

AN BELENBAENZIFEHR A

— —#x# ¥ a2 Common Drug Review (CDR) @ #

AF R =

— ShEREy R E AR FE (peer review process) @ i/

AT HLRR AR

1.

2.

FHHE R 4

— B2 HHL&FEMEIME (economic evaluation) 14 d

CCOHTA M 3f B 475 » M N B3 m 2

— CCOHTA Economic Guidelines 2003 & £ # AR AF 75

F (2004) AR Hm

— CCOHTA #— F#3& & 44k » 3% 3 HTAL

(international HTA institution) /& 32 &4 HTA
offices BRI/ ERT -

AEBATHEE L0 ¥ 2+ Aear i B ik £ CCOHTA
RS REFEAG SR B4 o

g K CCOHTA £ RSB F Mmey e o it %

£ BREFEFHIRE AR TUEEELLE
BRAAALER  BEIFASK - BHEERNEMS
ARFE o
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Session 2 — Canadian Council on Health Services Accreditation

(CCHSA)

¥## ' Gills Lanteigne, Associate Executive Director
Martin Beaumont, Manager International Projects

ERRE -

RIFEBR RO RO E 2o R A AR REBRR
34809 program > B 6948 3% A2 A B M AR 6 AR AR o
FHRERRERANER
CCHSA sz 37 1958 # & national , non-profit,
independent organization® ¥ AWML E P R
BEAAEBRHBRREARBENTE  £XMEFE
@2 0 IR A LIRS -
WS H KIREEE E (peer review) X B H3F4E
(self-assessment) #k#2
CCHSA 124t ey s 3R B 45 % & (external peer review)
IR A

® & B 43R B 2 Bl ¢ 3P4842 & (national
peer-generated standards)

@ EITEMBR PR BB R ENFHE
B (assessing compliance with these
standards through accreditation reviews)

® /- F PR BAZ 048 M F N

CCHSA #4142 B AR5 #44% (health services
organizations) B Ba&Y % 813748 K 4 B % AR A5 45
ARG TIAREITESENITE X —HERX
M koW FHEF - BATCA LT ZEERSEHAE
B BE % huit4E programs @ % % 350 4 health
professionals & ga#: CCHSA #t38 & & (surveyors)
AR IRFS AR B IR AR AL 8 BB RS R AE AL
H o RIS -
WIFENBRREBEERENLE AL WMMEacT
DARAE ISR R R A RYFPE B THEERES
FOFRERI TTHRF—RRAGBEEFTE
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— CCHSA fespil AR — B =5 — BN S LR
IE o AR AR T A SLIRAE P 45 step-by-step £ &
Z &
®Getting the facts and getting ready
® Do the self-assessment
®Plan and have the survey
® Use the report
® lMake ongoing improvements
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PR
L.

NFES ¥ |
EATHRENITE  SHORARTHE RS — Bt KL
weEEA aSCHDREE T A2 E RTINS SHBE -

P EREBEFERNFEFTERETHERAITE - HE R
AREMELE —BRHEAOHA > REEEZHTUR -
R b $k > Bk 3L T Canadian Institute for Health
Information (CIHI) ¢k A BB REF L LR EA T NG
BIBRZE BTRABHSE > FixHA Audit 89484 0 KA
B EmEAEREIHR2 [CD-9-CM CODE & F 4 “Golden
Rule” » iR A Tz Eaktt s LB HRSEA TR E ©

EBRETEMMBEEMOEE - ERASHELSF LHRA
& Information Management JF % # s &) TAF » B & & HUAT 33K
I ARMUEHEOLAZBSEFESTEZ AR B
e

CH—EWALEEYLIANEBMARER(initiatives)#k
RERGE EREFERL—EAHGEE € (ko HHERL
&7 National Health Council) RIrATEEFR L LM T ey & B
MR eI Bt T 46 - #1 & National Health Strategy #2H
FaM By

T g2 (Information Management) A B L BH W LB ERKE
FREXAZ > 3t KA R M AT 25

%34 g FAAEE(Information Management) A B 448
HNEBEHKARAE > MmEELEARMF  wBCAHLEF
Information Resource Management % % John Cheung Bp F] 8%
B A 847 (Finance) ~ A o A BRESZ FEER » Bk
HNBEZ SR FIEOE A TR E T S2E8E ) U
B BB RZHIT -

. ZFEE MU Web based X 23, ' HEL R LWL HREAEYE

BMGHABRABAOMITEZE  BITHBERITHAFAA
FMERKAE REey Aggregation data sets * LAA® AR R 55
#yWebbased BN MARBEEHE S LEHR ENH Ak
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4. B A& (Individual leve ) EH 23R iTHABHES TR HE R
B #L7E 8. %

#ik B 2 iEfaM ey TR Web based X 23 =R
a2 M@AA individual level 89 & 2R A A HES
BHREERAER T NELERE -

5. HARIRBRAEM T REHES S HEA  REZTENRE
A o

mEXBCHE A THEMEA %5 A Lk @ PIN(Patient
Health Number) it R RAFTA B A %A H I - Bkt
FEMENES ETHLAUPIN R BB RMAcE R EHZ
%o MEMALRE B NE LR SH 6 T -

HEHTRAB RS SETRARPUG R DA
Key' Bt ABAMALZAHCEA SHMEL key - FRFE
Mz eI AEEELHS -

6. E-FHE w45 (Electronic Health Record) & i& 35 % #
(Telehealth) G A T X R O ETE 2 —

Ao R BUR S8 BUT#T A F £ B 3 % 4 Canada
Health Infoway (FE#Fley 3]sk ) EREI—1%
informationhighway > & A8 # &R & (BR - BUFHFIX
REAE¥%E) £EIHHB > ITTERE MR DT RRAMELEER >
EEATHEEFERHKER) S LRE A EEAHE
EFiHE e m R AT EE TAF -

7. Canadian Council on Health Services Accreditation (CCHSA)
BT E R B EMIT LT -

CCHSA & R & RIS $R4E 6y JE AT B4 » #0 P13k A Bl 45 B It
Rk BRELAATFEACBRAOTHEFTN » 282 | EY
FRIEAEALB L ey iR (Organizational Process
Review) BIAfF LitiER AR —H 2 &8  H P £ G ofT
LEERMBCHBERRSGLE 5 mAANLE (patient
safety) AL BRIPENHEL -
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i

l.

Statistics Canada R ey ¥ 4 > EAUARIPPEEMREKX
Aafg g &EH (population health data) R#ER FEEEEE
B ETE —FFHEH 3000 & Aot 0 bty web £ L

REA IBZEARRERAEMAA LS TREFARFRTE

M - oW ER mEREKAEENMEEBTHEHwey
#EE 0 AFR& Statistics Canada 35 AB A CIHI AT & —aa A

B 1994 =44 0 EX R CIHI a3k & #4448 » dAvd A 894
AR EEAOBAEZRER R  UBERWEACRGEEETH
WE - RIEREANS)FeH£E4Z%E - CIHI &9 2/3 B4 h B H 8
2B AV/3BEEBAIE (—FHEHLS000 Em¥) b
REEF MR WD B Ao ® RAER B R 2 4] 2 i £ Statistics Canada
H£ BB SHE SR EHME (national health indicators) - i

HATAE BT AR E KRB CIHL 2 4% - SR EETmA A

ZHEBRRRIBE LRGSR -

TR EEREFE 4k (Electronic Health Record) B.i& 36
% # (Telehealth) » # 2000 & 3 — 18 & K AT IEEH] 2 3
#2.4% Canada Health Infoway R E B R MBI HE
B : Infoway EF @R B O L AN A ZINELE  RARFE
BEARZERTE > BABUTRMSE 11 EAmBERIITEER
HREMBERANARBHZEHE BEESFREANFNERE
BEENTF LR ELSE RSB ZET I

BATRBEATRPHER "HEERETNARES  §5 2%
R E R BT A ERX  NEEBEr S E Sk B
Z2HREHR REELEFTER  BREAEH wLHLFMEZ &
AEEHREAABE BARS RAITEMMESEELES -

2R TARRETNAHER | ARG ANEE  #
HERILHEARAZESHES LB RS EBaES
PETRIEE LN ARt TEXEMRLEARSE
BREETRELCCHRZBM RBIREEEFTEALHNR
o £ EIBRITH A8 R (Strategy) B £ BB & & TR (4
£F  RREAH BHRRBRAHE L7 LATHNRAEALER
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4.

5.

6.

%) Apk@fth UL EERER  tHRARARER
HES ‘P-iJFB il ’% Yoo {T $%&ik/a\fr£ ’ _ﬁ.giﬁﬁ}{[ﬂﬁd&%i%%‘jﬁ il
BRSO TS -

WMARRERRIE S LA B NEE (Information Management) =
Rug

8 fa?i‘%%’t«‘r&&i’ﬁq’ S(IDARESREHFEALELEATHE
o B R KREREE  HNE HZ’%&%J‘%?'JK;F;F&E
éé%&%ﬁ@ﬁ%& EREEMZIERRAT 3 BHL
H2BREARA  BAIHARAEZFEEMRAZTEE - BBAR
T2 A ENEE(Information Management) ¥ &% £ % &
MABHEY > REAFAKEEREMNZERN  BRASHE
SE - SRR FNERA ?%é’lﬂﬂﬁkéﬁl‘ﬁ’éiﬁﬁ:ﬂ
BIF @R BRSPALFENERE  AXEZRETHENR
FTHEHMERS T -

ITRARARE BRI REEE R

MERARITHALRAEBE NN B RAEEE R
A EBATHFIEE  BC A EAZFARBRAZTITER H#ﬂﬁé’y
Guideline @ R & 178 M R Access & policy » 4+ # $H7E 2%
T E KRR £364 University of British Columbia
(UBC) » dattiA EREwE KM &4 769 /R ¥ raw data file
#“ UBC - 282 & H%,dii*,keb IBC & rREBELEEHE
REMZ AW ERI > LEFEHZHEERAAFTHEHHR
¥k

RERLT A kB RRNE R0 F KRBT ERFTHL 24
HR 0 BEHEE %*—:&:H%%%'J » BC 4 #74 F ¢ UBC MiAriTx 478
B e R BHFRZR B SRR TR E A48 B
43 #g‘ﬂ ﬁi%i\% B k'ﬂ'é.\ﬁi%{ﬁl*‘r—%um i::]‘ﬁlz-}ﬂff'] 7;&%

HAELAHRRERERARTEH > KB THE %40 Canadian
Society for International Health (CSIH) JEEc/F &y BR B
MBI EE  BALAT -

CSIH R st ey MR R a4k > B F A ReRMW
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International health conference * #& 400 % A% i &3k
FATAEA BN X LSRRGS BRERBRAGEER
A3 o

35



(Kt —)

—

BC’s Health IM/IT &
EHR Strategies and
Approach

Stuart Frampton,
Director, healthnetBC
Ministry of Health

Fraser Health.

What is healthnetBC

e An umbrella label for BC'’s strategies for the EHR &
general electronic service delivery within Health Care
System.

e healthnetBC is owned by the CIO council

o Will provide a consolidated and coordinated message

on BC’s EHR strategies to other jurisdictions (WHIC,
CHI Inc. etc)

e Also an ‘outward facing’ division of KM&T

NORHLRR HEALTH

v ) Inerior Health

Information Management Group
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healthnetBC Web site

healthnet.hnet.bc.ca

f

Provincra

} Health Services
AT s

NORTHERN HEALTH |
Tavasan

healthnétgc

[ - N ) Interior Health
o e,
o van:ouverH/(::-s,

0B .«9?.!3

Fraser Health J

CANIO MY B3R

“"'ﬂ‘amomy% i j

NOATHERK HEALTH

$r3000030

W) tnterior Heatth

_

Health Governance Structure

British Columbia

Provincial “:::II Authorities
wam sercepenveryarens | @ Ministry of Health Planning

Health Authorities.

H;'::: e Ministry of Health Services

(s, vancouves cousta

[ 5 RO

o Six Health Authorities
» Northern

Interior

Vancouver Island

Vancouver Coastal

Fraser

Provincial Health Services

¥ VvV V VvV ¥

Information Management Group

38



Stewardship  Corporate Management
Support »f::M()nitorin'g:&: Human on
N - L

on : Financial
_ Evaluation -

Ad ion

Direct Delivery of Services by Ministry

MSP & .
Ambulance Pharmacare Public
Service Registration Information

CIO Council .

History — In existence for two years

Focus — BC's EHR strategy and opportunities/need for IT & IM
collaboration

e Process — Monthly Council meetings, plus working groups to produce
detailed deliverables on specific topics

e Deliverables to date - strategic Health IT/IM plan, Framework for
an EHR in BC, Tactical Plan, Client Identity Management - phase 1 report,
Network Strategy report.

N%:’N&MTEALTN
i)

Fraser Health
W) interlor Health adinority . Ty
<< Hi

Information Management Group
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Health Record

For Caregivers to-

Elecironic Access Increase A

Vision

Suépoﬂ Common’
. Sotutions

Encourage Multiple | Expead Networks

Pationt Health
Information

Electeonic Patient

+ Replace Legacy::

ion : Uses forHigh-Speed

i SEgr

" Support Pan Cansdian
And System Wide
cilAlliances

Professionsl |
Development |

NORTHERK HEALTH
Seraerisy

W) tazecior Healch

What is the EHR in BC ?

e it is not a single software application
e [t is not a single centralized repository of clinical data
e EHR is a capability not a thing

e EHR capability will be measured by the type and scope
of information it provides at specific location in relation
to a health providers needs for delivering patient care.

Information Management Group
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BC’s EHR strategy

e Evolution Versus Revolution

e Significant EHR capability will be delivered at the
regional level.

e Key Provincial EHR capability, infrastructure and
standards will be established where beneficial.

- E.g. PharmaNet, Provider Registry, Client Registry/EMP!
e | everage existing and new IT/IM investments

NORTHER HEATY g |
o)

hoalth S

W Interior Health

T Jp—
"\_ Provndal Laboralory Coordinting O

Fraser Health.

Information Management Group
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The EHR Landscape

EHR Information Domains

Information Management Group
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EHR Infrastructure - ‘Filling in the Gaps’

"o 2 inoriy

Information Management Group
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Using business initiatives to deliver
common, reusable infrastructure
Examp!e: One of Lab Reforms deliverables is to ‘ensure the

development of a comprehensive information system, including a
practitioner decision support component to optimize quality care’

This cannot be done without addressing
- Client identity management
- Provider Authentication
- Messaging transport/translation
- Provider information delivery e.g Portal

RORTHERN HEALTH
Liacie

Fraser Health.

R

authority

Brovincal Laboratory Coordingng 0%
W) tnterior Health

Proposed Phasing and Functionality by
Phase

)
g
L
©
<
3
@

03/04 — 05/06 05/06 - 07/08 07/08 - 08/09

Information Management Group
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EHR Landscape considerations

Provincial EHR
Strategies Physician Practice IT
@ ﬁ x/\ Capability/Strategies
Health Authority IT . ; .
infrastructure, strategies <,__> IT/IM Strategies & Existing Private
& constraints Solutions <j> sector IT capacity
BC’s Infoway Investment ;
Objectives

L oamErn wealn

e
healhnor

s ) interior Health

(((((((

Health Authority IT/IM
Considerations and challenges

e Existing infrastructure and systems

e Existing priorities and focus — rollout and
integration of integrated clinical system across
health authority.

e Resourcing challenges for new initiatives

e Alignment of health authority to provincial
strategies

e L ack of current reusable infrastructure

Nl NORTHERK MEALTH

.........

Fraser Health

EEEEEEEE

[ W) totedior Health

Information Management Group
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volving Regional/Provincial EHR information
sharing capability

Region B

Order Entry

Digital
'8ita Lab results

Region A

Lab results

Medication
Histor
) Y

Discﬁa’rge
Summaries
Lab results

— Known trends

----» Potentia

NORTHERK HEALTH
ey

Region C

W) interior Health - ISR EENEE

Infoway

e Federally funded agency with $1.1billion to
invest on advancing the EHR within provinces

e Have 5 investment programs
e Up to 80% funding
e Strong emphasis on replication/reusability

e Timeline for identification of investment
opportunity will be a challenge

NORTHERN HEALTH

)
W Intertor Health utnority

Information Management Group
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hysician Practice IT

e Physician Practices are in the early stages of
adoption of IT for clinical purposes

e Broad spectrum of interest, understanding and
adoption of IT

e Currently no broad physician practice IT
strategy within the Province.

e Physicians do not want new stovepipe IT
solutions

Information Management Group
47
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Knowledge Management
and Technology

Information Management
Resource Plan
2004/05

Presentation to the Executive Committee Jan.2004

Knowledge Management

and Technology

Agenda

@ KMT Division Mandate

KMT Priorities and Linkages to Ministries’ Goals
Business Model

KMT Environment

Organization Chart and Budget
Stakeholders/Partners

Major Projects

Information Clearing House

@ & & & & 06 O
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Knowledge Management

and Technolog

Mandate

@ Build capacity for the integration of data into daily
operations and policy to support our stewardship role

# Provide leadership and ensure that the IM/IT strategies,
policies, standards and technology initiatives support
the integrated delivery of system-wide health
information management

@ Responsible for the overall strategic development,
implementation and evaluation of the Ministry of Health
Services and Ministry of Health Planning’s information
resource management plans

Knowledge Management

and Technology

KMT Periorities

@ Improve management information for health system
redesign, business planning and decision-making

@ Work with our partners to build the capacity for secure
sharing of health information electronically

@ Facilitate active consultation, planning, and solution
building through collaboration with our stakeholders and
partners

#® Promote electronic public access to health information
and services to help our citizens become more
informed of health issues and treatment options:
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Planning Hierarchy and Linkages to Ministries’ Goals
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Knowledge Management

and Technolog

Business Model

Business Needs . kDer;isibn—making‘ .

Service
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Information by

Processing : specific business needs

q Qualitative éndqbénli!élwe

Data warehou!
stores G
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Business Environment

Executive dashboard
Timely & customized
reponting for specific
needs

Ministries Senior Executive

Ciinical
Innovation

Heakh System  Policy and
Planning Leghaletion

Pedormance _ Medical and
Mgm&  Pharmeceutical
Improvement Services

Corporat
Management

Raceive

Health authority !
management indicators
report (HAMIR)
Summary of bealth
authority

activities (SHARA)
High cost & high
volume procedures in
acute care

Vital Statistics: birth,
death, marriage, change
of name, adoptions,
Health Status Registry,
wills potice

HI— o Creada Health Infowey
! [/ Cliert Sewices Privacy& Secwty Architeture Belp eotgn Healhh
/ . Desk Shared Services ormation
T - o
‘nformation Resource i = .
Management Plans for Purb:
the mipistries of bealth Tance & Repariing
Resource allocation and
finsmcial
Policy and issues mgmt Data HN Data,
Operational Pammiog HDW, VISTA... P
Employee performance m‘;‘“ provider, client, measwements
development plans
MSP Claim system Methe ]"’:'”"
PharmaNet Tracking an
discharge Ahstzag Datahase, Teporting

Knowledge Management

and Technology

Organization Chart
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OPERATING BUDGET, FTES, CAPITAL BUDGET, AND OTHER

" and T Division
J KMT Division exciuding | | Vital Staistics ‘ TotaL
Vita Statstics} Agoncy
Budget OPERATING BUDGET
Fr 200304 $54.947,000 saomsoo| | serszzom)
Fr 20v0s | | ue.w.oml l xms.aml l 552906.00
FTES
FY 200904 scki9) 0 o) )
et 1) o 213
£ xcluded 28] 9) ki
Y 200005 (rojoce) a5 &) 2
Included 121] : 0] 20
excuond | s E
CAPITAL BUDGET
P o0 s7.788,00) 350,000 58,388,000
FY 200008 57,700,000 “sss0.0m) 8250000
OTHER
Y 2t0v04
Revecue (Estmared) 5200000 59,060,000
Westen Hoam nbrmaton Colaboratve 294 654 5204654
Canaca Hewh ey 51,402,625 st82626
Exporciurs
Canasan inatase t Hoath inomakon 31,404,000 $4,404,000
Weson Haath Infamakon Catabaratve 5125000 $125,000]
Y 20408
[Reverce (Estimatod_ 59,024,00) $9,024,00
Westam Hoa Infmakon C otaborabve 25 sz
Canata Hoat Iniway 56.879.000 $5.875.00]
Caradan st o Hoth Inomakon $1.650.000 $1.650.000
Westo eam infamaton C oliboratve $125.000) s125.000)

Knowledge Management

and Technology

Major Stakeholders

BC Health Information
Standards Council

British Columbia Medical
Association

Canada Health Infoway

Information

Common Information
Technology Services

Surgeons

College of Pharmacists
Coroner's Office
General Public

College of Physicians and

Canadian Institute for Health

Chief Information Office of BC

[N 2 [ I BN BN J

® 6 0 0

Health Authorities
Health C1O Council
Health Canada

Identification and Beneficiary
Programs

Law Enforcement

Provincial Lab Coordinating
Office

Provincial Health Officer
Statistics Canada
Universities

Westemn Health Information
Collaborative
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Knowledge Management
and Technology

Major Projects

@ Provincial Lab System

® Electronic Health Record System (EHR-S)
® VISTA Data Warehouse

® Health Status Registry

® Defining Sub-Acute Hospital Care

® Reconciling Discharge Abstract Database
and Management Information System Data

MLA'S Requests and Reports

BN\ /s

Information ... Log Document
Clearing e
House e

KMT

" A . o
Public Affairs - "Communication Filter

Decision Information

Senior Executives
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OFFICE CANADIEN DE
COORDINATION DE LEVALUATION
DES TECHNOLOGIES DE LA SANTE

CaNADIAN COORDINATING
OFFICE FOR HEALTH
TECHNOLOGY ASSESSMENT

An Introduction to CCOHTA.
and HTA in Canadat

L5

Peter Chinneck \g
Communications Dgre

o

Health Care and Technology

» Technology is an essential component of
modern health care

» Technology can improve health outcomes

» The use of inappropriate technologiés can
erode the quality of care and threaten
sustainability ,
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¥4 The Challenge of Managing
Health Technology

» Technology is a major driver of health costs
B Pace of innovation accelerating
» Technologies are increasingly complex

» Push from Canadians for access to new
technologies:

P Finite budget vs. infinite number of
technology choices

P Expectation that scarce health resources will
be used wisely

Toward Informed Decisions

» To rank the quality and value of one technology against
others, decision makers need:

* Reliable information about the clinical and cost
effectiveness of a technology

* The ability to interpret this information and use it
within appropriate context

» This is complicated by:
* Information overioad _
* Complex and contradictory evidence - ;
s Concerns about bias and quality of information
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Increased complexity because of
» delegated decision model

» Canada’s publicly funded system employs a
delegated decision model:

* Federal government sets policy and
regulates drugs, medical devices and
equipment : 2

* 10 provinces and 3 territories responsible for
delivering health care services !

» In effect, 13 different systems with différent
priorities, patient groups and programs

HTA: A Tool for Decision Makers

P A bridge between science and policy

P A multi-disciplinary field of policy analysis
that systematically evaluates existing ,
evidence of effectiveness, cost-effectiveness
and impact of medical technology and its
use 5

> Typlcally compares a technology \ w:th the
“gold standard” :

» Is impartial and comprehensive
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The Role of HTA

» To provide a basis for informed decisions about the
purchase and use of health technology by:

* Providing unbiased reliable information that compares
technology options

* Evaluating clincial and cost effectiveness
* Making complex research accessible

¢ Cutting through information overload by synthesnzmg
relevant literature

* lIdentifying data deficiencies
» To encourage the appropriate use of health technology

» To facilitate planning for the introduction and dlffusnon of
new technologies :

Policy not Regulation

» Regulation of health technology is the legal
process that controls the availability of a health
technology

» Regulation of pharmaceutical and devices is the
responsibility of Health Canada 2

» Once licensed, a health technology may. be
advertised and sold

> HTA is not part of the regulatory process HTA
supports policy development
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CCOHTA: A National Resource

» In 1989, Canada’s F/P/T Health Ministers
established CCOHTA:

¢ Only HTA organization in Canada jointly
funded by federal, provincial and territorial
governments

* Reports to the Conference of DMs of Health

¢ Responsive to the priorities of the DMs
through F/P/T representatives on Board and
advisory committees HeD

Reporting and Governance

F/P/T Conference of .
Deputy Ministers of

Participati : . Health - Scientific
Jurisdictions . Adv‘?;gp‘;a'"ﬂ‘ ‘

» A /4
\‘ \' / [ ccoHTA Board
Comi Dre Phar sutical
oo | Bavisary
Committee Committee {PAC]
[CDRC] L
- Devices and™
Canadian . Systems Advisory
Expert Drug > - Committee
Advisory . [DSAC] -
Committee
[CEDAC]
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“# What we do

¥ Provide health care decision makers with unbiased,
reliable information about health technologies:
* Clinical effectiveness
* Cost effectiveness
» Two programs: .
* HTA, which assesses medical devices, health
systems and pharmaceuticals
¢ CDR, which provides:

= A systematic review of the best available clinical evidence

= A critique of manufacturer-submitted pharmacoeconomic
studies FRRERE

= An evidence-based listing recommendation for new drugs

CCQHTA’s HTA Program

» Core functions:
¢ Horizon scanning
¢ Assessments
* HTA methodology
* Knowledge Transfer ‘
 Coordination and collaboration
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Horizon Scanning

¥ Early identification of upcoming health
technologies likely to have a significant
impact on the delivery of health care

» CCOHTA’s Canadian Emerging
Technologies Assessment Program is the
only horizon scanning program in Canada

P Piloted in 1997 and is now a perménent part
of CCOHTA's HTA program

Assessments

» Focus is on health technology issues of
national concern related to medical devices,
pharmaceuticals and health systems

» Topics are screened, selected and prioritised
by F/P/T advisory committees (one for
drugs,one for devices and systems);
additional input provided by members of a
non-jurisdictional Scientific Advisory Panel

» Approved by CCOHTA'’s Board of Directors
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Knowledge Transfer

» Easy access to HTA reports
* www.ccohta.ca
¢ Email notification system
* International databases

» Outreach
P Presentations

» Ongoing liaison with users

o Coordination and Collaboration

» CCOHTA also works collaboratively with other
HTA agencies to minimize duplication and
provide decision-makers with access to
assessments produced by other agencies:

¢ Canadian Health Evaluation Forum (CHEF)

* Canadian Coordinating Committee for
Health Services Research (CCHSR) -

* HTAI
* [INAHTA
* EuroScan
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Provincial HTA organizations

» Network of provincial HTA organization
¢ Alberta: AHFMR HTA Unit

* Ontario: ICES and Medical Advisory
Secretariat, Ontario Ministry of H?ealth

* Quebec: AETMIS
¢ Saskatchewan: Health Quallty Councn

¥ Provincially funded; response to
provincial priorities

Developments in 2003

» National Strategy:
“... a comprehensive strategy which assesses the
impact of new technology and provides advice on
how to maximize its effective utilization in the future.” -
-- Excerpt from 2003 First Ministers’ Accord
on Health Care Renewal

>New Federal Funding: .
. there is increasing need for reliable, ewdence-
based information to ensure that technplogles are

used in clinically beneficial, cost-effective ways.”
— Excerpt from Federal Budget 2003
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Budget for CCOHTA

HTA Program

2002 - 2003

2003 - 2004

2004 — 2005

2005 - 2006

$4.2 million

$9.2 million

$14.2 million

$14.2 million

Common
Drug Review Total

$2 million $6.2 million
s2milion  $14.2 million
$2 milion  $16.2 million

$2 milion . $16.2 million
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CANADIAN COORDINATING
OFFICE FOR HEALTH
TECHNOLOGY ASSESSMENT

OFFICE CANADIEN DE
COORDINATION DE LEVALUATION
DES TECHNOLOGIES DE LA SANTE

Don Husereau, BScPharni M.
Research Officer, Pharrr;ai; 1

Stages of the assessment process

> Topic selection

P Project feasibility

» Formation of a project team

B Literature search and retrieval
P Synthesis and interpretation
» Expert reviews

» Knowledge Transfer
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Topic selection -- overview

» Topics accepted from all sources
* CCOHTA’s web site

> Topics are screened, selected and prioritised by
F/P/T advisory committees (one for drugs,one for
devices and systems); additional input provided
by members of a non-jurisdictional Scuentn‘rc
Advisory Panel ;

» Approved by CCOHTA’s board of dlrectors

Topic selection — prioritization

P Enough information available?

» Potential significant impact on quality of patient care or
health care system?

» Potential impact on health care decision-making (both
clinical and health policy decisions)?
» Controversial technology?
¢ Does it call into question the current “gold standard ?
* Question of over- or under-utilization?
* Variation in practice patterns?

» Recent assessment(s) done by others?
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Project feasibility

P Purpose: to assess project feasibility
» Process:
* Define research question(s)
¢ Specify report components
(e.g. clinical/economic aspects) )
* Conduct preliminary literature searcﬁf,

¢ Outline proposed search protocol, . . -
methodology and resource needs

Project team

» Most projects are performed “in-house” (lead
researcher is from CCOHTA)

» Every project team includes a CCOHTA
information specialist

» External clinical experts added

» Some projects involve national or international
collaborations sk o
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Literature search

» Systematic and exhaustive search for relevant
documents
* No language restrictions

* Comprehensive sweep of many electronic
databases

¢ “Grey literature”, including information from abstracts
and other HTA agencies .

* Information from industry

* Alerts to notify information specialist of new llterature
after original search ;

Synthesis and interpretation

P Systematic review
* transparent, reproducible methods to identify,
assemble and synthesize the literature
» Meta-analysis
* use of statistical methods to combine the findings of
multiple research studies to gain a Iarger ‘n”’
» Economic analysis
¢ Systematic review of economic evndence V
* Budget impact analysis
® Full economic evaluation
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Review cycles

» Both internal and external review cycles

» Guidelines supplied for reviewers

» Reviewer panel includes

Clinical experts
Statisticians/methodologists
Scientific advisory panel advisors
+/- Health economists

+/- Industry representatives

Knowledge Transfer

» Published report provides a synthesis of relevant
literature that tells you:

°

about the technology/its clinical use
whether it is efficacious/effective ...

and for whom :
how it compares with other treatments -
information deficiencies . S
+/- economic aspects of the technology
+/- social, ethic, legal issues o
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CaNADIAN COORDINATING
OFFICE FOR HEALTH
TECHNOLOGY ASSESSMENT

OFFICE CANADIEN DE
COORDINATION DE LEVALUATION
DES TECHNOLOGIES DE LA SANTE

Case Study:
Glitazones

P More than 1M Canadians adults have diabetes
mellitus; of these 90% have type 2 diabetes.

» Rosiglitazone and pioglitazone are members of
the newest class of oral anti-diabetic drugs called
thiazolidinediones (aka glitazones)

» Glitazones decrease blood glucose levels and
appear to address insulin resistance, a key
problem in type 2 diabetes

> Rosiglitazone and pioglitazone recelved Health
Canada approval in 2000.
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Glitazones: Topic selection

» Proposed for assessment because of:
* Potential clinical advantage
= Appear to address insulin resistance
* Potential safety issues
= Concerns with liver toxicity and cardiac problems
* Potential budget impact :
= Significantly more costly than other drugs for dxabetes

P Screened and prioritized by CCOHTA's"
Pharmaceutical Advisory Committee and

approved for assessment by CCOHTA’S Board of
Directors

Glitazones: Project feasibility

P> Purpose:

* To perform a systematic review of the clinical trials
that compare rosiglitazone or pioglitazone (as
monotherapy or add-on therapy) with other oral anti-
diabetic agents for the treatments of type 2 diabetes

* To perform a budget impact analysis projecting
costs associated with the introduction of ghtazones
in Canada to 2004

» Preliminary literature search identified sufﬁciént
information to support an assessment (Rewew was
conducted in 2001-02)
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i Glitazones: Project team

» Lead author (CCOHTA pharmacist)

» Second author (CCOHTA epidemiologist)
P Health economist (CCOHTA)

» Clinical expert (external endocrinologist)
» Information specialist (CCOHTA)

Glitazones: Literature search

P Electronic literature search identified 405 citations;
industry submitted 114 references, 179 electronic alerts
after original search

» 2 reviewers independently reviewed citations and
discarded irrelevant ones, based on title and abstract,
leaving 124 potentially relevant references to be retrieved
in full for more detailed evaluation

P Of these, 86 did not meet selection criteria, Ieai/ing 38

relevant references describing the results of 19 clinical
trials L
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Glitazones: Synthesis/interpretation

» Clinical Efficacy Review

e Statistical pooling of data using Reference
Manager 4.1

* Primary outcome: blood sugar levels.
* Secondary outcomes: serum lipids, I|ver
enzymes, efc.
» Budget Impact Analysis

* Primary focus was impact on drug expendltures
of oral anti-diabetic agents using perspectcve of
provincial drug plans

Glitazones: Expert reviews

P» Three external reviewers:
¢ Marshall Dahl, BSc, MD, PhD FRCPC,
University of British Columbia, Canada
* Jeffrey Johnson, BSP, MSc, PhD, University of
Alberta, Canada (for BIA only)

* Ron Sigal, MD, MPH, FRCPC, Unlversrty of
Ottawa, Canada

P Two reviewers from CCOHTA'’s Solentmo
Advisory Panel

» Internal review by Director of HTA Research and
Director of Knowledge Transfer
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1 Glitazones: Publication

» Conclusion

* When used as monotherapy, effect on blood
sugar similar to non-glitazones

* Greater effect on blood sugar when used in
combination with non-glitazone drug, but this is
also true when two non-glitazones are used in
combination

¢ Minimum budget lmpact for publicly funded drug
programs: $11.8M; maximum $88 5M
(depending on utilization)

» 1000 copies mailed in October 2002; 514 copies
downloaded from CCOHTA website.
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CANADIAN COORDINATING
OFfICE FOR HealH
TECHNOLOGY ASSESSMENT

OFFICE CANADIEN DE
COORDINATION DE UEVALUATION
DES TECHNOLOGIES DE LA SANTE

Economic Analysis
at CCOHTA

Bruce Brady, MA' -
Health Economist

Economic Analysis at CCOHTA

P HTA reports can assess clinical and/or
economic aspects of a technology
& Economic analysis can include:

> Reviews of published economic
studies

* Primary economic evaluations
» Budget impact analysis
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~. Review of Published Economic
! Studies

» Methods
» Systematic literature search & review
= Study selection criteria & data extraction

» Analysis — usually qualitative
» Study characteristics & quality
» Direction & magnitude of results

» Discussion — limitations, generalizability

» Example: services for stroke rehabilitation

Primary Economic Evaluations

fr

P Addresses the issue of ‘value for money’

» Methods:
» Use of economic models
» Use CCOHTA'’s economic guidelines
+ Industry information sought

# Analysis:
» Sensitivity & sub-group analysis
¥ Discussion - key drivers, limitations
» Example: Nls for treatment of influenza
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Budget Impact Analysis

VvV v

Two steps:

Addresses the issue of affordability

1. Population impact — number of

individuals (or claims)

2. Budget impact — annual incrementa

expenditure

» Clarify perspective, use scenarios, consider
factors that differ by jurisdiction

» Example: Glitazones for type 2 diabetes

BIA vs. Economic Evaluation

Budget Impact

Analysis
Question Is it affordable?
Goal Cost containment
Measure Total expenditure
(PxV)
Time Usually short
Horizon (1 to 3 years)

Economic
Evaluations

Is it good value for
money?

Efficiency of alternatives

Incremental cost per unit
of benefit

Usually longer term
(may be lifetime)
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Economic Analysis at CCOHTA

» Which type of economic analysis?
» Policy question & needs of target audience
» Gaps in existing research
» Type of project
« Practical — timing, workload, resources

# Guidance / resource documents:
» CCOHTA’s Guidelines for Authors
*+ CCOHTA's Economic Guidelines
» National Cost List

| CCOHTA Economic Guidelines

¥ To help ‘doers’ produce standardized, reliable
economic information to meet needs of ‘users’

¥

Reduce bias...but will not eliminate

w

Focus on drugs; apply to other technologies

A 4

Used by manufacturer for submissions to public
drug plans & by CCOHTA for in-house evaluations

¥ CCOHTA Guidelines a leader (1994 & 1997
editions)
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Contents of Guidelines

¥ ldentify preferred methods

» Guideline statements (25) covering:

« study design (analytical techniques,
perspective, comparators, time horizon)

+ outcomes & costs

+ handling uncertainty
< discounting

= generalizing results

» Quality assurance tips

Revision of Guidelines

P 2003 revised edition to reflect:
* experience with use
» methodological developments since 1997
3 Consultations (drug plan reps, govt users, economists,
method experts, industry)
» New areas of content:
= handling uncertainty
s budget impact analysis
» systematic review of published economic

evaluations
» medical devices & procedures
» modeling
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‘To Sum Up

#» Types of economic analysis:

1. Reviews of published economic studies
Primary economic evaluations
Budget impact analysis

© P

¥ Important to determine what type of economic
analysis is appropriate

» CCOHTA'’s Economic Guidelines are an
internationally recognized standard and an valuable
resource

Questions?
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' What is the problem?

¥ Silo budgeting, lack of economic expertise

» Report lacks timeliness or is weakly
disseminated

» Deficiencies in conduct & reporting

evaluations:
= Reliability — inappropriate use of clinical
data (extrapolation), assumptions,
transparency

= Relevance - comparator, sub-group
analysis, transferability of results, timing

- Use of Economic Evaluations
Varies by Drug & Place

> More likely to be used if drug has:
= high budget impact
» marginal benefit but at high cost
* innovative

¥ Less likely to be used if drug has:
= weak clinical evidence
+ already penetrated market

= or where other decision criteria are key
(ethics, politics)
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- When to Conduct an Economic
. Evaluation (EE)

1. The amount of resources at stake justify the EE

2. The are clear alternative uses for the resources
to be evaluated

3. The technology underlying each alternative is
reasonably well understood

4. Areasonable length of time is available to
conduct the EE

5. Decision-makers are receptive to the EE
results & have not already made up their minds
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How Taiwan's National Health
Insurance provides universal coverage
while contain health cost inflation

Hong-jen Chang, MD, MPH, MS
CEO and President
Bureau of National Health Insurance
Taiwan, Feb. 9, 2004

Contents

A brief introduction to Taiwan’s
National Health Insurance

Performance of Taiwan’s NHI

International Comparison

Conclusion & Major Lessons

@ Bureau of National Health Insurance www. nhi.gov.tw
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Profile of Taiwan
(2002)

Population: 22.52 million »
Land area: 36,188 km? (14,000 mile?). -
Population density: 622 per ‘kmz
Population aged over 65 :49;"02% :
GNP per capita : US $12,960’
m NHE as % of GDP: 5.99%

@Bureau of National Health Insurance www.nhi.gov.tw
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Health Indices
(2002)

Crude Birth Rate: 11.02 %,

Crude Death Rate: 5.73 %o

Natural Increase Rate: 5.29 %q

Infant Mortality Rate: 5.35 %o R

Maternal Mortality Rate: 7.68 0/0000 +

Life Expectancy: 73.03 Male | -
78.82 Female . -

Bureau of National Health Insurance www.nhi.gov.tw

National Health Expenditures as % in GDP

1983-2002

% of GDP
60 NHI
55} H 597 5.99
) %7529 527 533 54
50 Total Health Expenditures 527
45+ 477 481 493 ¢
40 b 380 w0 467 :
4.00 4,00 4.10 - : 324 344
3.5 370 3.90 400 : 206 306 34 30
s 29 g
3071 2788
25 Private Sector 2% 21 218 215/% 2
2.0
200 ¥ 202
Health Insuranc$ Tes 189 vi82 177 162 18 185196
: 051 045
0.81
Government Sector m
] N o =3 =3 -~ ~ icd hd o © A =] -3 [~3 - o
§ 8§85 5833838888888 ¢83¢
¥ Bureau of National Health Insurance www.nhi.gov.tw
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Characteristics of
the Healthcare System

» Dominated by the private sector

* Closed-staff system for hospitals

» Patients are able to choose care providers freely

= No gate-keeper system

» Hospitals accredited by DOH every 3 years

= High service volumes in outpatient department in
most hospitals

@Bureau of National Health Insurance www. nhi.gov.tw

Public/Private Mix of Providers
(2002)
| Pudlic | Private | Total
, 93 517 610
tal
Hospitals | 15 o) (84.8%) (100%)
. 477 17,141 17,618
Clinics | 5 704) (97.3%) |  (100%)
Beds | 42860 | 90538 | 133398
S| (324%) | (67.9%) (100%)
\VSY Bureau of National Health Insurance www.nhi.gov.tw
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Milestones in Social Insurance

1950 Labor Insurance (40.12%)
1958 Government Employee Insurance (8.06%)
1985 Farmer Insurance (8.21%)
1990 Low-income Household Insurance (0.55%)

1995 National Health Insurance (99%)

() indicates % of covered population

89 Bureau of National Health Insurance www.nhi.gov.tw
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! Insurance Coverage Expansion, 1950 to 2001

0o

e
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/

o |
1950, fio56 [1961 981 1006 2001

Insured as a percentage of total population}

1958
1985
1950 Govemment 1989
Labor | Empioyos nsronis 1) ol Bofore
5 N lementati
!ns\(.rﬁ)nm Insurance (GEl} nstration Project Impl a;r;eFr} ati \mpi ation of NHI
Source: Graph adapted from Chapter 14 in "Health Economics” , Lu and Hsish, 2000. Post-1995 data from Ureau of National Health Insurance,

nhi.gov tw/0 htm (January, 2003).
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Flow of Healthcare System
under the NHI

Copayment

The Insured

Medical Services

NHI Cards t
Premll\ Paym%.cal Claims

BNHI

@ Bureau of National Health Insurance www.nhi.gov.tw

Characteristics of NHI (1)

= Mandatory enroliment

= Single-payer system

= Public Administraton

= Payroll-related premium rate

» Contribution shared by the employer, the
employee and the government

N2 Bureau of National Health Insurance www.nhi.gov.tw

87

L=,



Characteristics of NHI (2)

= Comprehensive benefit package

» Cost sharing for ambulatory care, inpatient
care, and drugs

= Fee-for-services under the Global budget

‘Y
‘7 Bureau of National Health Insurance www.nhi.gov.tw

Benefit Coverage

= |npatient care
»= Ambulatory care
= |aboratory tests
= Prescription drugs and certain OTC drugs
= Dental services
(Orthodontics and Prosthodontics excluded)
= Traditional Chinese medicine
= Day care for the mentally ill
= Home care
= Some preventive services

:'?' Bureau of National Health Insurance www.nhi.gov.iw
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How much should a wage-earner pay for
NHI premium?

Mr. Chang is a wage-eamer with a monthly income of
NT$28,800(USD 800)
— If he is single, his monthly premium is NT$ 393 (US$11).

— Ifhe has a wife with two kids, his monthly premium is
NT$1,572(US$45).

— Self employed pays NT$520(15USD) per month
— Farmers/Fiserman Pays NT$260(8USD) per month
— Community rate: NT$604 (17USD) per month

(1 USD = 35 NTD)

@Bureau of National Health Insurance www.nhi.gov.tw

"The-average-citizen-pays-20-U-S-dollars per————
person, per month."

"They can go to any doctor, any hospital they want.
They pay, on the average, two U.S. dollars and a
maximum of about 10 U.S. dollars each visit.
And we don't have a waiting list."

Hong-jen Chang, ABC News October 25, 2003

L Bureau of National Health Insurance www.nhi.gov.tw
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Copayment for Ambulatory Care

Unit: US Dollar

Academic ~
Medical Centers 6 12 1.5 ! 0-6
Regional Hospitals 4 6 1.5 : 0~6
Distid ospitals | 45 4.5 1.5 0~6

Copayment exemption: catastrophic diseases, child delivery, preventive health services, medical
services offered at mountain areas or offshore islands, low-income households, veterans, children
under the age of 3

(1 USD =35 NTD)

¢/ Bureau of National Health Insurance www.nhi.gov.tw

Coinsurance for Inpatient Care
(Acute Care)

Length of Stay Coinsurance Rate
within 30 days 10%
31 to 60 days 20%
Above 61 days 30%

Coinsurance ceiling: US$686 per stay and US$1,143 cumulative for the entire
calendar year.

(1 USD = 35 NTD)

Y Bureau of National Health Insurance www.nhi.gov.tw
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Exemptions of Cost Sharing

:= Catastrophic diseases
‘= Child delivery
‘= Preventive health services

= Medical services offered at the defined mountain
' areas or on offshore islands

= Low-income households
‘= Veterans
‘= Children under the age of 3

Bureau of National Health Insurance www.nhi.gov.tw

Premium Revenues

Total revenues in 2002: NT$302.5 billion (US$8.6 billion)

Employer
NT$101.2billion

Insured Government
NT$118.3 billion NT$83 billion
\1 . . 20
‘ %t BUreau of National Health Insurance www.nhi.gov.tw
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Medical Expenditures

Total Spending in 2002: NT$ 339.9 billion (US$9.7 billion)

Inpatient Care

33%

Ambulatory Care

Bureau of National Health Insurance www.nhi.gov.tw

21

Fairness of financing contribution to health systems
in selected countries, WHO index, 1997

Rank country index
1 Colombia 0.992
* Taiwan 0.992

(1994 : 0.881)
2 Luxembourg 0.981
3-5 Belgium 0.979
3-5 Djibouti 0.979
3-5 Denmark 0.979 :
6-7 Germany . .. N eEir. o978 T
8-11. 5 s e Japan g - 0.977
8-11 United Kingdom " 0.977
12-15 Sweden 0.976
17-19. . Camada - 000 T "0.9'74”,' &
20-22 .+ " 'Netherlands =~ o 0973
38-40 Switzerland 0.964 )
53 R S W e e 0,'955 S
54-55 us 0.954
101-102 Singapore 0.929
188 China 0.638

* Taiwan index for 1998
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Trend of NHI Financial Status

Unit: quarterly average in NT$bn

300
0T Medical spending

260 I Average growth rate: 6.3% .

240 | o

220 | 3

Q

200
180
160
140

Prémium revenues
Average growth rate: 4.1%

00 bman o 0 0 00 a0 0 0, PO S T S S SR Y S S

12341 234123412341 234123412341234
1995 1996 1997 1998 1999 2000 2001 2002

. . 23
¢ Bureau of National Health Insurance www.nhi.gov.tw
Residuals for Taiwan’s Total Health Expenditure/Person
(in real terms)
0.08
0.07 A
0.05 // \\
0.04 \
U . — /r X
A
" ~. \
0
. 1992 1993 1994 1995 1996 1997 1998 1999 2000
-0.01
Line re ts the historical average of the residual for total health expenditure/person
%, Source: The residual was computed based on Taiwan's national health expenditures estimated by Lu & Hsiao
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| High Public Satisfaction

(May 29, 1995~ July. 31, 2003)

s
78.50%
1%,
N 7 l‘l}/\ 70.90%
i 633% 63.8% 65.6%. v

0.2%

w1 L % 1
2% :
s 4-2% 5% 2060
R '\‘\/

2.5% 2%

~t—Satsfied = Dissatsfied e

1995.05 1995.09 1996.06 1998.01 1998.04 1998.11 1999.05 2000.03 2000.10 2001.06 2001.12 2002.05 2002.11 2003.07

* The numbers following the decimal points indicate months of the year, e.g. 1995.05 refers to May of 1995

Bureau of National Health Insurance www.nhi.gov.tw

International Comparison
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Health Care Expenditures per Capita,

US Dollars Adjusted for Cost-of-Living Differences
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1,207
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AR
1. OECD Health Data,2000~2002 )
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Per Capita Expenditures on Pharmaceuticals,
Adjusted for Cost-of-Living Differences
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\ Bureau of National Health Insurance www.nhi.gov.tw
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Annual Physician Visits per Capita

No. of visit

18.0
16.0
14.0
12.0
10.0
8.0
6.0
4.0
2.0
0.0

11.8

6.5 6.4
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Japan Gemnany  France Canada  Australia United United Finland Taiwan
[1096} [1996} [1996) [1998) [1999] States  Kingdom  [1999] 12000}
[1996] [1998]

AHRR
1. OECD Health Data,2000~2001
2ATHIR AT REPZ P EREIF A it &, E4H A01 58138 B 3t iR XA
3. International Health Policy2 Chart VIII-9 from Multinational Comparisons of Health System Data,2000

Per Capita Expenditures on Hospital Care,
Adjusted for Cost-of-Living Differences

$930

$867 $827

$804

United  Canada  France United  Austraia Germany  Japan New Finland ~ OECD Korea  Tawan
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Source:
1. OECD Health Data, 2000~2001
2 AT AR REPT T ERBEAOEM AL S G, EHAINFIABA AN A EREMOW

3. International Health Policy 2 Chart VIII-9 from Multinational Comparisons of Health System Data, 2000
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Hospital Expenditures per Day

US Dollar
1,400

1,204

1,200

1,000

800

600
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320 288
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1. OECD Health Data,2000~2001
2ATHIRAT A TS 2 FERESIFA M A I E15, £ RI1E8A 138 B 3t B4R R M

3. International Health Policy% Chart V1iI-9 from Multinational Comparisons of Health System Data,2000

International Comparison of
Treatment for Hip Fracture

Australia| Japan | Canada | Taiwan | U.S.
Male
Internal fixation(ICD-9 79.3) 51% 10% 30% 48% 48%
Any hip replace(ICD-9 81.5X) 38% 13% | 20% 31% | 36%
No procedure 12% 76% 50% 24% | 18%
Female

Internal fixation(ICD-9 79.3) 58% 19% 28% 42% | 50%
Any hip replace(ICD-9 81.5X) 33% 15% | 22% 40% | 38%
No procedure 9% 66% 50% 21% 16%

Source: Kessler et al. (2002)

32

¥ Bureau of National Health Insurance www.nhi.gov.tw
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International Comparison of
One-year Mortality Rate for Hip Fracture

| Australia|Canada|Taiwan| U.S.

Male | 37% | 33% | 22% | 39%

~ Female | 22% 18% | 17% | 25%

Source: Kessler et al. (2002)

@ Bureau of National Health Insurance www.nhi.gov.tw
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Administrative Cost in Taiwan

4.00%
N
3.00% -
= 2.29% 217%
o,
2.00% 2:30% \1&’ .
2.06% 2.05% 1.76%
1.00%
0.00% . : . . . . . L

1995 1996 1997 1998 1999 2000 2001 2002 2003

~—4— administrative cost as % of NHI health care expenditure

L7 Bureau of National Health Insurance www.nhi.gov.tw
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Conclusion

Taiwan’s healthcare systems:

Inexpensive and affordable
Accessible to all

High public satisfaction
Quality Acceptable

N5/ Bureau of National Health Insurance www.nhi.gov.tw
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Possible factors contributing to
the success of Taiwan’s NHI

+ Single-payer system
« Free market on delivery side
» IT intensive:
— 100% electronic claim processing
— smart card
+ Strong generic pharmaceutical industry

+ Physicians willing to work very hard at relatively low
physician fee

» Tradition of family support

@/ Bureau of National Health Insurance www.nhi.gov.lw
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Problems ahead

Long-term financial sustainability

— New Technology

- Aging
» Society’s willingness to pay
* Monopoly:

Rigidity vs. Efficiency
* Quality

)
7 Bureau of National Health Insurance www.nhi.gov.tw
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Major Lessons
¥ Bureau of National Health Insurance www.nhi.gov.tw 38
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Major Lessons

» Taiwan offers an opportunity to study how an
advanced economy can structure its health
care system to advance societal goals in
universal coverage and financial risk
protection.

— Free market may not be a good choice, if

equitable access to care and efficient risk
pooling are top concerns.

@, Bureau of National Health Insurance www.nhi.gov.tw
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Major Lessons

» Single-payer system greatly reduced
transaction costs and also offered information
and tools to manage health care costs.

— The total increase in health spending between
1995 and 2000 was not more than the amount
that Taiwan would have spent.

:)‘ Bureau of National Health Insurance www.nhi.gov.tw

40

101



Major Lessons

Lessons for US?

www. nhi.gov.tw

41

_@Bureau of National Health Insurance

Major Lessons

Taiwan developed its NHI program
using the most current experiences
from countries around the world.

e Perhaps US can do the same.

«  Lu & Hsiao, Health Affairs 2003

%7 Bureau of National Health Insurance

www.nhi.gov.iw
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Thank youl!
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(M)

How Taiwan's National Health

Insurance provides universal coverage

with affordable costs

Hong-jen Chang, MD, MPH, MS
CEO and President
Bureau of National Health Insurance

|
!
|
‘ Taiwan, Feb. 10, 2004

Contents

« A brief introduction to Taiwan’s
National Health Insurance

; Performance of Taiwan’s NHI
* International Comparison
« Conclusion & Major Lessons
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Profile of Taiwan
(2002)

Population: 22.52 million
Land area: 36,188 km? (14,000 mile?) .~
Population density: 622 per ’kmz
Population aged over 65 :_95{'02%
GNP per capita : US $12,900'
NHE as % of GDP: 5.99%

Bureau of National Health Insurance www.nhi.gov.tw
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Health Indices
(2002)

Crude Birth Rate: 11.02 %o o

Crude Death Rate: 5.73 % S

Natural Increase Rate: 5.29 %

Infant Mortality Rate: 5.35 %o

Maternal Mortality Rate: 7.68 0/0060 _

Life Expectancy: 73.03 Male S
78.82 Female

P
y

@Bureau of National Health Insurance www.nhi.gov.tw

National Health Expenditures as % in GDP

1983-2002
% of GDP
a.oao- NHI
20 E 5.975'99
i) 527529 527 533 548 5.44

Total Health Expenditures

457t
40 L 380 - H
.20 H
4.00 400 490 409 : 324 344
3.5 13.70 3.0 2 § e 29 308 31 30
3.0 276%

. : 21
25 Private Sector 2%] 21 218 215/:
2.0 H
200 3 2.02
15 Health Insurant:(i85 Tes 189 t82 177 182 18 1.85 196
1.0+ H
05t Government Sector °% M
: . 0‘? 059 051 047 g47 046
0.0 P '; L -
aed -] o S ~ ~N ~ o % = g
§3 885 88§8 338238838 8838¢53¢4¢
¢ Bureau of National Health Insurance www.nhi.gov.tw
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Characteristics of
the Healthcare System

= Dominated by the private sector

» Closed-staff system for hospitals

= Patients are able to choose care providers freely
* No gate-keeper system

= Hospitals accredited by DOH every 3 years

= High service volumes in outpatient department in
most hospitals

@Bureau of National Health Insurance www.nhi.gov.tw

Public/Private Mix of Providers

(2002)
~ Public’ | Private ~ Total
. 93 517 610
H tal
oseran (15.2%) (84.8%) (100%)
ini 477 17,141 17,618
Clinics (2.7%) (97.3%) (100%)
Bedé 42860 | 90538 | 133,398
, - (32.1%) (67.9%) | (100%)
Sa# Bureau of National Health Insurance www.nhi.gov.tw
107
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Milestones in Social Insurance

1950 Labor Insurance (40.12%)
1958 Government Employee Insurance (8.06%)
1985 Farmer Insurance (8.21%)
1990 Low-income Household Insurance (0.55%)

1995 National Health Insurance (99%)

_X() indicates % of covered population

) Bureau of National Health Insurance www.nhi.gov.tw

| | 1]

| Insurance Coverage Expansion, 1950 to 2001

P

e

’—//

3 |
o950 {1956 1961 [1968 (1971 1981/ fioeg | 1991 \1998
?

1958

Insured as a percentage of total population
e

1985

1950 Govenment Fooes 1989 e
[ by Insumm!:s(GEl) Insurance (F1) |,,,pm::”m- Before
M‘(ﬁ)m Demonstration Project of FI implementation of NHI
Source: Graph adapted Trom Chapter 14 in “Health Economics™ , Lu and Hsieh, 2000, Post-1985 data o e Bureau of National Health Insurance,

hittp:fiwww.nhi.gov tw/Ointro/statistics/s02.htm (January, 2003).
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Flow of Healthcare System
under the NHI

Copayment
[ The Insured >

Medical Services

. NHI Cards ts
Premu\ Paymen//medical Claims

BNHI

/ Bureau of National Health Insurance www.nhi.gov.tw

Characteristics of NHI (1)

= Mandatory enroliment

» Single-payer system

= Public Administration

» Payroll-related premium rate

» Contribution shared by the employer, the
employee and the government

Q/ Bureau of National Health Insurance www.nhi.gov.tw
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Characteristics of NHI (2)

» Cost sharing for ambulatory care,
inpatient care, and drugs

» Comprehensive benefit package

= Fee-for-services under the Global
budget

N’ Bureau of National Health Insurance www.nhi.gov.tw

Benefit Coverage

Inpatient care

Ambulatory care

Laboratory tests

Prescription drugs and certain OTC drugs
Dental services

(Orthodontics and Prosthodontics excluded)
Traditional Chinese medicine

Day care for the mentally ill

Home care

Some preventive services

£ Bureau of National Health Insurance www.nhi.gov.tw
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How much should a wage-earner pay for
NHI premium?

Mr. Chang is a wage-earner with a monthly income of
NT$28,800(USD 800)
— If he is single, his monthly premium is NT$ 393 (US$11).

— Ifhe has a wife with two kids, his monthly premium is
NT$1,572(US$45).

— Self employed pays NT$520(15USD) per month
— Farmers/Fiserman Pays NT$260(8USD) per month
— Community rate: NT$604 (17USD) per month

(1 USD = 35 NTD)

@Bureau of National Health Insurance www.nhi.gov.tw 18
' The-average-citizen-pays-20-U-S—dollars per ———

person, per month."

"They can go to any doctor, any hospital they want.
They pay, on the average, two U.S. dollars and a
maximum of about 10 U.S. dollars each visit.
And we don't have a waiting list."”

Hong-jen Chang, ABC News October 25, 2003

(&4)
@/ Bureau of National Health Insurance www.nhi.gov.tw
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Copayment for Ambulatory Care

Unit: US Dollar

Academic §
Medical Centers 6 12 1.5 0~6

Regional Hospitals 4 6 1.5 0~6

e
istrict Hospials | 45 4.5 1.5 0~6

Copayment exemption: catastrophic diseases, child delivery, preventive health services, medical
services offered at mountain areas or offshore islands, low-income households, veterans, children
under the age of 3

(1 USD = 35 NID)

" ¥ Bureau of National Health Insurance www.nhi.gov.tw

Coinsurance for Inpatient Care
(Acute Care)

Length of Stay Coinsurance Rate
within 30 days 10%
31 to 60 days 20%
Above 61 days 30%

Coinsurance ceiling: US$686 per stay and US$1,143 cumulative for the entire
calendar year.

(1 USD = 35 NTD)

Bureau of National Health Insurance www.nhi.gov.tw
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Exemptions of Cost Sharing

Catastrophic diseases
Child delivery
Preventive health services

Medical services offered at the defined mountain
areas or on offshore islands

Low-income households
Veterans

“Chlldren under the age of 3

@Bureau of National Health Insurance www.nhi.gov.tw

Fairness of financing contribution to health systems
in selected countries, WHO index, 1997

Rank country index
il Colomhbia 0.992

* Taiwan 0.992

(1994 : 0.881)

2 Luxembourg 0.981
3-5 Belgium 0.979
3-5 Djibouti 0.979
3-5 _ Denmark 0.979
6-7 - Germany,

8-1 Jap

, * ‘Taiwan index for 1998

Bureau of National Health Insurance www.nhi.gov.tw
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Premium Revenues

Total revenues in 2002: NT$302.5 billion (US$8.6 billion)

Employer
NT$101.2billion

Insured Government
NT$118.3 billion NT$83 billion
Bureau of National Health Insurance www.nhi.gov.tw t

Medical Expenditures

Total Spending in 2002: NT$ 339.9 billion (US$9.7 billion)

Inpatient Care__
Pt

33%

@ Bureau of National Health Insurance www.nhi.gov.tw

Ambulatory Care

22
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Trend of NHI Financial Status

Unit: quarterly average in NT$bn

300

BOr Medical spending

%0 I Average growth rate: 6.3% ..,
240 | N
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) Bureau of National Health Insurance www.nhi.gov.tw
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Residuals for Taiwan’s Total Health Expenditure/Person
(in real terms)

0.08
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-0.01

Line represents the historical average of the residual for total health expenditure/person

Source: The residual was computed based on Taiwan’s national health expenditures estimated by Lu & Hsiao
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High Public Satisfaction

(May 29, 1995~July. 31, 2003)

PO
78.50%
R
7% 7090%
.
- 65.6 \/
1 o §33% 63.8% 6% v
<ur,e (10
S 02%

¥ L4 35 5%
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* The numbers following the decimal points indicate months of the year, e.g. 1995.05 refers to May of 1995

¢ Bureau of National Health Insurance www.nhi.gov.tw »
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Bureau of National Health Insurance www.nhi.gov.tw
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Annual Physician Visits per Capita
No. of visit
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Per Capita Expenditures on Hospital Care,
Adjusted for Cost-of-Living Differences
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Hospital Expenditures per Day

US Dollar

320 288
229
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International Comparison of
Treatment for Hip Fracture

Australia| Japan | Canada | Taiwan | U.S.
Male
Internal fixation(ICD-9 79.3) 51% 10% 30% 48% | 48%
Any hip replace(ICD-9 81.5X) 38% 13% 20% 31% | 36%
No procedure 12% 76% 50% 24% 18%
Female
Internal fixation(ICD-9 79.3) 58% 19% 28% 42% 50%
Any hip replace(ICD-9 81.5X) 33% 15% | 22% 40% | 38%
No procedure 9% 66% | 50% 21% | 16%

Source: Kessler et al. (2002)
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International Comparison of

One-year Mortality Rate for Hip Fracture

et | Australia|Canada|Taiwan| U.S.
~Male | 37% 33% | 22% | 39%
Female 22% 18% | 17% | 25%

Source: Kessler et al. (2002)

Y Bureau of National Health Insurance www.nhi.gov.tw
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Administrative Cost in Taiwan
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Conclusion

Taiwan’s healthcare system:

« Affordable

 Accessible to all

* High public satisfaction
 Quality of care Acceptable

\a ¥ Bureau of National Health Insurance www.nhi.gov.tw
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Possible factors contributing to
the success of Taiwan’s NHI

= Single-payer system
+ Free market on delivery side
« IT intensive:
- 100% electronic claim processing
— smart card
= Strong generic pharmaceutical industry

* Physicians willing to work very hard at relatively low
physician fee

* Tradition of family support

@ Bureau of National Health Insurance www.nhj.gov.tw
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Problems ahead

 Long-term financial sustainability
— New Technology

- Aging
» Society’s willingness to pay
» Monopoly:

Rigidity vs. Efficiency
* Quality

L ,.i} Bureau of National Health Insurance www.nhi.gov.tw
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Major Lessons
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Major Lessons

» Taiwan offers an opportunity to study how an
advanced economy can structure its health
care system to advance societal goals in
universal coverage and financial risk
protection.

— Free market may not be a good choice, if
equitable access to care and efficient risk
pooling are top concerns.

8 Bureau of National Health Insurance www.nhi.gov.tw 9

Major Lessons

* Single-payer system greatly reduced
transaction costs and also offered information
and tools to manage health care costs.

— The total increase in health spending between
1995 and 2000 was not more than the amount
that Taiwan would have spent.
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Major Lessons

L essons for US?

\=%) Bureau of National Health Insurance www.nhi.gov.tw
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Major Lessons

» Americans, whose public health policy has
been hostage to political gridlock for more
than two decades, should be impressed with
Taiwan’s bold embrace and implementation
of universal health insurance.

Cheng Tsung May, Health Affairs, 2003

= &) Bureau of National Health Insurance www.nhi.gov.tw
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Major Lessons

Taiwan developed its NHI program
using the most current experiences
from countries around the world.

e Perhaps US can do the same.

‘\
|
l Health Affairs 2003

4
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Thank you!
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