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摘要
Healthcare in Asia 2013係由EIU舉辦，於馬來西亞首都吉隆坡舉

行。主題是〝增進醫療照護的價值(Adding value in care)〞。EIU辦

理此論壇的用意在於增進亞洲各國間在醫療照護領域之交流。

東南亞國家的醫療體系大多〝公私分明〞，政府建立公立醫院、診所提
供免費醫療服務，但因效率及品質低落，有錢的民眾就轉往私立醫療
院所就醫(完全自費)，形成公私立醫院各據一方的現象，也造成醫療
的階級化。要解決公立醫療效率低落的問題，必須引進〝競爭〞才有
實際效果。

DRGs、論件計酬、論人計酬都是提高醫療服務價值的正確方向，但是
將所有新措施拿來同時實施是否恰當？各國應仔細思考。資訊系統在
現在及未來都有很重要的角色，為了增進醫療品質，必須發展一套能
夠收集可靠的臨床數據的資訊系統。
亞洲各國都沒有明顯的轉診制度，醫院都經營門診部門，民眾直接到
醫院門診就診是常態。要扭轉這種現象並不容易。在西方國家，住院
與門診的服務大約6：4，但在亞洲國家卻是4：6。要扭轉這種情勢必
須加強診所醫療的品質。

亞洲國家醫療支出佔GDP的比率仍然偏低，仍有很大發展空間，因此應該把醫療支出當成〝長期投資〞，而不是純粹支出。
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1、 會議內容

一、前言
本次論壇係由經濟學人集團旗下的經濟情報中心(Economist Intelligence Unit ,EIU或稱智庫)舉辦，今年是第4屆，於馬來西亞首都吉隆坡舉行。主題是〝增進醫療照護的價值(Adding value in care)〞。EIU辦理此論壇的用意在於增進亞洲各國間在醫療照護領域之交流，參加者有政府官員、醫療照護主管及相關業者(例如私人醫院集團、健康保險業、資訊業等)，論壇時程表如附件一
二、馬來西亞衛生部廖中萊 (Liow Tiong Lai) 部長因為是地主，因此應邀作開幕演講，廖部長演講題目是〝健康與經濟發展的關係〞。演講中特別強調醫療照護是一種投資，不是純粹消費，對經濟發展有很大貢獻。馬來西亞醫療支出佔GDP 4.4%，公費醫療支出佔政府預算8%，已經提供國民公平就醫及有效率的醫療服務。馬國係以公立醫院及診所提供民眾近乎免費(掛號費低)的服務，在馬國的國家計畫Vision 2020 Economy Transformation program中，將持續投資於公立醫院(新建或擴充)，以促進經濟成長；因為醫療是人力密集產業，擴大醫療服務可以增加就業率。

但廖部長也提到因生活形態改變，人口老化導致慢性病增加，是未來該國必須面臨的問題。同時公立醫院、診所效率也要改進、降低等候名單(waiting list)、避免私人醫療(民眾自費到私人醫院就診)持續擴大。廖部長強調他是全民的衛生部長，不是只有公立醫療的衛生部長，因此他有義務讓整體醫療作最大的服務。因此他強調公立/私立醫療機構不是對立與競爭，而是必須整合來照顧全民健康。例如公立醫院把一些服務委託私人醫院處理；公立診所也邀請私人診所醫師來開診降低政府設立公立診所的阻力。未來希望醫療支出佔GDP比重由4.4%成長到6-7%；公費醫療支出佔政府預算比例由8%增加到10%。

 本署林副署長於演講前與廖部長私下會談雙方加強合作議題，並致贈紀念品。(圖一)
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3、 專訪菲律賓財政部次長Cesar V.Purisima

菲律賓的人口組成在亞洲國家中算是很年輕的，因此醫療支出負擔不算很重，只佔GDP的3.6%。菲律賓與馬來西亞一樣都是以公立醫院、診所來照顧民眾健康，經費除了來自一般稅收，另外菸捐及酒捐的85%也都用在醫療照護上。目前衛生議題的重點不在醫療，而在於公共衛生議題。許多疾病都是因為飲用水不乾淨所產生，因此如何供應乾淨的飲用水是當務之急，也可以說目前以投資在飲用水系統是最有成本效益的。

醫療原本是地方政府事務，但過去地方政府財源不足，因此中央政府未介入。目前公立醫院的醫療品質常被批評，因此如何改善品質也是重點之一。未來若地方政府財政及管理能力提升，醫療仍將回歸地方，達到地方分權的原始設計。
4、 論壇：在有限預算內界定醫療服務之優先次序

中華民國行政院衛生署林副署長奏延應邀參加此論壇，林副署長首先介紹台灣健保制度，以及後續為了控制醫療費用而實施總額支付制度，在總額制度下如何提升品質(論質計酬)及訂定優先次序(HTA)。詳細講稿中文翻譯詳附件二，英文原稿詳附件三，與會照片詳圖二。
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 香港特區食品及衛生次長Dr. Sophie Chan Siu-chee則說明香港目前的重點在於教育大眾如何過健康的生活，包括生活型態及飲食等。另外也將加強民眾看診的轉診制度，避免病人湧進醫院就診。(香港也是以公立醫院、診所提供民眾醫療服務)

 泰國國家衛生安全辦公室執行長Dr. Winai Sawadivorn 也表示，泰國公立醫院門診人滿為患，許多慢性病病人也湧向醫院，因此如何把病人向診所疏散是一大課題。病人湧向醫院的根本原因在於對診所醫師之不信任，因此如何加強診所醫療品質是當務之急。

 隨後的討論著重於如何將資源導向更高價值的服務。WHO的衛生系統財務部主任Dr. David Evans 表示，支付制度從論量計酬轉移到DRGs或Capitation是正確的方向，但如果沒有良好的資訊系統，就很難蒐集正確的資料來作決策。韓國HIRA(Health Insurance Review Agency,醫療審查機構)研究部主任Dr. Yoon Kim則認為論質計酬(p4p)是可行方向，目前韓國只試辦了2個疾病，最大的困難在於如何收集臨床數樣本以支持p4p的成果。

 目前擔任印尼全民健保顧問的前世界銀行首席經濟學家Dr. John Langenbrunner 表示，醫療服務要作得好有三個要素，第一要有良好的資訊系統，第二要容許地區有自治能力(指幅員廣大的國家，因各地情況不同，不能套用同一套規定)，第三則是要提升服務品質。Dr. John也表示太多品質指標是一個災難，因為指標太多就沒有辦法給醫師或決策者一個清楚的方向或信號。
5、 如何以創新(Innovation)來增加醫療的價值(value)

此一時段的討論較多元，但主要有下列幾點：

1. 支付制度的創新：包括論質計酬，DRGs、Capitation都是可行方向。但有人也提醒，亞洲國家目前正處於醫療服務發展的初期階段，要把所有先進國家的制度〝同時〞引進實行，可能有潛在危險。

2. 資訊系統創新：資訊系統必須朝向能支持決策的方向去開發，而不是只有收集資料。

3. 服務模式創新：嘗試以低成本人力來從事醫療服務以增進成本效益。或是以民營方式來經營醫院(東南亞國家大多以公營醫院、診所來提供免費醫療服務)。
6、 John Hopkins大學在馬來西亞的經驗

  John Hopkins 大學國際醫療部執行長Dr. Steven Thompson表示，目前正在協助馬來西亞建立一所醫學院，他認為有三項事情必須馬上做；

1. 亞洲國家的護理人力素質很高，但護理領導(leadership)仍不足，應加強投資。

2. 護理訓練的過程要標準化

3. 護理業務的範圍要擴大

因為在此研討會中許多國家提到要發展旅遊醫療(Medical Tourism)，Dr. Thompson 表示旅遊醫療並不能為國家的衛生制度提供任何價值。但有與會者表示要做旅遊醫療就必須參加JCI(國際醫療評鑑)，因此對醫療體系仍有貢獻。
2、 心得及建議
1. 東南亞國家的醫療體系大多〝公私分明〞，也就是英國模式-政府建立公立醫院、診所提供免費醫療服務，但因效率及品質低落，有錢的民眾就轉往私立醫療院所就醫(完全自費)，形成公私立醫院各據一方的現象，也造成醫療的階級化。在這種歷史背景下，想要整合成單一、全民的醫療服務(健康保險)是一大挑戰。台灣早期雖然也廣設公立醫院，但與私立醫院的功能並未明顯區分，且公、勞保對公私立醫院均予特約，因此整合為單一全民健保較為順利。

東南亞國家必須解決的是公立醫療效率低落的問題。依國際經驗，純粹在公立體系內改革收效不大，必須引進〝競爭〞才有實際效果。例如英國以形成內部市場(Internal Market)為由，將公立醫院〝基金化〞，必須自付盈虧，以激發公立醫院的服務潛能。另一方式則是鼓勵私立醫院設立，但將之納入特約及管理，使公、私立醫院在同一個地區競爭。在本論壇的一項個案討論中，大多數人均認為由政府主導的單一健康保險加上私人提供的醫療服務，是較佳的組合，公共集資(public financing)可以促進社會互助，私部門提供醫療服務(private provision)可以提升效率。要達到此目的，東南亞國家似乎不必再大幅擴增公立醫院，應該鼓勵私人(大企業)興建醫院，逐步降低公立醫院的比重。

2. DRGs、論件計酬、論人計酬都是提高醫療服務價值的正確方向，但是將所有新措施拿來同時實施是否恰當？各國應仔細思考。必須衡量自己國家的狀況後，選擇1~2項徹底執行即可。

3. 亞洲各國都沒有明顯的轉診制度，醫院都經營門診部門，民眾直接到醫院門診就診是常態。要扭轉這種現象並不容易。世界銀行前首席經濟學家Dr. Langenbrunner 表示，在西方國家，住院與門診的服務大約6：4，但在亞洲國家卻是4：6。要扭轉這種情勢必須加強診所醫療的品質。他引用哈佛大學教授蕭慶倫(Prof. William Hsiao)說：「要讓民眾能夠信任鄉村醫師，才有可能實施涵蓋全民的健康保險」。

4. 亞洲國家醫療支出佔GDP的比率仍然偏低，這是因為還在發展階段，仍有很大發展空間，因此應該把醫療支出當成〝長期投資〞，而不是純粹支出。

5. 資訊系統在現在及未來都有很重要的角色，為了增進醫療品質，必須發展一套能夠收集可靠的臨床數據的資訊系統。電子病歷及交換計畫(醫療雲)之規劃是一個很好的契機。

叁、附錄

PROGRAMME
DAY ONE
(Please click here for DAY TWO programme)
	8.00 am
	Registration and refreshments

	8.45 am
	Conference vision 

	
	Introduction from the chairman on the background, vision and objectives of the Healthcare in Asia 2013 roundtable

Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit

	9.15 am
	Scene-setting interview: The interplay of health and economy

	 
	Experience in countries such as post-war Japan demonstrates that rapid economic development can lead to increased access to healthcare and greater longevity. At the same time, improved health contributes to increased productivity and earnings. On a macro level, how do health and economy affect each other? How will Asia’s fast economic growth affect its health and healthcare quality? 

· What is the real value of a healthy population?

· How important is it to contextualise healthcare and outcomes at social and economic levels?

· What is the relationship among economic growth, income distribution, medical care and health?

· How can a healthy and productive population be fostered in an economically viable way?

· How can Asian countries capitalise on their economic successes to make their populations healthier?

Liow Tiong Lai, Minister of Health, Malaysia
Moderator:
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit

	9.50 am
	Keynote address: Priceless health

	 
	Healthcare costs so much because people are willing to pay for it. In most cases, government is the largest provider of healthcare funds. When financing a health system, it is important to bear in mind that the health sector does not operate in isolation, but rather as a part of the broader public sector. Good health is critical for economic sustainability, increasing workforce participation and productivity. Better health slows the increase in medical care expenditures that divert resources from other priorities such as education or investments in green energy. How highly is health regarded in the budget profile? 

· How do governments decide on the priority given to healthcare in their budgets?

· What is the interaction between ministries in deciding the healthcare budget?

· How can governments identify what is a cost and what is an investment in healthcare?

· How do governments overcome the budgetary challenges associated with the necessary long-term planning of healthcare policy?

Cesar V. Purisima, Secretary of Finance, Department of Finance, Philippines
Moderator:
Charlotte Howard, Health-care Correspondent, The Economist

	10.25 am
	Networking break

	10.55 am
	Keynote panel: Identifying priorities within the health budget

	 
	Governments are faced with a myriad of growing demands for healthcare services, from preventive services to more hospitals and clinics and new technologies. How do Health Ministries determine priorities within healthcare? How do they ensure that their finite budgets generate the best outcomes for their population? 

· How does value play a role in the setting of healthcare priorities? 

· How are outcomes used to shape how the healthcare budget is spent?

· To what extent is health economics likely to inform not only funding decisions on new technologies but also broader healthcare policy decisions?

Lin Tzou-Yien, Deputy Minister, Department of Health, Taiwan
Sophia Chan Siu-chee, Under Secretary for Food and Health, Hong Kong S.A.R. 
Winai Sawasdivorn, Director-General, National Health Security Office, Thailand
Akmal Taher, Director-General for Health Effort, Ministry of Health, Indonesia
Moderator:
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit

	11.55 am
	Discussion: Allocation, allocation, allocation

	 
	Financing models drive behaviour by providing incentives. These incentives can define the value of service provision. In hospitals, for example, the fee-for-service model can promote over utilisation of services and an inefficient use of funds. In some parts of the world, payment for performance is being trialled as a means of generating better value in hospital care. To what extent is value a factor in the way financing models are evolving in Asia? 

· What influence on ‘value’ and outcomes do different financing systems (either at healthcare system or provider level) exert 

· What examples from within Asia are there of financing reform resulting in increased improved outcomes and better ‘value’?

Yoon Kim, Head, Health Insurance Review and Assessment (HIRA) Research Institute, South Korea
John Langenbrunner, Lead health economist, The World Bank
David Evans, Director, Department of Health System Financing, World Health Organization
Moderator:
Charlotte Howard, Health-care Correspondent, The Economist

	12.45 pm
	Networking lunch

	 

	Concurrent breakout session
The following breakout session will take place in separate rooms.

	2.00–3.30 pm


	2.00 pm 
	ROOM 1
The role of the private sector in driving better value
	 
	ROOM 2
Increasing value in hospital care

	
	  Private insurers and providers are often way out in front of governments in terms of seeking value in the care they fund and deliver. How are they applying a focus on value and outcomes to the coverage and care they provide in Asia?

· How do private insurers and hospitals / clinics inform their services through a focus on value and outcomes?

· What case studies can they point to that demonstrate the effectiveness of a value-driven approach?

· How might these lessons apply to public health systems in Asia?

Case study presenter:
Jason Sadler, President, Global Individual Health, Life and Accident, Cigna
 
	 
	  In many Asian countries patients engage with the healthcare system most commonly through hospitals. Hospitals are also characterised by high cash-burn rates. What can Asian health systems do to improve the cost effectiveness of care provided by hospitals?

· What are the drivers of cost inefficiency within hospitals in Asia?

· How can these drivers best be addressed to make hospital care more cost effective?

· What examples are there of successful initiatives within Asia to shift care from secondary to primary care?

· How can more services be delivered to outpatients or at home in Asia?

Case study presenter:
Chul Lee, President and Chief Executive Officer,  Yonsei University Health System, Vice-President for Health Sciences, Yonsei University

	2.40 pm
	Working group
	 
	2.40 pm: Working group

	 
	The challenge:
· What lessons do private insurers and providers have for the public health systems of Asia in the benefits and feasibility a value- or outcomes-driven approach?

Discussion leader:
Henry Dummett, Asia-Pacific Director, Double Helix Consulting
Moderator:
Charlotte Howard, Health-care Correspondent, The Economist
	 
	The challenge:
· How can secondary care services in Asia be delivered more cost effectively?

Discussion leader:
Vivek Muthu, Director, Healthcare, Economist Intelligence Unit and Chief Executive Officer, Bazian
 
Moderator:
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit


	3.30 pm
	Feedback from breakout sessions in the main room

	 
	The chairman will welcome ideas from the breakout sessions on the issues addressed.
Moderator:
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit

	 
	 

	4.00 pm
	Networking break

	4.30 pm
	Adding value through innovation 

	 
	Asian health systems are witnessing innovation in many different forms—at a policy and health system structure level, in terms of health system and provider financing, as well as new delivery models and technology.

How can health systems ensure they are identifying the right innovations to generate better value in the care they provide?

S. Premkumar, CEO, Apollo Hospitals Group
Paul Grundy, Global Director of Healthcare Transformation, IBM
Dan Brindle, Senior Director, Public Affairs and Policy, Pfizer Asia
Stephen MacMahon, Principal Director, The George Institute for Global Health, University of Oxford
Arata Kochi, Former Director, Global Malaria Programme, World Health Organisation, Visiting Professor, Graduate School of Medicine, The University of Tokyo
Moderator:
Charlotte Howard, Health-care Correspondent, The Economist
 

	5.20 pm
	Closing remarks 

	5.40 pm
	End of day one and cocktail reception


 

DAY TWO
	8.30 am
	Registration and refreshments

	9.00 am
	Welcome remarks

	9.15 am
	Keynote Interview

	 
	Steven Thompson, Chief Executive Officer, Johns Hopkins Medicine International
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit

	10.00 am
	Finding value through innovation

	 
	Innovation can drive value in healthcare in many different realms, such as policy, financing and technology.  The conference will call for three most-representative case studies of across these realms that show that can demonstrate a link between innovative thinking and improved value and outcomes.

In response to the case studies, a panel of independent experts will analyse and challenge the applicability of these projects. The audience will be encouraged to actively participate in the discussion.

Responding panel:
Peter Sheehan, Professor, Centre for Strategic Economic Studies, Victoria University
Stephen MacMahon, Principal Director, The George Institute for Global Health, University of Oxford
Moderators:
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit
Charlotte Howard, Health-care Correspondent, The Economist 

	10.05 am
	Humanizing Health – Integrated Solutions & Gamification to Enhance Outcomes

	 
	Presenter:
Eddie Chan, Associate Vice President, Customer Solutions and Innovation, Sanofi

	10.20 am
	Q&A

	10.35 am
	Nation’s Enlighteners

	 
	Presenter:
Diah saminarsih, Assistant President Special Envoy on MDGs, Office of The Special Envoy to The President on Millennium Development Goals, Indonesia 

	10.50 am
	Q&A

	11.05 am
	Healthy Heart for All

	 
	Presenter: 
Jacqueline Tay, Manager, Strategy, Business Development & Business Model Innovation, India Medtronic 
 

	11.20 am
	Q&A

	11.35 pm
	Take-aways from Healthcare in Asia 2013

	 
	The conference chairman will be joined by experts to synthesise actionable recommendations coming out of the conference proceedings, with relevance to the full array of stakeholders in healthcare, both public and private. 

· What role is value playing in healthcare policy both now and in the future?

· How can health services be better financed to optimise overall health outcomes?

· How can the structure of the healthcare system be streamlined to improve return on investment?

Participants:
Peter Sheehan, Professor, Centre for Strategic Economic Studies, Victoria University
John Langenbrunner, Lead Health Economist, The World Bank
Charles Goddard, Editorial Director, Asia-Pacific, Economist Intelligence Unit
Charlotte Howard, Health-care Correspondent, The Economist

	12.15 pm
	Closing remarks

	12.35 pm
	Lunch and end of conference


林副署長致詞稿(中文)
主持人、各位貴賓、大家好

非常高興來這裡與各位分享台灣的經驗，也希望能在與大家互動中學習大家的優點。

臺灣自1995年實施全民健保，今年正好滿18年。臺灣的健保是以「保險」而非「福利」的方式辦理。但也捨去由私人保險辦理的方式，而由政府統籌收取保費（public financing）及統一管理，保費來自薪資之一定比例(4.91%)，薪資越高者要繳越多保費，以達到社會保險互助和諧(solidarity)及負擔公平的效果。但在醫療服務提供方面，是以私人提供（private provision）為基礎，台灣的公私立醫院病床數比為1:2 ，所有的醫院診所都是以合約方式提供服務及取得報酬，此方式可以提昇醫療服務的效率。
但與其他國家一樣，台灣健康保險也面臨財務困難。為了解決財務不足，首先我們在2000年實施醫療費用總額制(Global budgeting)。前一年預先協商設定下一年的支出總額，以確保每年支出之可預測性。但因為國民平均餘命快速增長，人口老化及科技進步仍然驅使醫療費用總額成長超過保費收入成長，因此台灣自今年起做了保費的改革(通稱二代健保)，也就是從2013年起，除了薪資以外的收入也要收取2%補充保險費，包括獎金、股利、存款利息及資本所得等。

醫療費用總額制是一個控制支出很好的方法，但是也有降低服務品質的風險。
為了確保醫療品質，各總額下設有品質保證基金，對符合所訂標準的醫療院所，依其達成程度，分配額外獎勵金額。例如醫院總額的重要指標「出院後十四日內再住院率(readmission rate within 14 days)」，由2010年的7.22%，於2012年第3季下降為6.88%；「出院後三日內急診率emergency visit with 3 days after discharge」由2010年的2.84%，於2012年第3季下降為2.79%；西醫基層總額的重要指標「病人重複就診率」近3年控制在很低的千分之2左右。
在微觀的品質層面，我們也推動pay for performance (P4P) program，包括糖尿病、氣喘、乳癌、子宮頸癌、B、C型肝炎帶原者、精神分裂症。論質計酬計畫以outcome為衡量指標，對服務結果較佳之醫師給予額外獎金，使醫療照護的完整性大大提升。以糖尿病為例，健保局訂定照護標準與多項品質指標，品質較佳的前25%的醫師可以得到品質卓越獎勵金(excellence rewards)，有進步的醫師也可得到品質進步獎勵金(improvement rewards)。實施後已獲得具體成效，整體的糖尿病人之糖化血色素（HbA1c）檢查率由94年之56.5%上升至100年的87.42%，而追蹤2005-2010年參與此計畫之病人，原本血糖控制不佳(HbA1C＞9.5%)者，有66%的個案已改善。
最後我要談一下今年另外一項新措施。在今年實施的二代健保，法律規定對於費用昂貴的新醫療科技，必要時必須經過醫療科技評估( health technology assessment, HTA)的程序以決定是不是納入健保給付。因此台灣將成立一個獨立的HTA機構NIHTA(National Institute of HTA)，理由如下：
1.HTA是一個協助作決策很有用的工具，HTA可提供證據讓決策更完美。
2.HTA係二代健保法所要求，未來更可擴大給所有公共衛生政策之輔助。
透過NIHTA作為平台，可以將各方意見納入，使醫療服務更接近社會所需，資源更有效被利用。
林副署長致詞稿(英文)

Dear Moderator，distinguished guests, ladies and gentlemen:

I am very pleased to be here and share with you the Taiwan experiences, and hope to learn from you during our interactions. 

It has been 18 years since Taiwan started its National Health Insurance system in 1995. The system was designed to be an insurance scheme, not a welfare program. In our system, the government operates public financing by collecting premium at 4.91% of salary of the general public and manages them in a national fund. The greater a person’s salary is, the higher the person’s payable premium. This aims at fair burden sharing and social solidarity. 

For medical services, the system operates as a private provision. The ratio of beds in public hospitals compared to those in private hospitals is 1:2. All medical institutions are contracted under the system and paid by their medical services to patients. This design aims at elevating medical service efficiency. 


Like a few other countries, Taiwan is facing fiscal difficulties. To meet fiscal shortfall, global budgeting has been put in place since 2000. The overall expenditures for the next year shall be negotiated and pre-set in the previous year. This is designed to increase the predictability of medical expenses. 

However, growing aging population and technological advancements resulted in premium revenue not enough to cover expanding medical expenses. Thus, the second generation of the National Health Insurance system has come into being. Beginning in 2013, in addition to premium collectible on salary, non-salary income will be collected of 2% as supplemental premium. These will cover bonus, share dividends, interests, and capital gains. 
Despite its advantage of controlling outlay, global budgeting has a downside of lower medical service quality.
In order to ensure medical quality, a quality warranty fund is being established. A medical institution meeting the established criteria will be awarded incentives pro rate to its performance level. For instance, the “readmission rate within 14 days after check-out for non-planned hospitalization,” a major barometer for a medical institution, dropped from 7.22% in 2010 to 6.88% in the third quarter of 2012. The emergency visit within three days after discharge dropped from 2.84% in 2010 to 2.79% in the third quarter 2012. The rate of “repeated visits of same cases”, which is a major barometer for basic medical treatment, has been controlled under 0.2% for the past three years.

For specific diseases, we establish the Pay-for-performance (P4P) program to cover patients suffering diabetes, asthma, breast cancer, cervical cancer, B/C hepatitis and schizophrenia.
Treatment outcome will be a yardstick for the Pay-for-Performance bonus for physicians. For instance, per various criteria for treatment of diabetics, doctors achieving top 25% performance will be given excellence awards, and doctors making improvements in their treatment of such patients will receive improvement awards. Clear efficacy is that the HbAlc of all diabetic patients has improved from 56.5% in 2005 to 87.42% in 2011. Among the new cases included for continuous tracking from 2005 to 2010 for poor blood sugar control (HbA1C > 9.5%), 66% has improved in HbA1C.


Another new measure under the second generation national health insurance scheme is that health technology assessment (HTA), when necessary, will be in place to review whether expensive new medical technology will be included in the insurance program. 
For this purpose，Taiwan set up an independent organization-National Institution of Health Technology Assessment (NIHTA) 

There are several reasons for Taiwan Department of Health to consider setting up NIHTA:

First，Health Technology Assessment is a useful tool to assist decision-making process; decision makers needs more evidence support to make sound decision.

Second，With the start of implementation of the new NHI act, HTA could be requested for the listing/reimbursement decisions. The scopes are broader (drugs, devices, diagnostics, medical procedures), the contents will cover more than clinical effectiveness and budget impact.  

Now, we are at the very beginning. We hope in a near future, NIHTA will be officially built up and gradually expand the current scopes to all NHI reimbursement decisions and public health policies. 

Through the work that NIHTA plans to do - systematic, evidence-based decision-making process; communication platform for public, physician, patients, and decision makers; staff training and public education – all these will facilitate a structured dialogue of all parties involved. Eventually the real need and real value of all kinds of healthcare to the Taiwan society will be found and revealed. Therefore the resource will be spent in a better way.

Ladies and gentlemen，thanks for your patience. I am glad to share our experience with you and wish to get some feedback from you.
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