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Message from the Director General

The National Health Insurance (NHI) has been implemented for 26 years and has been
safeguarding the public’s health throughout these years. The NHI has also played an important
role during the COVID-19 pandemic from 2020 to 2021. During the COVID-19 pandemic,
NHIA offers services such as ‘NHI MediCloud System’, ‘TOCC marks on the NHI card’ and
‘telemedicine’. These services provide the public with timely medical care and reduce the risk of
infection. In addition, NHI APP enables the public to take care of themselves. People can register
for masks through Name-based mask distribution system, check the result of COVID-19 testing
and record of vaccination via the app.

The NHI system has attracted numerous foreign guests from around the world. During the
COVID-19 pandemic, there are still video conferences that facilitate exchange of international
experiences. In response to the New Southbound Policy, NHIA has long-term bilateral exchange
with Republic of the Philippines, Thailand and Vietnam. During the pandemic, NHIA still remains
close relationships with countries that are included in the Policy via video conferences, which
focus on the medical field. The video conferences include the sharing of how the NHI system
responds to COVID-19 with National Health Security Office in Thailand and PhilHealth in Republic
of the Philippines. In terms of international organizations, APEC and the relevant public health
issues are areas that Taiwan has been participating in. It is expected that after the pandemic
restrictions are lifted, Taiwan will invite economies to discuss and share experiences on digital
date and application of technology on COVID-19.

During these years, NHIA has accumulated a large amount of medical data, which serves
as precious database for developing medical Al. From 2019, under the premise of personal
data protection, NHIA offers de-identification of medical images for research purposes and
the development of precision medicine. The current Al research includes PANCREASaver,
a diagnostic aid for pancreas diagnosis developed by National Taiwan University Hospital.
PANCREASaver is the first automatic Al detection CT model that aims to identify pancreatic
cancer, with an accuracy of 91.1% ; Taipei Veterans General Hospital develops DeepMetsR-
Plus, an upgraded version of Al diagnostic aid to identify metastatic tumor of brain. DeepMetsR-
Plus is able to identify the number, maximum diameter and volume of metastatic tumors of brain
in a precise manner; NHIA works in collaboration with National Cheng Kung University Hospital to
develop Al -based chest x-ray pneumonia detection platform for COVID-19, which enables quick
diagnosis identification of value-at-risk of pneumonia and COVID-19. The identification serves
as reference for diagnosis and effectively prevent pandemic. The research aims to optimize
the current database, improve patients’ safe access and facilitate the development of precision
medicine.

In response to the COVID-19 pandemic, NHIA advances various information and
communications technology, establishes comprehensive management structure and continuously
offers live updates. NHIA hopes to work toward maximum flexibility and resilience, and will
continue to be in alliance with the public to fight the pandemic.

Po-Chang Lee

Director General
National Health Insurance Administration
Ministry of Health and Welfare
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Table 1-1 The National Health Insurance Administration’s Regional Divisions
PREZBIRNIL /R rIRssbens
Number of insured / Contracted medical institutions
= JLEFS Taipei Division JEIEE#SH Northern Division

8,946,171 /9,583 3,911,888/ 3,971

R EBSH Central Division
4,297,425 / 6,291
1. BFEZRMREFY  EREH > 5%
YT 7{EHs = AR 755 R 2 2 2{E st # 1
NE » RERRIBHETUEARF -
2. BRIfETE220215F68

Notes: 1. Seven united services centers

P EL Southern Division
3,018,432/ 4,268

W EESH Eastern Division
454,344 / 655

and 22 liaison offices in major

FDEEFSH Kaoping Division cities and counties, and on

3,248,343/ 4,776

Kinmen and Penghu, have been
established to provide local

REGT Total
T 23,876,603 / 29,544

services to the public.
2. Updated to June 2021.
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Organization Structure and History

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

government reorganization plan.

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

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

In order to effectively promote various NHI services,
apart from establishing specialized departments
and offices in accordance with the nature of specific
services and planning the promotion of service
measures, the NHIA has established six regional
divisions throughout Taiwan (Table 1-1 and Chart 1-1).
These directly handle underwriting, insurance premium
collection, medical expense review and approval, and
the management of contracted medical institutions. At
the same time, the NHIA has established 22 contact

offices to serve local residents. As of June 30, 2021,
the NHIA had 3,065 employees.
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Chart 1-1 NHIA Organization Chart

Ministry of Health
and Welfare

- National Pension Supervisory - Department of Information - Department of Chinese
Committee Management Medicine and Pharmacy

- Office of International - Department of Statistics - Department of Mental and Oral
Cooperation - Department of Accounting Health

- Health & Welfare Workers - Department of Civil Service Ethics - Department of Medical Affairs

Training Center - Department of Personnel * Department of Nursing and

- National Health Insurance - Department of Secretaria Affairs Health Care

Dispute Mediation Committee - Department of Protective
- National Health Insurance Services
Committee - Department of Social Assistance

- Hospital and Social Welfare N - g and Social Work
Organizations Administration s e IR - Department of Social Insurance
Commission Chinese Medicine :
. : - Department of Planning
- Legal Affairs Committee - National Pension Bureau (Note)

- Department of Long-Term Care
JNational|Health|Insurance} . :
Administration

- Health Promotion Administration
- Food and Drug Administration
- Centers for Disease Control

- Social and Family Affairs
Administration

- Planning Division - Accounting and Statistics Office

- Enrollment Division - Civil Service Ethics Office

- Financial Analysis Division - National Health Insurance Administration-Taipei Division

- Medical Affairs Division - National Health Insurance Administration-Northern Division
- Medical Review and Pharmaceutical Benefits Division - National Health Insurance Administration-Central Division

- Information Management Division - National Health Insurance Administration-Southern Division
- Secretariat - National Health Insurance Administration-Kaoping Division
- Personnel Office - National Health Insurance Administration-Eastern Division

Notes: The National Pension Bureau has yet to be established. The Organization Act of Ministry of Health and Welfare stipulates that
before the Bureau is set up, its responsibilities may be commissioned to other agencies.
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| [s] B Universal Coverage and Financial Sustainability

| Health Care for All with Equal
Right to Healthcare

The government’s original intention in providing
the National Health Insurance program was to provide
health security to all citizens via a mutually assisted
system. The system was designed to ensure that
everyone enjoyed equal rights to healthcare, including
groups outside the working population prior to the
system’s inception, such as dependents, veterans,

and the unemployed, including women, students,

children, and the elderly. The inclusion of these groups
in the program meant that all citizens have equal
rights to access medical services when they get sick,
are injured, or give birth. Based on this framework,
all persons who are citizens of the Republic of China
(Taiwan) and have had a registered domicile in the
Taiwan area for six months or more, and all infants
born in the Taiwan area, must participate in the NHI
program. There are six categories of insureds (Table
2-1), which provide the basis for the calculation of

insurance premiums.

#2-1 EREBREEHRDERESIREN
Table 2-1 Classification of the Insured and Their Insured Units

<Rl

Category

RiREIR

NHI Enrollees

DBAE  GEREA - RBAE
Civil servants, volunteer military
personnel, public office holders

DRSS =]
Private school teachers and
employees

RRESEX  -HWBESETERIMNR

AN\ Insured #E Dependents

1. WAREE A BB -

2. HRBACEHEERIIRE
8 -

3. WRIB A Z 2R FNERINFHER
BARMEEEEE » S EEEE
RSN ASMEEERESE -

1. Unemployed spouse.

IRREENT

Insured Units

PR ~ 212 « A5 ~
SEA

Organizations, schools,
companies, groups, or
individuals

1% Bz 2. Unemployed lineal blood
e Employees of public and private ST

enterprises and organizations S IR eoles §12%

descendants within 2™ degree of

BE BEXE  BFIEERKIMmMA relationship who are either minor or

SISIREE S majority but incapable of making a

Employers, the self-employed, and living, including those in school.

independent professionals and

technical specialists

BEIEES  MeEMRE EIE15EER FENTE - #hRRE 8
048 Occupational union members, foreign | Same as the dependents in category 1 | B TE

| crew members Unions, the Master Mariners

Category 2

Associations, the National
Chinese Seamen’s Unions

2
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{RIZEIS:
NHI Enrollees

AN\ Insured #E Dependents

IRIREENT

Insured Units

504 B AR BE1EER =g E?EE
Category 3 Members of farmers and fishermen Same as the dependents in category 1 | Farmers a}ssociations,
associations fishermen's associations
ERREA  EREEL fIEE #E EIREREE < B8N
Conscripted servicemen, students in None Agencies designated by the
military schools who receive grants Ministry of National Defense
from the government, dependents of
military servicemen on pensions
F4%E SINELEES i WEERIETE < B8
Category 4 | Military-substitute servicemen None Agencies designated by the
Ministry of the Interior
TBIEHERAZHIA i BB RS R BIENEE L AL
Inmates at correctional facilities None Agencies designated by the
Ministry of the Justice and
Ministry of National Defense
BRUAEBHIERENENARPRKE & PEEtAE B B)
Members of low-income households | None RAT
5558 as defined by Public Assistance Act Administrative office of the
Category 5 village, township, city or
district where the household
is registered
2R - BREBERPARK 1. BRZERRACS - PEEMAE B~ &)
Veterans or dependents of deceased | 2. ¥R EBEERIHREFE - RAT
veterans 3 BRERZOFRENERIRERER | Administrative office of the
AN BRI YT EERAERET)  vilage, township, city or
KB EEEBEE - district where the household
1. Veteran’s unemployed spouse. is registered
2. Veteran’s unemployed lineal blood
648 ascendants.
Category 6 3. Veteran’s unemployed lineal blood
descendants within 2™ degree of
relationship who are either minor or
majority but incapable of making a
living, including those in school.
—MBREFPRIAKFARK EE1EEE
Heads of households or household Same as the dependents in Category 1
representatives

5t 1. ZEEBREANIRBAIIRERES -
2. SBAKERBIEMREASZ I ATR2013F1 B1HES N RER -

Notes: 1. For people qualify as dependents or as members of Category 6, they must not be employed.

2. Inmates were included in the NHI system under Category 4 beginning on Jan. 1, 2013.




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

To further achieve the vision of equal access to
treatment and right to medical care, following the
implementation of second-generation National Health
Insurance, inmates at correctional facilities have also
been included in the system. ROC nationals who
have lived abroad for an extended period of time and
wish to re-enroll in the program must now have either
participated in the system at some point during the
previous two years or have established residency in
Taiwan for at least six months to be eligible. Foreigners
must also with an Alien Resident Certificate(ARC) and
have resided in Taiwan for at least six months before
they can participate in the system. These changes
reflect society’s expectation of fairness and justice.

As of the end of June 2021, a total of 23,876,603
people participated in NHI (Table 2-2), with 932,399

insured units.

| Balanced Finances and
Sustainable Operations

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

premium overdue charges, public welfare lottery

ERAMR MBIk

Universal Coverage and Financial Sustainability

earnings distributions, and tobacco health and welfare

surcharges distributions.

As Taiwan’s overall environment and demographic
structure have changed, medical expenses have
increased at a faster rate than premium income. Apart
from acting vigorously to conserve funds and develop
new sources of income, NHIA raised the premium rate
in 2002 , 2010 and 2021. Bearing in mind the insured’s
ability to pay, it has also made gradual adjustments to
the upper and lower limits, and intervals of the payroll
bracket table used to calculate insurance premiums,
and the cap on the number of dependents for whom
premiums are collected. Military personnel, civil
servants and teachers, whose premiums were once
calculated on their base salaries, now pay premiums
based on their total compensation. A supplemental
premium is now collected on six types of income not
previously included in premium calculations, and the
lower limit of the government’s contribution is now
clearly specified. All of these measures have served to
stabilize NHI's finances and maintain the NHI system’s

operation and balance.

Following the implementation of the 2"
generation NHI in 2013, an income/expenditure
linkage mechanism was established, and the NHI
Supervisory Committee (responsible for management
of income) and the NHI Medical Expenditure
Negotiation Committee (responsible for negotiating
expenditures) were merged as the National Health
Insurance Committee. This committee, which
comprises the insured, employers, insurance medical
service providers, experts, scholars, impartial public
figures, and representatives of relevant agencies, is
responsible for reviewing annual insurance premium
rate under the approved amount of annual medical
payments (Global budget) and reporting the proposed

17
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premium rate to Ministry of Health and Welfare, which
further requires Executive Yuan’'s approval. It is hoped
that the revenue/ expenditure linkage mechanism will

ensure long-term financial stability

| Calculation of Regular Premiums

The NHI regular insurance premium rate was kept
at 4.25% from the start of NHI implementation until the
end of August 2002, and was adjusted to 4.55% in
September 2002. In order to stabilize NHI’s finances,
the rate was raised to 5.17% in April 2010. However,
since the implementation of the 2" Generation NHI
system, supplementary premium was introduced
(initially at a rate of 2%), and the regular insurance
premium rate was lowered to 4.91% on January 1,
2013. In January 2016, the regular insurance premium
rate was adjusted to 4.69%, and the supplementary
premium rate was also lowered to 1.91%. However, the
medical expenditure is far higher than the growth rate
of premium revenue and the NHI’s financial shortfalls
has been expanding year by year. Thus, on January 1,
2021, the regular insurance premium rate was adjusted

*2-2 =ERERFRSHREHRAR

Table 2-2  Number of Insured in NHI system

ERAMR MBIk
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to 5.17% and the supplementary premium rate was
adjusted to0 2.11%.

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

| Setting Payroll Brackets on Which
Premiums are Based

With regard to the payroll brackets of insureds
in categories 1 through 3, the Ministry of Health and
Welfare drafts a periodically updated payroll bracket
table that is submitted to the Executive Yuan for
approval. The payroll bracket table in effect since
January 1, 2022 has 46 brackets (Table 2-5). The
payroll basis of category 1 insureds are reported by
their insured units (employers), based as the brackets

138
Category 1 | Category 2 | Category 3 | Category 4 | Category 5 | Category 6

é\s%yred 14,233,188 | 3,619,889 2,045,858 76,324 286,400 3,614,944 | 23,876,603
SRR A B
B

59.61% 15.16% 8.57% 0.32% 1.20% 15.14% 100%
Percentage of
the Insured

BRI - 2021FE6H30H
Dated: June 30, 2021

2
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FRRRRE
ARVRIRETR » HRIREN (BE) KRR

FRNVFHENS - HIRZAMBISMAR : 58
EEES THRRANRERRETER
FERR  RRFRERBANKRREEER2022

F181H#EAR25,2507T °

*2-3 EREFR—RFERBSAELN

Table 2-3 Current Formulas for Regular NHI Premiums

IR

The Insured

BRERSEX—HRREBEEXEXBRLEEX (1+EBAR)
Salary Basis x Regular Premium Rate x Contribution Ratio x (1 + Number of
Dependents)

HEMSE
Wage Earners BN o

Insured unit or the
Government

BIEF1EERE  RRGEX —HRREEEXXBRLERX (1+FIEB
AE)

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

562 38R - KRB X —MREEER X BRELEXRXERREAR

Categories 2 and 3: Salary Basis x Regular Premium Rate x Contribution Ratio x
Actual Number of People Insured

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

FIIRIBE X BIRELLR X BIRRHRAR

Average Premium x Contribution Ratio x Actual Number of People Insured

HE AL HARB
sl ==0) - The Insured
Non-Wage-
Earning B}
Individuals The Government

. BIELNER  F2RRAREBHRFREESEEER -

—RHREBER : 202101 51 HIEEFAEER5.17 % (A FI434.69%)

 RIREEE : B2RR2- 5T RBRIERZEEDIRK

BB KHIRRIVEB A > 883 AHILABAGTE -

CFIOEBAR - 5202051 B1HERSEZR0.58A ©

. BARARESIRTIIREE : 202151531 BHEFAEE/R1,825 T (I AI#R1,7857T) » BN E=EEHHE) -

geftE AOFIIRFE : 20215151 HIERFEER1,377T(FEARIZR1,2497T) - B1I60% ~ BUTHEI40% - B AZRERIR
P B 78826 T(FAEE R/ 7497T) ©

. Contribution Ratio: Based on Table 2-4.

. Regular Premium Rate: 5.17% starting from Jan. 1, 2021. (The previous rate was 4.69%).

NCDOTACOI\)—‘

Notes:

Salary Basis: Please refer to Table 2-5.
. Number of Dependents: The maximum is three even if the actual number of dependents is higher.
. Average Number of Dependents: 0.58 starting from Jan. 1, 2020.

o O A ® N 2

. Beginning in Jan. 1, 2021, the average monthly premium for individuals in categories 4 and 5 went up to NT$1,825 and
continues to be entirely subsidized by the government (The previous average monthly premium was NT$1,785).

7. Since Jan. 1, 2021, the average premium for individuals in Category 6 was adjusted to NT$1,377 (the previous average

premium was NT$1,249), with 60% paid by the individual (NT$826) (the previous amount paid by the individual is NT$749) and

40% by the government.
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Table 2-4 NHI Premium Contribution Ratios

BIBER (%)

(RIS %S 2R Contribution Ratios (%)
Classification of the Insured RS A
Insured
RBAE BARER 30 70 0
Civil Servants Insured and Dependents
; e BAREE
Volunteer Servicemen, Public Office Insured and Dependents 30 70 0
Holders
AT S EARER 3 o 8
Private School Teachers Insured and Dependents
R RESEMESE TEING
58 gz EINLL 2 60 s
Category 1 |[Employees of Public or Private Insured and Dependents
Owned Enterprises and Organizations
B EAREE 21 ] 5
Employers Insured and Dependents
EEEE FAREE &8 : )
Self-employed Insured and Dependents
E) e ISES TN SN E S 2
”: EANRES
Independent Professionals and 100 0 0
Technical Specialists Insured and Dependents
BEIEEE BARERE 60 0 40
== %5 |Occupation Union Members Insured and Dependents
Gategory 2 5\ BHAS FAREE e d '
Foreign Crew Members Insured and Dependents
= .
m—ym =R BR
E=4% & . BANRES
Members of Farmers and Fishermen 30 0 70
Category 3 Associations Insured and Dependents
EBREA ZIN
Military Conscripts Insured D 5 33
BEWNEEY « HllEE
Military School Students on VYN 0 0 100
BTG Scholarships, Widows of Deceased  |Insured
CT@*‘“ 4 Military Personnel on Pensions
atego S
PV mrpps A
Males Performing Alternative Military e 0 0 100
Service
TEEHRIRE A FA : f i)
Inmates in Correctional Facilities Insured
FhE |BERAP E4l=] 0 0 100
Category 5 |Low-income Household Household Members
A
SR RREBRSNE Insured y ' i
=74 | Veterans and Their Dependents BB 30 0 20
Category 6 Dependents
e AL KANREB 60 0 40
Other Individuals Insured and Dependents
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| R IREESTIN A3 ~ MIBPTEREEWRAZFIES » A TR

“RBRERL  BIMCEnEFgHE KRB WEIERER  SIURRRIRE - HERE
BIRSEAMEELN [—RREE) 20 BN BHECRERER  AIHEEMSERRESR &
T TRRERESE] » BUEEBEIARKREEST FBEIAFE (B2-2) - BRARPZREY
BNSERT - #EATE ~ ITEBWNA ~ A SR AR AREEZINEEE - BN BT

+’2-5 2022F R REEEDIRTE

Table 2-5 Income Brackets for Premium calculation

#ERI#RkEE BRIRER B#&FREE (7v) BEEHERSE (o)
Bracket Differential Income Tier Premium Basis (NT$) Actual Monthly Salary (NT$)

= e 25,250 25,2500 F
12007T 2 26,400 25,251~26,400
Bracket 1 3 27,600 26,401~27,600
NT$ 1200 4 28,800 27,601~28,800
5 30,300 28,801~30,300
%1:5?‘)%’@&5 6 31,800 30,301~31,800
BraokeTtEZ 7 33,300 31,801~33,300
NTS 1500 8 34,800 33,301~34,800
9 36,300 34,801~36,300
10 38,200 36,301~38,200
%1592%@55 11 40,100 38,201~40,100
Brackgfs 12 42,000 40,101~42,000
NTS 1900 13 43,900 42,001~43,900
14 45,800 43,901~45,800
15 48,200 45,801~48,200
%52%@55 16 50,600 48,201~50,600
Brack;'z i 17 53,000 50,601~53,000
NTS 2400 18 56,400 53,001~55,400
19 57,800 55,401~57,800
20 60,800 57,801~60,800
%g’g%‘@ﬁ@ 21 63,800 60,801~63,800
Bracke;EéS 22 66,800 63,801~66,800
NTS 3000 23 69,800 66,801~69,800
24 72,800 69,801~72,800




in the table corresponding to the insureds’ monthly
wage income. Starting from January 1, 2022, the
minimum payroll basis of insureds in category 2 with
no fixed employer and the payroll basis of insured
in category 3 (members of farmers and fishermen

associations) have been set as NT$25,250.

ERAMR MBIk

Universal Coverage and Financial Sustainability

| Calculation of Supplementary
Premiums

Following the implementation of 2™ Generation NHI,
apart from computing regular premiums based on the

payroll bracket corresponding to an individual’s regular

BENFHERSE ()

#ERI#RkEE BRIRER B&REE (0v)
Bracket Differential Income Tier Premium Basis (NT$) Actual Monthly Salary (NT$)
25

R 76,500 72,801~76,500
37007t 26 80,200 76,501~80,200
Bracket 6 27 83,900 80,201~83,900
NT$ 3700 o8 87,600 83,901~87,600
29 92,100 87,601~92,100
%E‘%’@EE 30 96,600 92,101~96,600
Braok;E? 31 101,100 96,601~101,100
NTS 4500 32 105,600 101,101~105,600
33 110,100 105,601~110,100
34 115,500 110,101~115,500
35 120,900 115,501~120,900
= \4EREE 36 126,300 120,901~126,300
54007 37 131,700 126,301~131,700
Bracket 8 38 137,100 131,701~137,100
NT$ 5400 39 142,500 137,101~142,500
40 147,900 142,501~147,900
41 150,000 147,901~150,000
42 156,400 150,001~156,400
SBLHEREE 43 162,800 156,401~162,800
B?:SE;EQ 44 169,200 162,801~169,200
NTS 6400 45 175,600 169,201~175,600
46 182,000 175,601

5t : 2022F1B1RARL -
Note: Effective from Jan. 1, 2022

2
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Chart 2-1 Cumulative Balance before and after the 2" Generation NHI

&% .
NT$100 million 2474
2500 — o EZEL021FOAIK » EEEIRIBEUNSIAEER1,081 18T » 475 5989 2,376
BRBREETSIRERZ S ERRELI EEBREEI ’
HRRAIZIRTE -
e As of the end of June 2021, the cumulative surplus totaled
2000 |~ NT$108.1 billion, which is in accordance with Article 78 of 1767
National Health Insurance Act: the aggregate amount of ’
the reserve fund shall be equal to the aggregate amount of
benefit payments in the most recent one to three months
1500 — based on actuarial principles.
1,091
1000 (—
500 —
o|_2008 | 2009 | 2010 | 2011 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020
FE year
-55
-265
-500
-397
-582 202118
2016518 o —MRIRIEERH4.69%
o —MRRIZEER4.91% HEE517%
AEEE4.69% * MARREEEH1.91%
o HRREEER2% RAEE211%
FEEE1.91%
January 2021
January 2016 ® Regular premium rate
* Regular premium rate was adjusted from
was adjusted from 4.69% t0 5.17%
4.91% to 4.69% e Supplementary premium
e Supplementary premium rate was adjusted from
rate was adjusted from 1.91%t0 2.11%

2% t0 1.91%

BAPSCNEIENE Fiscal reform measures




wages, NHIA also assesses supplementary premiums.
The basis for the calculation of supplementary
premiums includes large bonuses, part-time income,
professional service income, dividend income,
interest income, and rental income, which were not
included in payroll bracket calculations in the past. It is
expected that by expanding the NHI's premium base,
it can ensure that persons with equivalent incomes
will pay similar premiums, and thereby achieve a
fair burden (Chart 2-2). In addition, insureds in low-
income households are exempt from contributing
supplementary premiums. Furthermore, supplementary
premiums are also collected on the difference between
the total monthly salaries that employers actually pay
their employees each month and the total “payroll
basis” of the employees. In 2020, supplementary
premium income totaled approximately NT$47.1 billion

and accounted for roughly 7.70% of all premium

income for the year.

ERAMR MBIk

Universal Coverage and Financial Sustainability

| Balancing NHI Revenues and
Expenditures

The NHI system first began encountering shortfalls
since 1998, and the cumulative budget had its first
shortfall at the end of March 2007. An increase in the
premium rate in April 2010 helped the cumulative
budget shortfall shift to a surplus in February 2012.
The launch of the new 2™ Generation NHI system has
increased the collection of supplementary premiums
and the government’s minimum contribution to
premiums, which overall brought about improvement
of financial condition. (Chart 2-1) However, the medical
expenditure is far higher than the growth rate of
premium revenue, which resulted in the increase of
shortfalls since 2017. As a result, the premium rate has
been adjusted since January 2021. As of June 2021,
there is an accumulated surplus of NT$108.1 billion.
(Table 2-6)

2
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BAZUHEREEAZ EEEARRTER
R E8E NGRS EBER » WEE AR
& ; 2020 = ERAREESTINKI471.88TT -
G EEREERALNT.70% -

| EEEREIBSUNZ 1B
RIREERIRINZE 1998 E I
it » E2007E3RE - REHRRUBRZEES
RIEH - (20104 B RBRRREE - BE

REWNSZE20125F2 BIGER A » 5582013
F1AEER _NRREBHG - BABEIIUK
BRREERESHNNRERNRFRET -
BB E (B2-1) » HEESZENERIA
REREEENABE - B2017FRREI
RMEZRTEA » INE2021F1 BEEARRE
BXR , £2021F6 8 R5TINZHEERS1,081187T
(R2-6) o

*2-6 RISFEREBREFEIHBUINR (EEEH)

Table 2-6 NHI Revenues and Expenditures of the Past Five Years (Accrual Basis)

RSN (1)

NHI Revenues

=% (IB7m)
Amount

RENA (2)
NHI Expenditures

=% (IBm)
Amount

ERIRULSZ
EEER
(f87T)

(1) - (2)

RIZEIZ
RETERHE
(127T)
Accumulated

: :
0 oo (UM croun | omance e | Balnce Unt
million) rate (%) million) rate (%) | NT$100 million)

2016 5,869 -8.43 5,684 5.63 186 2,474

2017 5,900 0.53 5,998 5.54 -98 2,376

2018 6,061 2.73 6,328 5.49 -266 2,109

2019 6,224 2.69 6,566 3.77 -342 1,767

2020 6,278 0.87 6,954 5.91 -676 1,091

2021/1~6 3,492 - 3,508 -10 1,081

12909251//3(; 113,168 112,087 - - 1,081

FREA - 1. BEREE2021F68

2REBMA =RIZE + HiNE + ERERPNA + ARESBHRIERERBORH + EMSINA - RIRIESH - ESER

BRI = (RiZta (T &R E A + EMRIEAZAS
Notes: 1. Dated as of June 2021.

2. NHI Revenues = Premiums + Fines for Overdue Payments + Investment Income + Contributions from Public Welfare Lottery

Surplus and Health and Welfare Surcharge on Tobacco Products + Other Net Revenue — Unpaid Debts — Interest Expenses

3. NHI Expenditures = Reimbursements of Medical expenses+ Other Insurance Costs
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E2-2 —REFRREETEE

“RERERE - —RRER + BRFAER
RIGHS : BIEEBERBCANNBRRBE

SELEAESE3E - EEABMEAINO - LBOE

BRIREE [ ol EIELLE RSN (1+KMIEOE)

LIS ARG - BIRLEEA30%
EIETEONE - ERATRIR B

KFIFTE FIRAE HEUWA

5T 1. 20211 B1BE—RIREEBERFERS.17% (AEFIR4.69%) @ FBRREBEXRFARER2.11% (FHERI/R1.91%) -
2. FWATE : FBRREMMBNIZFHFENS -

HRRBR

x WFRREER

Chart 2-2 2" Generation NHI Premiums Overview

Second-generation NHI Premiums = Regular Premiums + Supplementary Premiums

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

Category 1~Category 3: Maximum of 3

Salary Regular Contribution (1 + Number of
premium ) il Ratio ) Dependents)
remiums

If Category 1, individual contribution ratio 30%

Category 4~Category 6: Fixed premium

High Professional Part-time
Bonuses Fees Wages Supplementary
X .
Stock Interest Rental Rremiumsats
Dividends Income Income

Notes: 1. Starting from Jan. 1, 2021, the regular premium rate is 5.17% (the previous rate was 4.69%) and the supplementary premium

Supplementary
premium

rate is 2.11% (the previous rate was 1.91%).
2. Part-time wages: Wage income not paid by the insured’ s insurance registration organization
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Bz REFRIEHRNERRZEE - P32
bt ~ hE& ~ IR D~ B - EXIRE 12
IEREREESIER - BESIUEERIRE -
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ERRES LR -

HE2021F6HELL - ZREBREHVEER
FIBETE21,594% » B EEIFTEEBERATIRE
92.58% (33-1) : ZEFHNER6,716K ~ &
KIEBMIET20R ~ FEIRERME231R ~ BIE
HWIB10K  BBEGEEPT208%K ~ Y)IBIREFT32
XK~ BEMGIPT10K ~ BAE B4R R BRI
IRIRFEFTSR » (RIZHI SR O B EEBR BRI
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When insureds get sick, injured in an accident, or
give birth, they can receive medical services at medical
institutions such as hospitals, clinics, pharmacies, and
medical examination institutions upon presentation of

their health insurance card.

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

Under the NHI system, the insured can freely
choose to receive medical care services at any NHI
contracted hospital, clinic, pharmacy, or medical
laboratory. Even when overseas, the insured can
immediately obtain medical care at a local medical
institution if they have an unforeseen illness or injury, or
have an emergency delivery. Upon return to Taiwan,
such individuals may apply for reimbursement of
medical expenses paid overseas within six months after
receiving emergency treatment, outpatient treatment,
or their hospital discharge. The reimbursement will be
based on the average payment for domestic hospitals

and clinics.

As of the end of June 2021, NHI contracted

hospitals and clinics totaled 21,594, and accounted
for 92.58% of all hospitals and clinics in Taiwan (Table
3-1). There were also 6,716 contracted pharmacies,
722 home nursing care institutions, 231 psychiatric
rehabilitation centers, 19 midwifery institutions, 208
medical examination clinics, 32 physical therapy
clinics, 10 medical radiation clinics, 4 occupational
therapy clinics, and 8 home respiratory care units.
Insureds may freely choose at which hospital or clinic

they will receive medical services.

In 2020, the average per capita outpatient visit
reached an average of 14.2 times; the average hospital
admission rate was 14.1 times per hundred persons;
and the average length of hospital stay per person was
1.3 days.

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

To encourage persons with minor illnesses to seek
care at local clinics, and obtain referral to regional
hospitals, medical centers, and other larger hospitals
only when further examination or more advanced
treatment is needed. On July 15, 2005, the NHIA
modified the copayment and referral system whereby
basic outpatient copayments were revised and
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Table 3-1 Number of NHI-Contracted Hospitals and Clinics

BE{i] : 8L Unit: Number of Institutions
SRR ERATE
Total Medical 23,325 471 11,872 4 4,052 1 6,925
Institutions
VB BEFTATEN
Contracted Medical 21,594 471 10,539 4 3,809 1 6,770
Institutions
KO
Percentage of 92.58% 100% 88.77% 100% 94.00% 100% 97.76%
Contracted Institutions
ERIPFRE - 2021F6H30H ©
Dated: June 30, 2021
EEZ R EENBIFRAT » LUREREREIRAE PR E L EERT - ENt EEEEHEHEER

TEIERBEZITHIIAE - EEGEATRIRNRBEH
MEEENTDRIZENSE—IRTFIE » 201754
B1sHASIZIEFREEPIEZEARE D RIE - B52E

2 STl EREEFEA0TT - RIGIBRZIE
EEERINHMERA60TT - mREZADERE - Al
KRB D RRIRBETUN - LUREE OB » FIEZR
EBREN D BB UIFR3-2RF"3-3

5 REESRRZMEMEBIRSR
DEEBRIITRRE20% » BEXEEZAD
RERILERBRI10%HEER5% » LIFEERE %
ERRZMERNEMEREH CRR -

B2Eh|\ KRB

il

RERRESTMS
2003FE3HEHD =REBRREREEE
MIREERTE ] - HE—tESRIL EAVITHIPEES

ERFEBRERE

ﬂjﬁii—ﬁ

% - REEEERNGINEREZ PTENREKE
BEN - RRIMOVESEIRIIBRIRE - REEE
BN EHRTALRIZASERRER - BIITENEE
B B4\ WRRZERBER - &RES
EE—LFM -~ BENERR - IRENEE - B
DRREZIHREEEMPTRERF R -

BHE2021F6 K » 2B623(EEEER
£&(F » 2HECEEFZH5,687TX » ZHER
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copayments will not increase if patients conform to
referrals. Under these measures, the basic copayment
for attending a western medicine outpatient clinic at a
hospital depends on whether or not an individual has
a referral. If people seek care directly at a medical
center, regional hospital, or district hospital without
a referral, they will be subject to higher copayments.
The copayment for dental and Chinese medicine care
is NT$50 without regard to level of care. In addition,
if a prescription costs more than a certain amount, a
copayment for the medication is also charged (up to
NT$200). Patients receiving follow-up rehabilitation
physical therapy (apart from moderate-complex,
complex items) or Chinese medicine trauma treatment
for the same course of treatment must pay copayments
of NT$50 each time, but such copayments are waived
in cases of major illness and injury, child delivery, those
who seek care in mountain and offshore island areas,

and other cases complying with NHIA regulations.

Starting in June 2016, the NHIA has reinforced
referral system in an effort to encourage the public
to first seek care at primary care level hospitals and
clinics, and if needed, they would be referred to an
appropriate specialist hospital department or clinic for
further care. This approach will enable large hospitals
to devote their full attention to treatment of serious
illnesses and medical research, while making primary-
level hospitals and clinics the frontline of primary care.
The revised basic copayment schedule for Western
medicine outpatient care announced by the NHIA on
April 15, 2017 reduced copayments for referrals to
medical centers and regional hospitals by NT$40, and
increased copayments for medical care at a medical
center without a referral by NT$60. Furthermore,
copayments for emergency care are now charged
depending on triage grade. These measures ensure

the realization of two-way referrals. Outpatient and

FafToese wissEF]
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inpatient copayments are shown in tables 3-2 and 3-3.

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

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

As of the end of June 2021, 623 community
healthcare groups were operating, with 5,587
primary level clinics participating, which represented
a participation rate of 563.1%, 7,637 doctors were
participating, for a participation rate of 46%, and more
than 6.01 million persons benefited from community
healthcare groups

With regard to pharmacy services, individuals

can obtain medication from a contracted pharmacy
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BERATIEBITENEERSER - HERER
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2 NERBE=RERREHE - BEEH
ATHIERREIEEZEE
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REEN B

TREREMYWE » R
REIBERM - LIGREETEN (Fee-for-Service) 73

IRE  ER  FRIVBERNERT > iog

®/3-2 ERERPIZELFPOERE
Table 3-2 NHI Copayments for Outpatient Visits

RBAEENAER SIS EE BRI
15 » ERHESSENEEERERNE - 48
BERENEYE -

2l BRESTHIERRHE - BiR
e T ASEIBENSIE » REIRERIIHR - Bl
HES2002E7 BE » S EE s RN
SIS
B 55 B 32 4 SR B

Payment) ~ i

(Global Budget Payment System)
» AERAEBIETEN (Case
BEEtEl (Pay-for-Performance,

BSfi7 : FT=MEIT  Unit: NT$

Pisl =R =
Western Medicine Outpatient L
Care Emergency Care rhgg
BEER 48 T8 Traditional
Type of Institution . ] il Dental Care Chinese
: K== EE S EE) Triage Classification Medicine
With Referral Direct Visit 1~ 28R 2534~ 54)
Grades 1 &2 | Grades 3,4 &5
B2\
Medical Centers 170 420 450 550 50 50
R
=R 100 240 300 300 50 50
Regional Hospitals
HERE&fT
District Hospitals o 5 o0 120 2 o
EgFJTT 50 50 150 150 50 50
Clinics

5t - 1. NLERE (BILEHE?

203) & PIZHIEER T mEEIER - EXED BIRB RIS PE RINERTZE507T -

2. FIE2=Filite ~ BMEETFIE ~ EERCENNETRE LR ®I0HNE—ROZIREEE » SHEEIRRIIERIYREER -

3. H2017F 483 15HEBNEE °

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

institution they go to.

2. Patients who return for their first checkup after an outpatient or emergency procedure, or within 42 days after giving birth, or

within 30 days after being discharged from the hospital, pay the same copayment as if they were given a referral as long as

they have a hospital certificate confirming the need for a follow-up visit.

3. This copayment schedule took effect on April 15, 2017.



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

knowledge.

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

When the NHI system was initiated, it sought
to quickly integrate the existing civil service, labor,
and farmers’ insurance systems. The fee-for-service
approach was adopted as the primary payment
system, and taking the government and labor

#*3-3 ERRBRERIDIEE
Table 3-3 Copayment Rates for Inpatient Care
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insurance payment standards as a basis, the NHI's
payment standards were revised in conjunction with
adjustment of the scope of reimbursements and the
recommendations of medical groups. However, this
system resulted in an uncontrolled increase in medical

expenses, and has affected the quality of care.

Accordingly, the NHIA has followed the example of
other leading countries by designing different payment
methods based on the characteristics of different types
of medical care. For instance, the NHIA implemented
the global budget payment system in a full scale since
July 2002, and simultaneously employed different
revised payment strategies, such as case payment
and pay-for-performance (P4P) to change treatment
behavior. In addition, the Integrated Delivery System
(IDS) implemented by the NHIA in mountain areas and
on offshore islands has enhanced integration of the
medical service system, and the NHIA also provides
payments on the basis of quality and outcomes
through pay-for-performance plans. Furthermore, to
enhance patient health and medical efficiency, the NHI

launched its Taiwan Diagnosis Related Groups (Tw-

=ITRE ] 30HA 31~60H 61HMUE

Acute 30 days or less 31-60 days 61 days or more
1BITmE 30HA 31~90H 91~180H 1818 £
Chronic 30 days or less 31-90 days 91-180 days 181 days or more

5T - KEERFAEAE2021 EUR—ERERER ERA41,0007T » £ HEREHERT £R4369,0007T °
Note: The Ministry of Health and Welfare has announced that the upper limit of inpatient copayment for the same disease is NT$41,000

in 2021, and the upper limit of cumulative inpatient copayments is NT$69,000.
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Chart 3-1 Growth Rate of Annual Global Budget
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Source: National Health Insurance Service Implementation Report presented in National Health Insurance Committee meetings under

the Ministry of Health and Welfare.
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Chart 3-2 NHI Global Budget Drafting Procedures

FafToese wissEF]

Comprehensive Benefits and Convenient Access

FERERUIERR
% T EHEIRE
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HElE - #E5ARE
2% » WITHFE
Health authorities
figure out general
parameters for the
overall global budget
six months before
fiscal year begins.
After consulting with
the NHI Committee,
health authorities send
the proposed global
budget parameters to
the Executive Yuan for
approval.

FERIR6ERR
Six months before
fiscal year begins
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BAF > EITEF
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Once Executive Yuan
approves the global
budget parameters,
the NHI Committee
discusses and sets
the final global
budget and how it
will be allocated three
months before fiscal
year begins.

FERIA3EHR
Three months before
fiscal year begins

REARBRESHE
Sl EBERIURER
188 BREEXR
Teasa

Within one

month after the

NHI Committee
completes its review,
the NHIA must set
the health insurance
premium rate and
submit it for approval.

FERIR2{E AR
Two months before
fiscal year begins

BREEREERR
118 BRIk s E
EEEAO IR » 5T
e EE EEt 2 U2
TEBRIER
The NHI Committee
must complete full
review of premium
rate needed to
balance revenues
and expenditures
under global budget
system at least one
month before fiscal
year begins.

FERB1ERR
One month before
fiscal year begins

BRNEEM
Premium rate
implemented.

NEEMHAPRASTANE
AT EMEDNET
TR ER DS
If review cannot be
completed by the
deadline, the MOHW
send the premium
rate proposal to

the Executive Yuan
for approval and
implementation.

DRGs) program on January 1, 2010, followed by a
second stage of the program, which has been in effect

since July 2014,

The NHIA has phased in global budget payment
for dental care, traditional Chinese medicine, primary-
level Western medicine, and hospital care since 1998,

and implemented a full-scale global budget payment
system in 2002, which effectively curbed the growth
rate of medical expenses to within 5%. See Chart 3-2
for the NHI Global Budget Drafting Procedures; see
Chart 3-1 for the growth rate of annual global budget.
Starting 2009, the Annual Negotiated Growth Rate of
Global Budget is as shown in Table 3-4.

To ensure that the quality and scope of the care
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Table 3-4 Annual Negotiated Growth Rate of Global Budget

3.874 | 3.317 | 2.855 | 4.314 | 4.436

3.033 | 2515 1.783 2.264 1.421

2950 2.063 2.551 2.856 2.187

3.756 2.742 1.874 2.986  2.818

4.887 1 3.256 3.173 4.683 | 5.587
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provided by medical institutions is not affected by the
implementation of the global budget payment system,
while negotiating global medical expense budgets, the
NHIA also drafts quality assurance programs. These
quality assurance programs for global budget sectors
include medical services quality satisfaction surveys,
complaints and reported case handling mechanisms,
and insured care accessibility monitoring. The NHIA
has also determined clinical services guidelines for
professional treatment quality, drafted standards for
professional review and case histories, established
a hospital and clinic assistance system and medical
services quality indicators, and maintained the
transparency of quality information by posting relevant
information on the NHIA website as a reference helping
hospitals and clinics to continue to improve their

medical quality.

To ensure balanced medical development
and provide the public with up-to-date medical
technologies, the NHIA has continued to add new
treatment items reflecting technological progress
and real clinical needs. As of June 2021, the fee
schedule covered a total of 4,605 treatment items. The
adjustment of the fee schedule was announced 106
times between 2004 and June 2021, and revisions

were made to payment points for 2,664 treatment items

To encourage hospitals to place greater emphasis
on clinical nursing manpower, a program to improve
the quality of nursing care was initiated in 2009, and
more than NT$9.165 billion had been allocated to it as
of 2014. This funding was used to encourage hospitals
to hire more nursing staff, increase pay for night shifts,
and subsidize extra overtime, making nurses more
willing to stay on the job. Another NT$2 billion was
invested in 2015 to adjust the reimbursement rates for
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nursing services. This measure has not only increased
the payment point values for the nurses’ services, but
also reduced nurses’ burdens through the linkage of
payments to the nurse-patient ratio. Every year the
NHIA allocates budget to adjust related payment
standards of nursing fees. In 2016, NT$1.8 billion was
allocated to adjust nursing fees of all patients; in 2017,
NT$198 million was allocated to adjust nursing fees
of patients hospitalized at district hospitals. In 2018,
NT$372 million was allocated to improve the care
quality of patients with severe diseases, and NT$614
million was allocated to adjust the payment criteria
based on nurse to patient ratio. In 2019, NT$475
million was allocated to adjust the fees of inpatient
nursing care of acute, regular and economy beds
(psychiatric beds included). In 2020, NT$1.614 billion
was allocated to raise the nursing care fees of total
hospital beds (except for chronic beds). Among all the
fee adjustment, the nursing care fees for isolation beds
are raised by 27.65%.

In addition, in conjunction with the promotion of
referral system, in 2017, increased budget for the
“medical care consumer price index” in the hospital
global budget was used to adjust payment points for
acute/severe disease items (totaling NT$6 billion) and
service items in remote areas and district hospitals
(totaling NT$2.2 billion). Beginning on October 1,
2017, the payment points for 167 service items were
adjusted, markups for children in 1,513 surgery items
were elevated, general principles for surgery were
relaxed, and markups for ER on weekends, pediatric
specialists, and raising payment points for 49 basic
diagnosis and treatment in remote towns and district
hospitals. In 2018 and 2020, ‘additional diagnostic fee
for weekend outpatient service in district hospitals’ and
‘a 10% increase of diagnostic fee for night outpatient
service in district hospitals’ were implemented
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respectively. In 2021, the budget is increased based
on ‘medical care consumer price index’. An increase of
diagnostic fee for emergency care and payment points
for 400 acute/severe disease items were implemented.

To strengthen the capacity of primary-level clinics
and expand their scope of service, a budget of
NT$3.16 billion was allocated for the year 2017 to 2021,
to increase the items of service provided by primary-
level clinics. In 2017, 25 diagnostic items, including
influenza A virus antigen test, were added. In 2018, 9
diagnostic items, including vaginal ultrasonography,
were added. In 2019, 11 diagnostic items, including
Lymphocyte surface marker for infectious disease
detection, were added. In 2020, 17 diagnostic items,
including activated partial thromboplastin time, were
added. Since 2021, 5 diagnostic items, including non-
stress test, have been offered at clinics.

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

based on well-defined clinical criteria.

The management of the cervical cancer program
was transferred to the Health Promotion Administration
in 2006, and that same year a pay-for-performance
plan for hypertension treated at Western medicine
clinics was trialed. In 2007, hospitals became eligible
to treat hypertension under the plan, and in 2008, pay-
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for-performance for the treatment of tuberculosis was
included in the NHI fee schedule. Two additional pay-
for-performance plans were added in January 2010:
for schizophrenia and for hepatitis B carriers and
hepatitis C patients, and another plan was introduced
in January 2011 for early chronic kidney disease. Pay-
for-performance plan for chronic kidney disease was
included in the NHI fee schedule in April 2016.

In 2015, the NHIA took back management of the
pay-for-performance program covering full-course
maternity care for pregnant women, which had
previously been managed by the Ministry of Health
and Welfare’s Medical Development Fund. A pay-for-
performance plan for early treatment for development
retardation was added in October of the same year,
and a pay-for-performance plan for chronic obstructive
pulmonary disease was added in 2017. The NHIA
launched the program on improving hospital medication
safety and quality in 2019.

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

2005

=
Rl

Asthma a2s

2006

34.8

2007

35.2

2008

31.3

2009

31.6

2010 2011

47.0 45.5

FERRI®

Diabetes %9

23.2

24.7

26.3

27.6

29.3 31.4

i 2S

Tuberculosis 6%

79.0

91.8

BASZY
S
Incorporated
in the Fee
Schedule

3=

12.1
Breast cancer

13.0

13.6

14.6

14.5

14.6 13.7

=& REN
Hypertension N/A

B =Fit
9.3
Trial-basis
9.3

6.5

3.9

2.7

2.6 29

Schizophrenia

KRENE N/A

40.7 46.9

BEICEUFARHIRE
Hepatitis B and C
carriers

FREE N/A

9.8 19.4

HIERISIE B ER
Early stage chronic
kidney diseases

REN N/A

20.2

BPERTIZIRE
Full-course maternity
care

KRENM N/A

HRd iRt EtEE R R
Sponsored by the MOHW's

FHES

Early treatment
for development
retardation

FRE N/A

|24 PR ZE 4 At es
Chronic obstructive
pulmonary lung
disease

FEE N/A
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&Mz

' % Unit: %

39.3 37.5 41.9 36.0 28.2 29.5 35.1 35.6 38.3
33.9 35.1 41.9 411 43.4 47.9 51.3 55.4 58.0

13.4 13.1 10.9 10.6 9.7 8.2 7.7 7.3 7.1

1.4 i

51.2 52.2 59.1 62.0 63.9 68.2 69.2 67.3 66.4
26.1 30.6 37.2 32.6 35.3 36.6 39.9 41.5 4.5
26.4 32.1 26.7 38.5 42.1 41.8 30.0 30.9 33.5
ﬁiﬁ | Development Fund 29.3 29.5 32.3 33.4 33.3 34.0
15.3 14.9 13.2 1.5 11.0
24.3 38.5 35.4 40.3

Note: The hypertension plan was first implemented on a trial basis at Western medicine clinics starting in 2006, and was expanded to

hospitals in 2007. Because the care rate for this plan encompasses both primary-level clinics and hospitals, the care rate for this

plan decreases. Furthermore, because hypertension patients commonly also have such comorbidities as diabetes and chronic

kidney disease, these conditions were no longer tracked under other independent plans, and trial implementation of the plan was

ended in 2013. An early intervention outpatient medicine pay-for-performance plan was implemented in October 2015, and a

chronic congestive lung disease plan was introduced in April 2017
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Professional Review and Quality Improvement

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

boost review efficiency.

Due to the immensity of reported cases, the NHIA
adopts sampling during professional reviews. That is, a
part of the medical records are sampled and submitted
for review by medical experts. The sampling methods
include random sampling and purposive sampling.
The results of random sampling will be scaled down
based on the deduction rate of the samples to the
total population cases for deduction, while the review
results obtained through purposive sampling will not
be scaled down.

Before setting guidelines for medical professional
review, opinions of medical associations formed
by various departments, medical associations of

physicians and hospitals shall be consulted. The
guidelines shall be drawn up after departmental
meetings and discussions held by medical experts with
related clinical and practical experience. Starting from
2017, the guidelines have been compiled based on
common treatment methods or surgical techniques and
coded according to medication payment requirements,
for the purpose of digitalized auditing and serving as
reference for the physicians conducting the review.

The NHIA has gradually pushed forward the
digitization of medical reports, which have been
compiled over the years to create the NHI database,
which is unique in the world. Thanks to this digitization
process, the NHIA can quickly and efficiently review
claims submitted by healthcare providers, and detect
abnormal situations. The information collected in the
NHI's vast database is also used to analyze future
policy directions, initiate relevant measures, and

prevent the waste of medical resources.

The NHIA has developed automated review system
for medical orders, i.e. automated auditing rules and
no-payment regulations for NHI covered services, fee
schedules, NHI drug list, and NHI medical expense
review guidelines (such as age restrictions, gender
restrictions, specialist physician requirements, etc.)
The system rules out no-payment items directly and
helps to improve the accuracy of claims submitted by

medical providers and thus boosts review efficiency.
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Professional Review and Quality Improvement

| Profile Analysis

In recent years, the NHIA has also actively
implemented a profile analysis-based review system,
which is able to review and manage irregular medical
utilization by medical institutions; the following specific

measures are currently in place:

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

treatment practices and operating patterns.

2. Medical community representatives are invited
to discuss and co-develop file analysis to review
anomaly non- payment indicators, use claims data

to carry out reviews on diagnosis and treatment

types of medical institutions, and set threshold
values targeting various indexes. For the anomaly
part, the procedure review is used to carry out
payment reduction to save labor costs.

. In September 2014, the NHIA set up the “Central

Intelligence System, CIS” to unify control of
important items. For claims suspected of
abnormally consuming NHI medical resources,
the computer automatically selects anomaly
cases, and lists them in the sampling and flags
them. The abnormal information and retrieved
medical records are sent for professional review
to confirm whether they meet NHI requirements.
The system has currently developed about 140
anomaly-screening indicators through the use of
5 main dimensions, namely NHI outpatient care,
NHI hospital ambulatory care, NHI pharmaceutical
drugs, and NHI specified diagnosis and treatment.
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Since 2014, the NHIA expanded the use of
digital reviews using information technology, and
strengthened the information integration function of
the “Intelligent Peer Review Online System”. This effort
included the establishment of automatic links to health
insurance payment regulations, review guidelines,
case history e-files, and review focal point information,
and the addition of reminder mechanisms and
individualized settings helps review experts to perform
their work accurately and efficiently

In response to the suggestions from all sides to
reveal names of the reviewers to show responsibility
due to disparities in professional review opinions,
the NHIA has implemented the “named professional
double review” pilot plan for hospital global budget
medical expenditures since October 2016. The plan is
aimed at achieving the purpose of reducing disparity
in individuals professional opinions and enhancing

medical expenditure deduction reasonability:

1. For the professional “double review” part, specific
cases are targeted for review by two physicians.
The second physician can refer to the review
of the first physician. The deduction cases will
be based on the reviewing result of the second
physician. If needed, joint review meeting will be
arranged.

2. For the “named review part”, depending on the
willingness of reviewing physicians, it is divided
into two types: “individual reviewer named

deduction cases” and “reviewer groups named”.

HEERA IhE

Professional Review and Quality Improvement

(1) Individual review named: seven departments,
namely, pediatrics, obstetrics and gynecology,
otolaryngology, ophthalmology, neurology,
psychiatry, and urology, have carried out the
pilot plan in some areas. According to the list
of professional groups that have agreed upon
named review, named areas and departments

will be revealed quarterly after evaluation.

(2) Review groups named: Implemented in all
departments. After consultation, Virtual Private
Network (VPN) provides clinicians with the list
of professional groups that have agreed upon
named review. The consent rate has so far
reached 60%.

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

in Taiwan.

Furthermore, basic information concerning
contracted medical institutions, including service items,
examination and treatment departments, scheduled
visiting hours, insurance bed ratios, information on
medical institutions violating NHI rules, and registration
fee queries are made public online.
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Table 4-1 Special Medical Devices with Balance Billing

FFORIDEE A IR HENES
Special Function Pacemaker

TERENARERE T 2R
Drug-eluting Coronary Artery Stent

RN B A T RRRAEN

Special Materials of Hip Prosthesis

FHRIIBEATKERE

Artificial Intraocular Lenses

RN EEEYDAR B L BRI IR

Special Materials of Bio-prosthetic Heart Valve

B RER D RMRR
Cerebral Spinal fluid shunt system

AREREIIRE L ZRRE

1995/08/03

2006/12/01

2007/01/01

2007/10/01

2014/06/01

2015/06/01

2016/05/01

Drug-device Combination Products for Superficial Femoral Artery Stenosis

AREITILVEARICEREE

2017/11/01

Ablation Catheter for Treatment of Complicated Cardiac Arrhythmia

RRTIBER M BB E]HE

Intramedullary nail with Special Function and Materials

2018/06/01



| Reasonable Drug Price
Adjustments

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

Since 1999, drug prices have been reduced based
on these market surveys. These periodic adjustments
in drug prices have not only helped shrinking the gap
between actual market prices and NHI reimbursement
prices, but also slowed the growth of the system’s
medication expenditures. The funds saved are
being used to accelerate the inclusion of new drugs,
widening the scope of drug payments, adjusting the
payment standards for items with relatively low prices,
the NHIA is ensuring that patient access to drugs is on
a par with the world’s leading countries while improving
the quality of healthcare in Taiwan. This is one way the

NHIA used to safeguard people’s health.

HEFRE IHnH

Professional Review and Quality Improvement

To further control health insurance medication
costs as a whole, it has been 8 years since the NHIA
announced trial implementation of the “NHI Drug
Expenditure Target” from January 1, 2013. This system
sets yearly targets for NHI drug expenditures, which
are linked with actual drug expenditures. If actual
expenditures exceed targets, a process to adjust
drug prices is automatically initiated once each year,
keeping the NHI system’s overall spending on drugs
stable and within a reasonable scope.

| Covering New Oral HCV
Medications

In the past, hepatitis C treatment required the
injection of peginterferon once a week, coupled with
a daily oral intake of ribavirin. The course of treatment
lasted from six months to one year. The introduction of
the new hepatitis C full oral drug can improve the cure
rate, reduce side effects, and shorten the course of
treatment. The NHIA has, since January 2017, included
it in the payment items and allocated a specific budget
from the total budget for drugs needed for hepatitis
C treatment. From 2017 to 2020, NT$22.8 billion was
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allocated for payment coverage for Hepatitis drug,
benefitting 110,000 patients in these four years.
Starting from 2021, to achieve the goal of hepatitis C
elimination by 2025, the total budget of NT$6.57 billion
was allocated for treatment and is expected to benefit

at least 40,000 patients.

With the progress of science and technology, the
new medical devices have developed rapidly. The NHI
shall consider how to increase patients’ accessibility
to new medical devices, while maintaining financial
stability. Although some new medical devices offer
improved functions, their prices are often far more
expensive than similar items listed in the NHI fee
schedule. To ease the financial burden of patients who
may access to new medical devices, the NHIA has
started to list new categories with improved function
or innovative medical devices as balance billing items
since 1995 and continually list new categories. Until
now, there are 9 categories of balance billing items,
including special function pacemaker, drugeluting
coronary artery stent, special materials of hip
prosthesis, artificial intraocular lenses, special materials
of bio-prosthetic heart valve, cerebral spinal fluid
shunt system, drug device combinational products for
superficial femoral artery stenosis, ablation catheter
for treatment of complicated cardiac arrhythmia, and
intramedullary nail with special function and materials
(Table 4-1). Whenever an insured person needs to
use those balance billing-medical device, NHI will
reimburse the amount at the rate of similar items
approved by the system, and the rest are paid by the

patients.

The customized cranial and facial bone fixation

HEERA IhE

Professional Review and Quality Improvement

system, which was listed as a balance billing item
from August 1, 2017, has been covered in full after
evaluated by the NHIA in December 2018. Moreover,
the NHIA reformed the policy regarding balance billing
items in 2020, setting a reasonable cost difference
and percentage of NHI payment based on results
supported by clinical evidence. The reform hopes to
include innovative medical devices as balance billing
items in the NHI system, increasing accessibility while

taking the finances into consideration.

To protect patient’s rights, in December 31, 2019,
NHIA takes initiative in discussing the categorization
of costly balance billing medical devices (exclusive
of prosthesis) with guilds, associations and unions
based on its function and materials. The categories
and descriptions are clear and well-understood, and
also regulate reasonable extreme price. Starting from
August 24, 2020, the management is implemented in
accordance with professional autonomy. To safeguard
patients’ rights, the Medical Care Act stipulates that
medical institutions should grant them full access
of information prior to any surgery or treatment. In
addition, NHIA contracted hospitals and clinics must
post information on their websites or conspicuous
places to public, which includes the name of product,
item codes, fee standards about out-of-pocket
payment, NHI listing prices, insured copayments,
and product characteristics, side effects, as well as
therapeutic effects comparison with items fully covered
by the NHI. Furthermore, NHIA will post balance billing
medical devices related information and features on
its official website. People are able to learn the prices
of such balance billing medical devices at different
hospitals from the “Price Comparison Platform of Self-

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

Analysis of usage of the PharmaCloud System has
revealed that when doctors use the system to query
patients, the overlap in days of drug use is reduced
significantly. Furthermore, NHI contracted medical
institutions have incorporated NHI PharmaCloud
information into their internal drug management
systems to create their own in-house specialized
drug management mechanisms. These could include
standardized procedures for inpatient and outpatient
PharmaCloud System query procedures, setting
up counters where the elderly can pick up their
prescriptions, developing intelligent PharmaCloud
interpretation programs, and tracking inappropriate
drug use or prescriptions. The NHI PharmaCloud

is also being used to encourage inpatients to use
medications that they have brought in themselves
(medications prescribed by other hospitals or
outpatient departments). These processes have helped
pharmacists to better fulfil their role in enhancing
the safe use of medicines and have improved the
overall “medication safety” environment, reflecting the
profound usefulness of the NHI PharmaCloud System.

Building on this foundation, the NHIA developed
the expanded “NHI MediCloud System” in 2015 based
on users’ feedback and practical clinical needs. The
new system encompasses not only the continuously
improving PharmaCloud System, but also being
expanded to function a total of 12 additional query
systems, including: Chinese medicine prescription
use records, examination and test records and results,
detailed records of surgeries, dental treatment and
surgical records, drug allergy records, records of
specific controlled drug and specific clotting factor
medications usage, rehabilitation records, hospital
discharge summaries and Taiwan Centers for Disease
Control vaccination records. Furthermore, there are
also sections presenting medical records regarding
Hepatitis B and C. All of this information is brought
together on the same single platform. The system also
provides a user-friendly search interface and reminders
(for instance, reminder windows displaying the most
recent date of specific tests, a timeline showing visits
to medical practitioners and recent medical care, and
the mechanism that automatically reminds physicians
whether there is a duplicate prescription, drug
interaction or allergic agent). These upgrades to the
system make it easier for medical professionals to gain
quicker access to vital information by shortening the
time needed to read information and use the system.
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This enables physicians, pharmacists and specific
healthcare professionals to make better clinical
judgments and provide patients with even better care
quality.

According to the NHI big data analysis, it was
found that controlling unnecessary examinations,
checkups and medication administration are an
important key. Therefore, since 2015, medical
institutions have been encouraged to upload various
examination and checkup results. Starting on January
2018, primary care medical institutions may retrieve
images and report contents of CT, MRI, ultrasound,
gastroscopy, colonoscopy, and X-ray examinations
performed on patients by major hospitals through the
NHI MediCloud System. As far as the general public
is concerned, seeking second medical opinions or
subsequent care from a hospital of the same level can
be achieved by retrieving data from the cloud to view
test and checkup reports, thereby saving the time from
waiting for hospital operating processes and money,
while reducing potential health risks arising from
repeated examinations. Through the implementation of
the concept of grading medical care “good hospitals
in the community; good doctors in the neighborhood”,
patients’ medical care quality and convenience can
be improved, and the problem of medical center
crowdedness can be reduced.

In addition, the NHIA’s personalized cloud-base
service - the “My Health Bank 2.0” enables patients
with valid NHI cards to log into the system and query
their records without the need to insert their cards
in a card reader. The system’s simple and intuitive
visualized interface makes it easy for users to get a
clear, accurate picture of their recent doctor visits,
examinations and test results, and preventive health

R ks i
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care information, allowing users to play a more active
role in monitoring and managing their own health.
Individuals can also download personal My Health
Bank value-added applications or use their mobile
devices to log onto the NHI app (My Health Bank APP).
This empowers users to check their medical information
at any time and use it as reference information to
doctors when users receive care. The NHIA expects
that this service will reduce the medical information
asymmetry between doctors and patients, and thereby
enhance medical safety and effectiveness.

The number of “My Health Bank” users has
increased significantly since the system was introduced
in 2014. As of June 30, 2021, the system had
approximately 5,803,000 users, and downloads had
been made over 115.6 million logins. Approximately
90% of users agreed that “My Health Bank” helped
them to better understand their medical care status
and facilitated monitoring of their health condition.
These results indicate that the system is making a
positive contribution to encouraging people to pay
greater attention to their own personal healthcare.

1. Professional Review System Prompt

To collect the necessary information for review
and reduce the manual work of professional review
physicians for searching information, NHIA utilizes
the big date to analyze the key points for professional
review via system prompt. Take the case of medical
expenses for example, the system presents information
such as whether the insurance medical service is the
target of audit testing for screening index and the
reasons behind screening index, statistics of medical
uses and the record of reimbursement in the insurance
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medical service. Furthermore, take pre-review case
for instance, the system presents information such
as medications for cancer immunotherapy shall
not be combined with those for targeted therapy,
immunotherapeutic medications for rheumatoid arthritis
not suitable for individuals, medication procedure for
rheumatic disease and examination results. The efforts
are all aimed at helping physicians quickly grasp
the main points of professional review and simply
the manual work of looking up medical record and

payment guidelines.

2. Al assisted precision review

NHIA utilizes big date and Al assisted technology
to organize structured expense report and unstructured
examination image and report. Under the premise of
respecting medical profession, NHIA develops the
mechanism for Al assisted precision reviewing. The
followings are the example of ‘quality monitoring for
image and report’ and ‘monitoring for repetition or
degree of similarity of images’.

(1) Quality monitoring of uploaded images or report
prior to declaration from contracted medical
institutions

NHIA encourages contracted medical institutions
to upload medical images and examine the report and
results in real time. In terms of examination report of
CT and MRI, Hepatitis C and kidney function, the NHIA
has established the quality monitoring system, which
helps understands whether the quality of information
uploaded by medical institutions is stable. For
instance, the system examines whether the information
of images are consistence with those of the uploaded
physical order items, whether the report includes the
findings from images or certain presumptions, whether
the examination result is null. The monitoring result thus

serves to remind the medical institutions of the quality

R ks i
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of uploaded information in an appropriate manner,
increase the value of NHI database and improve the

sharing efficiency of cloud system.

(2) Monitoring for repetition of images or degree
of similarity submitted by contracted medical
institutions after declaration

With assisted reviewing tools for monitoring
repetition of medical images, dental images and
degree of similarity of cataract images, the system is
able to automatically categorizes the image, completes
the repetition monitoring for 1000 images within five
seconds and degree of similarity of 1000 pairs of dental
and cataract images within six minutes, which overall
help reviewing physicians to make quick diagnosis of
whether there is repetition or high degree of similarity
among the images from different individuals.

3. Application of Al technology to contain the
pandemic

The NHIA works in collaboration with National
Cheng Kung University Hospital to develop ‘image-
based chest x-ray pneumonia detection platform for
COVID-19'. The physician uploads the x-ray image
to the system and is able to receive value-at-risk of
pneumonia and COVID-19 automatically identified
by Al model within a minute as well as the image that
marks that position of the lesion. The results serve as
references for physicians’ precision diagnosis and early
treatment and the reminder for preventing the spread of
COVID-19, which can altogether optimize the value of
Al assisted technology for containing pandemic.

Since the inception of the NHI program, the NHIA
has encouraged contracted medical institutions to
employ the Internet, media, and the NHI VPN to report
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expenses claims, and statistics indicate that the use of
electronic submission of medical expenses claims by
contracted medical institutions is approaching 100%.

After NHI cards went fully electronic in 2004, the
NHIA set up an NHI virtual private network (VPN) to
facilitate two-way communication with contracted
medical institutions. Apart from being able to use
the VPN to perform uploading and online NHI card
verification and updating, contracted medical
institutions can also file their expenses claims more
efficiently. The NHIA has also gradually completed
the digitalization of various reporting operations by
specially-engaged medical institutions such as medical
expenses reporting, individual case management and
contract-renewal.

Furthermore, responding to the accelerating
adoption of information technology by hospitals
and clinics in recent years, the NHIA completed
the introduction of the “Picture-Archiving and
Communication System” (PACS) in September 2006,
which established an online environment (including text
and image data) for the professional review of medical
expense reimbursement claims. This system is helping
hospitals and clinics to perform online applications
and reporting in connection with their reimbursement
claims. In addition, an individual medical record file
system has been established to provide reviewing
doctors with a good quality operating environment.
The NHIA instituted the centralized management of
medical images and related electronic files in 2017.
This initiative has prompted the NHIA to merge
similar functions within the integration of operations,
strengthened pre-authorization reviews, and added
data processing functions for the random review of
medical expenses, while also adding professional
review of outpatient appeal cases, inpatient appeal
cases, Tw-DRGs cases, catastrophic disease and
injury, and orthodontic cases to the system. At the
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same time, the medical payment system within the
NHIA enables the reviewing procedure to be more
automatic, increases the efficiency of reviewing and

reduces the administrative costs.

To encourage even more hospitals and clinics
to claim medical expenses online, the NHIA has
established a single electronic window-the IC Card
Data Center (IDC)-on its website where all contracted
medical institutions can file expenses online. In
conjunction with its operating needs, NHIA is also
continuing to provide contracted medical institutions
even more convenient electronic reporting services.
The NHIA also expects that its promotion of the
exchange, uploading and reviewing of medical imaging
files between cross-medical facilities will reduce the
number of unnecessarily duplicated examinations
and tests, while promoting the information exchange
between hospitals.

To enhance the public’s healthcare convenience,
NHIA introduced IC health insurance cards on
January 1, 2004 as a replacement for the previously-
used paper cards and child healthcare handbooks,
maternity healthcare handbooks, and catastrophic
illness certification cards. The information that had
been previously recorded on these four types of
documents has now been encrypted and encoded
in the new card’s embedded chip. Alongside greater
convenience, this shift also protects users’ medical
privacy. In addition, since the data in the NHI
MediCloud System has a 2 to 3-days lag, but drugs
and test (checkup) items stored in the NHI Card
serve as immediate references for physicians during

diagnosis and treatment.

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

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

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

To strengthen health insurance card and health
insurance data safety management mechanisms, the
NHIA established an ‘information security task force’ in
August 2003 responsible for managing security-related
tasks and completion of system certification. The NHIA
has also established a full-scale information security
management system (ISMS) to ensure the security of
medical information throughout the healthcare system.
In order to strengthen system-wide monitoring of
information security, the NHIA adopted single entry
for external network and established multi-layered
security protection and various detection and defense
mechanisms (such as Security Operation Center,
firewall, mail filter, intrusion detection, application
firewall, antivirus software, protective measures for
advanced persistent threat) to perform continuous
monitoring of e-mail and online security. Also, the
personal information can be saved via encryption to

ensure the security of medical information throughout

the healthcare system.
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Taiwan’s NHI system played a vital role in
containing the COVID-19 pandemic in 2020. The NHI
database and cloud system constructed over the
years have been proven as effective tools to tackle
pandemic. Medical institutions are linked through the
cloud system to exchange any informations necessary
during this period of time, and all relevant measure
comply with Communicable Disease Control Act and
Special Act for Prevention, Relief and Revitalization
Measures for Severe Pneumonia with Novel Pathogens.
The ultimate goal is maximizing public health benefits
while minimizing intrusion of privacy.

1. ‘NHI MediCloud System’: using cloud system
and technology to tackle the COVID-19 pandemic

Since the outbreak of COVID-19 pandemic
worldwide in the beginning of 2020, NHIA cooperated
with Center Epidemic Command Center (CECC) and
made use of VPN and NHI MediCloud System, which
have already been widely used in medical institutions.
With the insertion of NHI card, the medical institutions
are able to have quick access to individual’s travel
history to Wuhan area and listed contacts with
confirmed cases via the system, and the medical
institutions can thus be aware of patients’ condition.

Later, the system further included individual’s
travel history of every countries, occupation, cluster,
notice of referral for specimen collection and testing
and prescriptions of antiflu drugs in the past 10 days.
With cross-agency and integration of resources from
Ministry of Health and Welfare, Ministry of the Interior
National Immigration Agency, Civil Aeronautics
Administration, Ministry of Transportation and
Communication and Veterans Affairs Council,etc.(Chart

5-1), the medical institutions (including NHI contracted
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and non-contracted medical institutions), long-term
care institutions, National Fire Agency, Ministry of the
Interior, Agency of Corrections, Ministry of Justice and
local prosecutors offices) can use online services (with/
without the NHI card), batch-download or application
programming interface to get access to individual’s
TOCC (Travel history, Occupation, Contact history,
Cluster) (Chart 5-2). The efforts are aimed at reducing
the spread of COVID-19 within the hospital, clustering
and community, lessening the pressure and risk of
infection endured by medical staff and professional
practitioners, understanding the current development
of pandemic and containing the COVID-19 pandemic.

From February 2020 to June 2021, the number of
TOCC inquiry has reached up to 937 million times. With
instant information that responds to clinical practice
and hospital information system that is familiar to
medical staff, the NHI MediCloud System optimizes its
value via active reminding system and value-added
application.

NHIA is now constantly optimizing the NHI
MediCloud System and subsidies medical institutions
for expanding network bandwidth, which further offers
user-friendly environment. In response to the COVID-19
pandemic, NHIA works in collaboration with policies
that regulates quarantine and measures for containing
pandemic. If people who are undergoing home
isolation, home quarantine and self-health management
as well as individuals listed by CECC need urgent
medical care, and have been evaluated suitable for
conducting telemedicine by physicians from medical
institution designated by Department of Public Health,
the physician is authorized to query the NHI MediCloud
System by entering patient’s ID number after gaining
the consent from the patient. The physician can thus get
access to patient’s recent medical records, which avoid
duplicated medication, drug interaction or allergies and
safeguard patients’ safety.
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Chart 5-2 Information such as TOCC Displayed on NHI MediCloud System

il Ya N

Home isolation €ase, please contact local health authorities. Home Quarantine CaSes, please contact local health authorities.

. Travel histories: October 28, 2021 entry from the US A
Contact date: October 28, 2021 ._| Contact history .—I Overseas Travel history

October 1, 2021 bound for the US
If this patient display symptoms, such as fever, respiratory symptoms, loss of smell or taste
or unknown cause of diarrhea, please be aware that if the patient has overseas travel
history within 14 days prior to symptom of fever or other COVID-19-related conditions
must be reported, please conduct specimen collection and mandatory communicable
disease reporting. For those who do not meet the above conditions but the physician still
considers SARS-CoV-2 examination necessary, please conduct specimen collection and
community monitoring (if referral specimen collection is necessary, please issue electronic
referral notice and contact local health authorities.

Click here for references: definition of mandatory communicable disease, definition of
community monitoring reporting, CECC Measures for Following Up on Persons at Risk of

Infection.
Close I

The information is provided by Centers for Disease Control, Ministry of
Health and Welfare. Should you have any questions, please call 1922, the

If this patient display symptoms, such as fever, respiratory symptoms, loss of smell or taste
or unknown cause of diarrhea, please be aware that if the patient has overseas travel
history within 14 days prior to symptom of fever or other COVID-19-related conditions
must be reported, please conduct specimen collection and mandatory communicable
disease reporting. For those who do not meet the above conditions but the physician still
considers SARS-CoV-2 examination necessary, please conduct specimen collection and
community monitoring (if referral specimen collection is necessary, please issue electronic
referral notice and contact local health authorities.

Click here for references: i

fi £ . A | AT £
community monitoring reporting, CECC Measures for Following Up on Persons at Risk of

Infection.

| _Close

The information is provided by National Immigration Agency, Ministry of the Interior. Should
you have any questions about travel history , please call (02)23889393#5600. If you have other

communicable disease reporting and consultation hotline. / \ questions, please call 1922, the communicable disease reporting and consultation hotline. J

No travel or contact history found in the past 30 days of this ID number or /Alien Resident Certificate ID Number! \

I—' The individual is a member of a flight crew/l Patients meeting the suspected case definition

Note for specific

occupation and cluster (please inquire about TOCC!) for COVID-19 should be followed for specimen

collection and reporting (fixed display)

If this patient display symptoms, such as fever, respiratory symptoms, loss of smell or taste or unknown cause of diarrhea, please be aware that if the patient has overseas travel history
within 14 days prior to symptom of fever or other COVID-19-related conditions must be reported, please conduct specimen collection and mandatory communicable disease reporting. For
those who do not meet the above conditions but the physician still considers SARS-CoV-2 examination necessary, please conduct specimen collection and community monitoring (if referral
specimen collection is necessary, please issue electronic referral notice and contact local health authorities.

Click here for references: definition of man mmunicable di definition of community monitoring reporting, CECC Measures for Following Up on Persons at Risk of Infection.

The targeted individual for specimen collection
The individual has been referred to this hospital for specimen collection on January 19, 2021, and has not yet completed specimen collection.
Please make sure to complete specimen collection on the same day.

Please complete the specimen collection

Prescriptions of antiflu for suspected cases on the same day!

|_close

drugs in the past 10 days.

I/. The individual has been prescribed Tamiflu medication on January 25, 2021.

The information is provided by National Immigration Agency, Ministry of the Interior. Should you have any questions about travel history ,
please call (02)23889393#5600. If you have other questions, please call 1922, the communicable disease reporting and consultation hotline.

Thanks to the flexibility, immediacy and
convenience, the MediCloud System gives full play to
its additional value during the COVID-19 pandemic.
Under CECC's instructions, the NHIA provides medical
institutions with instant and accurate TOCC information
of patients. This measure helps avoiding medical
information asymmetry, reducing medical staff’s risk of

infection and maintaining medical capacity.

2. Al technologies equip NHI with capacity for
containing the COVID-19 pandemic

To help containing the COVID-19 pandemic, the
NHIA utilizes big data with Al technologies and works
in collaboration with National Cheng Kung University
Hospital to develop ‘image-based chest x-ray
pneumonia detection platform for COVID-19’. Thanks
to Al model, the physician is able to quickly identify

x-ray images and offer value-at-risk of COVID-19,
which effectively increases the capacity of x-ray
images identification, alerts medical staff and helps
medical triaging, which reduce the risk of infection and
effectively contain the COVID -19 pandemic.

Due to uneven distribution of medical resources,
it might take long time to receive testing results
in areas that are short of medical resources and
radiologists. ‘Image-based chest x-ray pneumonia
detection platform for COVID-19’, which is built within
VPN, makes it unnecessary for medical institutions to
make additional purchase of Al equipment. Through
uploading x-ray images, information such as the value-
at-risk of COVID-19 identified by Al model as well as
the image that marks that position of the lesion can be

received within a minute.
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Al detection model is able to increase the capacity
of image identification, keep diseases at bay and avoid
infection control breach. Interactive Al model can also
integrate experiences of nationwide clinicians, which
facilitate constant advance of Al models and offer
medical services throughout Taiwan. People can thus
have access to high-quality medical services beyond
geographical limitations.

3. ‘Designated community institutions for specimen
collection’ is added on the NHI electronic referral
platform, which facilitates referral and triaging
for seeking medical attention

To establish COVID-19 specimen collection within
the community, enlarge the capacity for containing
pandemic, avoid suspected cases gathering
for specimen collection in big hospitals, avoid
overcrowding in emergency department and infection
within the hospital that further reduce the medical
capacity, NHIA works in collaboration with CECC
to add a list of ‘Designated community institutions
for specimen collection” on NHI electronic referral
platform that helps with the referral, presents a list of
uncompleted information regarding referral specimen
collection on NHI MediCloud System, facilitate referral
and triaging for patients who are seeking medical
attention.

4. Telemedicine under coverage that offers medical
services for individuals under quarantine and
self-health monitoring

In response to the COVID-19 pandemic, if there
is urgent medical need for individuals who are under
quarantine or self-health monitoring but do not have
fever or symptoms of respiratory tract infection,
individuals shall contact department of public health
and receive medical service accordingly. After the

confirmation of medical need, individuals will then
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be transferred to designated medical institutions
for telemedicine. For special conditions such as
telemedicine being unavailable in remote places,
phone consultations are available. In response to
the severe COVID-19 pandemic, CECC announces
that starting from May 15, 2021, the medical service
includes outpatient services, while patients with
chronic disease yet stable condition can choose phone
consultations. Furthermore, to protect individual’s
privacy, physicians shall conduct telemedicine in the
medical institution. Telemedicine services covered by
the NHI are also included in the NHI coverage.

As of June 30, 2021, the telemedicine institutions
designated by Department of Public Health totaled
11,174 (416 big hospitals and 10,758 clinics).
Telemedicine services have totaled 77,456 visits.

5. Name-based mask distribution system via the
NHI card

‘Name-based mask distribution system’ serves
as evidence for buying masks via the NHI card. The
purchase can be done via ‘1.0 physical access’ in
pharmacy and public health center, ‘2.0 internet
access’ that enables individuals to log in to eMask
mask purchase system via the NHI card or Citizen
Digital Certificate, or accreditation of identification and
mobile via NHI app. ‘3.0 pre-order at convenience
stores’ enables individuals to pre-order masks simply
by inserting the NHI card in the kiosk. The NHI card
has its role in ‘Name-based mask distribution system’
and helps the Centers for Disease Control and Food
and Drug Administration with fair distribution of
supplies, which offers the most comprehensive care
for the public and assistance during the COVID-19
pandemic.
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Table 6-1 Financial Assistance to the Disadvantaged

He H RS A () &
Assisted Groups Period o @l
Cases
TS EIIREMDRRE » BFEEIAR « hiE 358.58E A 285,887
WP~ BEERR - XESTREE - BINER | 2020.1~12  3.585 million NT$‘ 2g‘5 A1bd
E ~ M0 RosFEU L EHERER people '
REHED i :
. Government subsidies to the disadvantaged,

Premium , ) .

Subsidies including to low-income households, the near poor, el b 1
unemployed veterans, unemployed workers and their | 0921 1.6 357'%).\ 156.9f87T p |
dependents, people with disabilities, and unemployed 8.57 million people  NT$ 15.69 billion
indigenous people younger than 20 or older than 55.

n N 2,135(F 1.72(87T
ﬁ‘%éﬁ‘x 1T_f [==] f&]/_:ETEEiH_LBﬁﬁDI%« m@;ﬁﬁ%% 20201 ~1 2 2‘135 cases NT$ 1 72 mllllon
Relief Those who qualify as economic difficult cases based o
Loans on Ministry of Health and Welfare criteria 2021.1~6 854fF 0.7(87%

854 cases NT$ 70 million
858+ 26.2{87T

. 2020.1~12

7 RRRIN TNYREBE—NEE §3° 85,000 cases NT$ 2.62 billion

Installment 29 , ,

Plans Those unable to pay overdue premiums at one time 3.0 101187

2021.1~
3 ¥ 32,000 cases NT$1.01 billion

BRI : 20201 51H~2021F6H30H -
Note: Dated from Jan. 1, 2020 to June,2021.



Y Caring for the Needy and Safeguarding Remote Areas

TS5 <138 (e
Caring for the Needy and Safeguarding Remote Areas

| Subsidy Programs for the
Economically Disadvantaged

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

| Premium Subsidies for
Disadvantaged Groups

Various levels of government provide NHI premium
subsidies to the members of specific disadvantaged
groups, including low-income families, the near poor,
unemployed veterans, unemployed workers and their
dependents, persons with disabilities, and unemployed
indigenous citizens under the age of 20 and over the
age of 55. A total of approximately NT$28.58 billion
in premium subsidies was provided to roughly 3.585
million individuals in 2020. As of June 30 in 2021,
approximately NT$15.69 billion in premium subsidies
had been provided to roughly 3.57 million individuals.

| Relief Loans

The NHIA provides interest-free loans to people
facing economic hardship so that they can pay their
NHI premiums and unpaid out-of-pocket medical
expenses, thus safeguarding their right to care. During
2020, a total of 2,135 loans amounting to NT$172
million were made throughout the year, and 854 loans
totaling NT$70 million had been made as of June 30,
2021.

| Installment Payment Plans

Those who do not qualify for relief loans, but cannot
pay their overdue premiums of NT$ 2000 or above
at one time due to economic hardship, are eligible to
repay the overdue amount in installments. Permission
was granted in 85,000 cases to repay NT$2.62 billion
in installments in 2020, and permission was granted in
32,000 cases to repay NT$1.01 billion in installments
up until June 30 2021.
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| Referral to Premium Assistance
from Charity Groups

The NHIA may refer persons unable to pay their
NHI premiums to seek assistance from public interest
groups, companies, and personal charities. In 2020,
3,988 cases were successfully referred to charitable
sources of assistance, and a total of more than
NT$16.8 million in subsidies were provided. During
2021, 2,065 cases were successfully referred and
received over NT$10.61 million in subsidies during the

first six months of the year.

| Protecting the Right to Care of
the Economically Disadvantaged

In order to realize the universal right to equal
medical care and fulfill President Tsai, Ing-wen’s
campaign promise that all insured can use their
NHI card to receive medical care, and the policy of
locking the cards of persons who cannot afford their
premiums would be abandoned, the NHIA instituted

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

The various protective measures for people
suffering from economic hardships provided by the
NHI form a comprehensive umbrella to safeguard
the health of those disadvantaged. By eliminating
economic obstacles to people participating in the NHI
through assistance with the enrollment of insurance,
premium relief loans, referrals to assistance, and
installment payment plans, the NHIA has ensured that
people suffering difficult economic circumstances can

still enjoy adequate medical care at any time

| Obtaining Public Welfare Lottery
Feedback Funds to Assist
Disadvantaged Groups

In order to provide care to disadvantaged groups,
in addition to installment plans, relief loans, and
referrals to assistance, the NHIA has also used public
welfare lottery feedback funds since 2008 to ease
the medical care burden of disadvantaged groups.
The NHIA actively selects and notifies people who
are eligible for this program, and helps them to pay
overdue premiums. As of the end of June 2021, the
cumulative subsidies provided to this program totaled
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NT$4.543 billion, and a cumulative total of 244,924
persons had benefited from it (Table 6-2).

| Easing the Financial Burden of
Copayments

Persons certified as having disabilities pay a
basic clinic copayment of NT$50 for outpatient care,
regardless of where they receive care; this amount is
lower than the copayments paid by the general public
(NT$80-NT$420).

Individuals with catastrophic illnesses, such
as cancer, chronic mental iliness, kidney diseases
requiring dialysis, and other rare and congenital
diseases, are exempt from paying copayments for the
treatment of those diseases. To safeguard the rights
of patients with rare diseases, the NHI uses special
earmarked funds to pay for drugs designated by the
Ministry of Health and Welfare as necessary to treat
rare diseases, easing the economic burden of care for

such patients.

| Care for Medically Vulnerable
Groups

People with disabilities

Introduced by the NHIA in 2002, the program for
providing dental services to persons with disabilities
offers higher reimbursements to encourage dentists to
provide dental care to patients with congenital cleft lips

and palate, and other groups with specific disabilities.

The NHIA eased regulations in 2006 to allow local
dentist associations or groups to establish dental
teams to provide regular services to organizations
devoted to caring for people with disabilities. The
teams can provide roving dental services to psychiatric
hospitals without dental departments and special
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education schools with special needs. Since July 1,
2011, dentists from the teams have provided in-home
dental services to persons with designated disabilities
who meet residential care criteria. On January 1, 2013,
the teams began providing dental care to bedridden
patients at organizations caring for the disabled,
and on January 1, 2014, the teams began providing
services at government-registered organizations caring
for developmentally delayed children. The teams’
service scope was further extended to bedridden
patients at elderly care facilities under the Ministry of
Health and Welfare on January 1, 2015. On January
1, 2020, services for preparation for being discharged
and dental service in nursing home selected by
Department of Nursing and Healthcare, Ministry of
Health and Welfare are available. On January, 2021,
dental services for people with moderate moving
functional limitation due to brain and spine injury are

available.

People with catastrophic diseases

The 30 catastrophic illnesses announced by the
NHIA include cancer, chronic mental illness, end-
stage renal failure, and congenital conditions, all of
which are very costly to treat. Insured individuals with a
catastrophic illness card are exempt from copayments
when obtaining treatment of these conditions.

As of the end of December 2020, a total of more
than 970,000 catastrophic iliness cards had been
issued (to over 911,000 people, who accounted
for 3.8% of all insured). In 2020, the cost of treating
catastrophic illnesses totaled approximately NT$227 .4
billion, and accounted for 28.7% of all NHI medical
expenditures. Roughly NT$74.4 billion in NHI
expenditures goes for the purchase of drugs needed
to treat catastrophic illnesses, and this amount is nearly
34% of the NHI system’s total medication expenditures.
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The high level of spending on the treatment of
catastrophic illnesses reveals the tremendous
assistance that the NHI system provides to these

individuals.

People with rare diseases

Individuals with rare diseases classified as
catastrophic illnesses are exempt from copayments
when being treated for their condition. The Ministry of
Health and Welfare currently recognizes 226 types of
rare diseases, and had issued 11,771 rare disease
verification cards as of the end of December 2020.
Drug expenditures for the treatment of rare diseases
totaled approximately NT$6.66 billion in 2020.

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

Fee Schedule.’

People with multiple chronic conditions

Patients with multiple chronic conditions consume
the largest share of resources in Taiwan’s healthcare
system. With the aging of Taiwan’s population, the
prevalence of multiple chronic conditions has been
increasing steadily, and the care of these individuals
is becoming an important issue. To ensure that such
patients obtain integrated care services, and avoid
redundant or inappropriate medications, examinations
and treatment, the NHIA initiated the “Hospital
Integrated Care Program” on December 1, 2009.
Patients participating in this program have lower
copayments and registration fees, reduced visit and
transportation time, and increased care safety and

quality.
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This plan has been implemented for many years.
Each year, the average medical visits of cases
accepted decreased compared to the same period
in the previous year, indicating positive effectiveness.
Each year, about 160 hospitals take part in this
program providing integrated care services, and
targets receiving integrated care exceed about
170,000 people.

Providing Care in Remote Areas Lacking Medical
Resources

According Article 43 and 60 of the Enforcement
Rules of the National Health Insurance Act, where
a beneficiary receives outpatient care service,
emergency care services or home-care service in a
resource depletion area, the self-bearing amount may
be reduced by 20%. In addition, the NHIA has also
implemented the following plans in order to enhance
medical services in remote areas or areas deficient of

medical resources.

Integrated Delivery System (IDS)

Due to their isolated geographical environment
and inconvenient transportation, Taiwan’s mountain
areas and offshore islands are universally lacking in
medical resources. As a consequence, the NHIA has
drafted plans to induce willing and capable hospitals
and clinics to send adequate medical manpower to
these underserved areas. Introduced in November
1999, the Integrated Delivery System (IDS) encourages
large hospitals to provide specialized medical service,
emergency services, and overnight care in mountain
areas and on offshore islands at fixed locations or
through roving services.

At present, there are 50 townships in the outskirts
of the country. A total of 26 contract institutions have

undertaken 30 projects, serving more than 480,000
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people, with the average satisfaction of the local

people reaching 93%.

Improvement Plan for Medically Underserved Areas

In 2021, the NHIA devotes an additional NT$838
million annually to towns and townships with
insufficient medical resources, and is implementing the
Improvement Plan for Medically Underserved Areas to
encourage dentists, physicians, and Chinese medicine
physicians to work in underserved areas in the spirit
of “local service,” or provide healthcare services in
such areas on a roving basis. In 2020, 598 contract
institutions have conducted tours in areas deficient of

medical resources, serving more than 739,000 people.

Upgrading Medical Services in Underserved Areas

The NHIA introduced the Medical Service

Improvement Program for Underserved Areas in 2012
in order to strengthen medical services and preventive
healthcare at the community level on offshore islands,
in mountainous areas, and other areas lacking in
medical resources. This program, which has an
earmarked budget and guaranteed point values,
encourages hospitals in the foregoing areas or nearby
to provide 24-hour emergency services, and internal
medicine, surgical, gynecological/obstetric, and
pediatric outpatient and inpatient services. 94 hospitals
were participating in 2021, helping to improve the

provision of convenient services at a more local level.
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Public Satisfactions and International Recognition

| Internationally Acclaimed NHI
Experiences

The National Health Insurance in Taiwan adopted
the single-payer system that is widely applicable and
optimizes the resources. Compared to the healthcare
system in other countries, the NHI in Taiwan features
its lower administrative expenditures as well as its
fairness and consistency. Each year, a large number
of foreign experts, scholars or official representatives
are attracted to visit Taiwan to investigate its National
Health Insurance system. During the COVID-19
pandemic, Taiwan also remains international relations

via video conferences.

Achieving Universal Health Coverage is a
foundation of the health-related goals of the UN
Sustainable Development Goals, and the goal ensures
that each individual has access to basic medical
care. Taiwan’s National Health Insurance system was
implemented since 1995, with its goal of providing
equal rights as well as accessible and affordable
medical care for each citizen. According to the 2019
edition of CEOWORLD magazine (the world's leading
business magazine) Health Care Index, which ranks 89
countries according to factors that contribute to overall
health, Taiwan has the best health care systems in the
world. Furthermore, according to Numbeo’s Health
Care Index, Taiwan has been ranked as the best
among the 93 countries on the list, which indicates the

overall quality of the healthcare system in Taiwan.

During the COVID-19 pandemic in 2020, Taiwan’s
effort in containing the pandemic has again gained
international recognition. The BMJ, a leading journal
dedicated to medical research, published a column

‘What we can learn from Taiwan’s response to the
COVID-19 epidemic’ on July 21, 2020, and introduced
two forms of information technologies that are critical
in its pandemic preparedness and control. The first
is the NHI Smart Card that allows all providers real-
time access to upload patient records and claims.
The other is the NHI MediCloud system, which
provides providers and patients with real-time access
to patient’s health records, including diagnostic
imaging and prescriptions. The article introduces how
Taiwan’s information technology, strong public health
infrastructure and forward-looking plans have their
crucial roles in effectively controlling the COVID-19

pandemic in Taiwan.

In terms of international organizations, APEC is
an important international organization that in which
Taiwan has been involved. Also, Taiwan has also
been putting efforts in health issues. In 2019, the
NHIA was subsidized by APEC to hold an international
conference on APEC medical information sharing.
In 2020, the NHIA again submitted the proposal
‘APEC Conference on Digital Healthcare Innovation-
COVID-19 Response by Health Information Utilization’
in Health Working Group (HWG), APEC, and has been
again subsidized by APEC. After the COVID-19 safety
measures are lifted, each economy will be expected
to come to Taiwan and discuss the usage of digital
information and technologies among the COVID-19
pandemic.

In response to the New Southbound Policy, the
NHIA has long been involved in in-depth bilateral
interaction with Republic of the Philippines, Thailand

and Vietnam and has gained fruitful results. Even
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though the face-to-face was unavailable during
the COVID-19 pandemic in 2020, the NHIA is still
interacting with the New Southbound countries via
video conferences that focus on medical field. With
the assistance from diplomatic personnel, the NHIA
invited National Health Security Office from Thailand
and PhilHealth from Republic of the Philippines
respectively and held video conferences to jointly
share the experience of how health insurance system
has responded to COVID-19 pandemic.

The NHI system has faced many difficulties, and
the public’s satisfaction with the system was below
40% in the early days. Today, public satisfaction is
over 80%, making it clear that the system enjoys a
high level of public approval. Although the system’s
satisfaction rating fell following increases in premiums
and copayments in 2002 and in the wake of some fine-
tuning of the system in 2005, it quickly rebounded
to over 70% in the wake of these changes. The 2™
Generation NHI system has been implemented since
January 2013, and supplementary premium was

imposed on high income households. The satisfaction

*7-1 BEBEERSIFENABRY

Table 7-1 NHI Medical Resource Utilization Status

£ A F15National Average

B—EXEREE Average catastrophic illness patient
B—IEEE Average cancer patient

F—ZfREE Average rare diseases patient
TF—HEBEE Average kidney dialysis patient
T—JIR23EE Average patient on mechanical ventilation
BF—&EEE Average hemophilia patient

5T 1 L2020 EXNSREEMETERIRA

RERmE B E

Public Satisfactions and International Recognition

that had at one point dropped climbed back to around
80%. In 2020, the general public’s satisfaction towards
the NHI even peaked at 90.2 % (Chart 7-1). Due to
the implementation of NHI in Taiwan, comprehensive
medical protection can be better provided to the needs
of disadvantaged people.

The core value of the NHI system is its reliance
on mutual assistance to have all of society share the
financial risk of caring for those who get sick through a
‘social insurance’ mechanism. Although patients with
catastrophic illnesses account for 3.8% of all persons
enrolled in the system, they also account for as much
as 28.7% of all health insurance medical expenditures.
Among these catastrophic illnesses, the average
medical expenses of persons with cancer, kidney
disease requiring dialysis, and hemophilia are from
6.3 to 97.70 times those of the general public. This
situation manifested NHI's role as a social insurance
system, and ensured that patients with catastrophic
illnesses are not driven into poverty by medical bills
(Table 7-1).

33,046 1.0
234,268 7.1
207,376 6.3
710,127 21.5
637,581 19.3
775,915 23.5
3,205,269 97.0

Note: The above figures are based on 2020 catastrophic illness statistics.
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After many years of laying the groundwork, the
NHI system has earned international acclaim through
its many major accomplishments, and also serving
as a model for other countries in the process of
building or reforming their systems. Looking ahead to
the future, changes in Taiwan’s overall environment
and social structure, and growing constraints on
medical resources, the NHI will continue to perform
rolling reviews for improvements. The NHIA plans to
implements reforms in the following areas as it maps

out its blueprint for the future:

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

emergency and critical care. The ‘vertical integration

strategic alliance’ formed by medical institutions have
implemented two-way referrals to provide patients with
continuous and patient-centered medical care and
enhancing care quality through a vertical integration of
the alliance’s upstream and downstream, collaboration
among hospitals and clinics, use of electronic referral
platform, and uploading and sharing of medical
information using cloud technologies.

Residential Integrated Care

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

to institutions providing the necessary services.

In order to improve the fragmented service models
of different types of home care, the NHIA integrated
four types of service, including general home care,
respiratory home care, and hospice care, as the
‘Integrated Home Health Care Program’ in February

2016. The goal of the program is to expand the types
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of people who receive the service, strengthen case
management mechanisms and promote cooperative
team care in the community. This program also calls
for the horizontal integration of various types of medical
personnel and the vertical integration of upstream and
downstream hospitals and clinics, and seeks to provide
comprehensive patient-centered medical services.
Starting from June 2019, the program has expanded
its scope and started to include services provided by
Chinese medicine physicians, and pharmacists. At
the same time, the responsibility of home care doctors
has been further emphasized. The home care doctor
is responsible for evaluating a patient’s overall needs
for home care, and requesting services provided by
other medical personnel, such as Chinese medicine
physicians, nurses, and respiratory therapists, when
necessary. Patients are required to cooperate with
home care doctors in taking medicine and receiving
comprehensive home care. If the patient can not
cooperate with the doctor, he or she shall return to
receive medicine during outpatient sessions, so that
the limited number of home care service providers can
take care of physically impaired patients with actual

needs.

As of June 2021, 3,042 medical institutions had
organized 223 teams to provide care to 59,000
persons. The NHIA will continue to encourage the
establishment of community care teams, with the
goal of having teams distributed evenly throughout
the country. By caring for patients with impaired
mobility, the teams will help patients resume life in
their communities and reduce unnecessary ‘social

hospitalization’.

Hospice Care on Quality of Life

The NHI offers many hospice care services,
including ‘hospital hospice care’, ‘hospice shared care’

PRI AR
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and ‘hospice home care’, which deliver holistic care
and ease the physical, mental, and emotional suffering
of patients facing life threatening illnesses. Depending
on patients’ needs, medical teams provide integrated
hospice care from hospital admission and discharge to

home care.

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

care, but also enhances the quality of care.

To promote hospice care within the community,
the NHIA has continued its efforts to increase local
hospital participation in integrated home health care
teams and family doctor care teams. This initiative
enables terminal patients to return to the community
and live out their lives in dignity. In 2020, the number of
people who received NHI palliative home care totaled
14,158 people (an increase of 11% compared to
2019). From January to June, 2021, the number totaled
8,781 people (an increase of 5% compared to 2020),
indicating a gradual increase in the number of terminal

patients who received palliative care.

Enhancing Post-acute Care Quality

Under the ‘Post-acute Care Quality Enhancement
Program’ introduced by the NHIA in 2014, medical
centers assist referral of patients to nearby community
hospitals with post-acute care teams. This program
provides short-term integrated rehabilitation care
to post-acute patients who are disabled but have
rehabilitation potential. The program initially targeted
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stroke patients on a trial basis, and was extended to

burn patients in September 2015.

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

inter-institutional, inter-professional service teams.

Up to now,a total of 217 hospitals across the
country have participated in this program by forming
38 groups. In 2020, over 5,500 cases of stroke
were accepted. Of these patients, 91.3% enjoyed
improvement in overall function, such as improvement
from severe dependency to preliminary ability to
perform self-care, and 87% were able to successfully
return to their homes and life in community. The
program also reduced patients’ rehospitalization rate

and emergency treatment rate.

To emphasize primary level community care, while
also responding to the country’s aging population
and concomitant increase in chronic diseases
and the need to promote preventive medicine and
hierarchically integrated medical system, the NHIA
has been implementing the ‘Family Doctor Integrated
Care Program’ since 2003 as a means of establishing
a localized family doctor system in Taiwan. Under
this program, five or more primary-level clinics can

organize community healthcare groups, which rely on
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collective resources to provide patient-centered holistic
medical care. The program has also sought to boost
the preventive healthcare implementation rate and
quality of primary-level medicine through public health
management and health education, and establish
cooperative relationships among primary-level clinics
and hospitals involving joint referrals, case review,
and community health education activities. Under
this program, the NHIA has established a 24-hour
consulting hotline to ensure that the public can receive

comprehensive, coordinated, and ongoing services.

As of the end of June 2021, 5,587 primary care
clinics and 296 hospitals have jointly set up 623
medical groups who have jointly offered care to over
6.01 million accepted members. The NHIA will continue
to encourage community medical groups to cooperate
with pharmacies, public health centers, physical
therapy institutions, and examination institutions and
establish cooperated medical groups to provide
rehabilitation, ophthalmology, and psychiatry medical
services in order to enhance community medical
groups’ care capacity to be able to provide localized
holistic care and services.

Because caring for residents of remote areas
has always been one of the NHIA’s top priorities, it
implemented a plan to work with city, district, and
township offices in producing and issuing NHI cards
on-site in 2016. This convenient service gives people
living in rural areas the option of applying for and
receiving a new NHI card within 15 minutes at a nearby
district office. This saves their time and expense
of having to travel to a more distant regional NHIA
service center or service office in an urban area. As of

June 2021, the NHIA was cooperating with 20 district

99



100

|
D

2021-2022 Annual Report

INSURANCE

021-2022 = RERRB TR

[

FIHFHTERFRERI TR  LUBIMER
ANEWGFRE  PHENEERCEAR - 517K
WX BRRESTHRE LSRR ZETIREH
RS

RERBREMSEHRER BIFEERBF
a1 B# » ITERREEE (Omni-channel)
SHEESERRM - ERRERREBBBEERE
NEZEMELERR R RE » RRSTERZIT
HE (BREASE - T - BELTEBERE
EiE) FEIFEEREBEE U - RENFE
K~ |ARR ~ BETF - BERENESRERFERS
SRR o BRI RER - BERRER
BEMEEET - ERERERR - TE ~ &1
RS mERIRTS -

REREFEZEUARPLNE ARGE
EAEImES (Cloud Computing) REE&H!
(Big Data) #t% @ DIEEREVK S - ERAOEK
#@ (Internet of Things) HIEFIME - EBELEIAE
£l (My Data) - 2B MBREE) » ZHEHEA
REBNIRTS - SBERIGE - BIIRRMEBER
ERER » I RRREENREREE&E
2 B BEREEEEAN NGNS - IBHMER

BREFEZERBICENBERK » BEREA
BERERERER DBV - BRRYIREREFEE(E
ARVFLERISH. - BILEEEMISE & - BE - &
i (B) MRREBREZESZER  BERMAEARNK



offices respectively located in the Hualien-Taitung
area’s Guangfu Township, Chenggong Township,
Dawu Township and Guanshan Township; New Taipei
City’s Jinshan District; Yilan County’s Yilan District and
Nan'ao Township; Taoyuan’s Fuxing District; Hsinchu
County’s Jianshi Township and Wufeng Township;
Miaoli County’s Tai-an Township; Nantou County’s Puli
Township and Shuili Township; Changhua County’s
Fangyuan Township; Yunlin County’s Huwei Township;
Chiayi County’s Alishan Township; Tainan City’s Jiali
District; and Pingtung County’s Chunri Township
and Chaozhou Township and Checheng Township
to provide the public with convenient on-site card

production services.

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

need to carry cash.

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

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

high-quality services.

As part of its ongoing efforts to develop holistic
patient-centered care, the NHIA has merged the
Cloud Computing and Big Data concepts with the
convenience of the Internet of Things and its ‘My Data’
database of personal information to get people to live
healthier lifestyles. In addition, the NHIA’s ‘My Health
Bank 2.0’ system is a cloud tool that enables users
to manage their medical records, enhances doctor-
patient communication, reduces information asymmetry
and increases overall safety and efficiency of seeking

medical attention.

My Health Bank provides an easy-to-understand
graphic presentation of information alongside personal
health insurance data filtering and sorting functions,
this system allows users to quickly understand their
recent doctor visits, diagnoses and treatments,
treatment history, prescriptions, examination results
and medical images. The system can also forecast
users’ likelihood of developing liver cancer during the
next 10 years and can assess kidney function and risk.
Having access to the ‘My Health Bank 2.0’ system is
like having a personal health manager at one’s side at

all times.

In an era when the prevailing focus of medical
care is evolving from treatment of disease to self-care
and prevention, the NHIA is working with the Ministry
of Health and Welfare on the ‘Taiwan Health Cloud’
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project, which seeks to integrate health data across
different agencies and develop digital and cloud-based
services. Currently, cross-agency data that has been
integrated includes: an organ donation or hospice/
palliative care survey from the MOHW'’s Department
of Medical Affairs; preventive inoculation data from
the Centers for Disease Control; outcomes of adult
preventive health services from the Health Promotion
Administration; results of four cancer screenings; and
health check-up data from Kinmen County residents (as
reimbursed by the county government). Additionally,
to encourage new registrations for My Health Bank,
a mobile phone-based fast certification service was
introduced in May 2018. Local citizens may apply via
a mobile number in his/her name, with a monthly cell
phone data plan. Qualified users can then use the
NHIA mobile app to certify their identity and browse
My Health Bank. The app makes it possible for the
insured to manage their NHI information online and
file the NHI application anytime, anywhere. Currently,
mobile phone-based fast certification service is not
yet available for foreigners. But with ‘NHI Card Online
Services Registration’ or ‘counter services’, foreigners
are still able to use the NHIA mobile app to certify their

identity and browse My Health Bank.

To improve app user loyalty among the public,
improvements made to My Health Bank include:
push notifications, which provide active reminders
for health-related services such as dental scaling,
cancer screening, and adult preventive health
services; enhanced calendar functions; and linking to
user medical history for convenient data import and
export in the app, allowing users to easily manage
his/her medical service usage. Furthermore, there
is also ‘parental reminders for children’s scheduled
inoculations and routine vaccinations’, which is also

aimed at improving app user loyalty.
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In the future, the NHIA will continuously improve
on the diversity and range of services of My Health
Bank. Health checkup institutions are also encouraged
to send out-of-pocket health checkup results to the
administration which can then be made available for
download in My Health Bank. Users can also input their
own health checkup data. The NHIA has added with
the family member management function since May
7, 2019. After obtaining the consent of the elderly, one
can check the My Health Bank for their elder family
members to help take care of their health. For a parent
having children under the age of 15 enrolling in the
National Health Insurance with him/her, the system will
automatically bring the children’s medical information
into the parent's My Health Bank system for the parent
to take care of the health of their children.

To help people manage their own My Health
Bank system, the NHIA also added functions such
as software development kit (SDK) in March, 2019,
in which users are able to authorize his/her data to
be provided to services such as trusted apps, health
management systems, and other public/private
organizations for further value-added services. These
improvements will continue to enhance My Health
Bank and solidify its role as the most reliable health

management service.

In addition, to contain the COVID-19 pandemic,
additional functions such as ‘record of buying masks’,
‘COVID-19 testing results’, ‘COVID-19 vaccination
record’ are added. In the future, the NHIA will
continuously make improvements on operation
interface, operation flow and management on diseases,

which can overall increase the user base.
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