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摘要
此次出國進修，是攻讀美國哈佛大學公共衛生學院(Harvard School of Public Health)的公共衛生碩士學位(Master of Public Health)。在7個分組(concentration)中，選擇健康政策(Health policy)作為進修的主軸。
綜合所學，台灣的健保問題主要在於健保局的定位屬於政府組織，無法獨立於政治因素的干擾。建議應該將健保局改制為非營利性的財團法人，仍然受衛生署的監督。其次，健保的給付架構，並沒有經過合理的以成本為基礎的計算及協商，也未適度的計入風險與技術難度，齊頭式的平等使得高風險科別醫療專業人力不斷流失。第三，健保給付與醫院評鑑等級掛勾而有差別，導致醫院競相升級，應為醫療體系主力的地區醫院因此大幅萎縮，醫療資源往大都市與少數醫學中心集中。部分負擔設計無法防止Moral Hazard，導致民眾濫用健保。
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本文

目的

本署醫院管理委員會前身即台灣省政府衛生處就開始積極培育醫療及管理人才之國內外進修訓練。自民國84 年起至88 年，五年間曾舉辦兩期「臺灣省政府衛生處業務主管人員在職研習甄選實施計畫」，每期選派40人，共培育80 名優秀衛生醫療人員。
這次出國進修根據的是「行政院衛生署及所屬醫院醫事人員出國進修計畫」，本計畫係依「公務人員訓練進修法」第10 條之規定選送優秀之醫事人員到國外進修為落實培訓並儲備具國際衛生視野及學習最新醫療科技之人才，其進修預計每人12-19 個月，旨在配合國外知名院校所排定之課業期程，一以貫之，期所獲致之整體效益發揮至極，因此，「完成學位」雖是目標亦是手段，如何積極有效又能迅速提昇人員醫療專業素質才是重點所在，亦是此次本計畫提出之動力。
本計劃預估每年度薦送5 人次(原則以醫院管理、公共衛生及國際醫療衛生及組織為主。出國專題研究進修，學習最新醫療科技，積極參與國際性會議及相關學術研討，充實新知，以期提昇醫療服務品質與技術。

過程
一、出國前準備
在四十六歲的年齡，第一次出國留學攻讀學位，真是人生的一個意外。雖然年輕時也有留學夢，但是隨著兒女陸續出世，工作上的責任越來越重，留學的夢想已然成為過往雲煙，沒有想過竟然會在沒有事先規劃的狀況下，負笈美國哈佛大學留學一年。這一切都要感謝署立彰化醫院張景年院長的推薦，開始了這一段奇妙旅程。在民國100年的5月左右，張院長問我願不願意去考衛生署的留學獎學金，當下覺得院長實在太抬舉我了，這把年紀出國留學實在是有點老了。然而院長的好意，還是想說回去問問太太再說。沒想到太太小孩聽聞之後，想都沒想就說好，所以就開始了這個不可能的任務。
首先，衛生署的書面審查需有托福成績，因為時間非常趕，根本不可能去補習，上網一查，那個週六離家最近的逢甲地球村有一場托福考試，直接報名就去考了。以前從來沒有補習過托福考試，當天一進考場打開考試的電腦，也是我這一輩子第一次碰到托福考試的題型。幸好有一點英文的基礎，加上臨場反應，考的沒有很差，就憑著這個成績通過衛生署的書面審查。其實被通知要再接受口試時，已經到八月份去了，原本想說經過了兩個月都沒消息，應該是沒希望了，平常工作忙碌，也漸漸淡忘這件事。突然接到通知說要去衛生署口試時，感覺很意外，也覺得這樣要申請學校恐怕會來不及。口試的時候，碰到另外三位署醫的醫師，署台南的李妍倩醫師與莊仁賓主任是夫妻檔，我們都有志一同，相約如果通過口試拿到獎學金，我們希望能夠申請到一流學府哈佛大學，大家一起去波士頓也互相有個照應。很快的，衛生署長官通過我們四位申請者的口試。
緊接著就要在短短三個月的時間內，完成申請學校的手續，因為一流學府像約翰霍普金斯大學與哈佛大學等，申請學校的deadline都在十一月底或十二月初，我等於又再度去挑戰這個一般留學生可能花上一年去準備的繁雜工作。這段期間，感謝內人董雯明小姐與大舅子Alex Tung對申請文件的大力協助，才完成了這個超級任務。因為申請美國的研究所，需要有GRE的成績，我不但從來沒有去補習過，在申請deadline之前，台灣已經沒有GRE的考試了。我查了一下亞洲鄰國，只剩下日本與新加坡考試的日期，成績放榜時可以來得及送去申請學校。在時間緊迫下，只好請了假專程飛到日本東京的考場去考GRE，前後在日本待不到48小時，沒有旅遊行程，專門就是去考試而已。因為我們這個衛生署的獎學金是一個五年計畫的最後一年，一定要在民國100年底前出國，否則就喪失了這個獎學金。承辦人建議我們要多申請幾間學校，不要孤注一擲在少數名校，因為我們不能像前幾屆的人，有充裕的時間慢慢申請學校。
因為衛生署的獎學金，原則上是提供進修國際醫療或醫院管理相關碩士學位一年的學費與生活費補助。因此，申請學校就以有提供一年可畢業的碩士學位為主，而這類學位主要都在公共衛生學院，少數在管理或商學院。幸好美國大多數有公衛學院的學校，有共同成立一個公衛學院的申請窗口網站SOPHAS，省掉非常多個別申請學校的重複文件與時間。現在網路發達，申請學校的推薦信，直接由SOPHAS發e-mail給我們邀請幫我們寫推薦信的師長，推薦人直接回信給SOPHAS，非常的方便，也確保客觀與隱密性。職也非常感恩長官張景年院長，台大公衛學院的指導老師楊銘欽以及鹿東醫院邱南英院長當我的推薦人，職相信他們的推薦信，在申請學校的過程，發揮了決定性的影響力。
因為沒有去補習班補習，也沒有找留學代辦，對於自己的條件強與弱並不太清楚，所以我對自己申請學校不太有信心，為了保險起見，總共申請了超過十間學校。除了常春藤聯盟的名校外，也申請了幾間普通的學校當成備胎，因此在準備出國的過程，著實也已經花了不少錢。運氣很好的是，職同時錄取公衛排名世界第一與第二的約翰霍普金斯大學與哈佛大學。因為這兩間學校很早放榜，在100年四月的時候放榜，後面的學校申請作業就沒有再繼續下去了。預計七月左右出國，三個月的時間，又是緊鑼密鼓的準備大人小孩的就學與搬家事宜。期間當然也想過一年沒有收入，又舉家赴美所費不貲，荷包會大失血。但是出國的興奮之情與帶著大家的祝福，還是快樂的整裝出發，在100 年8月1日搭機赴美。
二、哈佛大學公共衛生碩士學程的課程綜觀
美國的高等教育，向來執世界牛耳。職所就讀的哈佛大學，在世界排名長期名列前茅。美國的高等教育，除了人才濟濟，研究經費充足，學生所感受到的教學方式與設備的提供，又有何值得我們借鏡之處呢？首先，課程的安排非常重視學生的興趣，這會對於將來學生的學習動機與投入程度有相當程度的影響。因此在啟程出國前，學校先來信請學生選擇欲專修的領域(concentration)。雖然一樣錄取Master of Public Health program（MPH），但是我們可以依個人興趣選擇七個concentration中之一。這七個分別是Global Health, Health and social behavior, Health care management and policy, Law and public health, occupational and environmental health, quantitative methods and clinical effectiveness. 職因為曾就讀台灣大學醫療機構管理研究所，受教於指導教授楊銘欽老師，對於醫療政策評估有一些基礎，因此希望能繼續這部份的學習，所以就選擇了Health policy這個領域。後來才知道，亞洲同學選這個領域的很少，只有另外一位日本同學、兩位新加坡同學。除了美國本地學生外，外國籍的還有來自挪威、加拿大、英國、哥倫比亞、奈吉利亞與肯亞等。
台灣同學因為都是MD ，他們主要都選擇quantitative methods 或 clinical effectiveness。感覺上台灣的醫生，因為主要工作的領域還是在醫療院所為主，個人升遷與醫院評鑑的考量，做研究的能力訓練還是比較熱門，基本上，這一屆所有的哈佛碩士班學生，除了職以外台灣學生並沒有人選health care management and policy。
因為MPH還是有一些它的教育目標，就是要訓練學生準備成為未來的公共衛生領導人，訓練的內容在於廣度而非深度，這與準備走研究型的master of science 甚至 doctorate degree是很不相同的。另外，MPH畢業時不必繳交畢業論文，主要是授課、討論與交報告。因此我們畢業學分42.5 credits中，還是有將近一半是必修或必選的核心課程，內容涵蓋倫理學、生物統計、流行病學、環境醫學、社會與行為科學。這些課程，不同concentration的同學都必修，但是個別同學可以根據自己的過去程度，選擇不同難度深度的課。例如，生物統計與流行病學，分別有三種難易程度，可以讓沒有修過的同學自己量力而為，若過去有一定基礎的人，也可以選比較深的課程，不致於浪費時間。這在台灣的大學中，應該不是太容易辦到，此在於師資的多寡與教學資源豐富與否。
我們選Health policy的學生，另外需要有機構實習(稱為practicum)，主要是要我們實際去大波士頓地區的政府或醫療機構，實地學習政策的相關實務。因為主修醫療政策，學校規定我們必選Health analysis ，上課的內容主要是以個體經濟學為主 ( Microeconomics )。
選修課程方面，因為擋休與時間衝堂的關係，後來發現並沒有太多的選擇空間了。但是學校有精心設計功課表，其實我們各個concentration自己的熱門課，都不太會彼此衝堂而造成遺珠之憾。然而，如果想要去跨concentration修別的領域的熱門課程，就都會衝堂或面臨擋修的問題。我們Health policy這領域的熱門課是Health economics，由台灣出生的蕭慶倫教授 ( William Hsiao ) 主持，開放選課當天，我手腳慢一點就只能候補，幸好蕭老師頭兩堂課就請大家盡早做決定要選課還是要退，讓有興趣要修課但沒選上的同學能儘快有機會選課，因此幸運的就補上了。
另外還有選修 Financing healthcare in developing country。這門課是由大陸出身的Yuanli Liu教授主持。職所選跟Health policy有關的課，還有Payment systems in Health Care。職在management 方面也選了一些課，有Leading change、Skills & Methods of Health Care Negotiation and Conflict resolution、Operations management in Service delivering Organizations、Healthcare organizational and behaviors及 Change & innovation in public health。
三、哈佛公衛學院的教學師資與教學評量制度
開課的老師，主要分成兩大類，一類是哈佛大學內專任的faculty，他們專責就是教學研究，辦公室就在學校內，上課時也有專門的助教協助(主要是博士班學生)。這些專任老師通常拿到博士學位後，就都一直在大學或研究機構做研究，比較沒有實務經驗。個人感覺，年資似乎會compensate他們沒有在產業界或政府單位任職過的實務經驗缺乏。因此若是比較年輕的老師，特別是有關醫療機構管理的課程，除了他們專門研究的課題外，醫院內其他比較實務的問題，他們就會顯得比較生疏。另外醫療政策領域的老師，幾乎長期都有接政府單位甚至是世界各國政府委託的研究案，例如蕭慶倫教授，雖然他們長期都是學校的專任老師，但是實務經驗無與倫比。談到政策問題，信手拈來都是實例，學生來自不同國家的健康體系問題各不相同，老師都瞭如指掌，令人讚嘆。哈佛專任的老師，教學態度都非常認真，有相當比例的老師，在第二堂課就能叫出所有學生的名字，因為他們對於學生上課的表現也要評分。對於學生的期末報告，他們幾乎都親自看過修改與評分。當然，這類老師對於學生的評分也很嚴格，不太容易拿到A。
另一類老師，則是在外面機構或公司任職，只在哈佛大學開一門課而已。這些老師幾乎也都有博士學位，有的也甚至著作等身。實務經驗就不在話下，都是該領域的佼佼者。這類老師的上課內容就比較多實例，豐富有趣。職上過課的老師就有曾任麻州議會議員、科技投資公司老闆、管理顧問公司老闆、醫院院長、麻州Blue Cross Blue Shield資深副總裁等。這類老師比較強調實際案例的探討與學生的發問，通常也會請到許多重量級的guest speakers。有幾位老師說過，他們曾經在哈佛授課的學生中，發現許多非常有價值的靈感與意見，這是他們覺得在哈佛上課另外一個很有收穫的地方。這些老師上課，就沒有專任的博士班的助教，對於學生課業的要求，也比較沒有那麼嚴格。但是這種課程的作業(assignments or homeworks )通常都很活，需要下功夫找資料，提出自己的見解，常常也沒有標準答案，經由實作去思考問題的核心與解決問題的歷程。
哈佛公衛學院的許多課程，都很強調學生的參與。許多老師在課前給的syllabus上都有註明學生評量的標準，包含課堂上的發問與回答問題，通常都會佔總分百分之二十左右，或者是差一個grade。東方國家的學生，或者英文比較不好的非英語系國家來的留學生，上課比較不敢發言的，這部份就會比較吃虧，在這種課比較難拿到A的成績，除非作業或報告寫的非常傑出。我們東方學生最常面對的情形是，英語系國家的學生，上課踴躍發言，大部分確實也是有很多不錯的論點，但是也常有不知所云或者感覺上為發言而發言的情況，奈何囿於語言不夠流利，自己很好的想法，有時候等到想舉手發表時，老師已經結束討論的session進入下個主題了。
美國的教學氣氛其實非常自由與鼓勵，職因為三個小孩也一起陪同赴美，分別就讀於小學與高中，可以一貫的了解從小學到大學研究所的教育環境，老師鮮少批評學生的論點，幾乎都是用鼓勵的，great, excellent, good 最常是老師的評語。有些學生的發言其實了無新意，不少老師還是稱讚的讓學生心花怒放。遇到學生發表的意見真的有誤解的地方，老師用的是非常自然與輕鬆的態度，再跟學生討論釐清問題所在，學生不會覺得丟臉或被老師羞辱指責。我想這是文化的差異，但是也是國家競爭力的來源。美國之所以可以產生許多偉大的創意公司產品與諾貝爾獎得主，他們鼓勵獨立思考與尊重他人意見的教育體系，從小做起，實在是很重要的因素。
個人覺得老師在台灣的角色，除了傳道授業解惑以外，其實還有長輩與權威的色彩在內。容或老師的尊嚴在少子化的衝擊下，不斷受到挑戰，但是基本上在教室中，老師與學生的角色還是有不對等的。個人觀察，美國的老師跟學生關係，比較像教練與選手的朋友關係，他們著重在技術的傳遞，彼此之間的關係是人與人之間的互相尊重，而不特別強調尊卑權威的因素。個人感覺美國的學生壓力比較小，其實不在於功課的份量，而是在於學生表現的評量是多元化的，而且學習表現的結果不大會得到負面的苛責，不管是從老師或家長身上。因此老師也不太會面對來自於家長或學生對於評量結果反彈的壓力，大家都不會把得B擴大為面子問題或者是對學生的全盤否定，老師不用擔心傷了學生或家長的心，大家相處起來其實單純而自在。
哈佛大學對於老師的教學評估也很重視，我們學生必須在線上回答對於該門課授課老師、外聘講座、及助教的 evaluation，才能得到該credit。如果學生沒有回答，就算老師給學生pass，我們也得不到那個學分。評分的內容主要是老師上課內容跟課程目標是否一致，上課內容有沒有跟目前校內哪一門課重複，上課是否依照課前給學生的syllabus的schedule進行，老師對於學生的問題回答如何，老師是否有給學生找的到人的office時間，老師對於學生的作業有否適當的修改與回饋，老師請來的外賓演講是否符合教學的目標，老師上課內容對於學生將來的專業領域是否有幫助等。助教另有評估他們表現的問題。職認為哈佛校方非常認真的看待學生對老師的評估，應該會用來決定是否續聘的重要依據。有一門課，老師甚至幫助教說項，希望大家如果覺得助教表現不錯，請不吝給予好的evaluation，讓他下學期能繼續當助教。
四、哈佛公衛學院圖書、資訊等教學資源
哈佛公衛學院給予學生的學習環境與資源堪稱足夠。公衛學院與醫學院位於Longwood medical area，共用圖書館，珍貴藏書與期刊不在話下。除了各系所自己的電腦設備，整個公衛學院公開開放的電腦教室職知道的最少就有五間，全功能可以上網、做文書處理與跑統計軟體以及連線到列印機的電腦約兩百部。另外在許多走道角落可供上網瀏覽網頁與收發信件的電腦也有數十台。公衛學院內有免費的無線網路。上課的階梯大教室，都有麥克風可供學生提問，座位下也有電源插座可以使用電腦，非常方便。公衛學院大大小小的教室、討論室非常多，學生想做小組討論，雖然要事先線上booking，但是幾乎都可以找到空間。考試期間想自修，也是不乏空教室可埋首苦讀。
五、生物統計學(Biostatistics)

扎實與循序漸進的教學內容，也是職在過去當學生時所不太有感受的。來哈佛留學以前，我們即知道有生物統計的必修課。雖說台灣的醫生很多都作研究發表論文，但是自己跑統計的並不多。職也非常擔心統計已經很少在用，頗為生疏，再加上英文上課，恐怕會雪上加霜。真正實地上課時，反而大家對於生物統計的評價都很高。老師上課的內容進度與投影片都精心設計，說理清楚，舉例適當，讓我們由淺入深，自然而然的學習到統計的趣味。最值得讚賞得是他們的統計實驗室上課，由博士班學生擔綱講解。除了摘要複習教授上課的內容與公式整理外，最精采的是練習題目講解，他們帶著學生一個步驟一個步驟的使用STATA軟體來練習跑各種統計問題。學生在電腦教室內，每人都有一台電腦可以跟著作，就好像學騎腳踏車，有人牽著我們的手一步一步的教，聽不懂，旁邊的助教可以立刻過來個人解答，真是讓人讚賞不已。就算是一張白紙，從來都不懂統計的人，也可以迎刃而解。出國前最擔心的課，反而是最扎實而收穫滿滿的課。
六、社會健康學(Society and Health)

在Society and Health這門課，Kawachi教授以社會的觀點來看待人類健康與疾病，補足了我們醫生習慣以個體作為疾病原因與治療探究的盲點。這個更高更廣的視野訓練，確實是讓我們醫生學習將看事情的角度，提高到公共衛生與整體社會健康的觀點。我覺得對我最大的價值，在於更關心醫療政策對於有限資源分配及減少醫療不平等的重要性，也會更關心醫療以外的弱勢問題。例如Prevention paradox，就是一個老師非常強調的重點。舉高血壓防治為例，現代的醫學都著重在如何找出高血壓的個案並積極治療。然而高血壓這個疾病本身若不治療它，造成整體社會成本或醫療費用支出的總和，可能比其他所謂正常血壓的人，也就是血壓未達目前高血壓診斷標準的其他所有人，得到心血管疾病造成的社會損失總和還低。這就衍生了一個弔詭的現象，如果資源有限的情況下，針對所有全民所做的高血壓防治的所有效果總和，可能比單單治療高血壓確定診斷的這些病人族群，來的更具經濟效益。這在醫療政策評估中，就牽涉到研究者採用那種評估觀點，會影響政策評估的結果。在高血壓防治這個例子中，顯然從整個社會的觀點(societal perspectives)，相對於從病人的角度，或者醫療體系的角度，就會有不同的結論。
當然我們應該採取什麼觀點去做政策分析及資源分配，這仍然是極具有爭議性的，特別在崇尚個人自由的美國，會引來侵犯人權的批評。過去的例子，例如紐約市長推出一連串餐廳販售的食物含鹽量必須減少，與餐飲店提供的裝含糖飲料的杯子容量限制等措施，都是依據這種社會健康的論點，可以增進整體市民的健康程度，自然減少發展到高血壓或肥胖的民眾數目。但是民眾可能會認為市長管過頭了，這是我們每天日常生活的自由選擇，不該由政治人物像父母一樣對我們過度干涉。另外，餐廳食物減鹽，讓食物美味也減少，餐廳也擔心顧客不滿意，而生意受影響。顧客也可以自己加鹽巴，或者拿小杯子裝第二、甚至第三杯含糖飲料，而使得政府的限制效果打折。
最近的例子，則是剛通過美國大法官會議投票的美國健保法案(Affordable Care Act)的最具爭議性條文，就是規定美國民眾必須強制參加最少一項健康保險，否則會被處以罰金。反對者認為買健康保險，跟買其他吃的喝的用的商品一樣，不該由政府強制民眾購買。政府強制介入，不但違反自由經濟市場原則，也違反人民的自由選擇權。而歐巴馬政府的論點，則是健康是國民的權力，也是義務。經由強制全民加保，會減少純粹商業保險的各種自由市場機制失靈。目前美國的醫療費用總支出佔人均GDP 佔全世界第一，且遙遙領先世界各國，但是美國國民健康的各個指標，卻落後許多OECD  國家，甚至像台灣這種開發中國家。完全的自由經濟市場法則，在醫療服務這個商品看來，並不是萬靈丹。
另外在society and health這門課，Kawachi教授也介紹了很多社經階層(social economic status ) 及種族 ( race ) 與健康關係的許多有趣研究。較好的經濟與教育程度，確實會對健康帶來正面的影響。因此，如果我們要改善某些族群的健康狀態，從傳統個人健康介入方式來切入的角度，會事倍功半的原因，在於其受所處的生活環境、資源豐富與否與社會支持程度，都很明顯的在影響他們的健康行為。醫生太focus在個人與疾病的研究，常常會發現inconclusive的結論，這些更大的生態學干擾因素沒有被考慮，也是可能的原因。這部份也讓我更加體認社會福利與扶助弱勢的重要性，這不但是在救窮，其實也在拯救他們的健康與下一代的健康。
另外，醫界很少去探討教育對於未來健康不平等的影響，Kawachi教授提到一個美國的研究，提供弱勢族群補救教學與其他強迫青少年不能提早輟學的政策，不但改善了他們將來的經濟狀況，也改善了他們的健康。這也讓我體悟，一個從小的公平教育機會，不但是貧窮小孩翻身的機會，也是他們將來擁有更健康人生的基礎。讓我反思到台灣的教改，是否朝向更公平提供教育機會給各種社經階層的小孩？還是在擴大教育機會的不平等？現在補習的風氣越來越盛，表示課後補習確實可以提高學生課業成績與考試的競爭力。經濟弱勢家庭的小孩，是否更處於劣勢，更難以翻身？貧富變成父母遺傳給子女的先天條件之一，教育原是可以用國家之力來扭轉這種不公平的，主事者可能並未想到這些制度的設計，所影響的層面無遠弗屆。
另外，Kawachi教授以心理因素來解釋為何種族會對健康及健康行為產生影響，這對於身為精神科醫師來說，更為有趣，有更具意義。種族歧視或許在一個法律規範良好的社會可以盡量減少，但是隱性的內在化 discrimination 仍然無可避免的存在一個社會的少數民族中。例如，縱使相同教育程度、職業與收入的白人與黑人，他們的許多健康相關指標還是有明顯差異。有兩個實驗非常有趣而發人深省。老師提到有一個實驗，是一家美國知名大學，對於他們入學SAT數學成績相當的白人與黑人同學作比較，在單純考SAT數學題目時，這兩組表現一樣好。另外設計一個實驗情境，就是在考試前，讓他們先回答他們的種族是白人或黑人，之後再繼續作答時，則黑人的數學考試成績就會明顯變差。另外一個研究是在考試前，先要學生回答性別與亞裔或非亞裔，結果，原先SAT考試數學成績都一樣的這些研究對象，女性及非亞裔的實驗結果，數學成績變差。這兩個研究非常發人深省，我們對於自己都有一些認同，性別、家庭環境、種族等，這些在不知不覺中都深深的影響著我們未來的許多重要表現。或說是潛意識，或者是自我暗示的力量，都是我們不可忽視的影響因素。這讓我想到，在職場管理上，我們如何減少這種因素對優秀員工的影響，如何提供一個盡量公平沒有歧視的環境，可以讓他們盡力發揮所長，這不但是員工個人之福，也是機構人力資源的最有效運用。
Kawachi教授也提到，物以類聚，不但發生在趣味相投者，對於肥胖也有這種關連。肥胖的人，周遭的人肥胖的比例也比較高。這個現象還是遵循著The three degree of influence rules。肥胖的人的好朋友，有50%也是肥胖，好朋友的好朋友則仍有20%肥胖，至第三層關係，則降到10%。這讓職有一個很深的體會，導致某些疾病的不良或不健康行為模式，如吸菸、喝酒、吸毒、吃垃圾食物，或反過來喜好運動，應該也會存在這種關連。如果我們要我們的個案改變某些導致疾病的行為模式，應該要多探討他身處的周圍環境與社交網絡，以免事倍功半。
最後，個人認為Kawachi教授給我個人的啟發，是他以一個日本移民，在小學時舉家遷移到紐西蘭，努力向學，在紐西蘭進入醫學院，畢業後申請到哈佛附設醫院擔任醫師並繼續研究，憑藉著身為移民到種族不同的西方社會的劣勢，卻成為他許多研究的良好素材，終於成為一方大家。危機也是轉機，弱勢也有別人看不見得機會，就看我們是否用心，是否不放棄。
七、經濟分析（Economic Analysis ）
經濟學是我們醫療政策組的必修課，教授David Hemenway教學風格活潑，深受學生喜愛，多年榮獲學生評選優良教師。雖然對於我們從醫學院畢業的醫生而言，經濟學是一門不熟悉的學問，但是在老師的妙語如珠中，還是啟發了我們一些興趣。Hemenway教授的論點，還是比較支持自由經濟市場，認為越少的政府介入，對於絕大部分的商品市場，都會帶來比較有效率的結果。消費者也會花費比較少的代價，得到品質較佳的商品。在大部分的情況下，去除進出市場的障礙，消費者資訊透明化、減少聯合壟斷行為、最少的政府管制措施，都是對於社會進步與活絡經濟有利的。雖然這個自由經濟市場法則，在我後來上的蕭慶倫教授的課，被大師認為不適合醫療市場，但是在一般的商品市場中，這個原則仍然是很好的。
教授除了教導傳統的個體經濟學理論(Microeconomics)，如供需理論、自由競爭市場與獨佔市場等，最為有趣的部份是他也提到了Behavioral Economics。這個領域也顯示了經濟學理論的基本假設，人都是理性選擇的，這個基本假設有時候並不盡然。人還是有其心理上的弱點，導致他們在選擇商品時，並不如理想狀態那樣的理性。這些發現，在公共衛生上的應用，有其實用的價值。例如我們要推廣健康但是看起來不太可口的食物，如生菜、水果，而降低人民選擇不健康但看起來誘人的垃圾食物，依照經濟學的基本假設，就是操控兩者的價格，課徵不健康食物較高的稅，以提高售價，減少民眾購買。但是實驗證明，只要在餐廳或者超級市場的商品上架擺放方式調整，讓健康的食物包裝更吸睛，放在更顯眼更容易被注意到，更容易被所有顧客拿的到的展示架上，則這類健康食物的銷量就會增加。在學校的餐廳，健康食物放在排隊取食物的前面，較不健康的食物放在最後面，大家會依序選取食物，則健康的食物被優先選擇而填滿餐盤的機會就較大。這跟經濟學理論沒有關係，純粹是展示方法的調整，就可以改善民眾對不同食物的demand。政府也不需要介入，違反自由市場的經濟法則，導致操縱市場的弊端。
另外一個很有趣的論點是，人們傾向繼續現有的狀態，而改變需要花費力氣，除非有足夠的理由或者急迫性，人們通常不做重大的改變或選擇。在網頁上或紙本的同意書，人們並不很認真思考勾選的項目，通常大家不會去更改預設的選項。有一個鼓吹駕駛人簽署器官捐贈同意卡的活動，有幾個國家，同意卡上面預設選項是同意器官捐贈，填答者不必勾選即代表同意捐贈器官，如奧地利、比利時、法國。這些國家推動的成果斐然，高達98%甚至100%的填答者同意器官捐贈。反之，另外一些國家，同意卡上預設選項是不同意器官捐贈，若要同意捐贈，還還要另外勾選同意欄者，則鼓吹的成果大相逕庭，只有4%（丹麥）12%（德國）的填答者同意器官捐贈。這可供我們國家，將來推動相關器官捐贈或者其他公共衛生活動時參考。
另外，大多數人們對於風險顯然比較在意，而比較不喜歡冒險去獲得巨大的利益。除了病態的賭徒以外，在期望值為正的賭注中，大部分的人會受到可能損失的金額數目影響決策，而不願賭上一把。人們雖然多是loss aversive，也就是不太願意冒可能有損失的險，縱使結果可能會有機會得到更大的好處。但是有時候我們利用這個原理，可能結果適得其反。例如以色列有一個研究，一個幼稚園的許多家長會延遲來接小孩放學回家，造成老師們的困擾，必須繼續照顧小孩而延後下班。因此幼稚園出此一策，要向延遲接小孩回家的家長收錢，結果適得其反，家長寧願罰錢，更多人更晚來接小孩回家。原因可能是這個損失的金額不夠大，家長可以換來更大的價值，也就是他們寶貴的時間與從容的下班心情。
另一個例子是，有的專業人員，例如醫師、律師等，他們不願意接受比他們心中自己的價碼低的金額，去提供服務。但是如果反過來說，請他們發揮愛心，當志工，免費提供服務給特定族群或團體，反而這些專業人員願意。這也是不符合經濟學理論，這讓我們可以深思，其實financial incentives並不是決定人類行為動機的一切，還有一些非物質的報酬或者成就感，也是很重要的，這對於我們在醫院管理、人力資源管理，都值得省思。不同的員工，面對他們去 motivate他們時，除了有公正透明的制度外，另外也都要因人而異考量他們的需求。有人嗜錢如命，則經濟誘因即已足夠。有人重視尊嚴，則只要獲得老闆或公司重視，報酬稍差也可忍受。有人重視成就感，穩定乏味的工作也留不住人，反而是要給他適度的挑戰，讓他從完成任務中獲得滿足。
八、健康經濟學 (Health Economics)

Health Economics這一門課主要是從經濟學理論來探討如何去規劃一個健康體系(Heath system)。授課的老師William Hsiao 蕭慶倫老師出生於台灣，父親是早年國民黨政府派駐聯合國的高官，蕭老師小學時隨父親赴美就任，從此在美國就學，取得哈佛大學博士後，在醫療體系的研究領域浸淫數十年，曾應美國、台灣、中國、新加坡、中南美洲等世界許多國家的政府邀請協助規劃或改良健康體系，也是發明計算醫師等專業人員薪資有名的方法RBRVS(Resource-based relative value scales)的主要人物之一。
老師首先用一張投影片介紹一整個健康體系的設計所需考慮的因子。規劃者所要設計控制的工具 instruments有financing(財務)、payment（給付制度）、organization（組織）、Regulation（管制）還有Persuasion（教育）。經由操控與調整這些所謂的control knobs，理論上這個健康體系就會有相應的outcome改變。 Financing主要指的是整個健康照護體系運作的經費來源，方法有稅收(如英國)，以薪資為保費基礎的社會保險費（如德國、台灣）、以國民健康帳戶(medisave)為基礎的(新加坡)、還有私人保險為主輔以政府補助的財務方式(如美國)。Financing方式的不同，相當程度的決定了後續的payment system及providers的行為，還有最終的outcome。
從經濟學的理論，管制最少，政府介入最少的自由市場，是最有效率的市場。不但資源不會浪費，消費者還會獲得最大的利益。然而醫療服務是否最適用於自由市場的理論呢？經過人類社會的天然實驗室發現，秉持最接近自由市場精神的美國醫療服務市場，卻是堪稱最沒有效率的醫療體系之一。人均醫療支出金額或者佔GDP 的比率，在全世界都高居第一名，而且還在快速上升之中。然而，美國人的整體健康，在各種outcome指標中，卻不是最好的，甚至還是不忍卒睹的差。
自由競爭市場在美國的實驗為什麼沒有達到原先我們以為的美好結果？自由市場其實有幾個preconditions，這些先決條件在醫療服務市場並不具備。首先完全自由競爭市場，需要消費者與服務提供者具有對商品完整而自由流通的資訊。這一點在病人端因為沒有完整的醫學知識，而服務提供者具有完整的資訊。這種資訊的不對等，導致provider-induced demand，也就是醫療服務的需求，不單是由消費者決定，也會被醫師或者醫院誘導而產生，病人在資訊不對等的情況下被動接受更多的檢查、治療，使用更昂貴但不見得更有效的藥物。這種情形在一個競爭越多的醫療市場，按經濟學理論上而言，競爭會導致商品價格下降，但事實上卻會導致醫療費用的上升，因為醫療提供者為保有一定的獲利，會誘發量的需求，或者推出更高單價的服務。
其次，世界各國對於醫療提供者，如醫師、護士、醫事人員都有執照的管理，醫院的設立也常有管制，這使得自由市場的free entry原則無法達到，如果某醫療市場的利潤空間很大，並不容易很快有競爭者進來，而使得價格降低，造福消費者。另外醫療服務事關人命，價格不是唯一的影響消費者選擇的因素，醫療提供者的名聲、醫療技術、醫療的可近性、醫療問題的急迫性都使得選擇的空間非常有限，這使得醫療提供者有機會成為寡佔市場者(monopolistic 或 oligopolistic)，藉由豐厚的獲利，進行併購、聯合壟斷，操縱整個醫療市場。
另外，私人健康保險市場，還有一些問題使得自由市場機制失靈。其中之一是adverse selection，身體有病，或者得病風險高的人（如高齡者或者家族遺傳疾病的潛在得病者），比較願意購買保險。然而年輕無病，無家族重大疾病史的人，自忖短期內不會罹病就醫，就無意購買健康保險。這導致風險無法分擔(pooling risk)，保險支出超過保費收入，使得保險費率不斷提高。另外則是risk selection，因為是自由市場，保險公司為求獲利，會主動排除一些高風險的潛在客戶，方式或明或暗。如此這些本來就是容易罹病的人，反而得不到保險，一旦罹病之後的負擔，完全由個人支付，catastrophic spending導致經濟陷入困境。美國雖是自由市場，也由政府補貼成立medicaid，就是預防這種情形。然而，一旦政府介入，就已經違反自由經濟市場法則，這又是市場失靈在醫療體系的另一例證。
自由市場在醫療體系的另一個不適用的地方，是administrative cost。越多的保險公司，雖然提供競爭，但是行政成本勢必增加。此行政成本包括保險公司端的營運成本與利潤，還包括醫療提供者面對不同保險身分的求醫者帶來的行政成本。整個醫療健康體系的financing resources 並沒有最大化的轉化成病人的價值服務，這也是沒有效率的一部分。自由市場也會導致醫療的不公平inequity。保險公司針對有錢人跟一般收入的人會有price discrimination的策略，使得一個社會中產生有錢人得到比較好而及時的醫療，普通人得到一般性的醫療。醫療提供者也會逐漸形成兩層(two-tiers)甚或多層的系統，有貴族醫院vs.平民醫院，或者一個醫院中有不同等級的病房或醫療團隊。
至於payment system，現在世界各國逐漸體認到論量計酬會誘發醫療服務者提供更多的醫療服務的缺點，而被保險人基於moral hazard的人性，會產生既然保險費都付了，不用白不用的心理，甚至更不加節制一些對健康不利的風險行為，而使得醫療費用高漲。Capitation（論人計酬）, Global budget (總額預算), Bundle payment如DRG這類可以capping醫療整體費用的方式，因此逐漸受到政策制定者的歡迎，因為如此一來，很容易將整個醫療健康體系的財務風險，由保險公司或者政府，轉移到醫療提供者身上。醫療機構或者醫生則不太樂見這種壓力的轉嫁。從國家整體的觀點，這個改革方向可以控制醫療費用的高張，以及降低短期內面臨健康體系財務，入不敷出導致破產的風險。然而這些措施也有顯而易見的問題，例如醫療人球，long waiting list，醫療品質降低等負面結果。保險公司或者政府單位的努力，變成從財務的控制轉到品質的維護等配套措施的設計與管理。
 Pay for performance是另一種比較合理的改革，保險公司依照醫療提供者對某些醫療服務的指標好壞，來決定給付的多寡。這個制度的困難之處，在於醫療指標的閾值訂定，需參考實證醫學文獻外，也必須考慮個別醫療機構或服務提供者的特性、過去的歷史值、同儕的表現等等，過程頗為複雜，也常常需要跟不同的stakeholders做溝通協商。另外，不是每一種疾病或者醫療服務都可以簡單的用pay for performance來管理，有些疾病很大部分是具有不可歸責於醫療行為的不確定性存在，以及病人本身的體質因素，因此這樣一來也會使得醫院選擇病人，推走不配合醫療或者預後不佳的病人。不過基本上，pay for performance是保障鼓勵醫療品質的一個給付制度，遠比論量計酬單純只能寄託於醫療提供者的專業道德良心要來的可靠的多。
職另外在payment method這一門課得到的最大心得，是醫療服務給付制度的規劃，會影響醫療服務提供者的行為，甚至改變整個醫療體系的走向。台灣的五大皆空，醫師救美不救命就是一例。個別醫療服務的Payment rates到底要如何訂定？台灣健保成立之初，對於外科系、婦產科、小兒科等風險大的科別的給付，跟風險較低的皮膚科、復健科等給付所差無幾，導致台灣的醫療體系在一、二十年間有了巨大的改變。雖然大家都知道payment rate不公，應該改變，但是global budget的框架下，要如何redistribution確實都牽涉到各方利益，難以撼動。加上我國健保的主管機關設計是直屬於衛生署的行政單位，面對選舉考量等政治因素影響，更難以純粹以專業的角度來調整。因此健保局似乎很難認真思考一套可長可久的公平制度來訂定給付架構，只能無奈坐視五大科醫師不斷流失，只徒以年度專款補助，企圖暫時止血，很難吸引人才回流。
不管是RBRVS或者cost-based payment rate加上風險校正，都比現行健保給付悖離現實的荒謬payment rate，來得更能說服這五大科的醫療人才留在崗位上。Cost-based payment rate，主要是以成本為基礎，加上給醫院一定比例的利潤來當成某醫療服務項目的給付標準，這起碼就不會發生台灣目前有些醫療服務做一件虧一件的情形。也不會發生某些熱門科別的有些醫療服務，投入不多的人力或設備成本，卻輕鬆獲得相對豐厚的給付。這些其實以個別醫療院所的成本會計是很容易算出來的。健保局其實也不用擔心醫院虛擲成本，以作為要求提高payment rate的伎倆，因為台灣醫療機構的財務都必須disclosure，各種人力、設備、耗材的成本也不是秘密，要訂定以cost為基礎的給付制度並不難。在加上不同醫療服務的特性，做風險校正，提高困難手術，或者如生產不確定風險高的給付比率，如此或許可以解決目前五大科皆空的困境。
在Health economics這門課，至於要如何評估一個健康醫療體系的outcome，蕭老師提出五個intermediate outcomes，也就是quality, access, equity in financing, efficiency, and cost。Quality醫療品質作為outcomes指標，應屬共識。Access乃醫療可近性，有醫療需求的民眾，獲得適當的醫療照顧的機會是否一致。台灣雖號稱健保傲視全球，但是那是從台北看天下，台灣的醫療資源分布不均，偏鄉離島的accessibility 還是有很大的改善空間。但是因為台灣幅員小，交通方便，醫療機構普遍設立，絕大部分的民眾，對於醫療可近性的感受應該還是持肯定的態度。Equity in financing，這點在台灣尚屬不錯，因為保費費率低廉，又有中低收入補助，大抵民眾在這方面的equity沒有太大問題。除了零星的討論，例如過去高薪藝人的保費太低，現在二代健保補充保費規定爭議，還有受刑人不管家財萬貫的保費，還是由全民埋單，大抵上保費對於大多數人都是affordable。
Efficiency有 allocation efficiency and technical efficiency。資源分配的效率，在台灣顯然是有很大改善的空間，前述五大皆空就是一個資源分配的錯誤及沒有效率，但是目前健保局很難擺脫各種政治力及利益團體的影響，似乎沒有辦法積極斷然的去改善這個poor outcome，只能坐視問題繼續惡化。Technical efficiency個人認為台灣倒是做的不錯，因為台灣的醫療環境比較競爭，各醫療院所在健保給付架構下，以及醫院評鑑的洗禮，都已經相當程度的將醫療技術水準發揮到相當的有效率。例如國外有新的醫療設備或藥物，很快就會被引進。有新的醫療技術，台灣也很快就能趕上。醫院的設備不斷的更新，醫療醫事人員的繼續教育也有落實，而不致於有太不適任的人員或設備存在。Cost的掌控，這也是台灣醫療體系的強項，自不在話下。最後，蕭老師認為，要評價一個國家或地區的健康體系，
最終的 final outcome有三項：Health status, Public satisfaction, 以及 financial risk protection。Health status公認的指標有許多，如平均壽命、嬰兒死亡率、母親生產死亡率等等，台灣在這方面應屬不錯。Public satisfaction也是我們的傲視群倫的地方，台灣民眾對健保的滿意度非常的高，這也是世界知名。Financial risk protection在台灣更是無庸置疑。台灣健保號稱包山包海，保小也保大，不但開刀、洗腎、癌症治療、罕見疾病都有給付，連中醫也包含在內，民眾幾乎不可能因為生病而陷入經濟困境，這也是台灣醫療體系的一個世界奇蹟的outcome。
九、健康照顧產業的協商與衝突解決技巧及方法
另外一門很有趣的課是Skills & Methods of Health Care Negotiation and Conflict resolution，授課的兩位老師默契十足，有如唱雙簧一般。一位是臨床醫師，曾任醫院的院長，臨床實務管理經驗豐富。另一位則是非醫療人員出身，經營管理顧問公司有數十年的輔導經驗。
老師第一堂課一開始，首先請我們每個人跟鄰座的同學比賽脕力，目的是看誰能板倒對方最多次。頓時課堂中吆喝聲與歡笑聲此起彼落，職因為鄰座是一位美國籍的弱小女生，因此我們就做做樣子，輪流板倒對方很多次。結果這個遊戲的真義，就是讓大家體會在一個競爭性的場合，唯有彼此合作妥協，互相輪流give and take，這樣才能使兩方共同得到最大的利益。我們這一組彼此客氣禮讓的結果，反而成績斐然。
接下來老師介紹了我們人類的腦部功能，主要可粗分為皮質部比較理性，控制EQ的upper brain，還有另一個反射性的、情緒反應的較原始性的深部大腦。老師在之後的課程反覆提到這部份叫做basement的大腦，也是我們要盡量避免落入的反應模式。我們人面對問題或衝突，如果陷入basement，通常無法做理性的判斷與決策，也無法在negotiation中獲致最佳的利益。
在問題解決的conceptual framework，有單向uni-dimensional的想法，大家都只專注在自己的利益（me for me ); 另外還有two-dimensional的想法，也就是 me against you。最好的是collaboration的態度，就是us together。這種心理可以避免在negotiation過程，很快就陷入僵局，彼此會有比較多合作的可能性產生。
另外，老師也舉了一個很有趣的例子，來demonstrate我們不要落入”眼見為憑”的陷阱。在一個正方體的盒子中有一個直立放置的圓錐體，正上方那一面跟側面各開一個觀察孔，從正上方看到的圓錐體其實是一個圓形，從側面那個孔看到的圓錐體則像是一個三角形。這兩個人對於圓錐體都沒有看見全貌，卻也堅持自己所見為真。老師提醒，這在negotiation and conflict resolution 的過程很常見，大家的歧見其實是來自於對真相的部分了解，如果放下成見，客觀共同探討問題的真面目，其實衝突馬上迎刃而解。
在實際的衝突解決與協商過程，老師運用的技巧暱稱為”walking in the woods”，靈感來自於美蘇冷戰時期的一個真實故事。有一年，美蘇兩強權的代表，在歐洲一個風景美麗的國家談判一個看似不可能有共識的問題。在冗長而相執不下的會議中頻頻過招，彼此為了各自國家的利益都各不相讓，看似僵局難解，大家也都累了，同意暫時休息。兩方的代表離開議場，走出戶外，進入會議所處的一個美麗森林之中，大家談起各自的家庭點滴，職業生涯的酸甜苦辣，發現彼此竟然有很多的相似之處，而升起惺惺相惜之感。雖然談判的結果依然沒有任一方贏者全拿，但是walking in the woods之後的談判氣氛，卻是迥然不同，大家雖然仍舊捍衛各自的利益，但是多了一份對彼此的體諒與尊敬，談判的結果比原先預期的更有進展。
老師提出這種negotiation的進程，從self-interest到enlarged interest, 再到enlightened interest,最後達成aligned interest。在self-interest的disclosure過程，我們應該盡量營造一個safe zone，讓大家可以在不被攻擊、互相尊重的氣氛下，先溝通彼此的利益所在，也運用active listening的技巧去達到這個目的。這個階段，要注意可能有關的stakeholders的利益最好都有代表發聲，以免會議的結論出了會場不被認可而不被執行。另外在self-interest的揭露階段，不必然各方人馬彼此互相trust，只要大家對彼此當下的言語與行為有confidence就可以，trust牽涉到更深而堅定的信任，甚至是一種belief，這在談判過程不可能也不需要立刻建立。
在enlarged interest的過程，大家經由揭露彼此的利益所在，嘗試找出共同交集的利益所在，並且盡量擴大之，然後對於彼此有衝突的部分，是否可以經由reframe而找到解決之道。溝通談判之初，大部分的人都認為彼此的差異遠大於相同的部份，老師說實務經驗上發現，大家的共同利益部分遠超過一開始的想像，這是令人鼓舞的。
接下來第三階段是enlightened interest，這主要需要彼此brainstorming去generate new ideas，以解決彼此利益衝突的部分。在一種共同創造解決之道的合作氣氛中，先產生解決方法的一系列lists，然後再一起探討哪些內容是feasible的，彼此可以共同同意的，然後可以怎麼去做。這個時候要彼此討論哪些是我方願意give的，哪些是我方很希望get的，然後重新定義這個協商的success是什麼，因為有新的想法產生，原先抱持的成敗定義應該有所修正。Aligned interest階段對成功的新定義是”When you succeed, I succeed, when I succeed,  you succeed.” 

老師還提到get the right people to the table 的重要性，因為如此一來，才可以gain their commitment to make the agreement succeed.另外，老師也提到協商失敗，常常因為彼此不斷的強化對方是enemy 的image，過程充滿humiliation而不是彼此save face，在負面情緒的不斷高升之中，然後產生一種obsession to win。我們應該將對方視為也是一個人，大家都需要面子，覺察到高張的情緒而代之以暫時中場休息來冷靜彼此，最後是強烈的慾望要settle 而不是win。
當然在協商的過程中，不是每個對手都是理性，可以被合作代替對抗的誠意所感動的，這時候，我們也要視狀況不惜一戰，在不違反法律與專業倫理的基礎下，找出對手最在意的事情，想避免的情況，最害怕的事情來給予重擊。過程中，我們也要尋找盟友的支持，適當的援引資源挹注，讓自己壯大而贏得勝利。這門課除了課堂的練習活潑生動，考試也是很傳統的，必須熟讀老師編寫的教科書，以及課堂的範例，過程雖然辛苦，但是收穫是值得的。
十、機構實習 (Practicum)

我們選Health policy的學生，需要有機構實習才能畢業。學校在上學期中，陸續邀請有意收學生實習的大波士頓地區的政府或者私人機構來辦理面談會(open house)。職因為是精神科醫師，對於哈佛大學幾家合作醫院所成立的聯盟Partner’s psychiatry and mental health所提供的實習機會有興趣。這個聯盟包含麻州總醫院（Massachusetts General Hospital）、McLean Hospital等醫院的精神科研究部門，開放學生實習的部份，是有關醫療品質研究的部份。
目前因為美國通過Accordable Care Act的類似全民健保新制度，規範中有明列醫院住院部門的再住院率太差的話，會影響保險給付。因此哈佛大學這幾家合作醫院就聯合要做再住院率相關因子的研究。職提出再住院率除了傳統上住院過程臨床服務品質以及病人個別因素的影響外，其實醫院管理方針、政府部門的健康政策規範，醫療資源的多寡，都可能有影響。另外，美國managed care的私人保險體系，並不容易整合追蹤精確的再住院率資料，台灣的全民健保資料庫高達95%以上的民眾加保率，以及將近100%的醫療機構與健保簽約，是個很好的研究資料庫。
Partner’s psychiatry and mental health研究部門的資深director, Stacey Drubner詢問過他們的steering committee 組員後，認為我這個project還蠻有趣的，因此同意接受我的申請。我在實習過程除了跟著我的實習導師Stacey小姐參加他們的steering committee 外，我也幫忙review了一些相關的health policy與psychiatric readmission的文獻，特別是台灣的papers。
期間定期跟Stacey面對面討論進度，並在學期末在他們的steering committee做一個專題報告，獲得在場的精神醫學專家們的正面回應，令職覺得非常感恩與榮耀。職的project發現，精神科急性病房的readmission，確實相當程度的受到醫療資源分布與健康體系因素影響，這也可以解釋過去數十年來，研究病人在住院率的研究，如果只focus在病人因素，如診斷、性別、共病等，常會得到inconclusive 的結果。同樣的，只探討臨床服務的品質，如住院天數等指標，也是的到互相矛盾的結果。這個project的結論，可以給健康保險管理者參考，若要將再入院率當成醫療機構的品質指標，應該要針對上述的因素做一些適當的修正，以免失真。
十一、美國的彼此尊重文化
美國對人的尊重是各方面的，不分年紀、性別或角色的。如前所述，他們強調對人的基本尊重，甚於輩份、職位與權威帶來的地位不平等。在波士頓，如果我們走在一個人後面進出一道門，前面這個人一定會幫我們擋一下門，讓我們可以不費力的跟著經過這到門，大家不會管後面跟的這個人是一個小孩子、一個黑人或者講西班牙語的人。如果在公共場所人多要借過，每個人一定都會說excuse me。不管購物、等候服務，大家一定是自然的排隊，靜靜的等候，沒有人不耐煩，更不會插隊。商店的店員、警衛等，在結束服務時，都會友善的說”Have a good day” ，週五時，一定會說”Have a nice weekend!”，讓人同沾假日即將到來的輕鬆之情。中國人號稱禮儀之邦，個人覺得是有點言過其實，一樣是大都市，其實台北市比波士頓冷漠多了。然而，對人尊重並不代表美國人對不公平不公正的事情會忍耐，特別是當自己的權益受到損害時，他們就不像中國人比較會講人情或者事緩則圓，他們會據理力爭。職因為冬天下雪時，為了接送小孩上學去買了一部中古車，在波士頓，每個車主基本上都要有車位，因為路邊車子不能停過夜，因此我們也去租了一個車位。房地產管理公司的業務搞錯我們的停車位，雖然我們並沒有擋到別人的車子，結果另一位車主還是找我們興師問罪，她一大早把業務挖起來要他解釋怎麼一回事，直到業務搞清楚並道歉。
十二、美國人工的昂貴與沒有效率
美國也不是樣樣好，除了創新與有效率的機器以外，美國的人工其實昂貴又沒有效率。來到美國，感覺整個生活步調都比台灣慢多了，除了少部分感覺就是天生手腳快的人以外，大部分的服務業的員工，都是按照他們自己的節奏在作事。在台灣，一個人的工作，在美國可能分給兩個人做。超商大賣場，結帳的地方就有兩個店員，一個結帳，一個幫忙把商品放進購物袋或推車中。難怪他們都不需要服務禮儀，因為工作輕鬆，幾乎每個人都真誠的跟顧客問好，面帶微笑。台灣的血汗醫院、職場壓力，就來自於工作量大，而且從外在的SOP去要求員工各種服務流程與禮儀的精確性，面對不滿意的顧客，還要打不還手，罵不還口。職在美國這一年，一直有一個感覺，美國這個國家之偉大，在於還有創新這個價值產生的利器，只要牽涉到人工的部分，美國是毫無效率與競爭力的。美國處處可見高效率的機器在取代人工，讓人歎為觀止，這也是針對昂貴無效率的人工，另外一種發展。
十三、波士頓：walking city

波士頓號稱是 “walking city”，因為對於觀光客，景點集中，方便的地鐵與公車，可以幾乎用走路就可以短時間內，瀏覽完世界級的知名景點，非常方便。但是反過來說，波士頓幾乎是開車族的惡夢，因為許多措施都是不鼓勵擁有車輛。例如路邊車輛不能過夜，會被罰款，所以一定要有自備車位或者租車位。車位的行情約750-1000美金一個月，還不一定租的到，職租的車位距離住的地方就約兩百公尺。
除了郊外，大波士頓市區，路邊幾乎找不到免費的停車區，露天的都要投幣，一小時約一元美金，但是奇貨可居，找的到真的是要靠運氣。室內或者私人的停車場，一小時約10元美金，非常昂貴。波士頓是最早英國移民登陸美國的老城市，市區的道路狹小彎曲，因此單行道非常多。整個都市雖然臨海，但是地勢都有起伏，從許多地名如Beacon hill, Chestnut hill, Bunker hill，就可知道有山坡，也有許多小湖泊或池塘，如Jamaica pond, 所以都市的規劃並非棋盤狀的道路，有很多彎曲。這也造成像我們這種不是當地人的開車族，痛苦萬分，常常不熟單行道，就要多繞很遠的路才到達目的地，或者根本就迷失方向而迷路。有時候要去的地方只在道路的對側，卻受限於單行道及禁止左右轉，要多開兩三公里路才能回轉到達的荒謬狀況。幸好現在有衛星導航，對外國人來說實在是一大救星。
反過來說，走路或騎單車，就非常的受到鼓勵。小小的馬路上，很多都畫有單車專用道，加上為數眾多的大學生，導致騎單車的族群數量龐大。另外一個特色是，波士頓車輛不多，空氣清新，很多人都在路邊人行道慢跑，所以走在路上，要注意的反而不是車輛，而是不管紅綠燈，橫衝直撞的單車族，以及帶著耳機不管路況的慢跑族。開車的人不但要注意紅綠燈，更要注意這些闖紅燈的人與單車。警察也是行人為大，職在繁忙的類似省道規模的馬路上，碰到我們雙向四線道一大堆車輛，被警察在綠燈時硬生生攔停，就為了讓三個放學的小孩子過馬路，一個溜滑板，一個邊拍籃球，悠悠哉哉的過馬路後，我們才被開放通行。
十四、波士頓的生活費及物價
波士頓的生活費確實是留學生的沈重負擔，平均而言，物價水準大概是台灣的三倍。台灣常見的三房兩廳兩衛浴的公寓，月租大概都要三千元美金起跳。連他們所謂窮人在吃的fast food，最便宜的餐都要美金六到七元，大概是台灣的兩倍。捷運一上車就要兩元美金，買儲值卡也要1.8元美金。有人工服務的，如吃餐廳、請搬運工等，都要給小費，餐廳的tip大概是總價的15%，最便宜的餐大概要將近十元美金，比起台灣吃個排骨飯一百元有找實在是貴了不少。因此，我們大概就是週末去大賣場採購食材，回來自己煮，麵包蛋糕也是自己烤，以節省開支。
麻州是美國唯一一州規定所有州民及來讀書的學生都要有健康保險的，哈佛大學規定所有學生都要加入學校的保險體系，一年的保險費就要台幣約十八萬元的保費，而且還不保眼科、牙科、耳鼻喉科，處方藥品還要部分負擔。入學前，學校會好意的提供學生學費及生活費的估算，以避免學生糧草準備不足而捉襟見絀。
十五、美國月亮沒有比較圓
我們常說外國的月亮比較圓，事實上也不全如此。除了體會到美國人工的昂貴與沒有效率外，其實在抵達美國不久，就發生海運公司聲稱弄丟我們託運的貨櫃物品的憾事。台灣的託運公司專業而效率高，把我們的家具與物品包紮、清點的讓人非常放心。反而美國這方一直聲稱找不到我們託運的一大箱物品，兩手一攤說在紐約港的倉庫找了幾回都沒有發現蹤跡，他們也沒辦法，也不想賠償。因為我們內有小孩子的書籍用品與台式廚房用具等美國有錢也買不到的東西，讓人心急如焚，內人幾乎每天都電話詢問都得不到結果。最後把在台灣裝箱時的照片寄給對方請再尋找一下，若沒有找到，可能就要尋法律途徑談賠償事宜，才終於在delay了一個月的交貨日期說找到了。過了一個月東西不全的日子，真是令人對美國的第一印象不是太正面。
另外一個讓人不舒服之事，是在我們租房子住了半年後，瓦斯公司有一天才突然大夢初醒的寄來一張三千美金的帳單，聲稱之前他們的碼錶設定有問題，要我們補繳帳單。而三千美金如何計算而得，也說不出個令人信服的根據，也是讓人氣結。雖然大部分的美國人做事細心，制度完善，優秀的人才數目也執世界牛耳，但是基層的許多藍領階層，做事似乎不太靈光。
心得及建議：
在波士頓留學近一年的過程，更加深入的學習了健康政策與管理的相關學問，期間也不斷的以所學的知識，反思台灣目前健保與醫療體系所面對的問題與解決的可能性。首先，健保局隸屬於衛生署，自此無法自外於政治力的干擾，有關財務管理的問題，諸如費率的調整與給付項目及範圍，經常無法從醫療保險專業的角度去依法行政。建議健保局應該改制為非營利性的財團法人機構，依然可受到衛生署的監督，但是可避免民意代表等政治力的介入，回歸專業。

其次，健保的給付架構相當程度的延續公勞保時代的精神，健保成立之初，並沒有考慮太多成本與風險因素，也未考量技術難度，齊頭式的平等使得診察與治療輕鬆的科別大為風行，費時費工的的四大科別，則專業人力不斷流失。在大改革的空間有限情況下，頭痛醫頭式的給付調整方案，對於五大皆空的危機僅如杯水車薪。建議給付制度應該要重新review，考量成本、風險、技術難度，設計出一套整體的給付架構，打破現行的齊頭式平等，以及某些高難度手術或治療，作一件賠一件的現況，使醫療人力的付出與回饋差距縮小，讓醫護流失的狀況可以止血。
健保給付制度應與醫院評鑑等級適度脫勾，避免醫院往大型化升級，而造成原來應該為醫療體系基石的地區醫院不斷消失萎縮，反倒使得民眾就醫不便，除了診所之外，就只能往少數大都市或者醫學中心求醫，延誤急重症治療時機。
另外，健保對於被保險人的Moral Hazard並沒有很好的配套設計，反而在民意代表的壓力之下，定率的門診與住院部分負擔，被改成有上限的定額制度。民眾使用健保資源越多，在固定的費用支出下，反而覺得划算，變相鼓勵民眾濫用健保資源。長期旅居外國的僑民，只要支付少數的保費即可恢復完全的被保險人身分，享受昂貴的手術與住院治療服務，違反風險分擔的精神，也加速健保財務收支的失衡。台灣特有的便利商店式的walk-in clinic，名存實亡的轉診制度，民眾就醫毫無限制，造成高就醫次數、重複檢查、開藥浮濫、藥品未服用而浪費。建議應該利用便捷的網際網路，限制民眾的self-referral，落實家醫制度及轉診制度，病歷、醫學影像與檢查雲端立即分享，避免重複檢查與重複開藥，可減少浪費，建立民眾正確的就醫與用藥習慣。
健保財務危機，除了祭出總額預算及bundle payment的終極妙方來轉嫁財務風險到醫療提供者外，政府也應該提高總預算在民眾健康上的支出比例，以改善現今政府支出比例過低的情形，畢竟台灣並非醫療自由市場的設計，基本上全民健保仍然是比較偏向社會保險的精神。醫療總額不足，造成醫界逃兵、救美不救命的現況持續下去，醫療產業空洞化，將使得民眾健康最終受害。
另外，他山之石，可以攻錯，美國人工的昂貴與沒有效率，也值得我們省思，如何在血汗醫院與資源運用的浪費中取得平衡，是國家長期保持競爭力與留住優秀醫療人才的當務之急。
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Introduction of Fee-For-Service ( FFS ) Payment method

Fee-for-service method is a payment method in healthcare industry. Healthcare providers such as physicians, nurses, therapists or other healthcare professionals are paid according to the number of services delivered to patients or clients. 

Pros and cons of fee-for-service payment method

Without other combination of payment method such as co-payment or global budgeting, FFS healthcare providers and patients bear fewer financial risks than payors ( for example health insurance plans or governmental agencies ). If healthcare providers’ income is related with fee-for-service payment, they will have the strong incentives to provide more services than patients really need. It is also frequently the providers will deliver even unnecessary but lucrative items not recommended by clinical guidelines. In Hickson’s study, they randomized physicians to be reimbursed by salary vs. fee-for-service schedule. Physicians paid by FFS scheduled more visits per patient than did salaried physicians. But FFS physicians also provide better continuity of care than salaried physicians by attending a larger percentage of all visits made by their patients and encouraging fewer emergency visits.1()
 Since the providers bear almost no financial risk, they don’t have the incentives to control the cost. Provider-induced demand is apparent and healthcare expenditure is higher on FFS payment.  In  “Technical brief for policy-makers” published byWHO, FFS has potential advantages of high accessibility and high quality in the presence of competition. On the contrary, FFS also has possible disadvantages of overprovision and high administrative cost.2()
FFS healthcare providers tend to provide more convenient accessibility and better quality of care to attract more patients. Efficiency of delivering healthcare and quality of care are good. However, uncontrolled cost escalation is the major drawback of FFS payment method.

Reform of FFS payment method : combination of provider payment methods

No single payment method is perfect. Simultaneous use of different provider payment methods has been implemented in many countries. The rationale behind a mixed payment system is that a combination of alternative methods can compensate for the weakness of a single provider payment scheme. For example, FFS under Capitation in some European countries has encouraged providers to reduce number of referrals to hospitals. Hospital budget system with FFS for specialists has capped the tendency of overprovision of services under FFS.2()

Background information of Taiwan and Taiwanese National Health Insurance

Taiwan has 23 million in population. In 2010, Taiwanese GDP ranked 24th in the world and GDP/capita were $21,592. Total healthcare expenditure/GDP was 6.79% in 2011. The life expectancy is 82.6 years old for female and 76.1 years old for male.

High insurance coverage and satisfaction of enrollee

In addition to private insurance, Taiwan has implemented National Health Insurance (NHI) since 1995. The NHI has integrated previous social insurance system ( labor, farmer and governmental employee ) and become the single payer of health insurance market in Taiwan. National Health Insurance Bureau (NHIB) was established by law and affiliated with department of health in central government. This governmental agency (NHIB) is responsible for collecting premium based on payroll taxed with rate about 4-5%, contracting with healthcare providers and managing the reimbursement claims. According to the design of NHI, enrollment is mandatory and thus the coverage of NHI has dramatically expanded from about 57% of the total population in 1995 to over 95% in the next 2 yeas3()
. ( Fig. 1 )
In Taiwan, people’s satisfaction of National Health Insurance is high (88.2% in 2010). 4()
 It even surpasses many OECD countries. 
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Figure 2. Insurance coverage expansion in Taiwan, insured people as a percentage of
population 1950-2006.

Sources: For 1950-1994, data from Lu and Hsieh (2000), ‘The National Health Insurance
Program in Taiwan’, in Health Economics, Taipei: Pro-Ed Publishing Company; for data after
1995, Department of Health (2008), Health Statistics in Taiwan, 2006, Taipei: Department of

Health, Executive Yuan, R.O.C. (Taiwan).
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Figure 1. Trends of insurance coverage in Taiwan

Source: Rachel Lu JF, Chiang TL. Evolution of Taiwan's health care system. Health Econ Policy Law 2011
Fee-For-Service Payment Methods in The Early Stage of NHI in Taiwan

Universal application of FFS

Initially, fee-for-service payment method is universally applied in outpatient and inpatient services. Together with the financial burden of patients much reduced by NHI, the providers’ financial risks were also largely shifted to NHIB. The amounts of services and reimbursement claimed increased very rapidly. 

FFS payment rates based on the scales of healthcare organizations

The fee-for-service payment schedules have discrimination between different tiers of hospitals from the beginning of NHI in 1995. Healthcare organizations are categorized according to the scales and hospital accreditation into clinics, local hospitals, regional hospitals and medical centers. Most of the fee-for-service payments differ between the 4 tiers of healthcare organizations. Providing exactly the same services, medical centers will receive highest reimbursement, and clinics the lowest. For example, if a professor in medical centers leave his job and go to a local hospital to become a CEO. The reimbursement of his services from NHI will decrease although the same physician provides the same services to the same patient. The discriminating payment rates not based on quality but on the organizations have encouraged hospitals to upgrade themselves to larger scales and higher tiers. 

The design of payment method has caused huge impact on the whole healthcare system and even the medical education very rapidly and dramatically in Taiwan in the later years. 

The Impacts of Payment Methods in Health Systemsin Taiwan

M-type distribution of healthcare organizations

Accreditation of hospitals is supervised and guided by a quasi-government organization, Taiwan Joint Commission on Hospital Accreditation(TJCHA), founded in 1999. TJCHA has great contribution in improving healthcare quality and hospital management. However, the linkage of hospital accreditation and NHI payment rate has greatly changed the whole health system in Taiwan. As mentioned previously, higher-tier hospitals will have better payment rates compared with lower-tier hospitals. This payment method has very strong incentives to urge all hospitals to upgrade themselves to higher-tier ones.

From 1995 to 2009, the number of medical centers increased from 13 to 23. Regional hospitals increased in number from 48 to 78. However, local hospitals markedly decreased from 568 to 385. Clinics of western medicine increased from 7581 to 9546. Dentist clinics increased from 4615 to 6088, Chinese medicine clinics also increased from 1620 to 2940.5()
The development of healthcare organizations is bipolar and become M-type distribution. On one extreme, the large medical centers become even larger and more in amounts. On the other extreme of the spectrum, private-own physicians’ clinics also grow prosperously. In the middle, the most important 1st line local hospitals traditionally provide the majority of healthcare services have shrunk rapidly.If GPs in clinic want to refer patients to hospital for further examination or treatment, patients have to travel farer than before to find hospitals.

The reasons why the amounts of clinics have increased prosperously are multiple. Relative lower income to growing administrative work for NHI regulation and hospital accreditation in hospitals is the most important reason why physicians choose to leave hospitals for their private practice. Global budge of western clinic implemented in the recent years also provides strong incentives to fulfill their need of “work-life balance” with reasonable targeted income. 

Forming of monopoly or oligopoly hospital alliances

The growing scales of hospitals also raise the worry of monopoly and monster hospital alliances. Some medical centers in fact purchase regional and local hospitals and nursing home to enact “vertical and horizontal integration”. They become more competitive in local geographical healthcare markets. Their strategical merging have further compressed the survival of other local hospitals and finally made them disappear. Patients thus have fewer choices between hospitals and induced demand of various out-of-pocket services become more and more prominent in those larger hospitals alliance. The market failure and government failure have distorted the whole health system in Taiwan. The patients are thus the direct victims.

The Impacts of Payment Methods in Medical Educationin Taiwan

4 Emptiness

The unreasonable payment rates have great influence in the manpower market of medical specialties. Relative lower payment rates in higher-risk medical services have discouraged medical graduates to choose high-risk specialties as their careers. 4 traditional major specialties, surgeon, Obstetric-Gynecologist, Pediatrician and Internal medicine, have faced the crisis of loosing old members and recruiting no new residents from the medical graduates. For example, the payment rate of prenatal screening ultrasonography is only NT$ 450-550 ( about US$ 15-18). Physicians fee in Emergency Department is NT$478 ( about US$ 16). Low payment rates for high-risk medical procedures attract fewer and fewer medical graduate to devote themselves to those 4 specialists. For example, the DOH regulates there are at most total 250 residential surgeons vacancies allowed to be trained at various levels of training hospitals annually in Taiwan. However, there are only 216 surgeons received training in 1995 and the numbers declined further to only 126 completed surgeon training in 2009. Most of the surgical departments in medical centers attract fewer and even no residents for training. Obs-Gyn specialty faces the most pessimistic future. In 1995, there were 100 new Obs-Gyn doctors received board certification after resident training. The numbers decreased rapidly in the following years and only 28 new Obs-Gyn doctors passed the board examinations in 2009. How many of those doctors would still stick working as surgeons or Obs-Gyn doctors in the future is another big question. 

Low payment rate for high-risk medical procedures or difficult surgeries make those 4 specialties physicians change their career to low risk and high revenue medical practice. The most popular medical practices attracting surgeons and Obs-Gyn doctors are cosmetic surgery and anti-aging medicine. Most of the treatments are not covered by NHI and hence physicians could charge high services fee directly from out-of-pocket payment. The administrative costs and paper works also much decrease in amount. Physicians become beauty promoting professionals but not life-saving professionals. On the contrary, medical graduates are enthusiastic pursuing careers with easy work loading and high payment rates. Dermatologists, ophthalmologist and ENT are among the most popular medical specialties. Merely payment rates could determine the distribution of physician specialties factor market in a country. It sounds ridiculous but it is true in Taiwan.

Escalation of Healthcare Expenditure in The First Decades of NHI

The adaptation of FFS payment methods has another well-documented drawback, escalation of healthcare expenditure. The inevitable results also happened in the early life of NHI in Taiwan. The healthcare expenditure increased rapidly almost right after the implementation of NHI.(Fig 2 ) Many of those new enrollee were old and sick who were not eligible to the previous social insurances. After being enrolled, barrier to access healthcare service for those population with high healthcare needs have reduced much. It’s the goals of NHI to provide universal coverage and help those needed to get what they need. As a result of it, the financial risk quickly shifted from those people to the NHI itself.
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Figure 2: Expenditure & Revenues of National Health Insurance 

Source: National Health Insurance Bureau, Taiwan. Statistic data. (2011)6()

Moral hazard and Fee-for-service payment induced demand

The major reason of rapid inflation of healthcare expenditure was adapting fee-for-service as the major payment method initially. The whole financial risks were bear by National Health Insurance. Both providers and patients almost shifted all the financial risks out of their shoulders. Together with population aging and increased prevalence of chronic diseases, the healthcare expenditure grew very fast.

Relatively cheaper out-of-pocket payment at the point of medical service is the main sources of moral hazard. As a sentence frequently quoted by Taiwanese media “ Price of plain noodle, coverage of beef noodle”, moral hazard has thus become a serious problems in escalation of healthcare expenditure in Taiwan. According to the original design of National Health Insurance, people have to co-pay a fixed 20% of outpatient expenditure and 10% of inpatient expenditure. 7()
However, after the implementation of NHI, the government had changed the fixed rate of cost sharing to fixed amount to further reduce the barrier to access the healthcare and prevent catastrophic spending for the poor or near poor people. Taiwanese people thus enjoy comprehensive coverage of healthcare services with easily affordable expense. Co-payment of each visit to GP clinics is only NT$ 50 ( less than US$ 2 dollars ). Co-payment of prescription is 20% after NT$ 100 cost of drugs with maximum of NT$ 200 in each outpatient visit. In hospitalization, patients only have to co-pay 10% of the total hospitalization expenditure with cap of NT$ 29000 ( about US$ 1000 dollars ) per admission and NT$ 48000 per year. At the point of service, the average percentage of co-payment in outpatient services is only 8% and 6.7% in inpatient services in 20095()
. Patients share relatively small part of financial risk and thus some high utilization behaviors are thus encouraged. For example, hypnotics dependence and people with hypochondriacal tendency will have doctor shopping to collective large amounts of drugs or receive repeated and unnecessary expensive examinations for their need. 

The similar conditions also happen in those patients with major serious diseases listed by NHI. They don’t need to pay any co-payment in outpatient and inpatient services. For example, schizophrenic patients are among the major serious diseases enjoying no co-payment. Some patients and their family tend to care less about the drug compliance after discharging from hospitals. Patients’ psychosis will relapse sooner without maintaining treatment with medication and they can be admitted to hospitals repeatedly. Admission for free service also reduces family’s burden of caring psychotic patients at home. High readmission rates and longer hospital stay also contribute to high healthcare expenditure.

Combining moral hazard and fee-for-service payment method, the amount of medical services and healthcare expenditures are increasing rapidly.

THE STRATEGIES THE GOVERNMENT HAS USED TO SAVE NHI

Payment system renovation

The NHI didn’t abandon the payment system of fee-for-service but introduce global budge to cap the healthcare expenditure gradually and DRG later to further contain hospitalization cost. Since the fee-for-service payment has been used since the era of previous social insurance before NHI for decades, providers and purchasers were all used to this payment system. Thousands of physicians working in the hospitals receive salary plus bonus. Fee-for-service provided the important basis for the distribution of bonus. However, the drawbacks of fee-for-service have been well studied. Global budget payment method was thus introduced in a very gradual and mild step to prevent strong resistance from the providers in Taiwan. 

The first global budge payment was implemented in dental services in 1998 because of relative simple and accurate estimation. The other reason is the strong solidarity and commitment of dentists association. The effort proved to be successful. The dentists enjoy well control of their practices with good payments and much less administrative cost. It paved the way for the latter development of global budget in Chinese medicine(in 2000), GPs(2001), and finally hospitals(2002). After introducing global budge to control inflation of healthcare expenditure, the growth of deficit in NHI financing slowed down but with the expense of financial risk shifting almost totally to the healthcare providers. In the following years, the gap between reimbursement claimed from healthcare organizations and the money they finally received widened. Many poorly managed hospitals ( mostly small scale local hospitals ) went bankruptcy and closed. Doctors worried their income would decrease continuously as the trend went infinitely. Demonstration of doctors on the street was first time seen in Taiwanese history. 

RECOMMENDATIONS

Renovation of insurance agency

Currently, the National Health Insurance Bureau is a government organizations affiliated with Department of Health. Its political level is too low in terms of it has the huge power to allocate billions of dollars budget a year. It’s hard for the NHIB to be insulated from political influence and lobby by interest groups. The politicians manipulate the premium rates issue to please their constituency. NHIB even could not enact the law to increase the insurance rate according to the result of biannual review of financial balance of NHI. The law is overtopped by political power.

The fundamental and maybe long-term solution is to restructure the NHIB and change it to a non-government and not-for-profit organizations supervised by but not affiliated with Department of Health. The managers and workers in the new agency will no longer be civil servants and thus not vulnerable to inappropriate political intervention. The new agency will be more able to resist to political influence and those staffs could be more accountable for their work.8()

Payment rate revision

Free market theory is not perfectly suitable in the analysis of healthcare. However, the supply-demand theory and long-term equilibrium theory could help explain the imbalance of medical specialties resulting from payment rates. There might be relatively huge profits that are not competed out in certain medical services and specialties. On the contrary, 4 emptiness of specialties resulting from low payment rate is evident because price-ceiling effects by regulation has made demand exceed supply. The price is too low and the providers would not supply their services.

It is necessary to revise the current payment rates which are based on fee-for-service payment method developed in previous social insurances long before the implementation of NHI. Differential payment rate according to different tier of hospitals are too simple. Payment rates based on reasonable resource utilization, cost calculation and risk adjustment should be considered. Current payment rates mostly follow the fee schedules used in previous social insurance before NHI at least 2-3 decades ago. Fundamental review of those fee schedules is needed to correct the distorted incentives for physicians and medical graduates. Negotiation with physicians society, government officials and patients representatives could help improve the unreasonably low payment rate to high-risk medical procedures and surgeries. 

In addition, payment rate should not discriminate between different levels of hospitals. It should be revised based on the quality of process and outcome but not merely the input.Gradual introducing pay for performance payment method could help compensate the drawback of global. It will help revitalization of local hospitals with financial incentives.

Increase co-payment and regulate unlimited access to healthcare services

Once the NHIB become non-government and not-for-profit organization, it could exert more power to enact the NHI Act to regulate patients’ high and unnecessary utilization of healthcare services. Change the current fixed percentage of copayment  in outpatient and inpatient back to fixed rates of copayment according to the NHI Act would help de-incentivize overuse but not those really need of healthcare services. Government could subsidize the poor with unaffordable copayment according to the medical need evaluated by social workers in hospitals or government institutes. 

Through the IT technology and real-time internet connection available now in Taiwan, patients’ doctor shopping behaviors could be limited by blocking their registration in walk-in clinic with same specialties within unreasonable time interval ( eg. the same day ). 

CONCLUSIONS

Taiwan’s National Health Insurance has world-known achievements in universal coverage and patient satisfaction. However, political influence and old-fashioned payment rates and methods endangered not only the financial balance of itself but also the whole health system in Taiwan. Restructure of NHI bureau to non-government not-for-profit organizations might help insult it from political influence. Reform of payment methods and disconnection of payment rate from hospital accreditationare urgent and necessary. Revision of payment method and rates according to cost, quality and risk but not discrimination in different tiers of hospitals might correct the M-type healthcare organizations and distorted healthcare professional factor market.
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Introduction of the project and my role in the project

The objective of the project is to determine if and how public health policy-related factors have influenced the readmission rate of psychiatric acute wards. Through data collection from Partners Psychiatric and mental health and other areas, regionally or nationally, we can compare those data and gain a preliminary insight to this issue.

My role in the project is proposing possible public health policy-related factors that might influence readmission rate through literature review and examining data collected (as available). I also contribute myself to the current running projects related with readmission in Partners Psychiatry and Mental Health. In addition, I will also make at least one formal presentation to share the issue of readmission in Taiwan. Finally, as a student, I’ll do my best to learn from my preceptor and finish all the tasks assigned by her.

How is this project relevant to public health
Readmission in psychiatric inpatient units is a very important issue. It affects both the quality of patients’ care and health status.  It also has a significant financial impact on the health care system. Through the analysis of readmission rates, care practices/quality measures, and patient characteristics, we can learn not only the quality of care of individual doctors, units and hospitals but also the larger scale issues related with policy decisions and even the whole health system. 

Readmission as a hospital performance indicator

Readmission to hospitals meets a number of common criteria for performance indicators, including importance, feasibility, and validity.1()
Readmission is feasible to report. Through the advancement of IT, it is easily calculated from administrative data in hospitals correctly. However, if patients could be readmitted to other hospitals, the readmission rates would be underestimated without comprehensive database covering all the possible hospitals in each service areas. In my project, I will mostly review papers using comprehensive database from single payer insurance market or governmental case registration.

The relation of psychiatric inpatient care and readmission rate

However, the predictors of readmission to psychiatric inpatients units are mostly inconclusive. 

Patients’ characteristics

Some studies suggested patients’ characteristics were the most important factors. A study in UK, Hodgeson et al. found psychotic diagnosis was the most influential predictor of readmission. 2()
. Comorbidity of psychotic disorders and Substance abuse were expected to have higher readmission rate. However, Sanguineti et al. found comorbid psychoactive substance use only had modest impact. Diagnosis of schizophrenia and single marital status were associated with greatest likelihood of readmission.
 ADDIN EN.CITE 

(3)
 Other studies regarding patients’ characteristics often showed conflicting results.

Treatment in the hospitalization

Many studies suggested the link between quality of hospital care and readmission. One of the most frequently examined theories is linking length of stay of indexed hospitalization and readmission. 4()
 The results were often contradicted with each other. Furthermore, challenge of association between quality of hospital care and readmission emerged. In a study of factors associated with length of stay and risk of readmission, Zhang et al concluded: “Quality of inpatient care does not influence the risk of readmission, which therefore raises a question about the validity of using the rate of readmission as an outcome measure of psychiatric inpatient care”.5()
 The rationale behind is that length of stay is multifactorially determined. The author also mentioned behavioral manifestations of illness and lack of social support structures predicted prolonged length of stay. Good clinical practice did not necessarily translate to a shorter length of stay. 

Community

Some argued supportive system at community after discharge also responsible for readmission. Psychotic patients have high percentage of lacking insight and poor drug adherence. After discharge, family support to ensure patients’ returning visits and drug compliance is important to prevent relapses of psychotic disorders. Good clinical practice within the community following discharge likely reduces the risk of readmission. However, the results are also inconclusive. A review article showed the quantity and quality of community care did not seem to have any impact on readmission rates.6()

Health policies influence readmission

After so many papers investigating patients’ characteristics, treatment in hospitals and post-discharge care in community and their roles in readmission rates to acute psychiatric inpatient units, there is still lacking a conclusion. From clinical experiences and studies about how health policies influencing the behavior of the whole health system, we are interested in the possibility of health policy-related factors in readmission rates. There have been some isolated studies addressing the issues from relatively narrow angles in the past decades. We try to integrate those views and findings through literature review and provide basis for future study. 

Discharge policy 

Unlike surgical or medical diseases, psychiatric disorders are diagnosed with relatively subjective symptomatology. There are also no absolutely objective criteria for admission or discharge to psychiatric inpatient units. Severity of the symptoms is not the major and sole consideration for admission as in medical or surgical cases. Psychiatrists often have the dominating role in discharge decision and patients and family’s opinion play a minor role. Discharge policy is thus easily influenced by administrative factors such as beds occupancy or insurance regulation.

In a 13-year (1974-1985) follow-up of hospitalization patterns of schizophrenia in Denmark, Munk et al. found the crude rate of readmissions of schizophrenics for the whole nation has increased with approximately 47%. The author suggested the most likely explanation for these changes were political and administrative decision that forming discharge policy with shorter but more frequent admissions. The background that motivated the changes was the fact that 29% reduction in the number of available beds has taken place in Denmark from a total of 1.7 per 1,000 total population in 1973 to 1.2 per 1,000 in 1985.7()

However, if the number of psychiatric beds were reduced further to much fewer relative to the needed beds for patients, readmission might become difficult because of high beds occupancy. In a study in Taiwan, the readmission rates of hospitals in the area with average psychiatric beds available lower than 0.6 per 1,000 population were significantly lower than those of hospitals in the area with beds over 0.6 per 1,000 population. The result suggested that high psychiatric beds occupancy might prevent those patients to be readmitted timely.

Hospital accreditation level 

Hospital accreditation is a mean of assessing the quality of care in hospitals. It is expected that quality of psychiatric inpatient care will be better in teaching medical centers than smaller-scale regional and community hospital. In a study examining hospital characteristics associated with post-discharge suicide of severely depressed patients. The authors found patients who were discharged from medical centers were at 3.64 times higher risk of committing suicide than those discharged from district hospitals.8()
 The author suggested the increased risk of suicide among patients discharged from medical centers might relate to the more impersonal atmosphere of large-scale institutions. This may be especially relevant to therapeutic efficacy of psychiatric care, as opposed to other types of medical care. The hypothesis raises another question whether readmission to psychiatric inpatient units would also have similar pattern. In a study using National Health Insurance claims database in Taiwan, the authors investigated factors influencing readmission rates of schizophrenia to psychiatric inpatient units. They found Medical center had average 18.5% readmission rate. While Regional hospital had 50.3% and district hospital 43.9%. 9()
 There are significant differences of readmission rates between different accreditation levels of hospitals. It is expected that medical centers provide the best quality of care, regional hospital the intermediate and district hospital the lowest quality of care. Regional hospitals had exceptional high readmission rate which was even higher than that of district hospitals. Again, the confusing result represented the complex nature of readmission issues.
Involuntary admission

For many years, involuntary admission to psychiatric inpatient units has been implemented in many countries although it is rarely found in medical or surgical wards. The main reasons of involuntary admission are noncompliance to treatments which are necessary to those psychiatric patients and the consequences of noncompliance would be dangerous to patients or others. However, the guidelines and criteria of involuntary admission are constantly renewed in according with the advancement of human right and psychiatric treatments. Since the characteristics of patients involuntarily admitted to psychiatric wards are different from those voluntarily admitted, it is expected the readmission rates will be different between the two groups. In a study investigating rehospitalization among psychiatric patients whose first admission was involuntary, 10()
 compared with patients admitted voluntarily, those who were admitted involuntarily had a significantly greater number and duration of rehospitalizations. In a 5-year follow up study, Feigon et al. found legal status was significantly related to readmission. Those patients with mental illness admitted involuntarily required more frequent admissions than voluntary patients. 11()
 The authors suggested that patients who are committed were typically more severely disturbed than voluntary patients, lack the awareness of their illness, and were less motivated to comply with outpatient treatment than voluntary patients.

Market Competition

According to the economic theory, prices of services dependent on the demand and supply of the services. However, market theories are not perfectly applied to health care markets in terms of demand and supply. In previous studies, the costs and expenditures of hospital care increased but not decreased in higher competitive markets. 12()
 The possible explanations are asymmetric information between providers and patients and the resulting providers-induced demand. In a study, Lee et al. found 30-day readmission rates to acute psychiatric inpatients units were significantly higher in high competitive markets than in medium to lower competitive markets.13()
 It was also possible that hospitals in those higher competitive markets tended to readmit patients more easily with less severe symptoms to gain more revenues.

Ownership of hospitals

The mission and strategies of management are different among public and private hospitals. Private hospitals’ strategies are more profit-oriented and emphasizing in efficient management. Public hospitals have different strategies because they have more responsibility of public health and constraints from regulation than private hospitals. In one study, the 30-day readmission rates between public and private hospitals are significantly different ( 23% vs. 27% ). 13()
It was possible that the for-profit private hospitals tended to admit more patients to hospitals for higher revenues.

Type of hospitals

General hospitals have significantly higher readmission rates than psychiatric hospitals (26% vs. 24%). 13()
In general hospitals, the psychiatric inpatient units are often small-scaled acute beds and most general hospitals don’t have facilities to accommodate chronic admitted patients. On the contrary, psychiatric hospitals are not only large in numbers of psychiatric beds but also have various types of inpatients units such as acute, subacute, rehabilitative or chronic wards. After substantial periods of stay in acute inpatient units, patients could be transferred to other chronic inpatient wards instead of discharge when their psychiatric conditions are not stable. In general hospital, a proportion of patients will still be discharged with some residual symptoms because of no chronic wards. Those patients’ symptoms easily relapse and thus the readmission rates are higher in general hospitals.

Limitation

Although we found some possible policy-related factors influencing readmission to acute psychiatric inpatient units, the causal relationship could not be determined because of the ecological study approach and multiple factorial nature of the issue. Second, extrapolation of those past studies is difficult. The most important reason is that almost no 2 identical health systems can be found in the world. A good study result in one country is difficult to be extrapolated to another country. The other reason is health care reform is a never-stopped process even in developed OECD countries. Those knowledge and lesson learned from past studies quickly became out-of-date.

Implication for health policy

From our review, we find readmission rates can possibly be influenced by non-medical factors. Although most health professionals address this issue from the perspective of quality of care and hospital management, there are still some large-scaled policy related factors worth considering. Furthermore, the collective behaviors of certain groups or types of hospitals can result in huge difference in clinical outcomes. Those differences can be valued in terms of not only quality but also cost and healthcare expenditure. It is especially meaningful when the healthcare expenditure is projected to escalate in the future. Those hospitals’ collective behaviors are incentivized by market, location, economic scale of hospital and other factors that individual hospitals are difficult to deal with alone but to accept. Those issues thus need large-scaled perspective to address and policy makers should be responsible for them.
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BACKGROUND

China, as the biggest developing country in the world, has been experiencing remarkable economic growth and rising of people’s living standard since 1980s, when China embarked on economic system reforms. As the living conditions have increased rapidly, people start to concern more and more about their personal health status. The ever increasing demand made China realize that they have to deal with the supply shortage problem in its health care system, which is one of the greatest challenges of the country (Liu, Berman et al. 2006).

Before the economic system reforms, the main financial resources for health care were the Cooperative Medical Scheme (CMS), the labor Insurance Scheme (LIS) and Government Insurance scheme (GIS), they financed the members of the agricultural commune, state-owned enterprise workers, and government officials respectively. (Wagstaff, Yip et al. 2009)Since 1978, China has undergone transformation from command to market economy. This economic and societal transition had a huge influence on China’s health care system. The insurance coverage rate decreased dramatically, the health care cost inflation is huge and the out-of-pocket expenditure kept increasing rapidly. The percentage of out of pocket expenditure from patients increased from 20.4% in 1978 to 45.2% in 2007, and peaked at 60% in 2001[MOH, 2009]. Chinese government has been working to address these problems by regulating prices, increasing insurance coverage, and so on. In 2010, There are 8.33 billion rural people are covered by the new type of rural cooperative medical scheme and around 3.9 billion urban people covered by the basic medical insurance for urban workers and the basic medical insurance for urban residents[http
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The present situation

Chinese people’s life expectancy at birth was 74 years old in 2009. The under 5 mortality rate is 18 children per 1000 live birth (2010) and the infant mortality rate is 16 children per 1000 live birth (2010).[WHO, 2010]

China’s health care system

1. Health care supply

In 2008, China had 278337 health sectors, 19712 of them are hospitals. The country has 4.15 health professionals per 1000 people (2009) and 1.39 nurses per 1000 people (2009). [MOH, 2009] In 2009, there are average 3.31 beds per 1000 people in the health sectors, 3.06 beds per 1000 people in hospitals. [MOH, 2009] The health resources gap between urban and rural areas is huge, there are average 4.31 beds in hospitals per 1000 people in urban area, compare to 1.93 beds per 1000 people in rural area, its more than twice as the number in rural area.[MOH, 2009]

2. Health care demand

The number of out-patient visits is increasing rapidly, from 2757.34 million in 2004 to 3531.99 million in 2008, increased by 28.1%.[MOH, 2009] The same situation happened to the number of in-patient cares, it increased from 66.76 million in 2004 to 114.83 million in 2008.[MOH] The occupancy rate of beds in hospitals is 84.7% in 2009 [MOH, 2009], this rate is higher in general hospitals because some specialized hospitals, like the hospitals for the treatment of leprosy, have very low occupancy rates. This indicates that, the health care demands in China are increasing very fast, the country has to face the problem of demand exceed supply.

3. Health care financing

China Ministry of Health reported that in 2007, China spent 11289.5 billion (consisted of government expenditure, society expenditure and individual expenditure) Yuan on health. The percentage of GDP spent on health is growing as seen in Figure 1. 
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Figure 1. Percentage of GDP spent on health

The percentage of total health expenditure by government decreased from 25.06% in 1990 to only 15.47% in 2000. Then later it started to bounce back and reached 27.23% in 2009 (Figure 2). According to the Ministry of Health’s reports in 2003 and 2008, the percentage of people without health insurance coverage (all kinds of insurances) in urban areas changed from 44.8 to 28.1% and from 79.0 to 7.5% in rural areas.

[image: image4.png]30

percentage of total health expenditure by

government

25

20

15

10

1990

1995

2000

2005

—&— percentage of total health
expenditure by government





Figure 2. Percentage of total health expenditure by government:
PROBLEMS

Rapid health expenditure inflation

Life expectancy has markedly improved in China increasing from 40 years in 1950 to 74 years in 2009. At the same time, China’s total fertility rate has declined from more than 6 children per woman to less than 2 in 2009 (Banister, Bloom et al. 2010). Both increasing life expectancy and declined fertility have resulted in an aging population. Along with other social and economic transformations, such as urbanization and rapidly improved standard of living, non-communicable diseases are becoming the major epidemic in China, as most of developed countries. Consequently, all these have accelerated the healthcare expenditure in China. Second, the Chinese government has invested large amounts of funds and manpower to improve the universal coverage and did achieve enviable goals in the recent years. However, moral hazard from removal of barrier to access and cost to third-party payer also resulted in the increasing cost of healthcare. Third, introducing expensive new high-tech medical services and new drugs further expand the healthcare expenditures. Furthermore, the providers’ induced demand of healthcare services, especially in public hospitals, significantly increased the healthcare expenditure. The providers’ profit-seeking behaviors seem not balanced by effective means. Currently, purchasers do not have the negotiation power to press providers for lower rates.

Deficient quality of health care services

1. Quality and equity in health

The quality of care is another big concern in the Chinese healthcare system. Because of the inducing-demand, providers are thus shifting to services that are more capital-sensitive. In other words, doctors have very little incentive to provide primary care which doesn’t bring much revenue but does benefit the patients; also overuse of service, over-prescription of medicines don’t necessarily yield better outcome but negative ones, like antibiotics abuse (antibiotics used to be classified as OTC in China but in recent years it has been regulated). The increasing focus on quantities of services among health care providers, and fewer concerns on the services quality lead to high patients’ unsatisfication in China, especially for the providers’ bad attitudes.

And in terms of the equity, there exist prominent differences in health status across geographical and demographical groups in China. Differences in life expectancy and childhood mortality rates between the wealthiest and poorest counties are still sharp. For example, the life expectancy in Shanghai is 78 years, while some poor counties only have 65 years, with a 13 years difference. While the difference in USA was 6.5 years and in UK the difference was only 2.7 years. Infant mortality rates also had significant disparities in China. The wealthiest vs. poorest counties were 26 vs. 123 /1000 live births(Tang, Meng et al. 2008). After economic reform in China, there are continuous internal migrations of peasants from middle and west provinces to the east prosperous large coast cities. In 2005, there were estimated 140 million migrants working with dangerous and tough jobs in cities not they were from. The living condition and health status of those migrants and their dependents are distinctive from the residents of the same cities they worked in. Inadequate access to education and health care were the main problems. Less than 3% of them were covered by health insurance in 2008 and 14% living in poverty. The women of these populations suffered from higher maternal mortality rates and the children of them also had higher infant mortality rates. (Tang, Meng et al. 2008)
2. Public satisfaction

Generally, public dissatisfaction on healthcare services soared in the recent years.  Changes of the health system are regarded necessary. In a survey, 55% the respondents were not satisfied with inpatients services and 40-45% not satisfied with outpatients services in 2003.(Tang, Meng et al. 2008) The most important causes of dissatisfaction in survey were cost of health care, followed by low quality of care and unnecessarily complicated procedures. Poor patients-doctors relation was also the origin of dissatisfaction. Lack of health information, rapid rise of medical costs, poor attitude of health professionals, poor quality of care; use of fake or low-quality medicines all raised walls of distrust between providers and patients.

DIAGNOSIS

Market failures

1. Monopolistic powers and asymmetric information

Most people in China, as well as people in other countries, don’t have medical knowledge to judge if the services and drugs they received are appropriate and necessary to them. The poor service attitudes of health providers make the asymmetric information problem even worse. Many physicians in China have more incentives to pursing the quantity of patients and are impatient with patients’ question, this phenomenon furthermore blocking-up the patients’ accessibility towards information. Public hospitals are still playing dominant role in the health care market, 95% are public in China. Most of the public hospitals have strong interest bound with local government historically.Although government already realized that introducing private providers maybe a way to address the unmet demand problem, there still are many limitations and policy restricts on social sectors. Establishment of new private hospitals often faced complex bureaucratic procedures which usually resulting in failing the application of new hospitals eventually. This further undermines the free competition in healthcare market. The results are monopolistic power of providers in local geographical areas leading to market failure. Finally, insufficient funding to hospitals and allowance of making profit from drugs for compensation has distorted the doctor-patient relationship from the perspective of Principle-agency theory. The interest conflict between providers and purchasers according with information asymmetry further encourage cost escalation. 

Free market also have precondition of equal distribution of income and wealth in society. The disparity of income widens among different geographical areas and social classes in China. It has eroded the foundation of high affordability to healthcare service achieved before economic reform in China. In 2008, China has spent about 4.8% of its GDP on health, rank 116th out of 194 countries[WHO, 2008]. While compared to other countries, China doesn’t seem to have incredibly high health expenditure, but a general impression of China’s health care system by the public is “low affordability and poor accessibility” and it has become one of the heated public topics since recent years. The low affordability really refers to the ever increasing portion of out-of-pocket money paid by patients. In 2006, the percentage of out-of-pocket has increased to 49%, compared to 16% in the US [Liu: Financing Healthcare in Developing Countries. Lecture notes]

2. Induced demand

Providers induced demand of healthcare services results from high-powered perverse incentives that encourage the provision of costly (and often unnecessary) care at the expense of basic cost-effective care. Those induced demand includeshigh-tech diagnosis, high-cost drugs and unnecessary care.

After reviewing a number of papers studying China’s health care system, it is not hard to conclude the fundamental reason for a high cost for health service is the inherently flaw payment system of the providers. Since China implemented the Reform and Open policy in 1978, one major regulation on healthcare was by setting prices of services below its cost to ensure the affordability of basic care. While on the other hand, it allowed a higher cost on drugs and advanced medical technology tests. For the last three decades, physicians in rural China were paid by patients on the fee-for-service basis, and they may gain about 15% to 25% of the drugs to make up their income.(Wang, Zhang et al. 2011) In urban areas, doctors are also paid by fee-for-services. This payment system has powerful effect on the behavior of providers and their treatment decisions. Providers received over 90%(Hu, Tang et al. 2008) of their income from fees for services and medicines. Doctors are having the financial incentives to shift their efforts away from low-margin activities to high-margin ones, like using more high-technology tests, requiring longer hospitalization and providing more in-hospital cares, over-prescribe drugs or prefer more expensive drugs. Consequently, the cost escalated. Although government has tried to introduce deductibles and co-insurance payments to reduce unnecessary services, it doesn’t alter the physicians’ behavior much.

Government failures

1. Allocation inefficiency

Health has been viewed as human right that government should protect. Healthcare is a public good that government should invest to ensure equity and quality. The Chinese government financing as a proportion of total health expenditure have decreased from 40% in1980s to about 15% in 2000.[MOH] After increasing public investment, the percentage has then increased stepwise to more than 25% in 2009.  However, the resource allocation has serious problems of inefficiency. 95% of the hospitals are public held in China. They all received government funding to support basic salary and improve medical facilities. Under the historical and political influence, the most powerful providers, normally those top-tier hospitals receive inordinately large shares of health budgets. In 2004, hospitals received 2/3 of the government budge to healthcare organizations. On the contrary, lower level and remote rural village clinics get very little, about 17% in total.(Hu, Tang et al. 2008)  The budget allocation has significantly favored larger hospitals and made them further bigger. The community health centers and village clinics were under-nurtured and became even weaker in their roles as healthcare providers. Patients living in rural area should travel long distance to get medical care. This further worsened the issues of equity and accessibility.  Patients seek care in hospital even for common diseases because of poor quality in community health service center, which also lead to unnecessary high cost.

Allocation of resources is also not cost-effective. Hospitals provide high quality care but with high cost. Lower-level community health service centers provide poor quality care but with much lower cost. In general, the village clinics and community health centers provide most cost-effective services but funded least by government. They are responsible for primary care and preventive medicine. Inadequate funding in prevention of diseases will cost far more to treat and care the diseased patients in the future. Furthermore, local governments are responsible for education, health and social services. Lack sufficient funding from central government would widen the disparities of population health between rich and poor counties in China.

2. Equity in Financing

In UK, National Health System has postulated that equity in benefit is defined as everyone according to their need and equity in cost burden is defined everyone pays according to their ability to pay. The out-of-pocket payments still remained one of the serious problems in Chinese health system. The percentage of out-of-pocket payment increased from 20.4% in 1993 dramatically to 60% in 2001 and then slightly reduced to 45.2% in 2006 (Table 1). This trend further raised another question of equity because population from some poor rural area should bear the healthcare cost almost 90% out-of-pocket. Out-of-pocket payment of hospital costs had contributed to higher percentage of total healthcare expenditure in lowest income group (>60%) than highest income group (48%) in 2003.(Tang, Meng et al. 2008) Outpatient services use and access decline with largest percentage in the lowest income group due to unaffordable costs and poor-quality facilities and equipment.

Table 1. Total health expenditure by sources in China from 1978 to 2007 (MOH)

	year
	total health expenditure

	
	

	
	Government (%)
	Society (%)
	Out-of-pocket (%)

	
	
	
	

	
	
	
	

	1978
	32.2
	47.4
	20.4

	1979
	32.2
	47.5
	20.3

	1980
	36.2
	42.6
	21.2

	1981
	37.3
	39
	23.7

	1982
	38.9
	39.5
	21.6

	1983
	37.4
	31.1
	31.5

	1984
	37
	30.4
	32.6

	1985
	38.6
	33
	28.5

	1986
	38.7
	34.9
	26.4

	1987
	33.5
	36.2
	30.3

	1988
	29.8
	38.9
	31.3

	1989
	27.3
	38.6
	34.1

	1990
	25.1
	39.2
	35.7

	1991
	22.8
	39.7
	37.5

	1992
	20.8
	39.3
	39.8

	1993
	19.7
	38.1
	42.2

	1994
	19.4
	36.6
	43.9

	1995
	18
	35.6
	46.4

	1996
	17
	32.3
	50.6

	1997
	16.4
	30.8
	52.8

	1998
	16
	29.1
	54.8

	1999
	15.8
	28.3
	55.9

	2000
	15.5
	25.6
	59

	2001
	15.9
	24.1
	60

	2002
	15.7
	26.6
	57.7

	2003
	17
	27.2
	55.9

	2004
	17
	29.3
	53.6

	2005
	17.9
	29.9
	52.2

	2006
	18.1
	32.6
	49.3

	2007
	20.4
	34.5
	45.2


Same stories are actually happening in many other countries, like the US, who is practicing the same payment method. However unlike the US where both the patients and insurance companies bear the risk under this payment scheme; in China it is the patients themselves who bear the risk because they are paying for their health care largely out-of-pocket. In a paper discussing the Chinese health care system, the author pointed out that the underlying reason for the escalating cost and the low affordability is the missing of government control.(Gu 2005) In other words, the government failed to create a effective provider-patient-purchaser situation, where the purchaser—insurance company (either public or private)—sits between the providers and patients trying to control the cost of health care services. Although as the buyer, the Chinese patients population is huge, they still don’t have enough power to negotiate price with the doctors (asymmetry of information). In fact, there do exist some public health insurers who collect the premium from the individual’s income at a fixed rate. However in real practice, such namely “insurers” are not functioning effectively as those in the US. They are not adopting those advanced payment methods like global budget, capitation, and bundle payment. Instead, they design various rules for the insurees, like the minimum reimbursement rate, deductable, co-payment rate, different reimbursement policy for different disease types, so on and so forth. However on the other hand, there’s no restriction on the providers. This unbalanced reimbursement policy design further jeopardizes the patients’ benefit.

3. Access Problem Due to Cost

In addition, more and more people are giving up seeking out-patient services due to the ever increasing health cost. When comparing the national health survey results from 1993 to 2003, we found the percentage of patient who didn’t take the health service after being diagnosed has increased from 5.2% in 1993 to 18.7% in 2003. (Gu 2005) Undoubtedly, both accessibility and equity to health care are severely harmed by the unreasonably high cost. 

STRATEGIES TRIED BY THE CHINESE GOVERNMENT

Reform provider payments to realign financial incentives

To address the high-powered and perverse incentives which has led to unnecessary care and rapidly increased health care cost from overuse of profitable expensive drugs and high-tech care, Chinese government has taken efforts to reform provider payments to realign financial incentives for health care providers. 

One of successful attempts was to change fee-for-service payment in the urban insurance system to a prospective payment system.  For example, in 1997, the social insurance bureau of Hainan Province implemented prospective payment for six hospitals.  Studies 
 ADDIN EN.CITE 

(Yip and Eggleston 2001; Yip and Eggleston 2004)
 have shown that comparing with fee-for-service (FFS) payment, prospective payment was associated with a slower increase of overall expenditures, program spending, patient co-payments per inpatient admission, and was possibly associated with a slower growth in spending in expensive drugs and high technology services.

Jiujiang, a pilot city for Basic Medical Insurance (BMI), switched from FFS payment to capitation, medical expenditure per insured inpatient dropped from 2320 to 1778 RMB, and the share of drug spending in total spending dropped from 76.5% to 59.8% (Jiujiang Health Insurance Office, 2004).  Zhenjiang tried diagnosis-related group (DRG) payment with reimbursement rates for each disease set according to historical average expenses for that disease.  In 2003, the average expenditure for diseases using DRG payment was 25% lower than the province average in the same level hospitals. (Eggleston, Ling et al. 2008)
Many cities, including Guangzhou, Shanghai, Dalian, Liuzhou, Mudanjiang and Xiamen, also moved away from FFS payment to other payment methods, such as capitation, a fixed charge per inpatient day and DRG payment.  A study (Zhang 2007) found that the hospital reduced its length of stay during the DRG test periods on patients with the target disease (irrespective of whether the patient was insured or not), but did not significantly reduce its outlays on patients with target diseases during the DRG test periods.  However, results also suggested that hospitals may try to compensate for lower revenues on insured patients by raising outlays and revenues on uninsured patients which are still compensated through FFS.  

Switching FFS payment to other payment methods has also been experimented in the rural areas.(Eggleston, Ling et al. 2008)  For example, in Kuanyang township of Guizhou province, village doctors were paid through a basic salary, a bonus based on the number of home visits and patient satisfaction and a performance-based bonus. In Xinjiang, village doctors received fixed monthly payment from the county government to provide people free diagnosis and treatment with certain exceptions. In Wuxue county of Hubei province, village doctors received capitation payment from the New Cooperative Medical Scheme (NCMS) to provide basic health services. DRG payment has also been used in counties of Gansu province. (Eggleston, Ling et al. 2008)
Moreover, considering the potential risk selection and deficit quality of care resulted from a prospective payment system, some BMI programs in urban areas have established independent expert panel quality review or routine monitoring of high-tech services (Meng, Cheng et al. 2005) and most NCMS programs in rural areas have also established contracts that specify the package of services providers are to deliver, quality standards, and etc (Yuexi County NCMS Office, 2003; Yanzhou NCMS Office, 2004).

Increase government expenditure to invest and subsidy lower-level health care facilities and expands insurance coverage to encourage people to seek care in lower-level facilities

The government has taken several steps to encourage people to seek care in lower-level facilities with the hope to reduce the health care cost.  First, in 2003, BMI became to coverage health expenses incurred at community health centers. (Pan, Dib et al. 2009) Furthermore, in some areas higher reimbursement rates have been used for services incurred in community health centers to encourage people seek basic care at low-level and less costly health facilities. To improve the poor quality of care in community health centers which has made people hesitated to seek care there, the government in 2005 announced to create a network of new centers providing high-quality primary, preventive, home and rehabilitative services (Yip and Hsiao 2008).  The government has promised $ 125 billion over 3 years to improve and subsidy lower-level health care facilities and expands insurance coverage.  By additionally introducing a basic package of interventions provided at low cost to patients, the government hoped to reduce out-of pocket spending, slow the rise in health care costs and reduce the provision of unnecessary care.

Moreover, consumer cost-sharing through the use of medical savings accounts (MSAs) was used to reduce moral hazards in BMI in urban areas.  In 2000, the central government aimed to reduce the distorted price schedule by increasing the prices of professional services and reducing the price of high-tech care. The results of the drug prices reform appeared mixed. 

RECOMMENDATION

According to the concepts of control knobs postulated by Prof. William Hsiao in his book: “Getting Health reform right”,(Roberts, Hsiao et al. 2008) we have some recommendations for reforming Chinese health system. Those recommendations will be discussed from the perspectives of financing, payment, organization and regulation respectively. 

Financing

The healthcare expenditure is approximately 4.8% of GDP (2008) and only 5.7% of central government revenue spent on health (2007), ranking 116th out of 194 countries. Chinese government needs to allocate more general revenue to health care to expand the insurance coverage, improving low-level health facilities and increasing physicians’ base salary. Higher base salary of physicians cooperate with more strict regulations might be one possible way to change physicians’ current behavior, hence reduce induce-demand and improve the service quality.

Payment

1. Payment rate

Because the Chinese hospitals are mostly public and historically influenced by political power, the reform of payment rate has better to adapt negotiation at first. Hospitals representatives, governmental officers, medical professional associations, health insurer and patients’ right representative can meet to discuss the payment rate. To avoid resistance from hospitals and political power, cost-based reimbursement could be combined with negotiation method. This could also bring the cost concepts to managers in hospitals as a foundation of organization reform.

Negotiation could reduce the monopolistic power of hospitals to set price especially for new high-tech examinations and drugs. Insurance agencies and patients’ representatives could exert their power in negotiating whether the new medical services should be paid by insurance or by out-of-pocket as well as their prices. 

2. Payment method for physicians and other healthcare professionals

Fee-for-service payment without restriction has encouraged induced demand by providers. However, the physicians in hospitals are underpaid because of insufficient government funding. The better solution might salary plus bonus. To reduce the profit-seeking behaviors of physicians, the basic salary of physicians should be increased to a certain level with which estimated bonus added would satisfy the targeted income by physicians. The kickback from pharmaceuticals companies or medical equipment industry could be gradually improved by compensating physicians with bonus from the profits of drug prescription or medical examination initially to avoid strong resistance from physicians. The proportion of bonus could be negotiated between physicians and hospitals. Then gradually, physicians’ payment could be shifted from salary plus bonus to pay-for-performance. Their performances could be measured in quality and quantity of medical services and other public health services. The later is especially important in incentivizing physicians to provide preventive medicine such as immunization, education, disease screening and medical services in remote rural areas without physicians. E-health has been marked as a key area of government investment from 2011 to 2015. Five pilot provinces or municipalities Chongqing, Xinjiang, Zhejiang, Shanghai and Anhui have been selected to establish basic health information system. This e-health system would provide the health care quality measurements to be able to evaluate physicians’ performance and make pay-for-performance is possible in the future.

For those physicians working in rural community healthcare clinics, government should subsidize more to provide higher basic salary and lucrative bonus system. Better economic incentives would help overcome the drawbacks of geographical location to attract physicians and other health professionals.

3. Payment method for organizations

Larger hospitals have absorbed majority of resources to introducing new medical equipment renovating old building to attracting patients and better pay to attract healthcare professionals. The resulting “centralization” of medical services in few larger hospitals has shrunk lower level health care sectors such as rural community healthcare clinics. It’s very hard to address the issues because large hospitals already have formed very strong political bound and enjoyed much interest and political influences. To prevent further escalation of healthcare cost and growing of giant hospitals, global budge based on past practice with negotiated annual reasonable increase in amount of reimbursement could be tried on those large hospitals. This strategy will not decrease their current interest at all but just slower their pace of unlimited growth to controlled expansion. Their next-year global budge increment could be negotiated based on some performance indicators especially relating with their contribution to public health and supporting healthcare services in remote rural villages. DRG payment methods for listed groups of diseases could also help larger hospitals to control their cost and improve quality of care. 

4. Payment methods for patients

Unaffordable healthcare due to high out-of-pocket payment especially for the poor is the main problem in China. To control inflation of out-of-pocket, the government should regulate every out-of-pocket service by pre-approval of their prices and decide who the payer is. Experts panel commission could help establish treatment guidelines not only based on evidences in medicine but also considering cost-effectiveness. Through comparing the behaviors of healthcare providers through IT technology and reimbursement database, physicians would face the peer review pressure if they induced demand on higher proportion of out-of-pocket drugs or medical examinations instead of equally-effective but much cheaper treatments. For those poor people, government could subsidize them after their healthcare expenditure exceeding a maximum amount (Payment Ceilings). This strategy will help mitigate the inequity in healthcare access and health status across different income populations. 

Organization

Organization reform is needed in China. Even within the public hospitals system, the resources allocated are very unbalanced. Advanced technologies and high-standard medical services are concentrating on those large top-tiered ones. The community health centers shrink after vicious cycles of loosing patients, decreasing revenue, poor physician retention and poor quality of care. To achieve allocation efficiency, the government’s budget in public healthcare organizations should gradually shift from urban large hospitals to rural community health centers. The large hospitals can be reformed through “automization”.(Roberts, Hsiao et al. 2008)  Managers with specific training have more authority and greater freedom for purchasing, accounting and personnel. Incentives for workers and managers are based on carefully designed performance-based bonus system. The government budget funding to large hospitals could be changed to contracting by projects. For example, large hospitals could contract the nearby rural community health centers and provide healthcare there in order to receive government funding. Government thus can allocate more resources including manpower and medical equipment to the remote rural community centers and improve the quality of healthcare and accessibility issues for rural population. 

Government could subsidize the payment level of medical services in remote rural area as financial incentives to attract healthcare professionals. Government could also select and contract young students interested in service in rural areas and give them scholarship to study the medical school. Those students then should serve in rural community health centers for certain years after graduation and resident training. 

In local geographical areas, public hospitals enjoy oligopolistic and even monopolistic power to set price. Most of the cost escalation and increased percentage of out-of-pocket payment result from market failure. Government can promote competition by encouraging private hospitals and not-for-profit hospitals to enter markets. Since the public hospitals and local government have form interest groups historically. To avoid the political influence, central government could use financial support, grants and enforcement of law to remove the entry barriers. 

Regulation

There are apparent market failures in healthcare system in China. Regulations by government with coercive power to intervene and correct them are thus needed to control escalated healthcare expenditure and improve quality and equity of healthcare.

1. Inflation of healthcare expenditure

Providers-induced demand could be mitigated by means of regulation. First, provide needed information about causes, diagnosis and treatment of diseases to the patients and help them get information to make decision. Patients have more knowledge to compare and judge between providers and thus own greater bargaining power. Secondly, limit the capital investment, purchasing of expensive high-tech equipment and expansion of beds of hospitals in over-supply areas. This strategy will reduce duplicated investment of expensive medical resources in a local geographical area and prevent hospitals to induce unnecessary medical services in order to get their investment returned as early as possible. Thirdly, limit the number of patients that are serviced per physician and total amount of healthcare expenditure claimed by a single physician. This strategy will not only control the provider-induced demand but also ensure the quality of healthcare services through reducing medical errors.

Monopolistic pricing could be eliminated by government regulation also. Government could set price schedule or negotiate it with providers to prevent unreasonably higher prices of new drugs or new high-tech examinations. For example, government could set purchasing prices of drugs to counteract fixed prices set by monopolistic or oligopolistic power from hospitals.

2. Deficiency quality of healthcare services

Quality measurement and control could be regulated from 3 categories: inputs, processes and outcomes. Inputs are easiest to measure and monitor. However, they are less relevant to the final outcome and patients’ satisfaction. Outcomes are the most suitable in quality measurement and control. The major difficulties of outcome regulation are natural variability& uncertainty of diseases and individual responses to treatment. Process measurement is complicated and difficult but become more feasible in regulation of healthcare quality. Practice guideline is one of the methods of ensuring process of quality. This is especially plausible to apply to Chinese health system. Providers-induced demand, increasing percentage of out-of-pocket payment, using expensive medications or treatments instead of more cost-effective alternatives are all could be revealed and compared with practice guidelines. Since the practice guidelines are developed by medical professional society based on medical evidence, the objections from physicians will be less. These strategies will guarantee quality of healthcare to the individual disease and patient level and still preserve some degree of freedom of physicians’ practice.

Inequality of health status across different income groups and geographical areas could be minimized by regulation as well. Payment ceiling and reduced out-of-pocket payment at point of service could greatly improve affordability to healthcare and in turn reduce diseases progression due to delay of seeking doctors. 
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