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Introduction

A value-based approach to healthcare is 
gradually gaining traction in Taiwan, as the 
country’s healthcare system confronts the 
opportunities and pressures of innovative new 
medical treatments along with a growing burden 
of both chronic and infectious diseases.

Taiwan’s healthcare system benefits from more 
than 20 years of universal access to healthcare, 
which has helped to create a comprehensive set of 
data available to researchers. Health technology 
assessment has been in place in parts of the system 
for more than a decade.

Although there are increasing efforts to introduce 
cost-effectiveness and broader measures of “value” 
into analysis and decision-making about new 
medical treatments, there has been no effort so far 
to accept either a common understanding of value, 
or a standardised approach toward evaluating 
healthcare with regard to this measure.

“The concept of value-based health is not new 
territory in Taiwan, although a universal definition 
and thorough understanding of what constitutes 
‘value’ in healthcare is currently lacking,” says 
Joey Kwong, collaborate researcher at the 
National Center for Child Health and Development, 

Tokyo, Japan and a recent visiting professor at 
the Cochrane Taiwan project at Taipei Medical 
University. “The 2025 Health and Welfare Policy 
White Paper has specifically highlighted the 
importance of findings from evidence-based 
medicine research in establishing both effective 
and ineffective medical indicators to enhance 
patient care and quality, as well as reduce medical 
waste.”

Any efforts to move Taiwan along in the process 
of establishing value measures will need to look 
at several key issues that have an impact on the 
future course of value-based healthcare: how the 
country’s healthcare decision-making institutions 
interpret value; who the main stakeholders with 
an input into the decision-making process are 
and should be; and what aspects of healthcare 
can logistically be evaluated within a value-based 
framework. In addition, experts say the health 
system will need to find ways to use its health-
technology assessment (HTA) capabilities to 
identify low-value areas where it is prudent to 
reduce investment in order to free up resources for 
more cost-effective expenditures. This process will 
require a more integrated use of HTA to evaluate 
not only medical treatments and devices, but entire 
care pathways.
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The institutional backdrop1
Taiwan’s citizens benefit from one of the oldest 
government-administered, insurance-based 
national health services in Asia, and one of 
the few in the region that provides universal 
coverage. Established in 1995, the single-payer 
model health insurance programme is now 
managed by the National Health Insurance 
Administration (NHIA) and covers 99% of the 
country’s population. Expenditure on health 
accounts for a comparatively low 6% of GDP.

The system is notable for comparatively low 
costs, comprehensive benefits, short waiting 
times, and completely free access to doctors, 
clinics and hospitals of the patients’ choice.1 The 
benefits package includes a list of thousands of 
prescription drugs, according to Ms Kwong.

Taiwan’s health system was ranked 45th in the 
Global Burden of Disease Study’s 2015 Healthcare 

Access and Quality Index, out of 195 countries and 
territories surveyed. The Index, which measured 
mortality from causes “amenable to personal 
healthcare”, was previously compiled in 1990.2 

The single-payer structure of the Taiwanese 
system enables it to set and regulate fees, as well 
as impose a global budget, helping the NHIA to 
control costs, a 2015 article by the Brookings 
Institution points out.3 

Increasingly, says Jasmine Pwu, director of the 
National Hepatitis C office under the Ministry 
of Health and Welfare (MOHW) and a former 
director of the HTA division at Taiwan’s Center for 
Drug Evaluation (CDE), the government is being 
challenged about how it evaluates research, the 
brand value of drug manufacturers and, to a 
greater extent, the patient perspective.

1 Stewart, G, Brooks-
Rooney, C, “An Overview of 
New Health Technologies and 
Reimbursement Structures 
in Taiwan”, slideshow 
presentation by Costello 
Medical Consulting, http://
www.costellomedical.
com/wp-content/
uploads/2014/03/ISPOR-
Beijing-Presentation-
Handout.pdf, slide 2

2 “Healthcare Access and 
Quality Index based on 
mortality from causes 
amenable to personal 
healthcare in 195 countries 
and territories, 1990-2015: 
a novel analysis from the 
Global Burden of Disease 
Study 2015”, The Lancet, 
18 May 2017, http://www.
thelancet.com/journals/
lancet/article/PIIS0140-
6736(17)30818-8/
fulltext?elsca1=tlpr

3 Cheng, TM, “Taiwan’s 
health system: the next 
20 years”, Brookings 
Institution, 14 May 2015, 
https://www.brookings.
edu/opinions/taiwans-
health-care-system-the-
next-20-years/

Source: The Lancet
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“Our healthcare providers have complaints about 
the design of our national health insurance,” 
she says. “Pharmaceutical and medical 
device companies ask questions about how 
reimbursement decisions are being made, and 
the patient voice has been increasing over the 
last two to three years.”

Institutional history

The HTA of new medicines is not a new concept 
in Taiwan. The CDE, a private, not-for-profit 
non-governmental organisation, was created in 
July 1998 to provide value-based evidence for 
decision-makers. In December 2007, the agency 
established a new division of HTA, now known as 
the National Institute of HTA (NIHTA), to allow 
for greater focus on comparative (clinical) and 
cost-effectiveness analyses of new drugs and 
medical devices, as well as the impact of new 
medical innovations on the country’s healthcare 
budget. The CDE also became a founding 
member of HTAsiaLink, an international 
organisation of HTA issues dedicated to 
developing collaborative networking amongst 
regional HTA agencies, in 2011.

The Institute was commissioned with the 
authority to both reduce the burden of drug costs 
and to avoid unnecessary medical waste, and 
uses methodologies that are “well-developed and 
transparent”, according to Ms Kwong. 

Research institutes use a range of measurements 
familiar in Europe and other countries where 
HTA is common, including quality-adjusted 
life years (QALYs), disability-adjusted life 
years (DALYs), incremental cost-effectiveness 
ratios (ICERs), willingness-to-pay thresholds 
(WTPs) and benefit-cost ratios and net benefit 
measurements.

Absent a broader structure for integrating these 
metrics, however, they are not required in the 
National Institute of HTA’s dossiers, according 
to K Arnold Chan, a professor at National Taiwan 

University (NTU) College of Medicine and director 
of the NTU Health Data Research Center.

“Those metrics are familiar to most people, but 
there is no framework to incorporate them into a 
very rigorous system yet,” he adds. “It’s not the 
very top priority of senior officers of the NHIA.”

The MOHW compiles vital statistics and life 
expectancy data and the ministry’s Health 
Promotion Administration conducts surveys 
on major diseases and risk factors, he notes, 
but other broader outcomes are harder to 
measure. Indeed, although the NHIA routinely 
does population surveys, these usually show 
merely that much of the public rates the health 
insurance system favourably for accessibility and 
low co-payments, Dr Chan says.

“This is routinely used as an indicator that the 
system is not broken,” he adds. “But there is no 
systematic basis to discuss patient outcomes. We 
do metrics on hard endpoints, but there is little 
effort to look at patient quality of life.”

There are scattered examples where the 
government is trying to rectify this gap, 
including a page on the NHIA website for 
rheumatoid arthritis on which patients can 
comment on their experiences with certain 
drugs and medical equipment. Yet, such options 
have yet to be rolled out on a full-scale basis.

Taiwan’s HTA body is extremely adept at building 
reliable quantitative models, according to 
Yi-Hsin Hsu, associate professor in the School 
of Health Care Administration at Taipei Medical 
University.

“The calculations are very rigorous,” she says. 
“We build good models and have good references 
and parameters.” If Taiwanese agencies do not 
have their own parameter information, she adds, 
they use “data collected from foreign literature 
to build the decision tree and model for each 
kind of disease”.

“There is no 
systematic basis 
to discuss patient 
outcomes…there is 
little effort to look 
at patient quality of 
life.” 
K Arnold Chan, National Taiwan 
University College of Medicine
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Yet, often conclusions about how to interpret 
the results are not as clear-cut, she adds. 
While the HTA Institute can calculate the cost-
effectiveness of a novel cancer drug for lives 
saved, the drug’s impact on national productivity 
and the budget impact, it is more complicated 
once the discussion moves to committees of 
different stakeholders, particularly government 
officials who may be responding to political 
pressure in their assessment of value.

In particular, there has also been limited effort, 
so far, to apply HTA to full care pathways, as 
opposed to individual therapies or medical 
interventions. Both Dr Chan and Ms Hsu observe 
that measures such as QALYs are of more use for 
HTA for new medicines, and that no guidelines or 
thresholds exist on how they can be translated 
more broadly.

“Most [HTA] staff are coming from a drug 
background and only think about the drug from 
the drug perspective,” says Dr Chan. “We need to 
think about a drug and how it fits into treatment. 
It needs to be a top-down holistic approach.”

In 2013, the MOHW commissioned the CDE to 
operate the Preparatory Office of the National 
Institute of Health Technology Assessment, 
to gradually integrate HTA services on health 
policies, healthcare services and the allocation 
of health resources.

Reimbursement

A new system for making reimbursement 
decisions came into effect in 2013, with 
applications for new products made initially 
to the NHIA, before being forwarded to the 
National HTA group, which is charged with 
making an independent assessment within 42 
days.

After making initial recommendations for listing 
and pricing, a Pharmaceutical Benefit and Price 
Schedule Stakeholders meeting involving the 

NHIA and public and professional advisors is 
convened, who make final decisions on coverage 
and reimbursement price.4 

Pricing

New pharmaceutical drugs are accorded one of 
three categories for reimbursement: category 
1 includes medicines that offer substantial 
improvement of therapeutic value in head-to-
head or indirect comparisons; category 2A offers 
moderate improvement of value compared to 
the current best comparator; and category 2B 
offers similar therapeutic value compared to the 
current best comparator.

For category 1 drugs, the government takes 
the median price for 10 reference countries, 
including the US, the UK, Australia and 
Germany. This category of drug is also eligible 
for a 10% bonus added to the base price if the 
manufacturer conducts clinical trials in Taiwan.

While category 2 drug prices are also set using 
international reference pricing, the median 
price of 10 reference countries is the maximum 
limit, with the lowest price of the 10 reference 
countries, the price in the original country and 
international price ratio method among the 
other methods used to set a final price.5 

Under the existing system, about 71% of 
drugs assessed by the NIHTA were approved 
for reimbursement between 2011 and 2014. 
However, the extent to which this structure 
rewards value remains unclear.6  

Although Taiwan has used price-volume 
agreements with drug manufacturers to a limited 
extent to help keep a cap on expenditure, 
the government has not adopted so-called 
“risk-sharing” agreements used in many other 
developed countries—in which manufacturers 
negotiate a price with payers subject to 
outcome-based guarantees, with failure to meet 
these guarantees resulting in compensatory 
payment.7 

4 Stewart, slide 4

5 Ibid, slide 6

6 Ibid, slide 11

7 Ando, G, “Payer 
Roadblocks and Risk-
Sharing Agreements 
Around the World”, 
International Society 
for Pharmacoeconomics 
and Outcomes Research, 
https://www.ispor.org/
news/articles/Nov-Dec11/
Payer-Roadblocks-and-Risk-
Sharing-Agreements.asp
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“Most companies don’t like that kind of 
arrangement,” says Hong-Jen Chang, chairman 
and chief executive of YFY Biotech Management 
Company and a former official at the NHIA. 
“Doctors don’t like it because if new drugs are 

very useful, they don’t want to be constrained.” 
In addition, he notes, such agreements are 
harder to manage in Taiwan’s system, where 
people have the freedom to go to any doctor, 
clinic or hospital they want.
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Pilot programmes and efforts to 
identify stakeholders2

The very success of Taiwan’s single-payer system 
has helped to feed worries about its sustainability 
amid increasing financial pressures and the 
growing awareness that the health system will 
need to focus its investments where it can provide 
the greatest value in the future.

“We have not said to which extent ‘cost-
effectiveness’ will determine which treatments 
will be paid for,” says Po-Chang Lee, head of the 
NHIA. “The cost of medical care is getting higher 
and minor and major illnesses all need to be 
treated, so the system will spend a lot of money.” 
In the case of rare diseases, such as those due 
to genetic defects that are more difficult to 
treat, the system can spend as much as NT$30m 
(US$995,550) annually per patient, he notes. 
Despite this, the country’s social insurance 
system must, in theory, benefit the entire 
population, he adds.

Yet, the value discussion so far has yet to be 
framed in the context of the need to make 
difficult choices.

Expenditure remains a worry

Although Taiwan’s health system is relatively 
efficient, public worries about increasing costs 
have been a driver of greater exploration in using 
value-based measures to assess treatments and 
outcomes, several of those interviewed say.

“Although we are spending just over 6% of GDP 
on healthcare, there is still a widespread belief 
that the system is too wasteful,” Dr Chang says. 
Dr Lee agrees that with individuals responsible 

for paying part of the insurance premium, public 
opinion is especially sensitive to any growth 
in premiums, making it incumbent on the 
government to show that it is making good use 
of resources. At the same time, the generosity of 
access in the Taiwanese system means resource 
allocation of medical care and individual 
treatments need to be adjusted.

Overuse of the system, especially with regard to 
medicines and hospital treatment, is a particular 
problem for Taiwan, one that is exacerbated by 
the fee-for-service system, Ms Hsu says.

“Our people have not become healthier, they just 
get more healthcare,” she says. “So the problem 
in Taiwan is the use of resources, not quality. 
These resources have been taken for granted and 
used extravagantly.”

At the same time, she observes, any efforts to 
reform the way the system is financed, can lead to 
a political backlash.

There have been some efforts to introduce so-
called “pay for performance (P4P)” programmes 
in chronic disease areas such diabetes, where 
payments are made for treatment outcomes, 
according to Ms Hsu.

“In terms of value, we are slowly turning to ‘pay 
for performance’, but ‘fee for service’ still counts 
for a larger part,” she says. “Pay for performance 
is our effort in recent years to revise our 
behaviour. In the past, we paid little attention 
to results and to disease control, in favour of 
providing what was needed at that instance.”

“Our people 
have not become 
healthier, they 
just get more 
healthcare. The 
problem in Taiwan 
is the use of 
resources.” 
Yi-Hsin Hsu, Taipei Medical 
University
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Experimentation still ad-hoc

Taiwan’s NHIA piloted a number of projects 
looking to reward outcome-based effectiveness 
between 2004 and 2012. Specific pilots covered 
infectious diseases (tuberculosis), chronic 
illnesses (breast cancer treatment, asthma and 
diabetes) and preventative health with a focus on 
cervical cancer screening, according to Dr Chang, 
who oversaw many of the pilots during his tenure 
at the NHIA.

Following an initial pilot, Taiwan’s Center 
for Disease Control decided to implement 
an outcomes-based programme to control 
tuberculosis.

“We started early, and had various degrees 
of success and setbacks, but in my opinion 
we haven’t been moving fast enough into an 
outcome-based, cost effectiveness-based 
payments system,” Dr Chang says, citing both 
“the global financial crisis and the difficulty in 
convincing the public that the system should put 
in more resources rather than setting a cap on 
paying for new medicines”.

Hsiu-Hsi Chen, a professor of epidemiology and 
statistics at NTU, notes that he spent ten years 
convincing health decision makers within the 
government to include cost-effective metrics 
based on population health data when evaluating 
intervention programs, especially for cancer 
screening.

“We have a very successful population-based 
cancer screening programme, including breast 
cancer and colorectal cancer, and for this, we 
certainly used cost-effectiveness analysis to 
support and convince decision-makers,” he says. 
“But, unfortunately, patients don’t understand 
the importance of [cost-effectiveness] analysis.”

Part of the problem, Ms Hsu says, is that the 
government has yet to adequately classify, for 
expenditure purposes, illnesses into several 
distinct categories: those that might disappear 

without treatment, those in which existing 
treatments are unlikely to have much of an effect, 
and those which are most likely to respond to 
treatments.

“Some classifications are clear, but some 
borderline cases raise a lot of dispute,” she says. 
“I wish we could develop a clearer system of 
delineating which diseases require investment and 
which can be handled via less expensive means.”

Public health and prevention a priority

Experts also underscore the importance of 
investing in preventing potentially expensive 
health problems in the first place. For patients 
with kidney disease, Dr Lee points out, outpatient 
dialysis costs total NT$40bn a year—a figure 
which rises to NT$60bn for hospitalised 
patients—totalling around a tenth of the 
country’s health insurance budget. This can make 
it cost-effective to offer patients the opportunity 
to have kidney transplants in the interest of 
reducing costs later on.

In the case of osteoporosis, the high cost of 
drugs to treat the condition means many patients 
are prescribed nutritional treatment or exercises. 
Yet, providing drugs to certain patients lessens 
the chance of hospitalisation for bone fractures, 
which can entail higher social costs, Dr Lee says. 

“This is an example of cost-effectiveness,” he 
says. “Therefore, the money needs to be spent 
not only effectively but also flexibly.”

With examples such as these, the challenge for 
Taiwan’s healthcare system lies in determining 
which patients are most likely to benefit from 
more costly drugs. In the case of medicines for 
treating rare diseases, by contrast, there is more 
controversy about the cost-effectiveness of 
spending scarce resources.

“At the innovation phase, we are afraid that 
introducing such treatment will cause financial 
burdens to the health insurance system, and we 
still have reservations,” Dr Lee says.
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One area in which cost-effectiveness has been 
widely used in policy development is in cancer 
screening programmes, Ms Pwu says, noting 
that the Health Promotion Administration (HPA) 
has looked at the effectiveness of screening for 
breast, colorectal, cervical and oral cancer.

“We use different approaches and different 
tools to make sure we are making the best of 
our budgets,” she added. “When it comes to 
screening, our governor will commission cost-
effectiveness analysis to support decisions. 
However, in the case of treatment, because of 
time and quantity, it’s not possible to incorporate 
cost-effectiveness consideration for every 
application.”

8 Pwu, Jasmine R F, “Tobacco 
control and HTA in Taiwan”, 
slideshow presentation, 
https://www.sph.nus.edu.
sg/sites/default/files/
Tobacco%20Control%20
and%20HTA%20in%20
Taiwan.pdf

The government also has tried to measure the 
impact of wider public health measures, outside 
the realm of screening programmes and direct 
medical treatment. In the case of the Tobacco 
Hazards Prevention Act, a smoking control 
programme that came into effect in September 
1997, step changes in the tobacco surcharge in 
the period up to 2009 accompanied a fall in the 
overall smoking rate to 18.7% in 2012, down 
from 29.2% in 1996, just before the act came 
in. Among men, the rate fell even more steeply 
during the same period to 32.7% from 55.1%.8 
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Where value measures should focus3
As we have seen, Taiwan has used a variety of 
value-based measure across its health system 
for some time; however, the lack of a coherent 
framework for discussion or guiding principles 
undermines consistency and transparency.

The health system has embraced the concept 
of cost-effectiveness in the evaluation of new 
technology and preventative health programmes 
over the past decade, but its implementation 
can be uneven. Moreover, there is little evidence 
of efforts to look at the value of other sorts of 
interventions and procedures, let alone assess 
existing care pathways or guidelines. There is also 
no concerted effort so far to identify treatments 
in current use that fail to provide value for money, 
many of those interviewed point out.

Infectious diseases

Infectious diseases are a particular area of 
priority for Taiwan’s health service, with 
comparatively high levels of Hepatitis B and C and 
tuberculosis in the country. Experts interviewed 
for this paper acknowledged that treatments for 
these conditions can be especially costly.

“The problem is that, in the treatment of types 
B and C hepatitis, only medicines targeting the 
virus are really effective,” says Dr Lee, noting 
that in the past, patients with hepatitis B often 
had their drugs withdrawn after three years, 
which frequently led to a relapse. “Some patients’ 
clinical disease means they need to take drugs 
for a lifetime, and we need to provide such 
treatment. If not, when the patient has liver 

cancer or cirrhosis, our costs will be greater and 
the patient might also lose their life.”

Those interviewed for this paper noted that 
the case for value-based evaluations is actually 
simplest to make with regard to infectious 
diseases, given the potential public health 
threats they pose. And the dramatic potential 
of some new treatments makes it easier to argue 
that investment in some expensive medicines can 
save money in the future.

“We have not seen such a major breakthrough 
treatment for a major disease in some time,” Dr 
Chang says about some of the newer treatments. 
“From an outcome-based perspective, payments 
for new drugs is an investment. I would like to 
use this new category of drugs to advocate the 
government to move into [this area].”

At the same time, Ms Pwu acknowledges the 
extent of real-world evidence and outcomes used 
to support investment in treatments even for 
hepatitis C virus (HCV) remains narrow.

“Because we have limited resources, budget 
for doing research and capacity, the outcomes 
that are taken into consideration now largely 
consist of trial data used when applying for 
reimbursement,” she says. “With HCV, we would 
want to monitor the treatment outcome. We 
would like to see that, but of course it is only the 
beginning.”

In the case of other infectious diseases, Taiwan’s 
comprehensive population-based database has 

Infectious diseases 
are a particular 
area of priority 
for Taiwan’s 
health service…
treatments for 
these conditions 
can be especially 
costly. 
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“Variations of care quality 
for infectious pulmonary 
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population-based cohort 
study”, BMC Public Health, 
11 June 2007, https://
bmcpublichealth. 
biomedcentral.com/
articles/10.1186/ 
1471-2458-7-107

10 Hung, HF and Chen, 
HH, “Probabilistic cost-
effectiveness analysis 
of the long-term effect 
of universal hepatitis B 
vaccination: An experience 
from Taiwan with high 
hepatitis B virus infection 
and Hepatitis B e Antigen 
positive prevalence”, 
Vaccine, vol 27, 3 September 
2009, p 6774

11 Chen, H H, Chiu, YH et 
al, “Community-based 
Multiple Screening Model: 
Design, Implementation 
and Analysis of 42,387 
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Community-Based 
Integrated Screening 
Group”, Wiley InterScience, 
3 March 2004, http://
onlinelibrary.wiley.com/
doi/10.1002/cncr.20171/
abstract, pp 1734-1743

12 Hsu, HC, Lin, R S et al, 
“Cost-benefit analysis 
of routine childhood 
vaccination against 
chickenpox in Taiwan: 
decision from different 
perspectives”, Vaccine, vol 
21, 9 January 2002

helped clarify where treatment is most effective. 
Researchers using a population-based cohort 
study have found clear variations in the quality 
of care provided for infectious pulmonary 
tuberculosis (PTB), one of the major healthcare 
challenges facing Taiwan; the findings showed 
that the restructuring of the tuberculosis control 
system away from a specialised sanatoria-based 
system meant that patients treated outside the 
remaining Chest Specialty Hospital generally 
received less effective care (with success rates 
of 65% to 68%, compared to 93% at the Chest 
Specialty Hospital) by healthcare providers less 
likely to adhere to a consistent approach to the 
diagnosis and treatment of PTB.9 

The fact that Taiwan’s current vice president is 
an epidemiologist has also raised the profile 
of infectious diseases as a health priority, 
interviewees say.

Seeing value in preventative health

The Taiwanese public has been conditioned to 
recognise the benefits of preventive health, such 
as getting vaccines or providing screening for 
diseases such as cancer, so this is an easier field 
in which to discuss the value proposition, Dr Chen 
says. 

Taiwan was one of the first countries to launch a 
nationwide vaccination programme for hepatitis 
B virus for infants in 1984, and researchers at 
NTU found that in the subsequent decade, the 
carrier rate in children decreased substantially 
to 1.3% in 1994 from 9.8% at the launch of 
the vaccine programme. The study focused on 
whether the substantial outlay of the vaccine 
programme on national health expenditure 
produced value in the long-run, by evaluating 
the ICER of outcomes, defined as life years gained 
and QALYs gained during an 80-year lifetime 
for a neonate. It found the average life years 
gained per participant as a result of the universal 
vaccination programme was 3.89 and the average 
QALY gained 4.17. Moreover, the researchers 
found that cost savings from reducing long-

term complications were around $55,201 from 
a societal perspective and $23,830 from a 
healthcare payer perspective.10 

Meanwhile, there is evidence that more 
integrated and comprehensive public health 
programmes could provide a greater return on 
investment for Taiwan’s health budget.

A study Dr Chen co-authored evaluated a 
community-based multi-screening programme 
conducted in Keelung, Taiwan between 1999 
and 2001. The pilot project emphasised primary 
screening and care for hypertension, five cancers 
and five chronic diseases, using papinicolaou 
(Pap) smear screening as a base to integrate 
other screening regimes. The study found that 
the integrated programme led to a 25% increase 
in attendance for Pap smear screening and also 
demonstrated an association between the discovery 
of neoplasms, or tumours, and the presence of 
comorbidities such as metabolic disease.11 

Researchers have also used Taiwan’s health 
database to conclude that some preventive 
measures are not cost-effective, as is the case 
with chicken pox vaccines in childhood.12 

Yet Dr Chan argues that some decision-making 
can be ad hoc and driven by local politics, rather 
than value. In the southern part of Taiwan, where 
dengue fever rates are high, inadequacies in 
the public health environment can have serious 
consequences, he says.

“It’s a very political issue,” he adds. “It’s a 
reflection of how the local government is doing.”

Meanwhile, it can be difficult to interpret 
outcome data in some other areas where 
innovation can be particularly high-cost, such 
as oncology medicine. Targeted therapies are 
a particularly grey area in this regard, as are 
some innovations for chronic conditions such 
as hypertension and diabetes; and interpreting 
results for the general public to make a case for 
investment can be tricky.



13© The Economist Intelligence Unit Limited 2017

Value-based healthcare in Taiwan: Towards a leadership role in Asia

“The data can be difficult to interpret, as 
to whether the future savings are real,” Dr 
Chang says. “Yet we should look at this as 
an investment, rather than expenditure.” In 
addition, he says, successful use of blockbuster 
treatments such as that for HCV could pave the 
way for approaches to more complicated diseases 
such as diabetes, asthma and precision medicines 
in areas such as cancer.

At the same time, with a population-based 
database going back to the 1980s, Taiwan’s 
healthcare system has enough information 
to provide guidance on likely outcomes and 
progression of diseases, he says.

“We are just entering the developed economy, 
but our healthcare system is more developed than 
those of our peers, and we have the opportunity 
to look at solid evidence,” he says. “It is only 
down to a political commitment and discussion 
with doctors and payers.”

New challenges and paths forward

Taiwan’s government has been looking at the 
UK’s National Institute for Health and Care 
Excellence, which provides advice to the health 
service on cost and comparative effectiveness of 
treatments.

Taiwanese health bodies are also looking further 
afield for models of value-based care. “We do 
have a small group on a pilot basis trying to copy 
this know-how, but it is still limited,” says Dr 
Chang. “One thing that limits our moving toward 
this direction is that we lack the institutional 
capacity. The government hasn’t been able to 
put in the resources to have the institutions, 
and you need to put in a lot of analysis and lots 
of professional staff. The government has been 
working on this for 15 years.”

Another area where the government could do 
more is in establishing not only which procedures 
and treatments offer high value, but which are 
at the opposite end of the value spectrum and 

should be eliminated in order to help save scarce 
resources.

“Despite the long history of universal coverage 
in Taiwan, and a relatively mature framework 
for using high-quality evidence and economic 
analysis in the universal coverage scheme, the 
concept of what constitutes ‘low value’ healthcare 
is an untapped area,” Ms Kwong notes. “A modest 
body of evidence is available on healthcare system 
burden associated with potentially inappropriate 
medications, using claims data from the National 
Health Insurance Research Database. However, 
there is currently a lack of nationwide involvement 
in raising awareness of the consequences of 
medical waste.”

The Choosing Wisely initiative, which originated 
in the US and is being employed in parts of 
Europe as well, could be usefully employed in 
Taiwan, she adds.

Raising the profile of patients as stakeholders 
in healthcare evaluation and decision-making is 
also important, Dr Chan says.

“Patient advocacy is in its infancy in this culture, 
and that is also a fact in the current environment 
and mentality of government officers, because 
[patients] are not seen as a major stakeholder,” 
he says. “It is important to listen to patients, and 
so value from a patient perspective is important. 
In the 21st century, that is what health providers 
should be valuing as well.”

At the same time, despite a Chinese culture 
in which patients traditionally listen to their 
physicians and don’t always recognise value 
as a consideration, Taiwanese patients are 
gradually learning to become more demanding 
consumers. Comparative surveys of patients in 
different countries found that Taiwanese patients 
were second-least likely to agree that their 
doctor had spent enough time with them during 
consultations, and least likely to agree that 
their doctor had provided “easy-to-understand 
answers” to their questions.13 

13 2015 Population 
HealthCare Quality 
Indicators Report, Taiwan 
Ministry of Health and 
Welfare, 22 February 2017, 
https://hcqm.mohw.gov.
tw/uploads/1487730198.
pdf, pp 174-177
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Ms Pwu cites anecdotal evidence of patient 
groups under development as a signal that 
patients are eager to be involved in the decision-
making process and that their views should be 
incorporated. Those advising such groups are 
increasingly suggesting that they “should be very 
original and not just ask for access”, she says.

Finally, the use of P4P should be expanded 
further, Dr Chen adds, noting that providing 
incentives, such as paying health providers 
bonuses for catching cancer at stage 1, could 
result in significant benefits.
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Conclusion

For more than a decade and a half, Taiwan has 
burnished its credentials as not only the regional 
health system with the most comprehensive 
coverage in Asia, but also the one with the most 
advanced understanding of the importance 
of using value measures to invest wisely in its 
healthcare system.

At the same time, although it has put in place 
institutions for carrying out HTA of new medical 
treatments and devices, and although it has 
found ways to make use of its extensive trove of 
population-based health data (especially in the 
case of preventive healthcare), there are gaps in 
its ability to apply this experience consistently 
across the board in the health system. The 
system could do more to identify examples of 
“low-value” care as well as those treatments that 
are worthy of further investment. As part of this 
process, Taiwan’s health policymakers need to 
take a broader overview of disease areas, from 
prevention to diagnosis to treatment, in order to 
identify where the greatest value is to be found. 
Public education could also help people make 
better use of healthcare resources.

In particular, while cost-effectiveness analysis 
has been used in pilot projects related to cancer 
screening and some outcomes-related feedback 
has been collected from patients on the NHIA 
website, there has been no effort to introduce 
these measures across care pathways. This is 
due, in part, to the lack of integrated healthcare, 
outside of a handful of demonstrations projects. 
Finally, although elements of the value 
conversation are becoming part of healthcare 
evaluation, there has been an absence of a 
widely understood language for initiating value 
discussions. Doing so also will help to empower 
patients to play a greater role in their care.

Taiwan has the opportunity not only to greatly 
improve the value it gets from its own healthcare 
dollars, but also to act as a model for other 
healthcare systems in Asia that are only just 
grappling with concepts of value. By investing 
in further development of the value-based 
healthcare system and by encouraging patients 
to play a greater part in this process, Taiwan can 
continue to be a leader for the region.
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