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Abstract 

 

The aim of this project was to formally examine how the experience of living abroad 

in the United States affects the perceptions of Taiwanese people towards Taiwan's National 

Health Insurance. The study interviewed seven Taiwanese laypeople who have lived solely in 

Taiwan as well as ten Taiwanese laypeople who have lived both in Taiwan and in the United 

States. Five Taiwanese healthcare policy experts were also interviewed. The interviews were 

guided interviews that assessed the subjects’ perspective with questions focusing on the 

quality and value of care, past experiences in Taiwan and the United States, expectations 

about healthcare, policy knowledge, and expert training. The study is intended to be a first 

step in the examination of influences on the perception of laypeople concerning healthcare, 

with the eventual goal of the design and implementation of methods to influence public 

policy toward healthcare support and funding in Taiwan. The study used a combination of 

grounded theory and guided research to determine the following: 1) People who have lived in 

the US do show a small change in their perceptions of the Taiwan system with regards to 

frequency of use and their perceptions of positive and negative attributes of the system. They 

also had different views on how to alleviate those negative attributes. 2) Living abroad does 

appear to bring the perception of laypeople closer to the perception of the experts when it 

comes to the problems of the Taiwan system, how to fix them, and the ideals that undergird 

the system. 3) Laypeople, both those who have and have not been to the US, know less about 

the system as a whole than the policy experts. This topic has wide ranging implications for 

policy design and public education. Policymakers would be well advised to use far more 

international comparisons when talking about policy to replicate the effect of direct 

experience abroad. There also needs to be more education about the current structure of the 

NHI as most of its beneficiaries are unclear about the cost of the program and who pays it.  

Keywords: Taiwan National Health Insurance, Perception, Quality of Care, United States, Direct 

Experience 
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1 Introduction 

 

  Formulating national healthcare policy is seen as one of the core tasks of the 

modern industrialized state. Social insurance and health insurance systems were 

pioneered in the early 20th century by many countries, along with the adoption of the 

welfare state. According to the World Health Organization, a healthcare system has three 

goals: health, responsiveness and fair financing. The WHO states that there are four key 

work packages health systems have to perform in pursuit of these goals. They are: 

providing services; generating the human and physical resources that make service 

delivery possible; raising and pooling the resources used to pay for healthcare; and the 

function of stewardship - setting and enforcing the rules of the game and providing 

strategic direction for all the different actors involved.1 Unfortunately, healthcare systems 

are very complex, with high costs, higher stakes and policy risks that are hard to quantify. 

  In a democratic system, all of these issues are ultimately decided by the voting 

public. Policy is generally written by experts, but it is dependent on the continued support 

of the lay citizenry. Thus, one of the largest problems when discussing and implementing 

healthcare policy is a disconnect in the thought process between lay people and experts. 

For example, policy experts spend years calculating the cost and benefits of different 

schemes, while the voter only sees the final policy and not the reasoning behind that 

policy's structure. Furthermore, it's difficult to safeguard successful policy if the public 

takes the policy for granted or even perceives it as a failure because the policy does not 

match their expectations.  

 With dozens of comprehensive national healthcare systems in the world, each 

with its own structure and features, it is important to examine how ordinary people 

perceive these complex systems and where their perceptions differ and concur with those 

of policy experts. Researchers have been comparing and contrasting healthcare systems 

for decades, but does such expert level analysis filter down to the general public? A 

                                                 
1 (“WHO | Health Systems Strengthening Glossary” 2007)  
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country may have very inexpensive care comparatively, yet its citizens still view the care 

as expensive. Conversely, a country may have some of the highest medical costs in the 

world, yet its citizens may think they are getting good value for the money2.  

 This study focused on Taiwanese people living in Taiwan. Anecdotally, there has 

always been a reputation that Taiwanese voters take the NHI for granted. In US political 

science, the United States’s social insurance scheme for the elderly, known as Social 

Security, is often cited as the proverbial “third rail” which politicians fear to touch. In 

Taiwan, the third rail is Taiwan’s National Health Insurance. Taiwan’s health system is 

justly famous for routinely having an above 70% approval rating and globally superior 

health outcomes at a very low cost. Taiwan's system is frequently featured in articles 

talking about the “best healthcare systems” in the world. (The island’s contentious 

political status often prevents it from appearing in some officially sponsored academic 

research like the World Health Organization (WHO) report3.) However, the Taiwanese 

system still faces the same problems that bedevil health ministries around the globe. 

Costs are rising, the population is aging, and not enough doctors are being trained to meet 

future needs. Compared to much of the rest of the world, Taiwan's system has ample 

policy room to raise revenues without becoming a significant burden on the populace, yet 

Taiwanese politicians are afraid to do so. The fact that they fear to raise the premium or 

shift more burden to consumers seems puzzling. Do the voters of Taiwan realize how 

high quality their health system is? How cheap it is? How convenient it is? Especially 

when compared to the rest of the world? If not, would experience outside of the country 

cause them to reevaluate the way they look at Taiwan's system?  

 My research sought to explore these questions further. This paper examines the 

issues by looking at how Taiwanese people in Taiwan and Taiwanese people who live or 

have lived in the United States view the healthcare system in Taiwan as well as 

examining layperson vs. expert perception to see if laypeople can be made to perceive the 

system in the same way that the experts do. If people do perceive a difference between 

different national healthcare systems, how do they perceive it? What are the aspects of 

the healthcare system that people focus on? 

                                                 
2 (Herman, 2008) 
3 (World Health Statistics 2013, 2013)  
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 Using in-depth interviews and grounded theory to examine these questions, this 

project probed for relationships and ways that layperson perception of healthcare is 

driven. It is hoped that these relationships can then point towards future research that can 

be done quantitatively on a much larger scale.  

 

 

2 Research Questions  

 

 This research was exploratory, and it examined how expert knowledge, living 

abroad, and personal healthcare perceptions interrelate in order to make a framework that 

might better facilitate policy marketing. 

 These relationships are important both for the formulation and the implementation 

of policy in a democratic system. Effective public policy depends on policymakers being 

able to convince the larger mass of voters that a given policy is necessary and likely to 

achieve its policy goals4. This is called policy marketing and it is a battleground where 

what people believe about a policy and the facts often don’t coincide5 In situations where 

the perceptions of the public differ starkly from policymakers, public policymakers face 

the additional hurdle of bringing the populace onto their side to pass the legislation. A 

state where the policy experts are unable to enlist the aid of the public is doomed to 

dysfunction even in situations where large majorities favor change.6  

 Additionally, the numerous health systems world-wide could be an inexhaustible 

source of public policy options. “Policy transfer” between nations has a long history with 

countries adopting successful ideas from abroad. Unfortunately, in many countries, the 

greater public is not aware of how other nations have solved similar problems with 

regards to the provision of healthcare. Sometimes this is the result of simple ignorance of 

the alternatives, though it can also be a result of policy outreach by those invested in an 

advantageous status quo. The need for the elites to lead the public is often taken as a 

given in the policy transfer literature; for example, in Dolowitz and Marsh’s Policy 

                                                 
4 (Organisation for Economic Co-operation and Development 2001 p.20)  

 
5 (Bouzas-Lorenzo, 2010 p. 115) 
6 (Smith et al. 1992 p. 128)  
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Transfer framework, the general public doesn’t appear as a “political actor.”7 A 

democratic state where the public does not take an international perspective finds its 

policy options limited because copying successful policies from other nations requires the 

additional step of raising the public's consciousness of said international alternatives. 

Without this awareness, the state is forced to reinvent the wheel or resort to undemocratic 

means to foist a healthcare policy upon a public who neither understands nor approves of 

it.  

 The project thus needed an example where people had been forced to have direct 

experience with a radically different healthcare system in another country. This project 

shows how experience with the healthcare system of the United States affects how 

Taiwanese people view the NHI, This could then inform how the NHI disseminates 

information and reduce the legislative cost of enacting to reform. This research project 

sought to understand these dynamics by asking several research questions.  

1) Does the experience of living abroad in the United States affect a Taiwanese 

layperson's perception of Taiwan's National Health Insurance (NHI)?  

Hypothesis 1: People who have cross cultural experience under a different healthcare 

system will have different perceptions than those who have lived only in Taiwan.  

 This claim is based on a simple rationale grounded in consumer choice theory. 

Taiwan's NHI is very cheap compared to the US system, and access to healthcare is 

simple and straightforward in Taiwan. A person who has lived abroad in the US and 

interacted with the health system in that country will become aware of how expensive 

America is and, by comparison, how cheap Taiwan is. I expected this to change their 

perception of the value of the care provided by the Taiwan system as well as the quality 

of care. The rationale behind this is that people will form personal benchmarks about 

what care should cost and how much it's worth through their own direct experience. The 

experience of living abroad in a country with care that is of similar quality to the NHI, 

but vastly more expensive, is going to cause those internal benchmarks to change relative 

to what they would have been had they never left the country. This difference will show 

up when comparing laypeople who have lived abroad in the US vs. those who have not.  

  This hypothesis was echoed by one of the health experts, C2, during the research,  

                                                 
7 (Dolowitz & Marsh, 2000 p. 10) 
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who said,  

“I see... Fortunately, most of the resident living in Taiwan, they are satisfied with 

the system right now. So we have a very high satisfaction rate, you must know that 

and if someone travel around the world and come back... they will appreciate 

more... So cheap and the service is quite acceptable and the quality... and so 

convenient, that's out of your imagination.” 

 

2) How does the experience of living abroad in the United States affect Taiwanese 

layperson perceptions of Taiwan's National Health Insurance (NHI)?  

Hypothesis 2: People who have abroad in the United States will perceive the 

Taiwan system as cheaper and faster than those who have lived only in Taiwan.  

If the answer to Question One shows a difference in perception, the next step is to 

find out how the perception differs between those who have lived in the United States 

and those who have not.  

 Research on the background contrast effect has shown that the nature of the 

previous context can influence the direction of future choices.8 This research 

theorizes that perceptions are affected in a similar way.   

 

3) Do perceptions of the Taiwan healthcare system differ between laypeople and 

policy experts?  

Hypothesis 3: The perception of policy experts will differ from laypeople in 

consistent ways. Policy experts will see the Taiwanese system as cheaper and 

faster.   

 Policy experts, as part of their professional training and regular experience, read 

about healthcare systems in other countries. In the course of their professional work, 

they will find that the NHI is very cheap by international standards and maintains a 

quality of care that compares favorably to other systems. This will augment their 

personal experience with the NHI and they will find it to be cheaper and more 

effective than a layperson would. This question is important because this research 

posits that policy experts have a clearer idea of what the NHI was meant to achieve, 

                                                 
8 (Simonson & Tversky, 1992 p. 284) 
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what it is doing objectively and how it compares internationally. If perceptions differ 

between those groups, then that represents an obstacle to effective policy making.  

 

4) Does living abroad in the United States bring the perceptions of laypeople closer 

to that of policy experts?  

Hypothesis 4: Living abroad will bring the perceptions of laypeople closer to that 

of policy experts.  

The framework for this research has both direct experience in other countries and 

expert knowledge as variables that drive the creation of perception. The hypothesis is that 

the effect of the expert knowledge of the policy experts is similar to the effect of the 

direct experience abroad of the laypeople.   

 

 

3 Literature Review  

 

3.1 Background  

 The spur for this research was the seeming disconnect between the quality of 

Taiwan's healthcare and the difficulty that the authorities have had in securing further 

funding for it. In order to understand the current situation in Taiwan and the way that the 

NHI interacts with Taiwanese people and its role in forming their perceptions, this study 

must first explore how and why the NHI was created.  

 Many analysts have talked about the genesis of the Taiwan system. I have to thank 

Professor Chao Yin Lin for giving me access to the most detailed English source about 

the genesis of the Taiwan system that I encountered over the course of the project, The 

Policy Making Process for Taiwan's National Health Insurance Programme with 

Reference to Key Political Groups, 1985-1996 : A Case Study. Her book was invaluable 

for understanding the reasoning behind the creation of the NHI itself as well as the 

political process that governed its formation.  

 The first chapter of the book is theoretical. It discusses the expansion of Taiwan's 

National Health Insurance (NHI) through the lenses of corporatism and pluralism as well 

as whether it was a top down or a bottom up sort of reform. Later on, she goes into the 
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background of social and health insurance in Taiwan and ties it back to the original 

founding of the Republic of China and the Three Principles of the people. The discussion 

of the norms of social insurance in this section was very interesting in the way it 

explained how the government doled out social insurance of various kinds to different 

interest groups and stake holders in order to maintain control. The gradual expansion of 

social insurance schemes on a somewhat mercenary basis was surprising given how much 

it came to be viewed later as a right. .  

 She also talks about the creation of the NHI itself, quoting government officials 

and the original drafters who talk about the goal of the initial system which was to ensure 

affordable access and care for everyone. This founding idea was actually still cited 

twenty years later by the subjects in this study when asked what the ideal purpose of a 

national health insurance system should be. She talks about the expanded role of out-of- 

government groups in the drafting of the legislation even though they weren’t supposed 

to be part of the policy process in the initial drafting of the NHI, and then links it to the 

history of social welfare within the Republic of China. She renews the discussion about 

whether the formation of the NHI was a process characterized by corporatism or 

pluralism, and the reader is left with the impression that the NHI was formed in a 

corporatist way, with outside pressure groups trying influence the process and somewhat 

succeeding in getting their voices heard. This is connected to the discussion of Taiwan's 

concurrent retreat from martial law and the increased access this gave disparate interest 

groups to the government.  

 Another aspect of the NHI was not brought up in the book, but was brought up 

when Dr. Lin was interviewed for this study. She pointed out an example given by 

Professor Yang about how the NHI changed the Taiwanese culture. According to the 

example, before the NHI was passed, many TV dramas would use financial hardship due 

to medical bills as a central plot element. The characters would be forced “to sell 

everything. People had to sell their houses, they had to sell their daughters....[Professor 

Yang] wanted to show how important NHI is. He could say, “Now, you see? We never see 

any TV dramas like that after 1995. No one sells their daughters because of someone's 

illness. If really something happens, you always have NHI to back you up.”  This 

anecdote also supports the use of the United States as a contrast to Taiwan, where an 
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incredibly popular and critically acclaimed show, “Breaking Bad,” was premised on 

father becoming a drug kingpin to pay for his medical bills. What is contemporary in 

America is now the distant past in Taiwan with Professor Lin pointing out that the current 

generation has little memory of the market conditions within healthcare before the NHI.   

 In Joseph Wong's seminal book, Healthy Democracies,9 he actively opposes those 

who want to make a structuralist explanation of why Taiwan created the NHI system. He 

points out that a pure structuralist narrative suggests that an authoritarian 

developmentalist state like Taiwan would not be concerned with creating a universal 

health insurance. At the same time, he critiques the notion that Confucian values 

somehow preclude societies like Taiwan and Korea from shifting the burden of care away 

from the family and onto the State. He also challenges Marxist narratives where the 

inevitable clash of labor and capital force the State to adapt by extending social 

insurance.  

 As to this last argument, he points out that in both Korea and Taiwan, Cold War 

politics had destroyed any sort of left-wing political force, yet it was the incumbent 

conservative majority parties that went ahead with the institution of universal healthcare. 

Rather than being a reaction to massive demand from below, he contends that the Taiwan 

system was a very top-down reform. His explanation for the change in government 

priorities rests on the impending democratization in both countries. In Taiwan, he says, 

the authoritarian KMT realized that its old sources of legitimacy had run their course. 

Wong posits that the reform was a rational policy response to future democratic 

challenges. Previous insurance schemes had been targeted towards KMT supporters like 

government workers and large enterprises. Once everyone could vote, it made sense to 

target social insurance to everybody and thus capture as many new supporters as possible. 

The party was united and it was a “gift” to the populace. Though he does not explore this 

concept in his book, this idea may have had an effect on the way healthcare was 

perceived later. This slightly disagrees with Lin's explanation of the creation of the NHI 

but that's mainly due to the Wong book lacking the same depth.  

  According to Wong, there had been problems with the provision of healthcare 

before the early Nineties in Taiwan but none that led to a massive demand for reform. 

                                                 
9 (Wong 2006)  
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Interestingly, Wong also details the failure of the 1997 attempt to privatize the system. In 

that instance, civil society and the public did get involved to a great degree and the 

reform was killed. This suggests that, within a few years, the NHI had gone from being a 

non-issue to one that normal people placed a great deal of value on.  

 Anna Tang's article, State, Politics, and National Health Insurance in Taiwan10 

widely agrees with most of Wong's assessment. She also disputes structural functionalist 

narratives on the genesis of the Taiwan system. She echoes Wong's basic assessment that 

the creation of the NHI was prophylactic instead of a reaction to any specific electoral 

challenge. 

  In addition, she takes a policy-centered approach and suggests that the NHI was 

continually moved forward as pre-existing pledges encountered present political 

difficulties. She points out the constitutional roots of the NHI going back to 1947 and 

details the gradual expansion of health and labor insurance to certain parts of society over 

the following decades. She suggests the final push in the late Eighties was a way for high 

ranking members of the KMT to shift away from a militarist narrative for legitimacy to 

one where they could be perceived as helping the basic members of society.  

 For my research, the fact that the NHI was not instituted by popular demand or in 

response to a healthcare-related crisis suggests that the populace as a whole never 

experienced a large scale failure of the health system. When the NHI was instituted in 

Taiwan, healthcare had not become prohibitively expensive. This stands in contrast to the 

US, for example, where the Affordable Care Act was presaged by two decades of rapidly 

expanding healthcare costs. At the same time, the fact that the NHI has existed since the 

mid Nineties means that the reality of rising healthcare costs is perceived most acutely by 

providers and those managing the program while the public has remained insulated by the 

fixed premiums and copays11. 

  Internationally, the Taiwan system has always been ranked highly by professional 

healthcare analysts. For example, the Economist Intelligence Unit12 notes its low cost 

relative to GDP, 6.6%, and Taiwan’s high life expectancy. In East Asia, only Hong Kong 

                                                 
10 (Tang 1997)  

 
11 (Okma, 2009 p 199) 
12 (“Side Effects: Challenges Facing Healthcare in Asia” 2010 p. 50)  
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and Singapore enjoy longer life expectancies. A recent New York Times article lauded the 

system for its equity, price, and universal access.13 CNN ran a series that compared the 

healthcare systems of Taiwan, Switzerland, and Britain, and Taiwan came out very well, 

noted for both its low cost and ease of access.14 Taiwan’s GDP per capita with a PPP 

adjustment puts it firmly within the First World, ahead of countries like France and 

Japan.15 Compared to the OECD average of spending 10.6% of GDP on healthcare or the 

American 17.7%16, Taiwan's system at 6.6% is very inexpensive. The funding shortfall 

for the system is about one quarter (or it was before the most recent reform, though a 

deficit will almost certainly reappear as the rise in healthcare costs shows no sign of 

abatement).17 The professional literature tends to be unanimous that the system is 

inexpensive and has largely achieved its objectives of ensuring universal access to low 

cost care18 with a few common problems like a shortage of doctors and a tendency for 

rushed service.19,20  

 By 1998, the program was already running at a slight deficit and this was only 

expected to get worse as the working age population shrank and the elderly population 

swelled. In the year 2000, the ruling party switched from the KMT for the first time in 

Taiwan's history, and the new government set up what was called the Healthcare 

Examination Small Group (健保體檢小組). Its members included Andrew T. Huang, Shi 

Yao Tong, Lan Zhongfu and Yang Zhiliang21. They very quickly realized the need for 

comprehensive reform and, within a year, Minister of Health, Lee Mingliang and 

National Taiwan University professor, Lai Mei Shu, founded the Executive Yuan Second 

Generation Healthcare Task Force (二代健保規劃小組). The goal of this group was to 

research ways to comprehensively reform the NHI.  

 Despite the fact that the NHI premium is comparatively low by international 

                                                 
13 (Underwood 2009 web)  
14 (Zakaria 2012 TV show)  
15 (“World Economic Database” 2013 web)  
16 (“Organization for Economic Co Operation and Development Health Data 2013” 2013 web)  
17 (“Health Insurance Premium Set at 4.91 Percent: Cabinet” 2012 web)  
18 (Cheng 2003 p. 63-64)  
19 (Hoban 2013 web)  
20 (Cheng 2009 p. 1042)  
21 (Chen 2012 p. 5)  
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standards22, there has been massive public resistance to raising the premium to meet the 

shortfall. The first premium rise after the NHI’s formation happened in 2002. One of the 

things that the Task Force had recommended was raising the premium. That proposed rise 

in premiums sparked loud protests23 and, while the reform did eventually pass, the health 

minister, Lee Mingliang, resigned shortly afterwards, in a move that was often perceived 

as a way for him to absolve the government of responsibility for raising the premium.24  

  When interviewed for this study, Dr. Lee said that this perception is backwards. 

He states that he had pledged to serve in the Chen Shuibian administration for two years 

and had planned to leave the government by the end of the summer to return to teaching. 

In the 1995 National Health Insurance Act, the Health Minister has the right to raise the 

premium to 6.00% at his/her own discretion. Since he intended to leave in two months 

anyway and had no interest in a continuing political career, the usual political constraints 

imposed by voter fear of voter reprisal at the ballot box did not apply. Dr. Lee raised the 

premium, sparking massive protest and earning the nickname of “兩升” meaning “double 

raise.” Nevertheless, the popular perception of this story, that he was forced out and its 

implications, was chilling for many Taiwanese politicians. They feared that raising the 

premium would require the sacrifice of a health minister, one who perhaps wanted to 

continue in the position.  

 In 2005, Lin, Chen, Liu and Hsiao wrote “Political Feasibility Analysis of the 

New Financing Scheme for the National Health Insurance Reform in Taiwan: An 

Application of Stakeholder Analysis.”25 This paper's goal was to assess the political 

feasibility of instituting the changes associated with the Second Generation of the NHI. 

As part of their method, they identified the “key policy players” involved with NHI 

policy. In their framework, they categorized these players by whether they were internal, 

players who were part of the government; external, players who were not part of the 

government; or intermediate, political party policy organs, professors and the press. Of 

the 52 key policy players identified, 24 were NGO's, employer associations, employee 

associations, medical groups and press organs. This stands in stark contrast to when the 

                                                 
22 (Okma, 2009 p. 199) 
23 (Chang 2002a web)  
24 ( Chang 2002b web)  
25 (Lin, Chen, Liu, & Hsiao, 2005)  
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NHI was founded, when many of these groups didn't even exist. Further in the analysis, 

they show how the different groups differ in their opinions on further reforms to the NHI, 

a problem that was minimal at its conception when the policy players were almost all 

internal to the government.  

 In their analysis, Lin et al. found that the policy elites in the administrative sector 

and the legislative sector were the most supportive of the Second Generation initiative  

while employees’ associations and welfare NGOs showed the least support for the new 

scheme as a whole. Support from employers’ associations, medical groups, and 

intermediate groups was somewhere in between. They also found that the employees' 

associations didn't seem to like the new scheme in isolation but were very supportive of 

reform when compared to the then-current system. For this research, bringing layperson 

opinion closer to that of policy experts would probably cause the layperson-based groups 

like the employees’ association, to also have views closer to those of the government.  

  The imperiled Chen administration eventually lost an election, and in 2008, the 

newly elected KMT president, Ma Ying-jeou, released his health blueprint. Of the ten 

policies listed, only one of them, #7, addressed the need to increase health funding. The 

rest were promises of efficiency, better medical outcomes and more subsidies.26 This was 

a bias towards cost-free administrative fixes over causing pain to voters. After his 

election, the government tried to implement the planned Second Generation of the NHI.27 

  Still, the issue of political feasibility was never far from the minds of those 

running the Department of Health. Yaung Chih-liang, the third health minister in two 

years, temporarily increased the premium rate to 5.17% of income until a final bill could 

be implemented. The goal was to make the increase permanent, but he was blocked not 

by the political opposition, but by members of his own party, who were trying to avoid 

being seen supporting a rate increase. Over the course of the discussion, he signaled his 

intention to resign and started to do so twice. When the final version of Second 

Generation Healthcare was passed in 2011, the government, instead of increasing 

premiums, lowered them from 5.17% to 4.91% of income. Both parties made pledges to 

hold the rates at 4.91% and held rallies and press conferences for that position. During 

                                                 
26 (馬 and 蕭 2008 p. 3 See Appendix #)  
27 (Wang et al. 2010 web)  
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the debate after the final bill was announced, but not finalized, Department of Health 

adviser, Qu Tong-guang said,  

“If it must be 4.91%, then that will shrink the period that the NHI is at financial 

equilibrium. This is a persistent problem and everyone is looking to see if we hope 

for a better long term solution to towards financial stability, or for a small 

decrease in the premium rate.”28  

Even though he was successful at shepherding through the reform, Yaung Chih-liang 

resigned for the third and final time.29 

 That said, the reform that took effect on January 1st, 2013 fell far short of the 

ambitious reforms that were tested for political feasibility in 2005, when Lin et al. asked 

for eight major changes to the NHI. These were: 

1) The classification of the insured is eliminated. 

2) The premiums are calculated according to taxable incomes. 

3) The premiums are pre-deducted on the basis of a hypothetical contribution rate. 

4) The representatives of insured persons collectively decide the scope of benefits 

and the level of premiums. 

5) A top limit of the NHI premium is set.  

6) A bottom limit of the NHI premium is set.  

7) The contribution sharing of the government is based on a fix formula with 

parameters like the growth rates of GDP and medical expenditure. 

8) The contribution sharing of employers is based on a certain percentage of 

personnel fees in firms.30  

Looking at the Handbook of Taiwan's National Health Insurance. 2013-201431, it 

is striking how few of the ideas from that list were implemented. There are still categories 

of income, the income table still has a maximum that is about eight times more than the 

minimum rate, the employer contributions are still calculated the old way, etc. The only 

real change is the addition of premiums based on supplementary income, which was 

merely one of the original eight proposals promoted in the early 2000's.  

                                                 
28 (“藍綠籲二代健保費率降至 4.91% 衛署：尚未決定” 2012 web)  
29 (Hsu 2013 p. 1)  
30 (Lin, Chen, Liu, & Hsiao, 2005 p. 13) 
31 (Executive Yuan, Ministry of Health and Welfare, and National Health Insurance Administration 2013)  
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  Taiwan is also facing several trends that will worsen the fiscal outlook for the 

NHI. It will face more problems in the future as the population ages. Wealthier people 

will likely demand more drugs, drugs that are themselves getting more expensive. This 

will be coupled with a rapid increase in the rate chronic disease and rising healthcare 

costs in general. The reduction in reimbursement rates is also putting price pressure on 

healthcare providers. There are other policies to address these issues, like the Long-Term 

Care Insurance Preparatory Task Force started in 2009, but these are not expected to be 

formally implemented for several years.32  

 Reading stories in the newspaper, it is clear that what is seen as either cheap or 

expensive from a Taiwanese point of view is different from the international consensus. 

For example, a Taipei Times article quoted a graduate student in Taiwan complaining that 

he had to pay more than 1,000 NTD (30 USD) to treat a knee injury as though this were a 

massive expense.33 That can be compared to the US where a similar surgery (with 

insurance) regularly runs into the hundreds if not thousands of US dollars (5,000 to over 

30,000 NTD). Expense is related to expectation, and, in this case, the student felt that the 

Taiwanese charge was unreasonable, even though treatment for the same injury in the US 

would have been much more expensive. 

In the annual surveys that the NHI conducts to gauge the public's satisfaction with 

the system, expense is always the biggest reason for why some people are dissatisfied. 

That said, satisfaction remains very high at about 80%, but the largest drop in satisfaction 

came in 2002 after the premium was raised for the first time, when satisfaction dropped 

from 78.5% to 58.7% in one year.34 Apparently, politicians were unsuccessful in 

convincing the public of the necessity for the change. It appears that the political 

feasibility of policy change becomes constrained by the inability of policymakerss to 

raise the premium with public support.  

 Anecdotally, Taiwanese citizens in the US perceive the difference between the 

NHI and the US system very clearly. At a recent symposium detailing the NHI to US 

audiences, a Taiwanese citizen explained why she paid the twenty-five dollars a month 

necessary to maintain her NHI even though she's lived in the US for nine years. “I’m 

                                                 
32 (Lin, Wong, and Ling 2012 p. 17)  
33 (“Chinese Students Favor NHI Inclusion Plan” 2013 web)  
34 (“National Health Insurance in Taiwan 2012-2013 Annual Report” 2012 p. 42)  
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afraid of the US healthcare system. If I need it, I can go home and have things taken care 

of that way.35” International comparisons generally put the United States near the bottom 

on every metric but expense. For example, a study by the Commonwealth Fund in 2004 

wrote,  

“On five of the six domains of quality of care included in the Institute of Medicine 

framework, the US performs relatively poorly from the patients’ perspective. 

Timelines was the only measure on which the US system performed better than the 

four other countries.”36  

Compared to the United States, the health expenditures in Taiwan cheaper for the country 

as a whole (2,207$ vs. 7,950 USD$ per patient PPP adjusted). It's also far cheaper in 

terms of direct payments by consumers, with most medical premiums and copayments 

being only a few US dollars.37 That does not imply that the Taiwan system is always 

better. Hsiou and Pylypchuk, for example, showed that Taiwanese people are far less 

likely to use preventative care than their US counterparts despite it being cheaper in 

Taiwan.38  

During my research, every time that I asked a Taiwanese person who has been to 

the US about the NHI, they've been very laudatory of the Taiwan system. The experience 

of living abroad might have changed their perception. This research is an academic focus 

on the nature of that perception change.   

Interestingly enough, a possible use for this research is suggested by a similar 

phenomenon in the United States. By way of explanation, the United States has had 

debates about how healthcare in the US should be structured for decades. However, for 

the purposes of future use of this research and how perceptions can drive public policy, 

it's important to talk about how the healthcare debate is handled in America.  

 In the US, international statistics are often used to shift the healthcare debate. This 

can be in the newspaper with headlines like “While the US Spends Heavily on 

Healthcare, a Study Faults the Quality”39 from the New York Times but it can also spill 

out to other forms of media. The documentary, Sicko, by Michael Moore, explicitly and 

                                                 
35 (Hoban 2013 web)  
36 (Davis et al. 2004 p. x)  
37 (Gao 2012 web)  
38 (Hsiou and Pylypchuk 2012 p. 790)  
39 (Abelson 2008)  
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unfavorably compared the healthcare system of the US to Canada, the UK, and Cuba. The 

movie was a moderate success, making almost three times its small budget, and it sparked 

a national conversation. However, it didn't make as much difference in public opinion as 

some of Michael Moore's other movies.  

 The reason why can be found in a book called Deadly Spin by Wendell Potter. 

Potter was the Head of Corporate Communications at the US health insurer CIGNA. His 

job was Public Relations, a job which he defines in the book as “the management 

function that establishes and maintains a mutually beneficial relationship between an 

organization and the public on whom its success or failure depends40” In practice, his job 

was to make sure that Americans didn't develop opinions that could be harmful to his 

parent company.  

 In the second chapter of the book, Potter talks about how the campaign to blunt 

the impact of the movie, Sicko, in the United States was carried out. Even though all of 

the health insurers in the states are competitors, they do have common interests and 

common worries about a “hostile” regulatory environment. America's Health Insurance 

Plans (AHIP) is the trade group representing the health insurers and serves as a 

coordinator for advocacy in the pluralistic American system. The AHIP was the active 

leader of the campaign against the movie and coordinated with individual companies. The 

campaign was long term, well-funded, and largely successful.  

 For the purpose of this thesis, it's important to note how the campaign to influence 

public opinion was carried out. Potter attended a conference where an AHIP 

representative showed through polling that public opinion had been moving towards 

wanting more government intervention in the healthcare marketplace; significant 

percentages were even advocating for a single payer system like Taiwan or Canada had. 

They feared that the movie, which showed how poorly the US did on many healthcare 

measures, could push public opinion far enough to influence legislation.  

 The plan to counter this trend was simple and given at a single briefing which was 

not recorded or written down for fear of the meeting being discovered. The strategy was 

well organized. First, all of the companies' PR departments would go look for positive 

stories of private insurers helping people and actively place them in the media, but 

                                                 
40 (Potter 2010 p. 46)  
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without having the media realize they were purposely planted. Second, they should 

always acknowledge the compelling stories of personal suffering in the movie, but very 

quickly reframe the insurers as actively working towards the solution. Third, they should 

recruit ideologically similar think tanks to attack the opponent's (in this case Michael 

Moore's) credibility. As part of this discrediting strategy, the insurance industry founded a 

group called Healthcare America which was created “for the sole purpose of talking 

about the shortcomings of government run systems.” 

 The strategy was carried out on a massive scale across multiple companies. PR 

chiefs and company managers were given binders with a rundown of all the questions a 

reporter might ask and what to say to answer. Relevant to this thesis is that all of these 

binders came with pages of statistics saying negative things about non-US health systems 

that were government-run. One of the main thrusts was always to make the case that the 

private insurers were just victims of external forces that they deplored, just as they were 

sad about the poor patients whose coverage they refuse. They want people in the US to 

not be able to notice or even conceive of other countries which do it better. The campaign 

was successful, the movie did only moderately well, and no substantial changes resulted.  

 They can also run campaigns to prevent changes relating to objective events. In a 

later anecdote relating to the death of Nataline Sarkisyan due to her insurance refusing to 

cover a liver transplant, Potter talks about how his employer, CIGNA, responded. The 

plan was ready for review ten days after the death. The strategy was similar to the earlier 

one against Sicko in that it relied on the ability to place favorable stories with sympathetic 

reporters, producers, and editors. These “third parties” would defend the company, so the 

company didn't have to. The message that they gave to these third parties is what's 

interesting. According to Potter,  

“the point was to disabuse the media, politicians, and the public of the notion that 

Nataline would have gotten the transplant if she had lived in Canada or France 

or England or any other developed country.”41  

  Potter, in his book, tells us that he was just one man working for one for-profit 

insurance company, but that his colleagues within the company and at other insurers have 

the same jobs and the same responsibilities. The importance of discrediting international 
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comparisons and keeping the narrative US focused is listed as one of the key obligations 

of his job as PR representative. This is a job that has existed for decades and thus far, US 

insurers have found it profitable to pay tens of millions of dollars on employees, think 

tanks, and campaigns which try to prevent Americans from making international 

comparisons. This suggests that international comparisons do affect how people view 

their own healthcare.  

 A first-hand example of this phenomenon came up when doing research on the 

Canadian system for this thesis. There was an article in the Daily Caller, a well-known 

news aggregator site known for its conservative slant. The article was titled, Report: Tens 

of thousands fled socialized Canadian medicine in 201342 . The article quoted that 41,838 

Canadians traveled abroad to seek medical care outside of Canada in the year 2013. The 

article cited research done by the Fraser Institute and quoted Nadeem Ismail, director of 

health policy studies at the Fraser Institute, as saying,  

“Canadians may leave for a number of reasons including a lack of available 

resources or appropriate technology, a desire to return more quickly to their lives, 

to seek out superior quality care, or perhaps to save their own lives or avoid the 

risk of disability... That a considerable number of Canadians traveled and paid to 

escape the well-known failings of the Canadian healthcare system speaks volumes 

about how well the system is working for them.” 

 This was clearly a report that pointed out problems with the Canadian healthcare 

system. In the opinion of their director of research, the 41,838 Canadian medical tourists 

meant that the Canadian system must work poorly. The original report43 that this was 

based on was published by the Fraser Institute and it was a record of findings, not the full 

report. The report started like this: 

 “Faced with waits for treatment that are often months long (sometimes stretching 

over a year), it should come as little surprise that many Canadians ultimately 

choose to be medical tourists. The question of course, is how many? 

While data on exactly how many patients seek treatment abroad are not readily 

available, it is possible to estimate this number using data from the Fraser 

                                                 
42 (Bastasch 2014 web)  
43 (Barua and Esmail 2013 web)  
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Institute’s annual waiting list survey and from the Canadian Institute for Health 

Information.44”  

 The emphasis is mine. The goal of this report is apparently to find out how many 

Canadians become medical tourists every year, i.e. people who travel abroad for the 

express purpose of seeking medical care. Later on, though, when this report talks about 

the actual methodology, it becomes apparent that the method they used does not answer 

this question. According to the report,  

The Fraser Institute’s annual waiting list survey asks physicians in 12 major 

medical specialties what percentage of their patients received non-emergency 

medical treatment outside Canada in the past year. In 2013, averaged across all 

medical specialties, almost one per cent of patients in Canada were estimated to 

have done so, the same as in 2012.45 

  This does not fit. A person who receives non-emergency medical care abroad is 

not automatically a medical tourist. If a Canadian tourist leaves Canada to see the Eiffel 

Tower, gets a cold, and sees a doctor in Paris, that person did not do so because they 

found the Canadian healthcare system lacking. They left Canada for other reasons and 

happened to receive non-emergency care while out of the country. According to this 

summary, there didn't seem to be a way for this survey to distinguish between patients 

who left Canada for the express purpose of seeking medical care and people who left 

Canada for other reasons and happened to receive medical care abroad.   

 Just to make sure, I found the full report that the Fraser Institute sent to doctors. 

The questionnaire only asked about what percentage of the responding doctors' patients 

had received non-emergency treatment abroad.46 There is a difference between the actual 

questionnaire's content and conclusions that the think tank officially drew from it. The 

statements by Nadeem Ismail suggest that publishing statistics designed to make the 

Canadian system look bad was the entire point of the study.  

 This think tank is funded to the tune of millions of dollars a year. This suggests 

that these sorts of misleading international statistics actually have an effect on public 

opinion. They are hoping that spurious statistics about how bad the Canadian system is 
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45 (Barua and Esmail 2013 web) 
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will make Americans like their own private system more and resist calls to bring in more 

government administration. If fake international statistics from Canada can affect how 

Americans view their own health system, maybe real international statistics from 

America can change public opinion in Taiwan.   

 Such a theory could also be applicable in the reverse direction. Similar 

mechanisms might be working in those countries that have a low quality or high expense 

in their care but remain more or less content. It would not only be useful for those 

seeking to get citizens to value a good system but also be valuable for those who want to 

generate public support for fixing a bad system.  

 

3.1 Theory  

The effect that I am looking for in this thesis is essentially a policy level version 

of Background Contrast Effect and how it affects perception.  

Background Contrast Effect is a concept most often seen in marketing research. It 

is an extension of consumer choice theory and was first coined by Itamar Simonsen and 

Itavar Tversky.47 They were studying the behavior of consumers with relation to 

marketed products. In their research, they used coupons, computers, cameras and tires as 

hypothetical goods which research subjects could choose between. Their method 

consisted of giving the subjects a choice between products (the background set) and then 

having them make a second choice among a new set of similar products. They varied the 

background sets between the experimental groups, and they found that the background 

set had a significant predictive power on the subsequent choice. Furthermore, they 

showed that the power of this background effect is still there with only a single choice in 

the background set.  

Taiwanese citizens are consumers of healthcare and they form perceptions of it. 

This research isn’t saying that consumer choice theory is necessarily applicable or that a 

background contrast effect is present. Instead, I theorize that something similar is 

happening, and that “something similar” to a background contrast effect in relation to 

policy perceptions is important. 

                                                 
47 (Simonson & Tversky, 1992) 
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For this research, it is very important to talk about the meaning of perception. 

Fortunately, there has been an immense amount of work over the last decade in this area, 

and scholars have worked to evaluate different studies and methodologies.  

 In the 1980's, healthcare perception as something separate from satisfaction was 

not widely considered. Measurements of healthcare perception were generally done as 

part of measurements of healthcare satisfaction. Instruments such as the Service 

Evaluation Questionnaire have desirable characteristics like uniformity and ease of use 

but they tend to hide negative experiences.48 As survey instruments and methodology 

improved (for example, the development of the Evaluation Ranking Scale), reported 

satisfaction generally diminished.49 Governments and scholars use many of these surveys 

to formulate official policy and assess public opinion. While these have continued to get 

more accurate, they don't always reflect a person's direct experiences.  

  The Meaning of Healthcare Satisfaction: an Explanation of High Reported 

Levels, Brian Williams et al.50 is one of many studies that tried to move beyond patient 

satisfaction to examine actual patient experience. Williams was assessing the experience 

of patients in the British mental health system. According to his research, the way 

satisfaction has traditionally been conceptualized is misleading. Patients might report a 

high level of satisfaction while at the same time reporting a wide variety of negative 

experiences. This suggests that satisfaction surveys, such as those conducted by the NHI 

every year, are a misleading indicator of patient experience. Thus, relying on them as a 

basis for preserving or altering policy outcomes is risky since they are not necessarily 

reflections of the actual experiences of patients.  

 One of the things that Williams suggests is that the possible determinant of 

satisfaction is expectations. A patient who had a bad experience, but had the health 

system work as they expected it would, might still be satisfied. Dissatisfaction arises 

largely when they see some part of the system not fulfilling its expected responsibilities. 

This was interesting because the same effect might be at play for why Taiwanese people 

and Americans are both largely satisfied with their respective healthcare despite the vast 

difference in cost and accessibility. Extrapolating from Williams's research to my 
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research, it seems possible that it is the change in expectations, not the change in actual 

services, which determines how people perceive their healthcare. Americans are not 

dissatisfied with expensive care or lack of access in the American system because that's 

what experience has taught them to expect. Similarly, Taiwanese people might see any 

attempts to raise their premium as a broken contract, since gradually rising premiums are 

not what people have been conditioned to expect.  

 In The Measurement of Satisfaction with Healthcare: Implications for Practice 

from a Systematic Review of the Literature51, the authors evaluated over 3,000 articles 

about ways of measuring satisfaction and eventually narrowed them down to a few 

hundred articles. Based on those studies, they were able to make some generalizations 

about the problems with healthcare satisfaction as a metric. Several of the problems were 

methodological, for example, measures of satisfaction tend to omit high risk groups like 

the old or the sick. Low response rates have a tendency to introduce systemic bias. They 

found further problems with the use of satisfaction because only 20% of the surveyed 

articles assessed expectations as well as satisfaction.  

 Broadly, this review had two main conclusions: satisfaction does not mean 

superior service, only adequate or acceptable service; and satisfaction is a relative 

concept, what satisfies one person may dissatisfy another. For my research, both of those 

conclusions are important. The fact that satisfaction is relative and based on expectations 

of what's acceptable is important for how people perceive their healthcare systems, 

especially if a move to another country has altered their expectations. This is part of why 

this study didn't use satisfaction as a metric.  

 With relationship to Taiwan, the NHI every year gives out the “National Insurance 

Satisfaction Survey.” (全民健康保險滿意度調查). In 1998,52 for example, this survey 

was given to four different groups: the Joint service centers in Southern Taiwan, the 

general public, insurance units, and medical providers. Strangely enough, all of the 

surveys, with the exception of the one for the general public, specifically ask for 

expectations as well as satisfaction. While it is important that the NHI has a method for 

assessing the role of expectations in determining satisfaction, the fact that the actual 
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consumers of healthcare are not polled about their expectations is likely to leave a blind 

spot in public policy.  

 Additional important research was done by the team of Shou-Hsia Cheng, Yu-

Jung Wei, and Hong Jen Chang. In Quality Competition and Perceived Expensiveness on 

Healthcare Consumers,53 they wanted to find out how perceived quality and 

expensiveness of hospitals affected consumers in Taiwan. They designed a survey 

focusing on patients who were in the hospital for stroke, diabetes, asthma and pneumonia. 

The survey measured perceived expensiveness, actual out-of-pocket costs, perceived 

quality of care, and whether they'd recommend the hospital. Interestingly enough, they 

discovered that perceived expensiveness was determined by the quality of care and the 

actual out-of-pocket cost. They posited that “perceived expensiveness” was the 

intervening variable between the actual out-of-pocket costs and the propensity to 

recommend the hospital. Furthermore, they noticed that perceived expensiveness was 

negatively associated with whether a patient would recommend the hospital, but that the 

actual out-of-pocket cost was not.  

 Cheng, Wei, & Chang’s findings, that it is the cost and the quality together which 

determine the perceived expensiveness, provide a possible mechanism for the results of 

my study. In the US, Taiwanese respondents were dealing with a similar quality of care to 

the NHI but at a far higher out-of-pocket cost. My study suggests that living abroad in the 

US affects the intervening variable of perceived expensiveness. Put simply, a Taiwanese 

person who has lived in the United States is more likely to consider the given cost of both 

premiums and direct medical care available in Taiwan as “cheap.” 

 For the purposes of this study, it is very important to talk about perception over 

satisfaction. This thesis is laying the groundwork for larger research in the future, but 

such a study would be contingent on having some idea of what drives the perceptions of 

value and cost. With regards to this question, we are within Kaplan's54 “context of 

discovery,” so this research needs to be open- ended.   

 The separation between satisfaction, perception, and experience was enumerated 
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by Sofaer and Firminger55 In their review of several (mostly American) studies, they 

found that healthcare perceptions were more complex than just satisfaction. From the 

studies they evaluated, they pointed out several problems with the existing methodology. 

Expectations and experiences are often confounded and consumers are often aware of it. 

A person finds knowing how long someone actually waited to see the doctor a more 

relevant metric than whether that same patient was satisfied with the wait time. Their 

model for perception goes as follows,  

“In this model, patient perceptions of quality are in response to their experiences, 

whether a single episode of care or a number of episodes over time. These 

perceptions result from the interaction of the patient’s expectations and their 

experiences. Then, as patients apply their own definitions and/or criteria 

regarding quality, their perceptions of the quality of the care they received 

crystallize. It is important, however, to recognize that these definitions or criteria 

are rarely if ever consciously articulated or named by the individual. They are 

typically implicit rather than explicit.”  

My research is aimed at bringing these implicit definitions and criteria to light so they 

can be examined more robustly with a later study.  

 Many of the studies they evaluated are part and parcel of what's called 

“Benchmarking.” There are several definitions of benchmarking but it can be defined as 

“a process of comparison between the performance characteristics of separate, often 

competing organisations intended to enable each participant to improve its own 

performance in the marketplace.”56 This is an approach that is often mandated by 

government agencies and used by policy researchers to improve the effectiveness of 

healthcare systems.  

 Internal benchmarking is the comparison and two-way communication within an 

organization of performance indicators. This is done within the NHI itself as well as 

within providers and organizations. External benchmarking requires a comparison of 

external organizations in order to discover new ideas, methods, products and services.57 

Benchmarking is performed because comparison within an organization or with 
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organizations outside allows the organization to objectively assess its own performance 

as well as giving an idea of what more could be achieved. Measures of healthcare 

satisfaction, assessments of clinical outcomes, international cost comparisons are all part 

of this process. Healthcare policy experts, as part of their professional careers, would be 

expected to encounter such benchmarking studies.   

 Benchmarking is traditionally done on an organizational level, but there is a 

concept from marketing called “reference price,” that outlines how this could happen 

unconsciously on an individual level. The literature on this is extensive and is generally 

concerned with selling specific retail goods; however, it may play a role in how people 

perceive the value of their healthcare systems. It is defined by Mayhew and Winer as 

“The final price construct is the internal reference price, the price the consumer expects 

to encounter for the brand or thinks is normal or fair for that brand.” 58 This idea is used 

in marketing and it has several aspects. One of the most important is that for a consumer 

to buy a product, that product can't be more expensive than the consumer’s internal 

reference price. While the NHI itself is insurance provided by a public organization (the 

Bureau of National Health Insurance), it is likely that people in Taiwan view it like a 

product. The fact that it has existed for twenty years with very cheap premiums has 

arguably caused the internal reference price of Taiwanese consumers to be very, very low. 

Rajendran and Tellis59 suggested that “contextual reference price” i.e. the price that 

consumers form based on comparison with similar products at the same point of sale, is 

very influential in changing the internal reference price. With healthcare, people don't just 

spend money, they also spend time. While reference price in the literature is monetary, a 

similar process could be at work with regards to the frequency of visiting the doctor, or 

the wait time.  

 Price is not the same thing as value, but this idea is interesting when considering 

the willingness of people to pay more for healthcare. National health insurance systems 

fall into a trap because consumers rarely live abroad and reset their reference price. 

Policy experts who by default take the international perspective often encounter 

contextual prices in their research and thus are likely to have an internal reference price 
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set relative to international standards. While this research won't hinge on the precise 

behavioral mechanisms that people use to form their perceptions of healthcare, it is 

important to note that this could be a possible mechanism.  

 Kahneman et. al. in Economic Preferences or Attitude Expressions?: An Analysis 

of Dollar Responses to Public Issues, explore the interaction between preferences and 

attitudes and the way subjects respond to questions designed to put dollar values on the 

public's willingness to pay. They examine the problems that arise from the contingent 

valuation model and make the point that the “stated willingness to pay” that comes from 

these questionnaires is best interpreted as expressions of attitudes, not actual economic 

expressions. They also go into depth about the limits and biases that arise from the use of 

monetary scales and the discrepancies between bounded categorical scales and monetary 

ones. One of the most important points is that monetary scales and bounded categorical 

scales are very strongly correlated but that the scope of monetary answers is not 

consistent from person to person. 

  Another important point is labeled 4-1, where they say,  

“An object that is considered in isolation evokes a comparison set of similar 

objects. The valuation of the object is relative to the set that it evoked. Features 

that are common to the evoked set play no role in relative judgments and 

valuations.” 60 

Essentially, when asked whether a cake is big, a person compares it to other cakes. If 

asked whether a car is big, a person compares it to other cars. However, if asked whether 

a car or a cake is big at the same time, the internal valuation of what “big” means is 

altered by putting the two unlike things in the same comparison. They mentioned how 

this applies to stated willingness to pay when dealing with public policy issues in 

isolation or together.  

 Methodologically, they explained in detail about the use of monetary scales. 

Essentially, a monetary scale is an unlimited magnitude scale with a lower bound at zero 

and no modulus. This makes the scales vary a great deal between individuals. However, 

they did notice that monetary answers did follow the answers given on categorical scales. 

This is important for my research because it was crucial that I explored what is expensive 
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as a perception and then elicited what that means to the respondent in dollar terms.  

 Altering any of these mechanisms could potentially make it easier for 

policymakerss in Taiwan improve the NHI. David Webber’s paper details the importance 

of analyzing political feasibility at each of six stages in the Policy cycle.61 The 

government in Taiwan has historically been very good at agenda setting, policy 

formulation, policy legitimation, and policy implementation. The problems for the NHI 

come at the evaluation and revision phases where the public's strong preference for the 

status quo impedes the ability of policymakerss to raise premiums. That said, this paper is 

not concerned with policy revision legitimacy at this stage. Whether or not it is possible 

will depend on whether the difference in perceptions even exists in the first place.  

 For the methodology, it is important to peruse past research. I am using a 

Grounded Theory approach as a foundation. Grounded Theory, according to Corbin and 

Strauss, is useful for measuring small sample sizes and exploring thoughts and 

perceptions. This thesis relies on the subjects to illuminate their own perception on 

healthcare in depth. Because of this, a qualitative research method, based on grounded 

theories and semi-structured interviews is the best approach.62 This variety of interview 

generally elicits a wealth of detail as it gives an open forum for subjects to tell their own 

stories and generate different perspectives. It has been used very successfully in the past 

by other researchers looking at the quality of care in Britain,63 at perceptions about the 

cost and quality of primary care in America,64,65 the quality of nursing care for oncology 

patients in America66, nursing care in Australia,67 and several others. This method then 

lays the groundwork for further quantitative study. For instance, Radwin's qualitative 

study based on grounded theory and in depth interviews was later used to develop the 

Oncology Patients' Perceptions of the Quality of Nursing Care Scale (OPPQNCS) in 

2003.68  

 Grounded theory is also good for this type of research because it is iterative and 
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ongoing. As I did the interviews, new ideas were revealed and new patterns and concepts 

emerged.  

“A key feature of grounded theory is not that hypotheses remain unverified, but 

that hypotheses (whether involving qualitative or quantitative data) are constantly 

revised during the research until they hold true for all of the evidence concerning 

the phenomena under study, as gathered in repeated interviews, observations or 

documents.”69  

During this study, questions were revised and removed or added to address newly 

revealed information. The conceptual framework became smaller and more streamlined.  

 Another issue that is important for a study that relies on past experience is to 

minimize recall bias. An example of recall bias is given in “Recall Bias in 

Epidemiological Studies” describing a study of women:   

“The percentage of women who correctly recalled within a year their age at 

menarche, age of natural or surgical menopause, and age at first use of oral 

contraceptives ranged from 75 to 90%. The percentage who correctly recalled 

their menstrual cycle length within one day, however, ranged from 0 to 60%.”70  

In my survey, I found that when dealing with past experiences, although the cutoff for 

living in the United States was within the last ten years, many people couldn't remember 

certain information, and the survey was altered to remove the questions which caused the 

most difficulty. This is detailed in the Variables section.  

 

 

4 Definitions  

 

Several terms will be used in this research.  

 Healthcare system – This research will use the more general definition favored 

by the World Health Organization. “A health system consists of all organizations, people 

and actions whose primary intent is to promote, restore or maintain health. This includes 

efforts to influence determinants of health as well as more direct health-improving 
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activities.71” In Taiwan, the primary component of the healthcare system is the NHI, 

which would allow for a more specific definition, but the more complex US system 

necessitates that the definition be broad enough to include the myriad of private insurers, 

private providers, and public agencies that a patient interacts with in the US.  

 Layperson – The broad definition of layperson is a person who is not qualified in 

a given profession and/or does not have specific knowledge of a certain subject. For this 

paper, a layperson is a member of the general public whose only interaction with the 

healthcare system is as a consumer, as opposed to that of a professional. They don't work 

in the healthcare sector or study healthcare policy for a living.  

Healthcare policy expert – This is a person who studies academically or works 

with healthcare policy professionally. A person who is a policy expert forms their 

perceptions of the healthcare system not just through personal experience but also 

through research and comparison to other systems around the world. Examples of policy 

experts used in this study would be a professor studying healthcare economics or a 

former director of the NHI.  

 Cross cultural experience – This is the experience of having been a resident in a 

foreign country for over a year. This timeframe was chosen because a person who lived 

abroad for a short period of time might not have become a consumer of healthcare. A 

person who visits the US on vacation or for a few months might not have the chance to 

form a lasting impression.  

 Perception – For this study, perception is someone's personal views on the 

healthcare system. It is based on their own direct experiences, media, friends, 

professional work etc. This research is primarily concerned with the perception of value, 

access and quality of care. Perceptions are fundamentally subjective. Two people seeing 

the same doctor with the same illness with the same outcome may, nevertheless, have 

entirely different perceptions of the experience.  

 Value - Value is defined as not just the cost, but the person's internal conception 

of whether they are paying too much or too little for healthcare. The objective “cost” is 

less important than a person's personal feeling about the cost. The Latin orator, Pubilius 
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Syrus famously said, “Everything is worth what its purchaser will pay for it.”
72
 In a 

modern democracy, policymakers are forced to paraphrase that to “a government service 

is worth what a voter will pay for it.” The value of the healthcare that someone receives, 

whether it is too expensive or not, worth it or not, will vary from person to person.  

 Quality of Care - Quality of care is whether someone feels like they are receiving 

useful healthcare. Once again, this is an entirely subjective criterion that varies from 

person to person. Sofaer and Farminger’s review of the literature found 11 different 

studies that elicited varying definitions that patients gave for “quality of care.”73 Some 

people will care about how skilled the doctor seemed to be, some people will care about 

whether or not they got well fast enough, other people will care about the expense, others 

will have different criteria entirely. This study is about allowing the subjects to elaborate 

on what quality means to them and then comparing their perceptions.  

 

5 Research Method  

 

5.1 Rationale  

I chose to use the United States and Taiwan for this research for several reasons.  

First, the healthcare system of the United States is very different from Taiwan in both its 

function and rationale. The US system enshrines the private provision of healthcare and 

sees healthcare as a commodity, no different from clothes, cars, or food. The Taiwan 

system was founded based on a different ideology. This will be discussed more in the 

results, but Taiwan's system was founded and now sustained based on the twin ideals of 

providing healthcare to everyone and preventing people from suffering financial ruin due 

to healthcare costs. The two systems are also different in their practical attributes. The 

United States spends 17% of its GDP74 on healthcare while Taiwan spends only 6-7%75. 

The US also had 17.6% of the population uninsured in early 201376, while Taiwan has 
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had 99% of its population covered for almost two decades. Furthermore, if the level of 

care is taken into account, the NHI offers very comprehensive insurance while the 

insured population in the US receives services that vary greatly in both the cost and level 

of coverage.  

 Second, these countries were most suitable for my language skills, location and 

limited resources. These two countries meant that the research could be done using only 

Chinese and English. As an American, I also know many Taiwanese people who have 

lived in the United States and were not only able (and willing) to serve as interview 

subjects, but were able to put me in touch with new people to interview as well.  

 Third, immigration from Taiwan to the United States is very large. According 

Taiwan's Overseas Chinese Affairs Council, the United States is home to 780,000 

Chinese people who are not from mainland China, Hong Kong or Macau (this is almost 

entirely people coming from Taiwan). US census data puts the number of Taiwanese 

people as 342,000, but it is limited in that it doesn't have a separate option for Taiwanese, 

and thus only counted those who felt compelled to write in that nationality in the “If 

other, please specify” box. The United States is the largest destination for Taiwanese 

emigration, and it has been that way for a long time. Taiwanese people regularly go to the 

United States. The United States is second only to mainland China when it comes to the 

population of Taiwanese emigrants. For the study, this makes it feasible to find subjects. 

Furthermore, there is a large population of Taiwanese people who go to the United States 

for either school or work, then return home.   

  With this in mind, this research examined if the differences between the two 

systems are obvious to Taiwanese consumers and if so, do those differences cause them 

to change how they perceive the system in Taiwan.  

For this research, a wider survey and quantitative analysis would be premature. My 

goal was to explore how people with different cross-national experience perceive their 

own healthcare system, how living abroad changes those perceptions and to determine if 

there is a difference between the way laypeople and policy experts see the systems. The 

emphasis is on the ways that the perception is different, which precluded using only a 

pre-written multiple choice survey approach, because that would have entailed limiting 

respondents to what the researcher had imagined beforehand and thought to put on the 
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paper. By contrast, the survey with in-depth interviews allowed the subjects to speak for 

themselves and construct possible relationships that had not previously considered. In the 

process, I uncovered many relationships that could be the subject of more in-depth 

studies in the future.  

 With twenty-two people, the study could not and did not produce statistically 

significant results, but this is outweighed by the longer qualitative format being able to 

elicit experiences and novel ideas77 which was the goal of the research. A future study 

might be aimed at finding out exactly what aspect of living abroad changes a person's 

perception of value and whether it could be replicated by policymakers to inform the 

public. However, before such a study could be conducted, it was important to find out if 

living abroad is actually changing the way people perceive the healthcare system. The 

answers from the qualitative research form the foundation for what needs to be measured 

with proper statistical grounding. It also follows that, if perceptions are changing, it was 

better to clarify with real people through interviews before arriving at a possible theory.  

 

5.2 Methods  

This study was interested in three groups of subjects. These groups were based on 

the two independent variables highlighted. The first independent variable was whether 

someone had lived in the United States. The second variable was whether someone was a 

layperson or had expert knowledge about the healthcare system. Originally, the plan was 

for four groups with health experts split into those who had studied in the US and those 

who had not. Ideally, it would have remained that way, allowing for me to control for the 

difference between expert knowledge and living abroad among policy experts. However, 

of the five policy experts, all of them had lived abroad, four in the United States, and one 

in Britain, so it was decided to go with three groups, folding all of the healthcare experts 

into one group. This was changed for both ease of research and to get more meaningful 

results. The original proposal called for twenty people, and the ultimate tally of subjects 

turned out to exceed that total. The final number of respondents was twenty-four with 

twenty-two them being fully usable. (Some respondents did not fit all of the criteria for 
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inclusion but that only became apparent after the interview had been started.) More 

specifics on the respondents appear in the Analysis section. 

  The first group, henceforth known as A, was composed of Taiwanese people who 

had lived in Taiwan their entire lives. By “living in Taiwan their entire lives”, I mean 

people who had not lived outside of Taiwan for more than six months at any one time. 

Group B was composed of Taiwanese people who had spent more than six months living 

in the United States within the past fifteen years. Group C was composed of people who 

either worked or studied the National Health insurance system professionally.  

 The subjects were contacted over the course of several months, the first in May of 

2014 with the last in September that same year. Interview subjects were found using a 

variety of methods. For groups A and B, the snowball method was used, starting with 

people who were already acquainted with the researcher. A purposive sampling snowball 

method was then used where interview subjects recommended more interview subjects in 

order to expand the group. Group C was found using purposive sampling; the author 

personally sent emails to health policy experts and asked them if they would participate.  

 Interviews were conducted at restaurants, coffee shops, personal offices and 

private homes and recorded with the subject's consent. Interviews ranged from thirty 

minutes to an hour. Those recordings were then transcribed and coded. As part of the 

snowball method, some of the subjects referred to me were actually living in the United 

States at the time of my research. The survey was sent on to them to be filled out at their 

own convenience. In these cases, there was no in-person interview.  

 

5.3 Framework   

The original framework I proposed for this paper had eight variables. (see Figure 

1).  
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Figure 1.  

 

            

The design of this method was intended to address some of the biggest problems 

in researching perception and satisfaction. Initially, it was suspected that open-ended 

questions and long interviews make it easier to separate experience from expectation.78 

The literature suggested that personal interviews increase the response rate and get longer 

and more candid answers then mail questionnaires.79 This was found to be the case. 

There were certain subjects in Group B that I was unable to directly interview so I had to 

settle for forwarding the questions. The subjects interviewed directly produced far more 

material.  

I chose to omit discussions of different specific providers in the US because my 

method was designed to look at how people view the system globally. It was permissible 

to omit the providers since studies have shown that they actually are not very strong 
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determinants of patient perception.80  

 The format of the original conceptual model was drawn from the tentative one 

that Sofaer and Firminger proposed for patient perception, and was my initial guess at a 

basic format that would elicit what drives perceptions of people about their healthcare 

system. The circles are the inputs and the outputs of how a person forms his/her 

healthcare perceptions. In this study, not all of the interview groups have all of those 

circles. Group C, the healthcare policy experts, have “expert knowledge.” This group is 

composed of people who analyze healthcare at the policy or system level and not just at 

the personal consumer level. This study was also looking for effects related to living 

abroad and perceptions of value so it was important to delineate those who have 

experience with the US system vs. those who have experience with only the Taiwan 

system.  

 The purpose of this framework was to guide the creation of the interview 

questions and the subsequent analysis of the interviews. Though this framework detailed 

many possible influences on perception, the interviews at first focused on eight main 

variables. Five variables were designated input variables, ideas that influence initial 

opinions of healthcare before perception is formed. Three others are designated 

dependent variables, measurements of perception itself.  

 That framework was revised as the interviews went on and dropped to six 

variables. The circles that were marked “possible contributors” were still measured by the 

survey but I wanted to make the framework show only the explicit variables measured. I 

also folded certain variables together. For example, there was no practical way to separate 

“Direct Experience with the Healthcare System” from “Previous Experience.” To get 

meaningful results, it required that subjects remember a past direct experience and then 

remember experiences that were themselves previous to the past experience. Similarly, 

“Knowledge of What to Expect” and “Expectations” were not separable. One of the 

problems with the initial framework was that it was unidirectional. From the surveys, it 

was clear that there were feedback mechanisms between these variables. “Perceptions of 

Direct Experience” were influenced by “Expectations” but those “Perceptions” would in 

turn go back and influence “Expectations.” “Perceptions of Direct Experience” could also 
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influence someone's personal “Ideals” which in turn would influence their “Expectations” 

which would then alter how they perceived subsequent experiences. Indeed, this study 

postulates that laypeople who live in the United States have gone through the loop once 

already, starting from “Direct Experience with the United States” and that this has altered 

their “Expectations” and “Ideals” so that they react differently when they have “Direct 

Experience with the Taiwan System.”  

 

Figure 2.  

 



 

37 

 

5.4 Survey Design  

This is the list of the original variables, including all of the preliminary questions 

that touched upon these variables in some way. While they are listed by variable, it is 

important to emphasize that each question was not limited to just one variable. Several of 

these questions elicited answers that touched upon two or three variables at once. And 

that was invaluable for drawing connections. Another important note about these 

questions is that they weren't meant to be comprehensive. The study did not actively seek 

to directly measure cost, access, satisfaction, doctor choice, patient knowledge, doctor 

knowledge, communication, time spent, facilities, etc. on a standard scale. Answers 

related to all of those were important to the research, and they did come up in the 

responses, but the interview process was designed to ask open-ended questions that 

allowed the patients to bring up those points which they felt were important.  

 The interview questions were generally in pairs. The first question requested that 

a response be placed on a Likert scale, while the second asked them to explain why they 

chose that rating in concrete terms. It should be noted that this research was more focused 

on the reasons behind those scores than the scores themselves. For example, the subject 

was asked to say how expensive the NHI is on a five point scale, then the follow-up 

question asked why they chose that score. The methodology required the subjects to map 

their perceptions to an abstract framework by asking them to think in terms of a scale and 

then following up to examine what this internal scale looked like. This methodology is 

drawn from the guidelines laid out by Kahneman et al. According to their work, a pure 

monetary scale would be unreliable as they found that it is more of a measure of 

perception or attitude. At the same time, they discovered that a categorical scale is far 

more reliable and consistent from person to person. The method in this study allows the 

use of a categorical scale which is the standard in most perception research and then 

mates it with a monetary scale to assess how that perception translates to monetary value 

according to the individual person.  

 Another important insight from Kahneman is that the interviewer should avoid 

using any real numbers when asking the questions to avoid altering the response. To 

quote,  

“Tasks in which respondents indicate a judgment or an attitude by producing a 
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number are susceptible to an anchoring effect: the response is strongly biased 

toward any value, even if it is arbitrary, that the respondent is induced to consider 

as a candidate answer.” 81  

This effect is also another reason for the use of a categorical scale followed by an 

elicitation of monetary or time values. The sample size is comparatively low so it is 

important that bias is minimized in every way possible.  

5.5 Variables  

These are the original eight variables and the questions that I attached to them. It 

needs to be stated, however, that Grounded Theory requires iterating and altering the 

theory as new information comes in. In this section, therefore, I will explain the original 

variables, the questions based on them, and how they changed as the research went on.  

 

 Variable I: Expert Training – One of the goals of this research was to examine 

how perceptions differ between policy experts and laypeople, which required some 

assessment of what separates the two groups. For the purposes of this study, people who 

work professionally in healthcare policy such as professors or government officials are 

said to possess “expert training.” This is knowledge of how their own country's system 

works and how healthcare systems work generally. This is the main factor delineating 

groups A and B from group C. Questions for this variable were open-ended as it was 

important to see what experts emphasized vs. what laypeople did.  

 How familiar are you with Taiwan's National Health insurance system on a 5-

point scale with 1 being not at all familiar and 5 being very familiar? 

◦ Why did you choose that rating? 

This question pair was one of the most important for this thesis, and it was 

asked of everyone, whether or not they were a designated “healthcare 

expert”. It was important to identify people who might know more about 

the health system through their job or previous life experience. Subject B3, 

when asked why she gave herself a 5, responded with, “because I used to 

work in a (expletive deleted) hospital in Taiwan.”  

                                                 
81 (Kahneman et al. 2000 p. 226)  
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 Can you describe how Taiwan's National Health Insurance is structured?  

This question was originally supposed to elicit a large detailed response 

from policy experts. However, it very quickly became apparent that this 

question was far too open-ended. In addition, the responses elicited would 

be essentially reference material, and it was a waste of the experts' 

valuable time to ask them a question which was better served by reading 

from a book. The level of detail needed and the length of responses I 

received the first few times I asked this question proved that it was going 

to be too long and useful enough to use in the study. This question was 

eventually removed.   

 How do you use cross-national comparisons in your professional work? 

The goal of this question was twofold. The first purpose was to show that 

policy experts use cross-national comparisons in their professional work. 

The second goal was to see how it was integrated with the work they were 

already doing.  

 What kind of sources do you use to get information about a health system? 

This question served to illustrate the source of expert knowledge.  

  

 Variable II: Previous Experience – This variable assessed the role of previous 

experience with healthcare in creating expectations. Partially, that entails assessing what 

someone's previous experiences were but it was also trying to illuminate how those 

experiences generated expectations. In the end, this variable was functionally identical to 

Variable V: Direct Experience. So I folded them together in the final analysis. .  

 How often do you go to the doctor? (1-5 almost never - very often ) 

◦ What does that mean in times per year? 

◦ This question pair was to measure both the actual experience of seeing the 

doctor and investigate what the subject's ideals about going to the doctor were. 

According to C2, Taiwanese people go to the doctor an average of fifteen 

times per year while Americans only go 4.1 times per year.82  It follows that 

what might seem “occasional” to someone in Taiwan might seem “often” to 
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someone who has been living in America. 

 Where do you go? (private clinics, hospitals, etc.) 

◦ This was important for the study in case there was a significant difference 

between people who went to the clinic vs, going to the hospital. One of the 

things that did come up was that some subjects in Group A didn't seem to 

consider times they went to a clinic, as “going to a doctor.”  

 Have you ever been covered by the health system of another nation besides the US 

or Taiwan? 

◦ This question was to make sure that no one had been covered in a country that 

wasn't the US or Taiwan.  

 Have you been covered under Taiwan's NHI?  

 What kind of healthcare coverage do (did) you have in the United States? 

◦ Both of these questions were to establish what the subject was covered by in 

the US and Taiwan. Someone with very expansive employer-provided care 

might perceive the US system differently than someone who lacks insurance.  

 Have you ever used the health system in the United States?  

 Have you ever used the health system in Taiwan? 

 How did you choose your doctor? 

 Did you use it for urgent or routine care?  

◦ These questions were to see the extent of their experience. There were a 

handful of subjects who had lived in the United States but had never used the 

medical system there. Their answers were different from those who had had 

direct experience.  

 When did you first get health coverage?  

 How did you first get health coverage?  

 Describe your first experience with the healthcare system as an adult. 

◦ These three questions were removed from the study because the first few 

times I asked, subjects were unable to remember.  

 

 Variable III: Knowledge of What to Expect – This was supposed to illicit how 

much a person knows about healthcare, but not from direct experience. The goal behind 
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looking at this variable was examining how much people form their expectations based 

on external sources, schools, newspapers, media, family members etc. as opposed to 

direct experience.  

 Unfortunately, this variable was similar to “Expectations” and ran into the 

problem of subjects being unable to recall accurately. Most of the subjects were old 

enough that the first time they would have learned about the system as a responsible adult 

was over a decade in the past. They were not able to remember when they first heard 

about the system vs. experiencing it directly. It quickly became apparent that separating 

out the external sources of expectations as separate from direct experiences would have 

required an entirely new study.    

 How did you learn about the healthcare system?  

 Do you feel like you were adequately informed about the healthcare system before 

you used it directly? (1-5 not informed – extremely well informed) 

 What did you already know and what was new after your first encounter?  

 Where would you go to learn more about the healthcare system?  

◦ None of these questions were used in the final study and this category was 

eliminated entirely. In retrospect, it might have been useful to ask about 

preparing to go to America. Alternatively, I could have checked for familiarity 

with certain sources.  

 

 Variable IV: Expectations – This was looking at a person's current expectations 

for their healthcare system. Current expectations were used because trying to assess 

expectations prior to direct experiences that were already in the past was likely to 

produce unreliable results with people unable to recall what they expected at a given 

time.  

 If you broke a bone and had to go to the hospital, describe what you think would 

happen. 

◦ What kind of treatment would you receive?  

◦ Would it be expensive to treat? (1-5 scale)  

▪ How much is that in monetary terms? 

◦ How long would it take to get treatment? (1-5 scale very quick – very long 
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time) 

▪ How much time would that be? 

▪ This set of hypothetical questions was given to subjects in Group A for the 

Taiwan system while subjects in Group B received questions about both 

the Taiwan and US system. As the study proceeded, the question was 

changed to “broken arm” rather than “broken bone”. The reason for using 

a broken arm instead was to give the subjects a common and concrete 

frame of reference. A broken arm is an injury that most people can think 

about, and it was a way to see how they would react to a similar 

experience. One of the unintended side effects of this question was that it 

tended to elicit any similar experience that the subject might have had.  

 

 Variable V: Direct Experience Seeking Healthcare in Taiwan or the US – 

These questions asked people to describe the extent of their direct experience with the 

health system. For example, someone with a chronic illness will use the system more than 

someone who is healthy and their usage of the system will be different. In practice, this 

variable was unable to be separated from “Previous Experience”.  

 If you're comfortable, describe your most recent experience going to the doctor in 

Taiwan. 

 If you're comfortable, describe your most recent experience going to the doctor in 

the US 

◦ These two questions elicited a wealth of information and experience. They 

also were invaluable to characterizing the depth of their experience.  

 

 Variable VI: Perceptions of the Experience with the Healthcare System – 

These questions asked for thoughts about the direct experience that they had. Earlier, the 

survey asked similar questions about a hypothetical scenario, but here, they were asking 

about an instance that had actually happened. Here the study was less concerned with 

how much someone paid objectively or how much time it took to get treatment, and was 

instead interested to know what the patient thought about the details of the experience, 

such as expense or how long it took.  
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 How would you describe the cost of your care? (1-5 cheap - expensive) 

◦ How much was that roughly? 

  Did it take a long time to get treatment?(1-5 scale very quick – very long time) 

▪ How much time would you estimate that to be? 

▪ These two questions are very much like the questions in Variable IV: 

“Expectations”, but those questions asked about a hypothetical and these 

ones ask about something that actually happened. The first set elicited 

expectations while this set elicited reactions to an actual experience.  

 Describe your most recent doctor. 

◦ How would you describe his/her professional knowledge? 

◦ How would you describe his/her bedside manner? 

▪ These questions were removed from the survey because they were related 

to a different research question. These questions would illuminate 

differences between the way patients perceived their doctors but 

perception of the doctor is not the same thing as perceptions about the 

system. Furthermore, these questions would have asked laypeople to 

evaluate a doctor's professional knowledge which, by definition, laypeople 

are unable to do.  

 

 Variable VII: - Ideals for Quality and Value – After measuring perceptions, it 

was important to ask the subjects why they had those perceptions. What were the 

personal metrics that someone was using to form these perceptions? Were they measuring 

their experiences against some sort of ideal? 

 Do you feel like your care took a reasonable amount of time? (1-5 agree disagree) 

◦ What would be a reasonable amount of time? 

▪ These two questions were asked after the direct experience questions but 

they were really about ideals. At this point, the subject had just said how 

long an experience with a doctor had taken, and this question asked them 

if that's how long they felt it should have taken. Did the actual amount of 

time match their ideal amount of time?  

 How much do you think it should cost to go to the doctor for a routine checkup?  
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◦ What should be included in that checkup?  

▪ These two questions were one of the most problematic in the survey, and 

they illuminated the researcher's preexisting bias. The question was asked 

based on the researcher’s own American experience where people go see 

the doctor once a year even if they are not sick for an “annual physical 

check-up”. From the interviews, it quickly became apparent that this 

practice was not common in Taiwan. Subjects often didn't understand the 

variable and had to have it explained or they interpreted it to mean a very 

complex and costly physical. Two reasons for this seemed apparent. First, 

Taiwanese people go to the doctor often enough for other reasons that 

there is no perceived need to go to the doctor when one is not feeling sick. 

Second, large expensive physicals are not uncommon. I had known from 

Hsiou and Pylypchuk that Taiwanese people use preventive care less than 

the US, but I was surprised by the difficulty. I didn't know it at the time, 

but this probably represents a good thing for the Taiwan system as a 

whole. In the past two to three years, there has been compelling research 

that American style physicals don't do anything to improve outcomes83.  

 How much should someone pay every month for health insurance?  

▪ This was an important question for several reasons. It was designed not 

only to elucidate a monetary amount, but also to impel the subject to think 

about the responsibility for paying. It was also revealing for knowing how 

much money someone thought the system needed to function.  

 Who should pay for the rest of the cost?  

▪ This was an important question, because often the answers given by the 

subjects to the above question would have resulted in the NHI being 

insolvent. I wanted to see who the subjects thought should be responsible 

for compensating for cost overruns.  

 Would you be willing to raise the monthly premium in order to keep the health 

insurance system solvent? 

▪ This was related to the above two questions. I wanted to see whether a 

                                                 
83 (Emanuel, 2015)  
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subject was willing to personally pay more to cover the cost of the NHI. 

Unfortunately, I didn't think to add this question until I was halfway 

through the interviews, so many subjects were never asked.  

 What kinds of services should be provided by the national health system?  

▪ This question aimed to elicit the subject's idea about the obligations of the 

National health system. In practice, most subjects favored a broad scope of 

responsibilities such that it became more expedient to change this question 

to be the services that shouldn't be provided by the NHI.  

 How long should a doctor spend with a patient? 

▪ This question was to address a complaint about Taiwan's system that came 

up in the literature review and that was echoed by many people during the 

study. Namely, that Taiwanese doctors spend too little time with their 

patients. However, if doctors are apparently spending “too little” time, it 

becomes important to ask how much time would be deemed sufficient.  

 What do you want from your healthcare?  

 What do you think is important for a national health system? 

▪ Both of these questions were deemed too broad to be useful and removed 

from the study.  

 

 Variable VIII: Perception of the System as a Whole – This variable was to 

determine a person's perceptions about the healthcare system as a whole either in Taiwan 

alone or both Taiwan and the United States.  

 Describe the most important problem with the Taiwan (American) system? How 

do you think it could be fixed?  

▪ This was probably the most illuminating question on the survey. It was 

one of the areas where there was the most variation between groups A, B 

and C, as well as revealing how people saw the system. Many people 

agreed on the problems and solutions and living in America seemed to 

have a large effect on the responses to this question.  

 What is the best aspect of the Taiwan (American) system? Why? 

▪ This was the reverse of the above question. It was important to see what 
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people appreciated in addition to what they disliked. Often times, what 

someone listed as the biggest problem, like the system being “too 

convenient,“ for example, would be listed here, by the same subject, as 

one of the best things about the system.  

 Is the Taiwan (American) system as a whole expensive? (1-5 scale) Why? 

▪ This is a question I didn't put in because I initially thought it was 

sufficiently answered by the questions about the hypothetical experience 

and the direct experiences. In retrospect, this question might have revealed 

more information.  

 How do you feel about the quality of care in the Taiwan (American) system? (1-5 

scale) 

▪ This question was about how the subject saw the system as a whole. I also 

wanted to see if living in the US or being an expert would change how 

someone perceived the quality of Taiwan's system.  

 How convenient is it to go the doctor in Taiwan (America)? (1-5 least to most 

convenient) 

▪ This question was expected to elicit a clear variation between groups A, B, 

and C. I expected that living in the US would make Group B perceive 

Taiwan's system as more convenient, but the results showed an almost 

uniform agreement among the subjects that Taiwan's system was the most 

convenient.  

 

 Knowledge Questions - These were questions that measure some basic 

knowledge about the relative pricing and the structure of the NHI. The answers to them 

determined what the interviewee knew about the relative costs and provisions of the NHI. 

All of these questions have answers which are plain facts.  

 Between the Taiwan and American healthcare system, which is more expensive? 

(If asked to clarify, as a share of National GDP) 

▪ This question wanted to see if the subject was cognizant of the fact that the 

US was more expensive.  

 Which do you think has higher administration costs, the US or Taiwan?  
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▪ This question checked to see if they knew that Taiwan's system was much 

more efficient than the US system.  

 Who pays the bulk of the NHI premium, the insured, their employer or the 

government? 

▪ This question was important because the cost sharing structure of the NHI 

is a crucial part of making policy and, to make cogent policy, people need 

to know how that structure looks like. It was also one of the areas where 

there was the most difference between laypeople and experts. All of the 

experts knew that the employers paid the most while only two laypeople 

from each of groups A and B did.  

 How long does someone have to live in Taiwan to use the NHI? 

▪ This question was considered and then dropped. The problem was that it is 

only relevant for Taiwanese people who are still living in the United 

States. It also covers something very specific while the rest of the 

questions dealt with the system as a whole.  

 Are drugs more expensive in the US than in Taiwan?  

▪ This question was there because I had heard complaints about the expense 

of certain drugs before the research started. I wanted to know if Taiwanese 

people understood that drugs in Taiwan are fairly cheap and, if they didn't, 

would exposure to the US system change their views? As it was, every 

subject interviewed understood that drugs were cheaper in Taiwan.  

 What is the percentage of an insured person's income that is used to calculate the 

NHI premium?  

▪ As detailed earlier by the literature review, newspapers and health experts, 

raising the premium rate has been an acrimonious issue, subject to 

political blocks, grandstanding, and arguments. One of the central points 

of many articles was that even a small raise in the premium spurred 

vicious debate and that few politicians were willing to allow the premium 

to rise to the theoretical maximum of 6% allowed under the 1995 National 

Health Insurance Act. I wanted to ask this question to see if laypeople 

were cognizant of what the rate was currently. (It's 4.91% as of this 
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writing.)  

  

 Standard Background Questions – these were asked as part of the questionnaire. 

 What is your profession?  

 Gender 

 How old are you? (people have a choice of age brackets) 

 Have you ever lived abroad?  

◦ If yes, where and for how long?  

 Have you ever been responsible for the healthcare of another person i.e. spouses 

or children? 

 How would you describe your health? (1-5 sick – very healthy) 

  

 These all came together to form the standard survey seen in Appendix 1. The 

survey was split into five sections.  

The first section was the standard set of background questions asking about age, 

occupation, whether the subject had lived abroad, income, personal health, level of 

education and whether the subject had dependents. It was known that the pool of subjects 

wasn't going to be big enough to do a proper quantitative analysis with robust statistics. 

In light of that, a detailed background was needed to make sure that the inevitable biases 

arising from a small sample size could be made more apparent.   

 The second and third sections of the survey involved questions about the health 

system in the US and Taiwan respectively. Many of the questions here consisted of .a pair 

of questions that would be asked; with the first being a question that would elicit a 

qualitative value judgment. For example, question US 2.2a and 2.2b asked about the 

expected cost of going to the hospital to fix a broken bone in the US. The first question, 

(US 2.2a) asked if treating the broken bone would be cheap or expensive on a five point 

Lickert scale. This was an unanchored total and was designed to make the subject think 

about what they personally perceived as cheap or expensive. The second question in the 

pair (US 2.2b) then asked them to put a monetary value on how much they thought it 

would cost. The goal of the method above was to get people to map an arbitrary scale 

unconsciously to their own perceptions and then impel them to illuminate it consciously 
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by asking more open-ended follow-up questions that connect the 5-point scale to an 

objective metric of their choice. This step also linked the subjective scale of perception to 

objective variables. The questions were then coded for the variables in the framework as 

well as the values from the scaled questions. In this way, the research looked for different 

ways in which people construct their own perceptions.  

 For example, Subject A1, when asked about hypothetically breaking a bone, 

thought that the cost would be “moderately expensive;” a four on the Lickert scale. When 

asked how much that would be in monetary terms, the subject answered that it would be 

3000 to 5000 NTD. By contrast, Subject B8 answered that question with a one, or very 

cheap, but the actual cost they listed was 2000 to 3000 NTD. They both had similar 

amounts but one person found it very inexpensive while another subject did not. This is 

evidence that the internal perceptions about what constitutes cheap and expensive were 

different.  

 Both the Taiwan and the US sections featured the questions about a hypothetical 

broken arm. The purpose was twofold. The first goal was to give all subjects a question 

about the same scenario so that their answers would be comparable. The second purpose 

was to give a hypothetical so that the subject would have to create the answer based only 

on their personal perceptions and expectations. Using the same question in both the US 

and Taiwan sections allows the differing perception of those two places by subjects in 

Group B to be ascertained.  

 The fourth section of the survey asked about Ideals and what they thought a 

healthcare system should do. Most of the questions for Variables Five and Variable Six 

appeared in this section. After that, everyone was asked the Knowledge Questions as way 

to check how they perceived the difference between the United States and Taiwan with 

regards to Healthcare as well as ascertaining how much they knew about the system in 

Taiwan.  

5.6 Analysis  

Once these interviews were recorded, they were transcribed and coded. The codes 

included all of the variables in the framework as well as concrete perceptions, kinds of 

experiences, ideas about cost and quality of care, etc. I used Nvivo Qualitative Research 

software to track the codes. The analysis looked for codes and answers that went together 
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within the groups and across groups using a Grounded Theory approach. As previously 

stated, Grounded Theory is appropriate as the research is concerned with generating new 

theories about perceptions on healthcare rather than looking for validation of an existing 

theory.  

This was a massive undertaking as there were dozens of potential variables both 

qualitative and quantitative that were elicited by the survey. (See Figure 3, next page.)  

Figure 3.  
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Every question on the survey had its own specific code, so, for example, the 

question “Describe the most important problem with the Taiwan healthcare system?” had 

at least two codes. The first code was just for the question itself. However, the responses 

would be coded again based on the answers that were given. So some subjects cited 

doctors prescribing drugs that weren't taken as the biggest problem while others cited an 
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urban rural divide. So here, there were codes to sort the type of response.  

The coding was used to help look for patterns within groups and to search for 

meaningful differences between groups. For example, if four out of five people in Group 

B were to rate the NHI as cheap on a five point scale, while only one out of five people in 

Group A did, that might suggest that there is a relationship between living in the United 

States and believing that the NHI is cheap, a relationship that would be further supported 

if we see that the people give similar prices in the follow-up question about the actual 

cost. It would suggest that, despite paying roughly similar amounts, the perception of 

whether that amount was expensive or not has been altered between the groups. 

The Knowledge questions that were fact-based all fell under the variable of 

“Expert Knowledge” because they were designed to gauge the level of knowledge about 

how the health system worked. They were coded based on which questions respondents 

answered correctly. This analysis expected members of group C to answer these questions 

correctly for the most part, while it also predicted that members of group B, who have 

studied or worked abroad in the US, would get these questions right more often than 

members of group A, who have not. This would be another way to show that living 

abroad has caused the opinion of laypeople to converge with the expert consensus. This 

also serves the purpose of field-testing a possible method in a further study.  

  With regards to the research questions, the analysis was focused on 

differences in perception which occur between laypeople and experts (Groups A and B 

vs. Group C). The analysis was primarily interested in differences that follow those 

patterns. The content of the interviews were then used to build a theory that explained 

those patterns. 
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6 Description of Sample and Responses 

6.1 Description of Sample  

Table 1.  

 
 

6.2 Research Limitations 

 With this research proposal, the largest difficulty was finding the subjects and 

getting people to agree to spend nearly an hour talking about their experience with the 

healthcare system. Within Taiwan, finding the people for Group A was not difficult but it 

was time consuming. Arranging a meeting and conducting the interviews was fairly 

straightforward, however, I severely underestimated the amount of time it took to 

transcribe and code the interviews.  

Group A has A4.1 and A4.2 as subject designations because these two people were 

a married couple who were interviewed at the same time, but gave separate answers. 

  Group B was recruited in a similar way, and subjects in Taiwan were kind 
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enough to put me in touch with relatives in America. Many of the people declined an 

interview, but were kind enough to fill out the survey and return it. Group B had five in-

person interviews along with six returned surveys. One of those surveys (B6) was 

disqualified because the person returning it was the American husband of one of the 

subjects. It was absolutely imperative that every one of the subjects of this research have 

experience of living in Taiwan under the NHI after 1995. If they hadn't done so, then their 

ability to evaluate the NHI became meaningless for the wider aspects of public policy 

because they won't have been subject to the same perception influences that other 

Taiwanese citizens have. For group C, the difficulty was finding subjects to email who 

would be willing to take the time for an interview, but there were five experts who kindly 

consented to sit down for an in depth interview. However, only four of the five health 

experts filled out the Scaled Data part of the survey. 

 Of the twenty-two interviews, nine were conducted entirely or primarily in 

Chinese. The rest were in English. After the interviews were finished, they were 

transcribed and coded. For the Chinese interviews, this involved an initial draft with 

consultation with a Taiwanese person for words and phrases that were difficult to 

understand. All of the data on laypeople was anonymized before being shown to anyone 

else.  

 As stated earlier, the shift from four groups to three groups was accomplished by 

not splitting the healthcare experts between those who had studied in the United States 

and those who had not. This represented an implicit assumption that the independent 

variable of having expert knowledge was a more powerful predictor of perception than 

experience living abroad. This also represented a practical consideration as four out of the 

five health experts had studied in the United States. This seemed to be the case with 

Group C giving remarkably similar answers on a range of issues, but with five 

respondents, such a conclusion cannot be drawn definitively.  

 Even though this was a small sample size, it was important to insure diversity 

within it. I made sure that there was variation among the age, profession and gender of 

those being interviewed. That said, while an effort was made to get as broad a sample as 

possible, the final groups were not representative of Taiwan's population. As a whole, the 

sample of laypeople was very educated. Among Taiwan's population, only 39% of the 
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population has a bachelor's degree or above84 while eleven out of the seventeen 

layperson subjects had graduate degrees. That's 64% of the sample when the actual 

population proportion in Taiwan is 4%85 so this group is not as generalizable to the 

population at large. However, the fact that both groups were both highly educated makes 

it easier to compare them to each other. The age distribution of both groups of laypeople 

was also fairly similar. It seems representative of people who are professionals in the 

middle of their careers. Income wise, the groups were somewhat comparable. They were 

also wealthier than the population at large.  

 The interview format evolved and changed as more people were interviewed. 

Balancing the need for consistency vs. gradual refinement was somewhat difficult. In the 

Variables section, I detailed how some of the questions changed over time. There was 

also a gradual problem of formatting the surveys themselves. Due to word processing 

issues, some of the numbering on the questions was not consistent from one person to the 

next. They were all asked with the same wording and the same order, but a question 

might have been 2A) for one respondent only to be 2.1 on a later version. All of this was 

corrected when the responses were coded with each question getting a consistent 

designation.   

 There was also an opportunity for an unfortunate kind of bias arising out of using 

people who had been college age while they were in the US. Foreign students in 

American universities are generally insured through their institutions if they don't have 

direct insurance through their parents. This means that one aspect of the negative 

experience of living in a non-universal health system might not be obvious to those 

students since they aren't responsible for the cost of their own care. As it was, two people 

(B1,B2) in Group B had Student insurance while another two people (B5,B8) had 

parental insurance. Three people (B7, B9, B11) had employer provided insurance in the 

United States and one person (B3) couldn't remember. Further complicating the data from 

Group B is that two subjects (B4, B8) never used the health system while they were in the 

United States.  

 The variance within the sample and the small sample size means that addressing 

                                                 
84 (“39 Percent of Taiwanese Hold Degrees in Higher Education” 2010)  
85 (Hsiou and Pylypchuk 2012 p. 784)  
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the research questions relies on going through the individual subjects. The important 

point is to see the mechanism of living in the United States changing the perception of 

individual Taiwanese people.  

 

6.3 Survey Responses (Scaled Data)  

 I used of a Lickert Scale of what people saw as cheap vs. expensive and quick vs. 

slow and then link those Lickert scales to objective values. When making all of these 

graphs, often subjects gave responses that were a range of numbers for time or money. 

For example, a subject might answer with “less than 20 minutes” or “2000-3000 NTD.” 

In those cases, those numbers were averaged or defaulted to the numerical value given to 

get a single number to graph. If someone answered a time question with “a day” as a unit, 

it was coded as 12 hours or 720 minutes. The numerical value is not actually important, 

but assigning it allows it to appear on the graph and give some idea of the magnitude of 

the difference between that number and some of the other responses. Some people also 

didn't answer certain questions, so those are also left blank.  

 These graphs are for descriptive purposes only. With so few subjects, statistically 

significant trends cannot be inferred. However, they do help illuminate subjects where a 

change of perception might have occurred. The method still has merit, but it became 

abundantly clear that it would require a far greater sample size to produce meaningful 

results. In this section, I am going to omit most of Scaled Data that dealt with Perceptions 

of care in the United States, specifically the data about Expectations for the US and 

Frequency for the United States. After this thesis was defended the first time, I sent out a 

survey that just had the scaled questions to several dozen more people. I added ten more 

people to Group A and eight more to Group B. I cannot enter those answers as new data, 

but I did use them to check some of my initial conclusions. 

 First, let's examine questions related to Variable 2, Expectations. These are the 

responses to Taiwan Question 2.2 about the cost of treating a broken arm in Taiwan.  
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Table 2. 

 
  Here, the immediately obvious outliers are B2 and B9. Both of these people, 

when asked the question, gave answers in US dollars. When converted, this meant that 

their answers were orders of magnitude more expensive than some of the others. While 

this represents a loss of accuracy, it is interesting because it shows two areas where 

experience in the United States might have altered how they see cost. What's even more 

interesting about those two people, is that, despite being the most expensive values on the 

graph, neither of them perceived their expectation as expensive. This was a trend that 

held true in the additional survey data. The people who had lived in the United States had 

perceived similar dollar amounts as less expensive than those who had only lived in 

Taiwan.   

These are the responses to Taiwan question 2.3 about their expectations of how 

long it would take to get treatment in Taiwan.  



 

58 

 

Table 3.  

 
 

 This graph is somewhat misleading at first. A1 is the obvious strange case. This 

subject said it would take a long time to see the doctor (a five on the Lickert scale) but 

when asked for an estimate responded with “three minutes.” This was her response to 

further inquiry,  

“A1: Til the doctor appears?  

Matthew: 對 (yes) 

A1: 三分鐘 (3 minutes) 

Matthew: huh?  

A1: I cannot wait.” 

 This was an interesting way of putting herself into the mindset of someone who 

had a broken arm at exactly the time when they broke it. There is also B9 on the graph 

who provided a written response where the subject declined to provide a time estimate.  

 What is interesting about this graph is how much uniformity there is in the times 

themselves. Most subjects believed that they would get treatment within an hour, which 

speaks to the faith that people have in the Taiwan system. B7 is another interesting case. 
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He drew upon his direct experience spraining his ankle to answer the question. This was 

not an isolated event. Several subjects explicitly brought up past experiences when 

answering the question about Expectations.  

These are the responses given when asked about direct experiences with the 

Taiwanese health system.  

Table 4.  

 

 There are two subjects with abnormal data here. A4.1, who detailed a time her 

child got an eye exam and it was free. B2 talked about getting pneumonia and detailed a 

story about having private supplemental insurance that covered most of the cost. Without 

supplement insurance, he gave the cost as 2000 NTD but, in the telling of the story, the 

answer to the Lickert Scale question was forgotten and we moved on.  

 This data is not directly comparable to the data in Table 1. Table 1 had people 

reacting to a hypothetical broken arm while here, the question was for the “most recent 

experience” whether that was surgery or a flu shot. The scale on this graph has an upper 

bound of 6,000 NTD as a limit where Table 1 had an upper bound of 60,000 NTD. The 

cost and perception of cost is still surprisingly consistent given that some people went to 

the doctor for a cold while others did it for gastric surgery. No one perceived going to the 

doctor, no matter what they paid for it or what the experience was, as expensive. The 

biggest problem with the data for this research is that nobody in Group A ever paid more 
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than 500 NTD for a doctor's visit. This is a problem because it means that the study can't 

see how a Taiwanese person who's never been in the United States perceived a bill of 

more than 15 dollars US. Essentially, everyone had inexpensive care by Taiwan standards 

while I was hoping for an instance where someone from Taiwan had care that was 

expensive by Taiwan standards but inexpensive by US standards so there could be a 

comparison.  

 As it stands, there are the interesting cases of B7 and B8 who paid over a 

thousand NTD and still thought their care was inexpensive, but their utility is limited 

because there were no members of Group A who did something similar. We could 

contrast A1 to B3, B4, B5, B7, B9 and B10 since all of these people paid equal to or more 

than A1 and still perceived the cost as cheap, though that has to be contrasted with B11 

who reacted the same way A1 did. The data is consistent with people from Group B 

having a higher threshold, but it is not conclusive.  

In a future study, I would have asked this question with an addition of the severity 

of the reason they saw the doctor. The reason for seeing the doctor obviously makes an 

enormous difference when it comes to why people see the doctor and whether or not they 

perceive it as expensive. The reasonableness questions on the survey were an attempt to 

get at the same idea, but they were difficult to translate in practice and the answers 

inserted more confusion than they eliminated.   
 This is what the subjects had to say about the time to treatment of their direct 

experience. 
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Table 5.  

 

 Here, a few cases are notable. B9 answered the “actual time” question with “a 

couple of days.” Hers was a written survey sent to me from the United States so it was 

clear that the question had been too vague and she'd read it to mean. “How long would 

the treatment take?” This was a common mistake, though it was always clarified during 

the in-person interviews.  

It's interesting that both A4.1 and A5 saw one hour as a long time to wait for 

treatment. Three people in Group B also had experiences where they waited an hour or 

longer. B2 waited a day in the emergency room with pneumonia but didn't see it as a long 

time while B8 had a health checkup that took two hours and he didn't see it as a long time 

either.  

B10 waited an hour and perceived it as a long time; however, she was one of the 

members of Group B who lived in the United States but never used the system while she 

was there. So, going back to the Framework, she never made a loop around starting from 

“Direct Experience with the United States system.” This would probably lessen the effect 

on her perceptions since she never was forced to make the contrast between the United 

States and Taiwan. Her experience also suggests that direct experience with the health 

system has more power to change perceptions than merely living abroad for a long time.   
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C3 and C2 both said very low wait times to see a doctor. C2 mentioned that he made an 

appointment first while C3 had contacts within the healthcare system and could go 

through channels. Or as C3 put it, when asked this question,  

 “[I] Just go in... sometimes they even wait in there for me. Make a telephone 

call, say I have some problems and they're like, "Please come in!" Sometimes, 

they do everything before I get there. What I'm saying is that not everybody gets 

this kind of treatment.”  

 C1, though, talked about the problem of the doctor she wanted to see being too 

popular, so there was no option for appointments beforehand and she had to wait for an 

hour in that particular instance.  

 This was a question where the expanded survey showed little difference. This 

would have been helped by the addition of a “severity” variable for the time visiting the 

actual doctor.   

The responses to the three questions, “How often do you go to the doctor in 

Taiwan?”, “What does that mean in times per year?”, and “How would you rate your 

personal health?” showed a clear difference.  

Table 6.  
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 This graph is a bit cluttered but it shows evidence of a change, and it has 

comparable pairs. There are some things that need to be pointed out. C3 listed a three for 

his health, but explained, “Now is 'very often,' because of age related stuff like 

hypertension, blood sugar, these age related disease. At least a three.” His perception of 

frequency here is being explicitly altered by his standards for what is ‘often’ for someone 

of his age advanced age. He was the only one in the over 65 age category. The 

distribution of health for the study was interesting with no one listing their health as 

being at all poor. All of the people, with the exception of C3, were going to the doctor 

less than the national average of fifteen times annually.   

  It also illustrates one of the most commonly listed largest problems of the Taiwan 

system; that healthy people are going to the doctor when they don't need to. A look at 

A4.1 and A4.2 reveals that both of them rated themselves as being healthy and both said 

they didn't think they went to the hospital very often; however, one of them went four 

times and the other went five times. Compare with B3 and B7, who went 5 and 4.5 times 

respectively. They went to the hospital at exactly the same frequency as A4.1 and 4.2 but 

both thought they were going to the hospital very often. This suggests that the perception 

of frequency is something that gets changed by living abroad. B2 expressed a common 

sentiment,  

“Well, it's so inexpensive so that even the most minute illness, you feel like you 

need to make a visit to the doctor, and most of the time you can probably just stay 

off by taking better care of oneself and letting the immune system kick in rather 

than just going to the doctor immediately.” 
 From this graph, you can see that people in Group B had a lower threshold for 

what counted as “often” when it came to going to the doctor. 

 The question about Taiwan's convenience and quality were the most surprising of 

all the scaled questions.  
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Table 7.  

 

 This result flew entirely in the face of expectations. Compared to the US system, 

Taiwan is astoundingly convenient, with many people listing that as one of the biggest 

problems with the system. This question expected the members of Group A to feel that 

Taiwan was inconvenient at a higher rate than Group B but the reverse seems to be the 

case. The quality issue is interesting to tease out. B1, B2, B3, B5, B8, B10, and B11 all 

gave the Taiwan system less than Excellent Quality. B1, B2, B7, and B11 all listed the 

quality of American doctors as the best part of the US system.  

B5 is unexpected, however, since he seems to be operating in exactly the opposite 

direction that was expected. The explanation is likely due to who the subject was. He had 

recently arrived in Taiwan from the US and it was the first time he had been insured 

independently of his parents. When asked about choosing his doctor in the US, he 

mentioned that his parents chose for him, and when asked about his direct experience 

with doctors in the US, he remembered paying, “it was like 10 or 20 dollars. So I guess 

20 dollars isn't very cheap, but it's cheap enough.”  

 The scaled answers to the same question about the United States are helpful here 
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and help explain some of the perceptions for the Taiwan system.  

 

 

Table 8.  

 
 One of the things that quickly becomes apparent is how varied the experience 

was. The blank spots in the graph are because some respondents didn't use the medical 

system while they were in the United States so they didn't respond to these two questions. 

For Group C, C2 and C3 did have direct experience in the United States, but it was too 

long ago to be included. With the exception of B4, B5 and B10, all subjects found the 

convenience of the American system to be equal to or worse than the Taiwanese system. 

Only two of them B5 and B11 found the quality of the American system to be better. For 

all of the expense of the United States system, most of the Taiwanese subjects saw no 

corresponding increase in quality.  
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6.4 Knowledge Questions 

 

Table 9. Knowledge Questions and Answers 

Subject 

Which 
country is 
more 
Expensive? 

Which 
country has 
the higher 
administrative 
costs? 

For most 
people, who 
pays the bulk 
of the 
insurance 
premium? 

Are drugs 
more 
expensive in 
the US or 
Taiwan? 

What is the 
Premium 
Rate? 

A1 USA USA Government USA 5.00% 

A2 USA USA Government USA 5-10% 

A3 USA USA Employers USA <5% 

A4.1 USA USA Employers USA 1.80% 

A4.2 USA USA The employed USA 1.20% 

A5 USA USA Government USA 5.00% 

A6 USA USA The employed USA 10.00% 

      
B1 USA USA The employed USA 5.00% 

B2 USA USA Government USA 10.00% 

B3 USA Taiwan Employers USA 2.00% 

B4 USA USA Government USA 1-2% 

B5 USA USA Government USA 1.00% 

B7  USA USA Employers USA 5-10% 

B8 USA USA Government USA 10.00% 

B9 USA USA Government USA 2-5% 

B10 USA USA Government USA 2.00% 

B11 USA USA Government USA 7.00% 

      
C1 USA USA Employers USA 2-5% 

C2 USA USA Employers USA 4.91% 

C3 USA USA Employers USA 5.00% 

C4 USA USA Employers USA 4.25% 

 

As part of the survey, I included five questions that had unequivocal correct 

answers. The initial idea was to use these as a way to measure expert knowledge. 

Subjects who got all five questions correct would be presumed to be well informed about 
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the healthcare system in Taiwan. The five questions had three that compared the United 

States to Taiwan and choose which system cost more on a system level while the 

remaining two questions asked questions that required the respondent to know the details 

of how the premium rate is used to calculate premiums.  

With these questions, I was hoping that more subjects would get the international 

comparison questions wrong. If there were many people who thought the US was cheaper 

in one group but the other, that would have been execellent evidence. Unfortunately for 

the research but fortunately for the country, Taiwanese laypeople were very well 

informed about how their system compared. I suspect that this is because the sample 

population was very well educated.    
Only one person from each layperson group got all of the questions right. On the 

other hand, the healthcare Policy experts very clearly differ from the laypeople in that 

they know how the NHI premium is calculated. Having that knowledge is what made 

them policy experts and put them in Group C in the first place.  

This graph also illustrated a disconnect between the Policy experts and the 

laypeople. When asked how to fix the “most important problem” with the Taiwan system, 

whatever the subject thought it was, the policy experts chose legislation and raising the 

premium as a solution many times. They all cited the difficulty and political risk that 

happens if the premium were to go up, but the data from my survey suggests that people 

are not widely conscious of what the current rate is. It’s not just simple ignorance here. 

A4.1, when asked this question, didn’t answer spontaneously. Instead she calculated the 

percentage by computing what she remembers paying as a premium with her paycheck 

and arrived at 1.8% which is fairly close to the individual rate of 4.91% x .3 (personal 

contribution) = 1.473%. This is important because it means that a layperson isn’t likely to 

stumble upon the actual rate on their own. If they calculate it out based on their own 

direct experience, the premium is going to seem much lower than it is. In this sample, six 

of the seventeen laypeople said a premium rate of 2%.  

The second interesting aspect is how few people knew that the employers pay the 

bulk of the premium for most workers. Not knowing this is how people can arrive at a 

premium rate below 2%. Taiwanese people think that the government or the employees 

are paying the bulk of the premium while not realizing that their employer is probably 
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spending twice as much on their insurance as they are. Without knowledge of who is 

actually paying, Taiwan risks entering into a situation much like employer-covered 

insurance in the United States where individuals use it but don’t percieve the full cost of 

the coverage.  

6.5 Qualitative Data 

 This section was mostly about the problems of the system and the ideals for the 

system. This was where the most meaningful differences came up between the three 

groups.  

Taiwan Question 12: Describe the most important problem with the Taiwan 

healthcare system? elicited an interesting variety of responses. This research ended up 

coding these responses as one or several of fifteen different codes. These codes identified 

common themes.  

 The most frequently cited problem was “waste,” or as the Chinese speakers said, 

“藥物濫費,” meaning “medication that gets prescribed but not used.” This was a near 

universal complaint among subjects from Group A with six out of the seven respondents 

in Group A listing it as a problem. For example, A4.2 had this to say, “When they see the 

doctor, whether or not they need it, they get provided with medicine. We call this ’藥物濫

用.’” This was a common complaint among Group A, but it was only cited by three of the 

ten people in Group B. When it was cited, it was described in the same fashion. B8 

expressed it like this,  

“People abuse the system. It’s not good. Wasting a lot of money. A lot of patients 

take their medicine home and they don’t take it. It’s a lot like… When I get sick, I 

get a cold, I don’t go to the doctor. My friends do. They go to the doctor, they come 

back with a bag of pills. I say Dude, you just have a cold. Man, why do you have 

to take 20 pills a day?”  

 B8's response shows how this idea was coupled with the idea that people go to the 

doctor when they don't need to. That sentiment was echoed by five subjects who all 

deplored Taiwanese people going to the doctor unnecessarily. This idea was also linked to 

the idea of the system being too convenient both in terms of being too easy to go to the 

doctor in Taiwan and not being expensive enough to discourage frequent use. C2 
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described this idea as being the “expert perspective.”  

“Just like going to 7-11, it's too convenient, so there must be some waste inside. 

We call this expert perspective, we have a lot of waste, seeing doctors for very 

many minor illnesses, but the patients, they feel great, they feel relieved, They say 

’Oh my god, I have nothing to worry about.’ Just like that, it's totally different 

from the system even in the UK and it's totally different from the US.”  

 It certainly was, because three of the five members of Group C brought up the 

convenience of the Taiwan system as a problem but only two members of Groups A and 

two members of Group B did likewise.  
 While this was the expert perspective according to C2, the biggest difference 

between experts and laypeople was that all five health policy experts talked about the 

political obstacles to reform. C2 who worked in the health ministry described it this way: 

“It's hard. All of the changes have to go through the political procedure. If we 

want to increase the copayments, it's tough for a political reason. The major thing 

is, because we have elections almost every two years and that's totally political. 

This kind of issue cannot be accepted by those political players. So that's the most 

important thing. For scholars, for researchers, we can write up reasonable 

recommendations... ’Ah this is good, but don't tell me we have to raise the 

premium or copayment rate... just forget about it.’ That's the situation in Taiwan, 

we are struggling. We have to do something else to maintain the financial 

balance.”  

 C3 echoed that sentiment, pointing out that the best the NHI can hope to do is 

maintain current funding levels.  

“The pressures always there, the government say, ’every year the increase is so 

much, the government income cannot follow that, so you guys have to take care of 

yourself.’ The government, the company makes those kind of money from society, 

most of those guys come from executive, 'Oh you guys, should pay more and 

more.' Now, every year is different, but the direction it's shifting is a trend. It's 

about the same. One line is going up, one line is keep going down, which is the 

government. Simply, they cannot allow them, afford to have them go down. 

Politically, it's not possible to make them pay more, so the best way is to keep 
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things the same.”  

 Only one of the laypeople, B2 from Group B pointed out the same concern when 

asked how to fix the problem of the Health system in Taiwan being too convenient. He 

suggested raising the fee but immediately dismissed it as being “too political” to happen.  

 Another problem was unique to Groups B and C which was the way the doctors 

behaved with patients. Subject B7 explained what he meant by describing how his 

chronic condition was treated.  

“Umm, I think Taiwan, I went to lot of different hospitals, and it just seems to me 

they take a quick look at it. One major problem, they have seen it all, and they 

look at it and they are already sure, without any tests. They never ask for recheck. 

The lack of, can I say, professionalism?”  

Two subjects from Group B mentioned problems with doctors while two health 

experts also expressed similar sentiments.  

 When asked US Question 10: What the best aspect of the American healthcare 

system?, four members of Group B listed the thoroughness and professional demeanor of 

the US doctors. B2 explained the contrast between US doctors and Taiwan doctors thusly:  

“I mean, like I said, I think, um, doctors there are very thorough they ask 

questions very carefully, very thoroughly and, um, they put a lot of detail into 

analysis and that's a good thing. Whereas I wouldn't say they're not as 

professional in Taiwan, but most of the time I go to the doctor in Taiwan, I don't 

think they would ask that much questions and they tend to get annoyed if the 

patient asks too many questions. It seems as if the patient is undermining the 

doctor to ask.” 

 C3 also expressed a similar sentiment, but he placed the blame on systemic 

reasons:  

“Let me give you an example, if you go to the hospital, we say that the waiting 

time is long, that there are so many things that we consider 'long.' That we see the 

patient and there's a hundred people or fifty people over there, but you have one 

'short'.... which is that you can only spend a few minutes with the doctors. You 

have some lists of long lists, but when you come to the mean of seeing the doctor, 

the doctor is in such a hurry. I don't whether you've seen any doctor here or not, 
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but they really can have you before the seat is even warm, you're out! Next 

patient.”  

When it came to diagnosing the most important problems with the Taiwan system, 

those who had lived in the United States had views that were slightly closer to those of 

policy experts. People in Group B were slightly more likely to list convenience as a 

problem and they were slightly less likely to list waste. They also complained about 

doctors’ demeanors and had the only layperson to talk about the political constraints.   

 When it came to fixing problems, most people wanted an administrative change 

usually in regard to waste. When asked Taiwan Question 12.1: How do you think it could 

be fixed?, A1 wanted the government to limit the amount of times someone could go to 

the doctor to two times per month. Five out of the seven people in Group A saw some 

change in the structure of the NHI as being important. One subject, A7, said that there 

should be an organization within the NHI dedicated to eliminating waste.   

 Group B didn't all answer this question. One person responded that it would take a 

paper to answer it, two people left it blank, and one more said she didn't know. That said, 

Group B was more likely to suggest raising the premium as was Group C. The two 

groups differed, though, on the rationale for raising it. Two people in Group C 

emphasized the need to raise the premium in order to keep revenues in line with 

expenditures while the people in Group B who suggested raising the premium talked 

about it as a way to reduce frivolous use by raising the cost of care. 

 The Policy experts all talked about the need to raise the premium legislatively but 

three of them also talked about the importance of policy marketing and raising the public 

consciousness. C4 had made a laundry list of difficulties when asked what the biggest 

problem was, saying,   

“Waste. Going to three hospitals for the same illness... Doctors prescribing 

medication that people don't take. Cost... Financial problems for the entire 

insurance system. The system is not well. This is a political problem. Because the 

legislature doesn't want to pass it.”   

 Her solution, though, was towards changing the perception and point of view of 

the people, citing the need for education and policy promotion. .   

 Ideals Question 1: What do you think is the primary purpose for a national 
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healthcare system? elicited several responses that shared similar ideals about the goals of 

the National Health Insurance system, These ideas were coded as Equity, Universality, 

Financial and Public Responsibility.  

The two most cited purposes for a national health system were protecting poor 

people from financial ruin; four of the five health experts said something that emphasized 

the need to protect poor people from spending all their money on healthcare. C1 said, “It 

is to protect people from falling into poverty because of being ill.” This idea appeared in 

the responses of four out of seven people in Group A and three out of ten people in Group 

B.  

 The second most cited ideal was the right to have healthcare or Universality. B8 

explained it like this:  

“I think it’s … everybody won’t get sick. I think the government is doing the right 

thing to pay for it, the majority of the health, because they need to make the 

health, going to the hospital affordable. Nobody wants to get sick but people do 

get sick once in a while eventually, so this type is something that is a must to have, 

healthcare that people can afford.”  

This was an ideal that appeared much more often among people in Group B. Eight 

out of ten people in Group B cited some variation on this with two from Group A and one 

from Group C. The important thing with these answers was the emphasis on the right to 

access healthcare. The quality of the care was sometimes mentioned but the most 

important emphasis was on getting the treatment. A4.1 wrote, “The ideal... taking care of 

each citizen’s medical care.”  

 A few people mentioned how important it was that everyone receives the same 

treatment. Those were categorized under Equality. It was a similar idea to Universality 

but the emphasis was on everyone being the same. A7 is a good example, “No matter 

who you are, no matter your income or position in society, you should be able to get 

suitable treatment.”  

 The most dramatic difference between Groups A and B came about when asked 

Taiwan Question 13: What is the best aspect of the Taiwan healthcare system? I had 

postulated that living in the United States would make Taiwanese people appreciate their 

own system more. This was the question where this sentiment really became apparent. 
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The answers that people gave to this question mirrored the answers to Ideals. There was 

Universality, Convenience, Efficiency, Quality, Coverage, and Cost.  

 By far, the most commonly cited aspect was Convenience. Three out of seven 

people in Group A, five out of ten people in Group B and three out of five people in 

Group C all pointed out Convenience. Sometimes, Convenience was the only aspect in 

their answer, like A1, who said,  

"The best aspect… the best aspect… this you can expect to go to the hospital and 

it’s very convenient. If you have any problem, you can go to the clinic and it’s 

convenient. If you want to call ahead, that’s easy so you can instantly go get 

treatment.”  

 C2 was conflicted about convenience, saying,  

"I would say accessibility, a very, very high degree of accessibility and free choice. 

I would say that's what our people enjoy the most. I can go to see doctor A in the 

morning and doctor B in the evening, because I am not satisfied. No one, you can 

imagine, in the whole world, has this kind of system. It's crazy, but anyway, that's 

the situation that Taiwanese people enjoy a lot. 

Matthew: I'm speaking as an American, saying "It's so good."  

C2: Come on... It's wasteful.  

 As mentioned earlier, convenience was seen as a problem by some health experts 

because of the waste. Still, most people said the convenience was the best part.  

 Another aspect that was common for both Groups A and B was the idea of 

Universality. Three people from Group A and two people from Group B made a mention 

of how the Taiwan system covers everyone. According to A2, the best aspect of the NHI 

was that it covered everyone who lived in Taiwan. For others, they supported the 

sentiment and also added in an element of public responsibility. B1 cited the convenience 

but also stated that it put the burden of paying for healthcare on the entire population and 

that this was a good thing.  

 Just like for Ideals, two people cited the idea of protection of poor people from 

financial ruin. It wasn’t cost per se, but about allowing poor people to get healthcare. A5 

cited convenience at first but then went on to elaborate, “If you’re talking about normal 
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care, then you want convenience, but if you have any of these very serious diseases, then 

the amount to pay is huge so the NHI become welfare.”  

 One person from each group cited the quality of the care. B3, in a written 

response said, “Cheap, fast, well cared for.” C3 cited the convenience, cost and the 

“above average” quality. B2 made an explicit comparison with the United States and said 

he thought Taiwan’s coverage of a wide variety of procedures was the best aspect.      

 This was also the question with the most clear difference between Group B and A. 

Of the ten members of Group B, five people pointed out the cost of NHI as being the best 

aspect or among the best aspects while no one in Group A did. This is a huge result. The 

spur for this research was wondering if living in the United States would make Taiwanese 

people realize how cheap their own care was. This question showed that, for many people, 

it definitely triggered this realization. B3, B7, B8, B9, and B10 all pointed out that it was 

cheap. B7 explained how living in the United States had given him expectations that 

caused him to view the Taiwan system differently. He wrote,  

“The costs definitely. It was 1800 NTD when I was hospitalized for ten days and I 

thought it was going to be very costly. Even without NHI, I told you how I went 

into the hospital for four days when I first got here, it was 6,000 NTD. In the US, 

my Gout situation was like 150$ for a single visit. After I got the insurance card, 

it went down only 600 NTD.”  

 B8 also made an explicit comparison with the United States when he said, 

“I think the health system is way, way better than the States. It’s convenient, it’s 

cheap. There’s lots of hospitals. Going to the hospital it’s like… In the States, it’s 

so big, to drive to the hospital ,it’s like half an hour. Here, there’s one hospital 

like three minutes from here. In this area. I can count four or five in a two mile 

radius. It’s crazy. There’s one right across the street, there’s like four, five, 

there’s one by the roundabout that is famous for bones and babies. It’s very 

popular.  

 Half of Group B pointed the cost as being the best aspect and two of those people 

pointed out how they were making explicit comparisons based on their direct experience 

in the United States. 
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Group B also said more positives about the system than Group A. Group A had 

seven people and touched on nine positive aspects while Group B had ten people and 

listed fifteen positive aspects. Group B also listed positives like the breadth of covered 

services and the efficiency, which no subject in Group A touched on.  

  

7 Analysis  

 This study asked four research questions and it made four hypotheses.  

7.1 Research Questions One and Two 

1) Does the experience of living abroad in the United States affect a 

Taiwanese layperson's perception of Taiwan's National Health Insurance (NHI)?  

 2) How does the experience of living abroad in the United States affect 

Taiwanese layperson perceptions of Taiwan's National Health Insurance (NHI)? 

 These two questions must be answered together as the answer to Question 1 can 

only be arrived at by examining Question 2.  

 From this study, the answer is a clear yes. However, the answer is isn’t as 

emphatic as originally predicted.  

The scaled data was inconclusive for the most part. For some subjects in Group B, 

living abroad definitely changed how they perceived the Taiwan system. People in Group 

B would say the same amount of money was as cheap as or cheaper than people in Group 

A when it came to their expectations of cost in the Taiwan system. A slightly similar 

result was seen with regards to perceptions of time. I had hoped to see something in the 

Direct Experience questions where a person in Group A would pay over 1000 NTD for 

care and perceive it as expensive. However, none of the seven members of Group A 

selected had an experience that cost more than 500 NTD. The small sample size and the 

tenuous nature of the results means it's impossible to draw any definite conclusions from 

the Scaled Data. I am confident that if ten more subjects were each added to groups A and 

B, the question about how living in the United States affects the perception of cost and 

time could be answered more emphatically Unfortunately, this study wasn't able to show 

any definite effect with regards to cost and wait times which were where I expected to see 
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the most effect. . 

 The Scaled Data did seem to show a definite effect when it came to perceptions 

about frequency., People in Group B went to the doctor less frequently but perceived 

themselves as going more often than people in Group A. Couple this with the many 

people in Group B who listed frivolous use and too much convenience as problems for 

the Taiwan system, and there is support for the idea that living in the United States does 

have an effect on how someone perceives the frequency of seeking medical care.  

 The Qualitative Data was more conclusive. For the question about what the best 

aspect of the Taiwan system was, no one in Group A mentioned the cost beyond it being 

accessible to poor people. Taiwanese people who hadn’t lived abroad did not see the low 

cost as the best aspect. By contrast, half of the people who had lived in the US listed it as 

the best aspect of the Taiwan system. Living abroad in the United States had made them 

conscious of how inexpensive the Taiwan system was in a way that they weren’t before.  

 This is supported by subjects B2, B7, and B8 who self-reported that the 

experience in the US had an effect. Subject B8 when asked about the time it would take 

to get a broken arm treated, explicitly made a comparison to the US.  

“The wait is a lot shorter around here, no more than 20 minutes. It’s pretty quick, 

if you go to the emergency room to be checked out. It’s no more than like an hour, 

compared to the States, when they start checking you, it would be an hour later.”  

The effect seemed stronger among those who had a direct experience, but C3’s answer 

suggests that Expert Knowledge can have the same effect. When he was asked about the 

quality of the Taiwan system, he said  

“That is the thing that I have been criticizing this over the years, because in my 

mind, I always have the foreign medical systems to compare. I know the US 

system, I know Germany, I know Canada, I know Japan.” 

 As mentioned earlier in the claims section, C2 also hypothesized that the international 

experience would cause Taiwanese people to appreciate their own system more.  

7.2 Research Question Three 

3) Do perceptions of the Taiwan healthcare system differ between laypeople and 

policy experts?  

This answers to this question were interesting. I had predicted that there was a 
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difference. 

The Scaled Data showed that policy experts shared most perceptions with laypeople 

about cost, convenience, quality and time. The exceedingly small sample size of Group C 

means that the Scaled Data isn’t very useful.  

The Knowledge questions showed a clear difference between what laypeople and 

policy experts know about the system. I would argue that this also showed a difference of 

perception as well. Who pays the bulk of the premium has a factual answer as does the 

premium rate. The policy experts answered these questions correctly while the laypeople 

generally got them incorrect. 

The Qualitative Data was more conclusive. When it came to the perceptions of 

problems with the Taiwan system and the solutions to those problems, policy experts 

were different. Policy experts were acutely aware of the political problem of reforming 

the NHI in a way that few laypeople were. They were also more willing to list 

convenience as a large problem and advocate for raising the premium. They took a 

systemic approach to the system as opposed to a personal one.  

   

7.3 Research Question Four 

 4) Does living abroad in the United States bring the perceptions of laypeople 

closer to that of policy experts?  

 Yes, but only for some aspects. The Scaled Data isn’t very useful for this question 

because of the sample size. The Knowledge Questions also showed no effect with only 

one layperson answering incorrectly on an international question while most people from 

both groups answered incorrectly on the premium rate and who pays the bulk of the cost. 

This isn’t unexpected; there is no reason to expect that living abroad in the United States 

would make people more knowledgeable about the Taiwan system.   

The Qualitative Data shows that living in the United States made certain subjects 

more aware of the political barriers. Some subjects in Group B were also willing to raise 

the premium. People in Group B were also more aware of the low cost of healthcare in 

Taiwan which is something that they share with the policy experts but not ordinary 

laypeople.   

 This may also be an area where the study was harmed by the high level of 
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education of the subjects. The methodology of this study assumes that policy experts 

arrive at their perceptions primarily through their expert knowledge, so it stands to reason 

that a highly educated sample may have perceptions that are already closer to policy 

experts than the population at large. With my sample being so well educated, many 

subjects may have started out closer to the policy experts in perception. I suspect a less 

educated Group A would have more subjects making mistakes on international 

comparisons. If higher education brings perceptions close to that of policy experts, that 

might have affected the original variable of living abroad I was investigating.  

 

8 Discussion and Conclusion  

 

8.1 Support of Claims  

 This study proposed that living abroad in the United States would cause 

Taiwanese people to perceive their own system differently. Living abroad did change how 

people perceived the healthcare system. There were three areas where people in Group B 

differed from people in Group A.   

These were: 

1. The frequency of doctor visits annually and the perception of that frequency.  

2. The consciousness of cost as a strong positive aspect of the system  

3. Taiwanese people who lived abroad were also more similar to the Policy experts in 

how they viewed the problems of the Taiwan system as well as how to fix them.   

  The study also proposed that it would change how laypeople perceived the 

convenience, wait times, and cost of regular care but that data was inconclusive.    

The frequency aspect is important. As mentioned earlier, Americans go to the 

doctor almost four times less often than Taiwanese people do. The Scaled Data suggested 

that there were several members of Group B who reported going to the doctor as or less 

frequently than certain members of Group A, yet they still perceived themselves as going 

more often. The framework provides a possible explanation.   

 The high cost of going to the doctor in the United States probably dissuaded 

Taiwanese people from going to the doctor in the United States as often as they would in 
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Taiwan. The cost to treat minor illnesses like colds in the United States isn’t worth it, so 

these Taiwanese people stop going to the doctor when they get mildly ill and instead stay 

home with a bowl of soup. As B8 explained,  

“You know, when I was like in college, I don’t like to take medicine. I just ride it 

out. I drink lots of water and I let it heal by itself. I think our body has the ability. 

I think the more medicine you take, your body gets immune to it.” 

  In the United States, they became used to waiting out minor diseases and 

discovered that they generally healed fine without a visit to the doctor. So when they 

came to Taiwan, they saw no need to go to the doctor for minor illnesses even though it 

was now very cheap to do so. In terms of the framework, their direct experience in the 

United States of not going to the doctor and healing anyway caused them to change their 

ideals about when someone should go to the doctor. They might get just as ill as another 

Taiwanese person but they no longer see the need to go to the doctor for minor illnesses. 

The result is that they go to the doctor only a few times per year and they perceive going 

to the doctor more than a few times per year as “often.”   

 For public policy, this is hugely important. Reducing the amount of times patients 

visit the doctor would save the system a great deal of money. If more people stayed home 

with a cold, then the system would not be under such financial strain.   

 The second area where the claims were supported was the consciousness of cost 

as a positive aspect of the system. This was mediated by whether subjects had had direct 

experience with the high cost of the system in the United States. This is an important 

result. The low cost of the NHI is one of the best aspects but it has also led to problems 

such as providers feeling underpaid and doctors being forced to treat as many people as 

possible as quickly as possible because their profit per patient is very low. For Taiwan, 

the policymakers need policy room to increase the premium and increase compensation 

to providers. Getting the citizenry to perceive the system as it exists now as cheap allows 

policymakers that room to raise the premium without backlash. This would remove the 

biggest obstacle to reform according to the policy experts, which is the legislative 

reluctance to raise the premium.   

 The last area where there was a large difference was with the proposed solutions 

to problems. Those who lived in the United States were more likely to bring up the same 
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problems that policy experts did. They were more likely to fault the terseness of the 

doctors and they were more likely to cite convenience as a source of problems, not just a 

positive. If laypeople have perceptions that are similar to the policy experts then it is 

reasonable to assume that they will be more amenable to accepting the solutions policy 

experts propose.  

8.2 Commonality of Ideals 

 There were several areas where the laypeople and the policy experts agreed, 

regardless of their expert knowledge or if they’d been to the United States. Taiwanese 

people all showed remarkable uniformity when it came to the ideals that they had for the 

health system. They pointed out how it promotes equality by giving people insurance no 

matter their position in society. People agreed that it should be universal and was a right 

extendable to everyone. People from all of the groups also said that it was the public’s 

responsibility to take care of one another. For policymakers in Taiwan, this study shows 

that the electorate is largely in agreement about what they think the health system needs 

to be.     

8.3 Theoretical Framework 

From the literature review, I expected that the crucial determinant was going to be 

the difference in experience. The literature suggests that experience and expectation are 

the two things that drive satisfaction. I hypothesized that the same two factors are also the 

crucial drivers of people's perception of other aspects of the healthcare system. Living 

abroad in the United States creates a background contrast effect compared to those who 

stayed in Taiwan.  The method was supported in that many subjects reported how direct 

experience in the United States altered how they perceived the cost or convenience of the 

Taiwan system. B7 in his answer about going to the hospital in Taiwan explicitly 

mentioned that his expectations were based on his experience in the United States.  

The Conceptual Framework was supported. Perceptions about the healthcare system 

were individual and were formed via an iterative loop where direct experience met with 

expectations and created discrete perceptions that then influenced perceptions of the 

system as whole. The variability of Group B’s reactions and perceptions was largely 

explained by the difference in their direct experience in the United States. Someone who 
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lived in the United States for two years but never saw the doctor didn’t have the same 

perception change as someone who went there and had to pay 400 USD for a test at a 

doctor’s office. The crucial determinant for some people by their own admission was 

being confronted with the disparity by having the direct experience in the United States.  

This study used the conceptual framework to look at perceptions of several different 

areas and, in some of those areas, the results were inconclusive. The framework would 

probably be even more useful as a backbone for a larger study that focused on one 

specific area. The existence of benchmarking where the direct experience sets a 

benchmark for cost, time or frequency could explain some of the results but the Scaled 

Data was insufficient to make that claim strongly.   

8.4 Method 

Part of this study rested on the combination of the Lickert measures of perception 

with elicited actual values. This showed some promise with the frequency questions, but 

it was impossible to show from this study if the method offered any benefit over existing 

methods for measuring a person’s subjective views of time, cost, satisfaction etc. This 

was always a possibility. It was hoped that the effects would be so strong that they would 

show up clearly despite the small sample size and varying characteristics of the sample 

population. Fortunately, this difficulty was not crucial to the findings of the study.  

8.5 Future Study 

I think this framework could also be used to do a similar study in a country like 

the United States where healthcare is expensive. It might be instructive to test to see if 

subjects who lived in countries where healthcare is much cheaper had different 

perceptions of the system in the United States from the point of view of US residents. The 

method suggests that these peoples’ direct experience abroad with a cheaper system 

would alter their expectations, ideals, and perceptions to make them see the US system as 

more expensive.  

Another further study that this research invites is a wider one based on the Scaled 

Data Method and whether that method of questioning can produce useful results. I am 

very interested at what could be learned by asking the Direct Experience questions to a 

much larger sample. It could go far beyond healthcare related study. I am very curious to 
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see if this would be a good way to link subjective views with objective situations.    

8.6  Policy Implications   

This research also suggests several important policy initiatives. One of them, 

which was not the point of the study, but was revealed by accident, was how laypeople 

are largely unaware of the premium and how it is calculated. This sample was very 

educated compared to the regular population yet very few knew that most of the burden 

of funding the NHI fell on employers and very few were aware of what the actual 

premium rate was. The NHI needs to do a better job of raising the consciousness of 

laypeople on how their own system works.  

Laypeople who had experience abroad had views closer to that of Policy Experts 

on the questions of the biggest problems and how to fix them. The different departments 

of the government responsible for policy marketing the NHI should try to replicate that 

effect. They could do something that is the reverse of the American example in the 

literature review.  In that example, the private insurers used misleading statistics and 

endeavored to keep laypeople from making international comparisons as a way to prevent 

policy reform. This study suggests that the NHI might get results from doing the reverse, 

by using true statistics to get laypeople to make international comparisons and therefore 

bring their perceptions more in line with policy experts. The study showed that those who 

had experience abroad were likely to be conscious how inexpensive the Taiwan system is. 

That could be an important consideration when trying to break legislative gridlock with 

regards to new reforms.   

 If such education works in Taiwan, then it could be generalizable to the rest of the 

world and help governments and citizenry everywhere make more informed decisions 

about how healthcare in their countries is structured. With world population aging and 

healthcare becoming more expensive worldwide, a way to give people a better 

perspective on their own system’s strengths and limitations will be increasingly 

important.  
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Appendix 1 - Questionnaire 

 

Subject designation:   

Background 

1. Gender/性別  Male/男 □   Female/女 □ 

2. Age/年齡  □ 18-24   □25-34□   □35-44   □45-54   □55-64   □ 65以上 

3. Education/教育程度 

□middle school/國中  □highschool/高中  □Associate's/vocational degree/專科  

□bachelor's degree/大學  □ Graduate degree/研究所以上  

4. Profession/employer 職業是什麼？ If self employed, please mark which 

industry【回答「自由業」者，請追問是從事哪種性質的工作】If retired, unemployed, or not 

working please mark your most recent job. 

【回答「失業、無業、退休」者，請追問失業、無業、退休前的工作】 

□Government scientist/researcher/政府部門研究人員／科學家  

□ Private sector scientist/researcher/私人部門研究人員／科學家 

□ Public healthcare公立醫療單位技術人員（醫師、藥師、護士、醫療人員） 

□ Private healthcare 非公立醫療單位技術人員（醫師、藥師、護士、醫療人員） 

□ Artist  (actors, performers worker, photographer) or Literary ( writer , reporter , 

playwright ) /藝術工作者（演員、表演工作者、攝影師）或 文字工作者（作家、記者、劇作家）  

□ Government Administration/政府主管                □ Government staff/職員  

□ Private Enterprise/民營事業                                □ Public Enterprise /公營事業  

□NGO/非政府组織                                                 □Education/教育  

□ Legal / 律師，法官、書記官、檢察官              □ student/學生   

□ Religious or spiritual organization/宗教工作者   □  emergency services/軍警調人員                                            

□  Unemployed, retired/待業失業退休者                □  Homemaker/家管      
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□  Other (please record_________)/其他_______請記錄   

□  Decline to answer拒答 

 

5. What is your usual monthly income? /請問您每個月的收入大概是多少錢？ 

□ none/沒有收入                                               □  <19,999 

NTD/一萬九千元以下  

□ 20,000-39,999 NTD/二萬元至三萬九千元  □  40,000-59,999 NTD/四萬元至五萬九千元  

□ 60,000-79,999 NTD/六萬元至七萬九千元  □  80,000-99,999 NTD/八萬元至九萬九千元  

□ >100,000 NTD/十萬元以上                          □ I don't know/I choose not to 

answer 不知道／拒答 

6. Have you been covered under Taiwan's NHI?  你是否有臺灣的健康保險？ 

□ Yes/是  □ No/不是 

7. Have you ever lived abroad? 你是否曾經住過國外？ 

□ Yes/是  □ No/不是 

If yes, where and for how long? 若有，那裏？住多久？ 

Where?/哪裏？_____________               How long? 住多久?_____________ 

8. Have you ever been covered by the health system of another nation (besides the US or 

Taiwan)? 你曾經有否別的國家的建保福利嗎？ 

 □ Yes/是  □ No/不是 

9. Have you ever been responsible for the health care of another person i.e. spouses or 

children? 你是否曾經須負擔自己以外的健保費用？ 

□ Yes/是  □ No/不是 

10. How would you describe your health? 你覺得自己的健康狀況程度好壞？  

 Poor /不健康   □1  □2  □3  □ 4  □ 5  healthy/身體健康   

 

USA Section 

 What kind of healthcare coverage do you have in the United States? 

在美國，你是否有建保，若有，是何種健保呢？ 
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 If you broke a bone and had to go to the hospital, describe what you think would 

happen？ 如果你不小心折斷了骨頭,而需要去醫院,那你認爲會發生什麽事呢?請描述。 

What kind of treatment would you receive?  你覺得自己會受到何樣的治療？

怎麽樣？ 

A) Would it be expensive to treat?   (1-5 scale)  你覺得這樣的治療貴不貴呢

？用一到五回答。 

    Cheap/便宜   □1  □2  □3  □ 4  □ 5  Expensive/貴  

B) How much is that in monetary terms? 那你覺得大概會是多少錢呢？ 

A) How long would it take to get treatment? 您認爲等候治療的時間很久嗎？

(1-5 scale very quick – very long time)  用一到五回答 

    fast/快   □1  □2  □3  □ 4  □ 5  long time/很久 

B) How much time would you estimate that to be? 您預估多久等候治療的時間？ 

2. Have you ever used the health system in the United States? 在美國，你曾經有

看過醫生嗎？ 

 Yes/去過□ No/沒去過□ 

Did you use it for urgent or routine care? 那麽是因爲平常的保健患有疾病，或

是緊急事故呢？ 

 Urgent/緊急事故□     Routine/平常的□     Both/都有 □ 

How did you choose your doctor? 你怎麽選擇你的醫生？ 

3. Where do you go when you see the doctor in the US? (private clinics, hospitals 

etc.) 看醫生的時候，你會選擇去診所或醫院？ 

4. A) How often do (did) you go to the doctor while in the US? (1-5 almost never - 

very often ) 在美國，你多常看醫生？ 用一到五回答（1 指徒未有，5 指經

常）包括健康檢查。 

  almost never/徒未有   □1  □2  □3  □ 4  □ 5  very often/經常 

B) What does that mean in times per year?  答案是指一年多少次？ 

5. If you're comfortable, describe your most recent experience going to the doctor in 
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the U.S. 如果你方便的話，可否請你描述最近一次在美國使用健保的經驗？ 

6. A) How would you describe the cost of your care? 你覺得個人負擔的費用貴不

貴？ 用一到五。1 cheap  -5 expensive) 

 Cheap/便宜   □1  □2  □3  □ 4  □ 5  Expensive/貴  

B) How much was that roughly? 健保負擔的治療費用是多少錢？ 

7. A) Did it take a long time to to get treatment?你等候治療的時間很久嗎？ (1-5 

scale)  

 fast/快   □1  □2  □3  □ 4  □ 5  long time/很久 

B) How much time would you estimate that to be? 您預估要等候治療的時間多久？ 

8. A) Do you feel like your care took a reasonable amount of time? 你覺得候診時

間合理的快慢程度？一到五同意不同意 (1-5 agree disagree) 

 Strongly agree/極同意   □1  □2  □3  □ 4  □ 5  Strongly disagree/極不同意  

B) What would be a reasonable amount of time?那麽候診時間大概是多久？ 

9.  How do you feel about the quality of care in the American healthcare system? 

(1-5 scale)你覺得美國健保制度的品質好壞？ 1-5 點  

  Excellent quality/那麽好  □1  □2  □3  □ 4  □ 5  Terrible quality/很壞 

10. How convenient is it to go the doctor in the US? (1-5  most to least convenient)

在美國你覺得看醫生的方便的程度？一到五標好到壞 

 Very convenient/很方便  □1  □2  □3  □ 4  □ 5  Very inconvenient/很麻煩 

11. Describe the most important problem with the American healthcare system?  請

描述美國的健保制度中最嚴重的問題是什麽？ 

How do you think it could be fixed? 那麽你覺得應如何改進呢？ 

12. What is the best aspect of the American healthcare system? 請描述美國的健保

制度中最大的優點爲何？ 
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Taiwan Questions  

 How familiar are you with Taiwan's National Health insurance system on a 5 

point scale with 1 being not at all familiar and 5 being very familiar?/ 

你對臺灣健保制度的熟悉程度有多大？ 從一到五數字回答。 

 □1      □2        □3        □4       □5 

◦ Why did you choose that rating? 爲什麽你選擇那個數字。 

 If you broke a bone and had to go to the hospital, describe what you think would 

happen？ 如果你不小心折斷了骨頭,而需要去醫院,那你認爲會發生什麽事呢?請描述。 

◦ What kind of treatment would you receive?  

你覺得自己會受到何樣的治療？怎麽樣？ 

◦ A) Would it be expensive to treat?   (1-5 scale)  

你覺得這樣的治療自己費用貴不貴呢？用一到五。 

    Cheap/便宜   □1  □2  □3  □ 4  □ 5  Expensive/貴  

B) How much is that in monetary terms? 那你覺得大概會是多少錢呢？ 

◦ A) How long would it take to get treatment? 您認爲等候治療的時間會很久嗎？(1-5 

scale very quick – very long time) 

  fast/快   □1  □2  □3  □ 4  □ 5  long time/很久 

B) How much time would you estimate that to be? 您預估有等候治療的時間多久？ 

 Have you ever used the health system in Taiwan? 在臺灣，你曾經去看過醫生嗎？ 

 Yes/去過□ No/沒去過□ 

◦ Did you use it for urgent or routine care? 

那麽是因爲平常的保健患有疾病，或是緊急事故呢？ 

 Urgent/緊急事故□     Routine/平常的□     Both/都有 □ 

◦ How did you choose your doctor? 你怎麽選擇你的醫生？ 

 A) How often do you go to the doctor in Taiwan? (1-5 almost never - very often ) 

在臺灣，你多常看醫生？ 用一到五回答（1指徒未有，5指經常）包括健康檢查。 

 almost never/徒未有   □1  □2  □3  □ 4  □ 5  very often/經常 

B) What does that mean in times per year?  答案是指一年多少次？ 

 Where do you go? (private clinics, hospitals etc.) 

看醫生的時候，你選擇去診所或醫院等 

 If you're comfortable, describe your most recent experience going to the doctor in 
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Taiwan. 如果你方便的話，可否請你描述最近一次在臺灣使用健保的經驗？ 

 A) How would you describe the cost of your care? 你覺得個人負擔的費用貴不貴？ 

用一到五。1 cheap - 5 expensive) 

 Cheap/便宜   □1  □2  □3  □ 4  □ 5  Expensive/貴  

B) How much was that roughly? 健保負擔的治療費用是多少錢？ 

 A) Did it take a long time to get treatment?你等候治療的時間很久嗎？ (1-5 scale)  

 fast/快   □1  □2  □3  □ 4  □ 5  long time/很久 

B) How much time would you estimate that to be? 您預估有等候治療的時間多久？ 

 A) Do you feel like your care took a reasonable amount of time? 

你覺得候診時間合理的快慢程度？一到五同意不同意 (1-5 agree disagree) 

 Strongly agree/強同意   □1  □2  □3  □ 4  □ 5  Strongly disagree/強不同意  

B) What would be a reasonable amount of time?那麽候診時間大概是多久？ 

 How do you feel about the quality of care in the Taiwan healthcare system? (1-5 

scale)你覺得臺灣的健保制度的品質好壞？ 1-5點  

 Excellent quality/極好好  □1  □2  □3  □ 4  □ 5  Terrible quality/極壞 

 How convenient is it to go the doctor in Taiwan? (1-5 least to most 

convenient)在臺灣你覺得看醫生方便的程度度？(1-5) 

 Very convenient/很方便  □1  □2  □3  □ 4  □ 5  Very inconvenient/很麻煩 

 Describe the most important problem with the Taiwan healthcare system?  

請描述臺灣的健保制度中最嚴重的問題是什麽的問題？ 

◦ How do you think it could be fixed? 那麽你覺得應如何改進呢？ 

 What is the best aspect of the Taiwan healthcare system? 

請描述臺灣的健保制度中最打得優點爲何？ 

  

Ideals  

 What do you think is the primary purpose for a national health 

system?你覺得健保的理想目標是什麽？ 

 Ideally, how much do you think it should cost to go to the doctor for a routine 

checkup?若符合你的理想，健康檢查應負擔多少費用？  

 Ideally, what should be included in that checkup? 那麽檢查的項目包含哪些呢？ 

 How long should a doctor spend with a patient?你覺得醫生應花多少時間問診病患？  
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 How much should someone pay every month for health insurance? 

若符合你的理想，你覺得每個月應自己負擔多少健保費？  

 Who should pay for the rest of the cost? 其餘費用應由誰負擔？ 

 Would you be willing to raise the monthly premium in order to keep the health 

insurance system solvent? 

 What kinds of services should be provided by the national health system? 

健保制度應給付那些項目呢？ 

 

Knowledge Questions 

 “Between the Taiwan and American healthcare system, which is more 

expensive?” (If asked to clarify, as a share of National GDP) 

你覺得整體而言，臺灣和美國的健保制度哪個費用比較高？ 

 Taiwan/臺灣□     USA/美國□ 

 “Which do you think has higher administration costs, the US or Taiwan?”  

你覺得臺灣和美囯的健保行政費用那個比較高？ 

 Taiwan/臺灣□     USA/美國□ 

 “For most people, who pays the bulk of the NHI premium, the insured，their 

employer or the 

government?”你覺得誰負擔每個月最大部分的個人健保費用，是勞工，主飼/公司，還是政府? 

 The employed/勞工 □     The employers/主飼□  The government 政府□ 

 “Are drugs more expensive in the US or in Taiwan?” 

你覺得美國還是臺灣的藥品比較貴？ 

 Taiwan/臺灣□     USA/美國□ 

 “What is the percentage of an insured person's income that is used to calculate the 

NHI premium?”  你覺得每月多少比例的薪水所得，是用來支付健保費用？ 

 ________%  

 

Expert Knowledge 

1. How do you use cross national comparisons in your professional work? 

在你的研究/工作裏面， 你怎麽用國際性的比較研究？  

2. What kind of sources do you use to get information about a health system? 
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什麽種類您取得建保資料的來源爲何？  

3. Can you describe how Taiwan's National Health Insurance is structured? 

您能夠描述臺灣健康保險系統的架構嗎？  

 

 

Appendix 2: President Ma’s Policy positions (translated) 

 

10 Positions for Universal Healthcare 

 

In 2008, Ma Ying Jeoh and Vincent Siew, if entrusted by the people, will 

revitalize Taiwan’s Medical industry, provide universal security and obtain efficient 

healthcare through the following:  

 

1. Create elderly insurance within the next four years.  

 

Under the trend of an aging population, a low birthrate and working families, if a family 

faces illness or mobility problems, they will have a huge burden to bear. We advocate for 

the creation of elderly care insurance within the next four years which would use the 

power of the government to get proper care to elderly people, reduce the burden of care 

on families, promote multifaceted human development, and help elderly workers have a 

space within the workforce.  

 

2. Expand the Health insurance subsidy with the aim of reducing the burden on low 

income households. 

 

At present, the standard definition of low-income households is too harsh , so that many 

low-income families often can not afford the premiums or the burden of premiums is too 

difficult. We advocate the full premium subsidy to low income households. Families 

between 120% and 150% of the low income threshold will have their NHI premiums 

reduced by 40 to 20%.  
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3. Priority healthcare for disadvantaged groups and quality healthcare for everyone. 

  

After the implementation of national health insurance, the health gap between urban and 

rural, north and south, rich and poor, and between the Aboriginals and the Han has not 

been reduced. Therefore, we propose to deploy public health resources (funding and 

manpower) in response to the age and population distribution. Focusing specifically on 

low income households, sufferers of rare diseases, and disadvantaged  inhabitants of 

mountainous or outlying areas, we want to increase access to medicine and preventative 

care.  

 

4. Declare war on cancer. Achieve a 10% reduction in cancer mortality over the next 

four years.  

 

Cancer is the largest cause of death within this country and has had a high mortality rate 

for decades. We advocate that liver cancer, colorectal cancer, breast cancer , oral cancer, 

prostate cancer (The second, third , fourth, sixth, seventh highest mortality rates) as the 

new focus for cancer prevention. By promoting cancer screening and improving 

treatment quality, we will reduce the mortality rate due to cancer by 10% over the next 

four years.  

 

5. Provide free dentures to the elderly and expand dental care for children and the 

disabled. 

 

We aim to expand dental care standards, especially by improving service for children and 

the disabled. Towards low income seniors, we want give free dentures, depending on the 

government’s financial situation, we will expand the subsidy year by year. 

 

6. Establish a Food Safety Committee to promote healthy sanitary labeling. 
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To effectively address the current sinister smuggling of food, pesticide residues, food 

poisoning and the spread of false advertising and other food issues, we advocate the 

establishment under the Executive Yuan of a "Food Hygiene and Safety Committee." We 

will increase grants and incentives for cities and counties to for investigations into food 

safety. We will also promote healthy food standards for all kinds of food and catering 

industries. We want to establish a consumer environment where people can be confident 

in their food. We also want to promote school, workplace and community nutrition 

education. 

 

7.  Ensure sustainable health care by increasing health investment to 7.5% of GDP. 

 

Health is the foundation of national competitiveness, and to protect the health rights of 

people, after pushing future measures to cut costs, if there are still gaps in healthcare 

finance, the government will provide subsidies. At the same time, the government should 

regularly review health insurance policy, institutions, and finances and amend the law in 

a timely fashion. It should also increase penalties for the illegal theft of health care 

resources, so as to meet the expectation of all walks of life and pursue sustainable 

development. Moreover, with the aging population and advances in technology, medicine 

and health expenditure as a percentage of GDP (Gross Domestic Product, GDP) should 

be increased gradually from 6.2% to 7.5%. In order to enhance national health, we will 

invest in preventive care, chronic and infectious disease prevention, quality of care, 

health insurance, and care for disadvantaged groups.  

 

8. Promote healthcare quality and medication safety in the pharmaceutical sector. 

 

The use of medication by Taiwanese people is very large, the rate of dialysis is also quite 

high. This indicates an urgent need to enhance medication safety. We advocate that during 

the administrative process of administering medication, there should be a mechanism 

where the pharmacist and the doctor both agree on the medication thereby increasing the 

appropriateness of the medication and professional service and protecting the rights and 

interests of the people.  
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9. Create No Fault accident relief measures.  

 

The results of medical intervention are highly uncertain, so even with the best standards 

of care, a patient may encounter unexpected adverse outcomes. This can cause tension, 

difficulty and conflict in the patient doctor relationship. The government will thus set up 

a “no fault accidental medical aid approach” with an accompanying fund to set a 

cumulative ceiling and rules for compensation.  

 

10. Doubling research grants for medical R&D to accelerate scientific medicine. 

  

In contrast to the information industry, government resources will promote the 

development and integration of pharmaceutical and biotechnology industry by doubling 

research and development grants, enhancing global competitiveness. We encourage 

Western and Chinese medicine advocates to collaborate and work together to strengthen 

clinical education, drug management, and construct a clinical efficacy evaluation system. 

This will facilitate a medical and drug safety environment and making Chinese and 

Western medicine more modern and scientific.    


