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Abstract

The experience of global budget system from
western countries and uprising dental expenditure and
dental visits after the introduction of nationa health
insurance in Taiwan prevail on Department of Health
(DOH) to consider implementing dental global budget
payment in order to contain dental expenditure via
peer discipline and self-control among dentists. It is
timely to evaluate whether dental global budget



payment system can be effective in achieving this
purpose.

In addition to this, several issues should be also
considered under global budget payment system.
Firstly, the rating score of global budget payment
system is usualy based on usua, customary, and
reasonable, UCR) rather than resource-based relative
value scale (RBRVS), which takes working time,
complexity, effort and skill into account. This may still
lead to unreasonable payment from the viewpoint of
RBRVS. It is worthwhile to make a comparison
between UCR and RBRVS under global budget
payment system. Previous studies showed that the
impact of dental global budget payment on different
subgroups  defined by basic  demographic
characteristics such as age sex, education and
occupation may be different. In order to avoid the
phenomenon that certain denta clinics still
monopolize resource it seems to set up celling
payment by different geographical areas and level of
dental care delivery. Whether global budget payment
system has influence on quality of dental care is also
worthy of being investigated.

The aims of this study are to

(1) compare quantity of dental service before and
after the introduction of global budget payment
system by level of medical delivery, geographical
area, a variety of characteristics of dentist and
dental clinics.

(2) Contrast the difference of rating score of dental
global budget payment system based on UCR and
RBRVS, respectively.

(3) Examine whether quality of dental service can be
enhanced under dental global budget payment
system from structure (number of dentists and
chair) and process (working time).

Results show the growth rate of dental services
compared with the preceding year after
introduction to global budget has been reduced by 9%
for dental clinics that account for 91% dental services.
As regards items of dental services, composite resin
filling ill show a growth rate by 5.2%. After
adjustment for case-mix, the overall reduction of
growth rate is estimated as 9%. However, the
expenditure of denatl services does not show a decline,
however. This may be attributed to an increase of
composite resin. The amount of dental payment for
each item based on RBRVS system is, on average,
higher than that based on UCR. The results on the
assessment of the global budget on quality aspect of
dental service show structural dimensions , including
dentists and dental chair is not affected by global
budget system. Nonetheless, process aspect of quality
expressed by actual working time has been curtailed
after global budget system. This is rather remarkable
for amalgam filling.

Results for this study can provide information
on the change of dental service and quality aspect after
the advent of global budget system.

Keywords: Nationa health insurance, Dental global
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