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The Famlly Health Care team is convxnced that the

.publlc—prlvate sector'can play a v1ta1 role 1n health serv1ces

'by sharlng 1ts manager1a1 talent 1n a doordlnated attack on ;1J
the problems confronting Korea. Thls should be done, not
because ‘of "gocial respons1b111ty"'alone, but because of the
‘conv1ctlon that lnvestments 1n health care are justlfled on-
.the bas15 of natlonal self-lnterest. USAID 1s urged to
maxlmlze its health care fundlng by 1n1t1ally supportlng an
organlzatlonal effort almed at prov1d1ng a focus and capabllity~'
for a natlonalhixrategy to 1mprove health care serv1ces.f The
-;Republlc of Korea stands at a moment 1n t1me when 1t!1s 1m- )
'peratlve to ratlonally organlze a health care dellvery system.
When that moment is se1 ed, Korea-w1ll reap the beneflts in
;the 1980s through the 1ncreased product1v1ty and well belng
of 1ts cltlzens. It 1s our hope that thls report w1ll
accelerate the avallablllty of better health care for more

. people”thlle at the same tlme contrlbutlng to the overall

teconomlc growth”of Korea.,,_gfﬂ7ﬂf]
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lfw‘The spec1f1c intent of the Famlly Health Care, Inc.

(FHC) contract w1th USAID/Seoul was to focas on the health
'dellvery systems in Korea, analyze these systems, and then
’rperform a desmgn and cost evaluation of two or three field
fexperiments. These exoerlments would be aimed at improving
'?the efflclency of selected systems to deliver health care
services to less advantaged urban and rural-based populations.
Too, the experiments would be designed in such a manner that
if'the tested ways improved the efficiency of delivering health
‘care services, the new approaches could be replicated else-
Where‘within Korea. "

| An FHC team consisting of Dr. Stanley Scheyer, Ronald
ﬁpsteinland Jeremiah Norris arranged to spend a total of 43/amﬂwuf
‘work days in Korea. They returned on May 28th and submitted
this report one week later. The team stands by its basic -
.lflndlngs and recommendatmons as presented herein without en-
‘1301ning the readers understandlng for the compressed passage
‘fof tlme and place.

Durlng the 1n-country v1sxts, the team met Wlth Korean

t"publlc and private;sector indlv1duals and 1nst1tutlons that

twere broadly repre entatlve ’f 1ts health care dellvery system,

*its economlc,‘agrlculturalf‘commerc1al and academlc communlty.



The interv1ew notes on these contacts can be found i“Section i

C, and a llSt of all 1ndiv1duals who contrlbuted to thewteam sﬁl
understandlng of the problem follows thls introductlon.ghg_

. As a result of the interv1ews in Seoul, the FHC team
selected several areas for field visits: the Seagrave Memorlal
Hospital and the Rural Health Institute at Okgu; Dr. John
Sibley and the Koje-do project; the Pusan Blue Cross; the
Chejo-do provincial hospital, health center;sub—hospital;.andeif
a regional National Agricultural Cooperative Federation faciliﬁm?‘
on the island. | B

Although the concentration of these interviews and field u
visits was primarily on the existing urban and rural healthb
delivery systems, the team also sought a determination on-
where to base other health delivery field test models. These ';"
possible model situations were measured against three'funda-
mental crlteria: |

.1, A Management Capability
2. A Financial Capability
3.' A Provider Capability

FHC's_experience in both rural and urban health care .
deliverj’SyStems has demonstrated this fact: if each of the;i;
‘above1COmponents is not manifestly ev1dent, then the system s
overall ablllty to deliver serv1ces mov1ng toward an optlmum'}

'level of quallty and cost effectlveness is serlously open to

questlon and should be held in doubt.

Follow1ng the fleld v151ts, addltlona_iﬁw“{:;f.;_5:1vja5&j



9conducted in Seoul and the team s findings &ere shared and ;
itested with key ind1v1duals in both the private and public |
Esector. The results of all interVLews and field ViSits' k
‘*ﬁwere then Weighed against the basic criteria to screen and
select present programs through which a first-stage de51gn
:plan could be recommended for field implementation. -Whlle
"lt was poss1ble ‘to 1dentify agencies which had in relative
: strempthh managerial, administrative, financlal and some
.prov1der capability, the FHC team is unable to recommend
7'specif1c projects. |
| USAID/Seoulshouhimake an investment which helps to create
a central focus leading toward a consolidated national health
| strategy. This 1nvestment is imperative now because incipient
'forces are rapidly emerging and evolv1ng at the macro and micro
»level in disparate parts of Korea's health care delivery system.
‘ These forces will gain a momentum and constituency in benevo-
flent 1solation each from the other until they collectively
r'burst upon the scene as a competitive and undisciplined drain
__on national resources. USAID/Seoul stands at a p01nt in time
vwhen its intervention With the Republic of Korea Government
,;can markedly 1nfluence the kind and cost of ‘health care
-;Korean 01tizens Wlll receive in the decades ahead if it can

.champion the concept of health as a national 1nvestment op- o

'fportunity A determinatiov as' tovwhere the Korean Government_

:,wants its health care sys_em,togbe, in toto, in the future



has to be’ made now whlle these forces can be. controlled--now i
when they can be glven dlrection and a351stance 1n concert
with a natlonal health care strategy. To- advise less would.‘
be to counsel program medlocrlty and d1v1s1veness. w1thout

a Korean national strategy, USAID/Seoul should remain dlstant
from assisting the emerging forces to move toward a costly end
To recommend support of specific projects in the absence.of
this strategy would contribute to further fragmentation.

The yield from investments in design studies will be much.
greater if those studies are part of a national focus and

set of priorities.

What is needed is the initiation of' a centralized, in-
stitutional arrangement whereby basic policy is formulated,
standards developed, training and education of leadership
provided, and cost analysis and evaluations of existing pro-
grams performed. While such an organizational capability is
being assembled and quality staff attracted to plan and to
execute a comprehensive health strategy, funding at modest
sums can be undertaken in projects which contribute to policy
refinements and direction.

The most cost effective use of any health funds by the o
ROKG and USAID/Seoul is to invest in a natlonal structure

through whlch change can be ratlonally extended to the whole

of‘the.soc1al body.
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:T3,from Sectlons B C, and the Appendlces of thls report., The*'ev

‘jjfprinCLpal flndlngs identlfled in the current Korean health

The‘predomlnant pattern for theFmanagement of
llness 1s nonphy51c1an.;;5;v; - ;

al' It is estlmattd that 70 percent of all
acute lllness v151ts are to pharmacrsts or drugglsts.

b.‘ Hernallqts, acupuncturlsts, shamanlsts, and

]jfﬁllmlted physicians provide a 51gn1f1cant amount of
;ﬂugthe treatment. .

A €. Use of paramedlcal personnel phy31c1an
. extenders in organized primary care settings is
©.illegal and minimally employed. Some exceptlons are
4~ the Koje-do project, Myon level health workers in
”':;famlly planning and 1B control..

e d. Nurses account for a. large number of v1srts
}1n the industrial health centers. SR ‘

.2;, The or ani.zed delivery of prlmary care servrces‘
physL01ans is minimally developed.,-;~ . ‘

““'as The predominani pattern of prlmary care. by
physmcmans is a solo, fee—for~serv1ce practice 1n
the,large cities. ‘ ‘ .

o *5. Little, if any,group practlce ex15ts.\f;,_ .

N c. Almost all prlvate and government hospltals
L employ full-time yphysicians. ' The: maJorlty of. thelr
. time is spent prov1dlng out-patlent or ambulatory

health services. N IR S

A=l



SRR ‘d. Increa51ngly, 1ndustry, universmties, and T
© * other institutions are prov1d1ng primary care serv1ces,
',“1nclud1ng physician services, to employees and 1n a.

few instances to famllles.‘

, e. Experlmental or demonstration projects :
focusing on nonhospital services utilizing phy51c1ans,
nurses, and paramedlcal personnel as operatlonal
teams are only beginning to evolve.

3. Available physicians are clustered 1n major
metropolitan areas.

a. Seoul and Pusan have about 46“percentiof3the;:
total. R B

b. The available physician services- tend to be
clustered around hospitals located in cities or
provincial centers.

4. Physician training continues to emphasmze a. hlgheJ
degree of specialization, therefore, the relatlve number;
of primary care physicians is small. '

a. Korean medical schools empha51ze spec1a]ty
tralnlng. :

b. Recent inter-university decisions and
"community medicine" projects indicate a growmng
awareness of primary care needs.

5. The expan51on of the health service dellvery
_capacrty in Korea is almost exclusively focused on:
r 1ncrea51ng hospital beds. :

a. This expansion is almost entlrely 1n the
prlvate sector. . R

. b. Facility capltallzatlon is derlved prlmarlly
from multlple external donors. SO e

(l) Japan is explorlng the constructlon of
a major medical center .in Seoul :and 12 small- o
81zed hospitals around the country. L

A (2) The Korean COmmunlty Medlclne -
‘°Corporatlon has raised $1.5 million in Europe
~and has a U. S. foundation commitment for an

undetermlned sum to construct hospltals.3i[zg



o :SA has1afplan (presently in abeyance)
Aito construct 144 Gun level hospltals.:y“-' Do

i w(4..,The Amerlcan Korea Foundatlon, and the _
~World: Counc11 .of Churches in Geneva, among: others,J
{have been ‘involved recently in capltal constructlon.

The Korean Government exerts little control
[over the expansion and distribution of these resources.
No overall strategy or allocation process affectlng
fthe prlvate sector exists.

'6. Available services vary considerably by income
group, source of employment, and by geographic access-
: ;b;llty. ‘

: a. Village and Myon - Serv1ces are by and 1arge
fhealth subcenters and occasionally an . agrlcultural
~’co-op (NACF) dlspensary. T ,

: b. Gun - Some solo prlvate phy5101ans are
~ava11able in addltlon to those in the Government
“health center.

c. Provincial Centers ~ In Government provincial
hospitals and a number of private hospltals, primary
care physicians are available both in out~pat1ent
‘departments and private practice. Specialists, except
for those employed in the provincial hospitals, are
affiliated with and cluster around private hospitals.

d. Seoul, Pusan - Each have major medical centers,
‘medical schools, specialists, and a large numbexr of
'eprlvate practitioners, 1nclud1ng

.(1)3 43% of all hOSpltalS‘
”(2) 46% of all physrc1ans

(3) 53% of all pharma01sts

e Medlcal fa0111t1es organlzed and prov1ded*by
_employers are available to employees in: a- numbergof

areas. These facilities appear to be 1ncrea31ng“1n

number as industry is decentrallzed. " (Examples - . #
Masan, Ulsan, Pong Myong Mlne, etc., See 1nterv1ews

in Section C.) , ’




~ £. A few projects - in the private sector are ‘.
attemptlng to extend serv1ces to the Myon level, "
principally, the low income population (Koje=do, Okgu,f
Seoul National University School of Public Health,
National Agricultural Cooperative Federatlon, etc )

B. cosT OF HEALTH SERVICES

1. The current cost of both phy31c1an and hOSpltal’
services in Korea severely llmlts access to most Koreans

a. The purchasing power of Koreans for equlvalentj
health service benefits varies considerably. EER AR

b. It was not possible to calculate cost- of
physician visits in systems using only M.D.s, nor
the average cost of a day in the hospital from
available data. However, FHC used gross estimates
for purposes of demonstration and these can be found
in Appendix A.

¢. The average per caplta expenditure for health
servrfes, private and public is W 5,344 ($13 50) per
year. , RS

d. Charges for prlvate pnys1c1an v1s1ts vary
conslderably. o

e, Cnarges in institutional settlngs for out-
patient visits are related to the cost of drugs
and, therefore, are based on the length of drug
troatment. . :

-£. Charxges in the hospitals, 1nclud1ng provxncxal,
are based on the problem, the procedure, the: duratlon
of bed use, and the medication. Lo :

g. Although good data is not avallable, the ,
physician cost per visit in situations where non—.“‘
physician personnel are utilized is lower. This. 1s.
_directly related, however, to the volume of service -
units oxr productlon in a particular system.: For ' =

%: A plopoaal for a Communlty Med1c1ne PrOgram, Dr.””'”‘
" . 'Hi-Sup, ‘p. 54, March, 1974, BRI o




lﬁfexample, if a phy51c1an is a full-tlme employee,‘

~-along with a nurse practitioner and a physician s

..extender, and together they see only 5,000 patlents i

..per year compared to a saturated patlent load =

. exceeding 5,000 visits per year, then the cost . M

- per visit w1ll be high. This appears to be the casevﬂ
in the underutlllzed prov1nc1al hospitals. : :

o h. A numbexr of prlvate health facilities which
. .generate sufficient funds to meet total operating
“expenses do not by and large serve low income
gﬂfamllles. '

i. All health schemes v131ted, both public and
f,prlvate, allocate no resources in budget projections
.. .for depreciation of medlcal equipment or physical
aofplant.

c. .-f'PERSONAL HEALTH FINANCING/INSURANCE

, vl.u The communlty insurance programs currently
‘evolv1ng ‘in Korea demonstrate a pattern in some: ways
.quite similar to the U. S. in the. 19305 from the view=
'p01nt of ‘risk distinction. o

y a. Most Korean Blue Cross programs tend to be
o dlrected toward a low lncome or: hlgh~rlsk populatlon.

. ;":b.' Enrollment is on anvlnd1v1dual basis, not
S group. - e -

. 2. Private sector employer/employee operated :
-programs are insurance schemes employlng approprlate
probablllty pr1n01ples. .

3. Employer-sponsored 1nsurance cooperatlves are uf
partmcularly evident among Japanese financial enter-
‘prises in Korea. Multi-employer cooperation is ,
partlcularly ev1dent among theqe enterprlses, i, e.,
Masan. ~ > L

'n4;. There are no prlvate,health lnsurance carrlers;h
c_in Ko:r;ea.v e T , SR

5. Health Insurancenlsuv1ewed negatlvely by Koreans,
'partlalLy due to their previous. experlence durlng the o
;Japanese occupatlon._;h B AN




6. A number of the health systems operated in the -
private sector which-target low income families are
depéndent on external subsidies other than those from
provincial or national sources. The income generated
from existing insurance programs (Koje-do, Okgu, Pusan
Blue Cross) represents only 10 percent of operating:
costs. The remaining revenues are from cash pay patients.

‘on a feerfor-service basis. '

7. Existing insurance schemes reimburse exclusively '

~ 8. -Although’the present insurance schemes include -
death insurance, no public or private carrier is available
~to. develop actuarially sound programs and 'deploy resexrves.
for capital investments in health systems. '

9. Existing community insurance schemes, and most
company sponsored schemes, are not economically viable
as they now operate. They are subsidized by the ROKG,
private companies and external sources. The Korean 0il
Company employer/employee-operated insurance program
operates in the black. But, these schemes showed in-
creased costs and operational deficits:

a. The annual amount of medical expenses per :
individual beneficiary of medical insurance increased
from W 1,489 in 1965 to W 5,352 in 1972 for employees
of the Honam Fertilizer Company and from W 589 to
‘W 3,356 for employees of the Pong Myong Mine.

'b. The medical insurance program of the Honam
‘Fertilizer Company showed a deficit of W 72,486 in
1969 and W 925,701 in 1972. Pong Myong Mine had a

deficit of ¥ 130,485 in 1968, and the Pusan Blue L
Cross had a deficit of W 444,000 in 1966, ¥ 216,411
in 1970, and ¥ 32,275 in 1971. o RS

. 10. ' Substantive interesi exists in developing separate
insurance - schemes and achieving national coordination.

11, Subsidies of W 150 monthly per household enrolled
Lh¢h_GoVernment—approved}insuranCe-sbhemeJis viewed as .. .
:xoublesome by cer;ain employers,qnd_as_inadeqqate{byzwpfg

sommunity groups.



'1.

| There exists no central pla nlng or:analytio S

health resource allocatlon process 1n the Korean B

Government.

-are

Ca. Investments by the publlc or prlvate sector~
not made within an overall health" development

strategy.

(1) 'Foreign.philanthropic agencies and

- foundaticns are planning investments said to be
. in the range of W 600 million for hospitals and

~health systems, particularly in rural areas.

For instance, Dr. Chung has raised $1.5 million
in Europe for hospital construction and the Pew
Foundation has made an undetermincd commitment
of funds to him for the same purpose.

(2) The Korean Green Cross Corporation has
been provided medical equipment from the Japanest
Government through the Overseas Technical
Cooperative Agoncy. In one month, March 1973,
this amounted to ¥ 9,548,377,

(3) In the new industrial areas, the Japane:

- Government, through the Overseas Technical

Cooperative Agency, has provided ¥ 65 million fo:
medical equipment and indicates it is considering
an -additional W 200 million expenditure.

b. The Ministry of Health and Social Affairs,

~with few exceptions, contracts and regulates only foa
- services and programs directly provided in their
budget. ‘ _ ,

waf"c° .Several other government mlnlstrles 1mpact or
‘the.

allocatlon of the health Won.

(1) The Mlnlstry of Finance provides

:eorporate tax credits for industrial health care
_cxpendltures in clinics and dispensaries, and for

insurance plans °ponsored by the private cector.f

(2) The drive for industrial health serv1cesf

-comes from the Office of Labor Affairs in the

Ministry of Health. Although the Ministry must“ :
legally approve industrial health act1v1t1es, BT
the Masan Center, constructed by the Mlnlstry



ﬂwﬁof Commerce and. the Japanese Government, serves . -
~.25,000 workers on an ‘annual budget of } 85 mllllonl
“The center reports to, and is supervised by, the
~'Office of Labor Affairs. The Ministry of =
. Commerce is recommending 1eglslatlon to authorize K
¥ 85 million for a similar center in Iriev. .’ The
Japanese Government has stated its intention to
- provide funds for medical equipment in the R
facility. o

(3) The National Agricultural Cooperatlve.]
Federation operates 166 clinics with 138 full~"
time physicians, 28 part-time physicians, and "~ |
166 nurses provided by the Ministry of Health.
The Federation reports to the Ministry of '
Agriculture.

(4) The Ministry of Finance provides
corporate tax credits for industrial health care
expendltures in clinics and dispensaries, and
for insurance plans sponsored by the private
sector.

2. There is no coordination among multi-national
investors, nor is there a method to achieve pooled
philanthropy. There is not, at the Economic Planning
Board level, a capability which looks at the yreld from ‘
health care investments, the subsequent costs in failing -
to address health care problems, or the national health
costs in economic investments which create health
hazards.

3. There are no ongoing institutionalized methods
for bringing together government and . prlvate sector
health interests around common issues.

Lo 4; There is no mechanism to determine the national
;allocatlon of health manpower and facility resources,.
"nor to determine, at the local level, the approprlate
?and most cost effective resources avallable.

‘ 5. The current expan51on of the health service
,dellvery capacity in Korea is almost entlrely ln the
':prlvate sector. . . L

bl’ . 6. Much of the recent facility capltallzatlon and &
.investmants in medical equipment have been: derlved*fro
,.e“ternal donors, 1nclud1ng loans and grants.
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7. The purchasing power for medical and health'
“service benefits vary considerably. The farmers, for
‘example, are not able to "purchase" the same package as
-employees .of industrial firms without a SLgnlflcant
‘differentlal in subsidy. :

8. Per capita subsidies by the Government for
service benefits are extremely limited. The subsidies
provided represent a small percent of actual medical
care;costs to individuals and plans.

, 9, Insurance schemes (industrial, public and/or
Blue Cross) are not establishing capital reserves.

.;f 10. The ROKG is resistant to 1ncrea51ng dlrect
personal health serxrvice costs.

‘ 11. "Workmen's Compensation and Civil: Service plans
are responsible for high ROKG income. revenues, but .
relatively little is paid out in relation to- industrially-
induced and work-related health problems.
E. CONCLUSIONS

The foreg01ng list is presented not as an 1ndlctment,
tbut as the result of an examlnatlon of the current health care
vsystem in. Korea. It is suggested though, that thxs llSt
‘underllnes the often confllctlng and benevolent forces at
twork tnat are stlmulatlng the embyronlc health carc system
‘ln Korea toward fragmentatlon and untoward costs. Whlle -
'Korea 8 next flve—yeax plan 1ncludes socmal objectlves, 1t

;is undenlable that natlonal prlOrltleS favor 1ndustr1al

development.; In the dec1510nal struggle over probable -

'investments, health serv;ces w1ll lose unless an approprlate,;y

sen81ble”developmental strategy, whlch i :con51stent w1th

‘other economlc growth objectlves, 1s demonstrated.;,f‘;ﬁ}flfiﬁf
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This examlnatlon of'th _current Korean health carewh
}scene~moves the observer to a naggln n?“o,__ Sy

ithere are presently forces at Wirk‘which are not.atwall

,d1851m11ar from that found 1n the mld-l9305 1n thf‘Unlted

V,States by the Committee on Medlcal Care. The findljgs;of s

the Commlttee remind one today that Korea w1ll ultlmately £

unfold a health dellvery system qulte comparable to what isﬁi

found in the U. S. at thls tlme. The U. S. costs have beenﬁi
staggerlng ‘and we are only now engaged in a national debatef;
on how to restrain them. The comparatlve per caplta h}

expendltures on health care in the U. s. for the years 1935}*

'and 1973 are llsted below-2

'Per Capita - Private Public © %of GNP;§
1935 $ 22.04 $17.84 $ 4.20 4.1

1973 '$441518 $265.05 $176 13 ‘_7 7_

Several concluszons follow from an examlnatlon of the
current system in. Korea and.- what 1t will brlng w1thout .
approprlate ROKG 1nterventlon. S ":_< y

‘f'", 1. While the immediate .expansion- of the health '
. .service delivery capaclty in Korea will be in'the: prlva

ll1sector, pressures w111 bulld up for natlonal f1nanc1ng
‘:‘?and support. ‘ :

. 2. The disparity in- accesslblllty, avallablllty, and
T quallty between urban and rural Korea w1ll 1ncrease.;y"v

ce 3. ‘Per capita sub51d1es by the Government for beneflts
oowille 'be directed toward the indigent. : Polarization of -

- health care’ capabllltles--lncludlng the amenities in
7“health care dellvery-~w1ll dlffer by economxc class. ’

2 Barbara S. Cooper, et al., Natlonal Health Dxpendltures
1929 73, 8001al Securlty Bulletmn, vol 37, no. 2, Fey”




;ﬁﬁjp4fﬁﬂThe”attempt_to~redreSS5inéquitiés will most

'1ikely be through capital construction and facilities
‘The ‘potential for failure in this course of action is
‘high. = : ‘ R -

.. 7.5, The number of physicians will increase, and
licensing structures and other .controls will diminish
mass accessibility to nonphysician providers of
‘services--pharmacists, et. al.--and thus, produce
‘shortages among physicians. ‘

6. The movement toward specialization will grow.

_ 7. Industry and others will be relieved of their
responsibilities to provide on~site services and shift
to purchasing insurance.

8. Insurance schemes will inflate costs. While the
particular charge for each service may be controlled,
the amount of services provided will increase.

('A9.’>Ihsurance companies will further inflate costs
by offering competing higher-level benefit programs.
» §10}:‘Employers'wii1 tend to seek employees from among
the -young, healthy, and unmarried to reduce fringe
benefit costs. "

© 11. There will be a growing tendency toward '
- ‘professionals grouping among themselves. The professional
. association will become a more powerful political force.

: 12. While experimentation does take place, which
‘includes incorporating greater use of paramedics, improved
reporting systems, prepaid capitation payment, and the
like, these will be frowned upon by the dominant system.

: '13. No national strategy would have been evolved
which effected change at the delivery level. -

)f,;f $he}time fréméfipgKbrea[fdgﬁfhé o§pqr§upityftb}engggef,

n strategies leading to basic change within a framework of & -
1ocepted national economic and social values will oecur during

S e

rs. Efforts to create the strategic tools;
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be-maae now;' Unless thlS lS done, the subsequent tasks to

be undertaken ten years hence will be most dlfflcult and

costly.f._



ﬂﬂfstrategy can begln the process of harnessrng the dlvorgent
fi:forces presently functlonlng in Korea s health care dellvery

“S]system toward a common objectlve.f5‘

A FiNANcING o

o There is a need to employ health care flnan01ng as
sa tool to encourage approprlate use of resources. Health
1nsurance is a mlsnomer. As developed in the West, they‘

are' srcknessvlnsurances". They are schemes which pool

"-monles to help pay the costs of. 1llness. Such insurance

"lschemes pay out more the moxre hOSpltalS and other health
*resources are used. Unllke Western 1nsurance schemes, some
Korean plans include 1ncent1ve°payments for out-of-hospital
'5b1rths.j But, this is the exceptlon, and like Western
'?fprograms, there are no 1ncent1ves to the hospltals, staff,
fand communltles to reduce demand or use.
v | Korea 1s developlng communlty 1nsurarce schemes and
dlnsurance programs by 1ndustry. The 1dea of hav1ng many

;gln ’rance schemes 1n an area 1s Justlfled on the ba51s of

fﬂcompetltion.. However, rewards for eff1c1ent operatlon of

e i i 1 ’
'\;these 1nsurance schemes are mlnlmal compared to the rewards*'

.{._

Ly llbad » _rlSkS P Forexample ’
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fpopulatlonfon a one-by—one ba51s.: ThlS 1s bounddto have

'ﬁserlous_problems the moment enrollment reaches a level that_

;prov1ders take the program serlously. The early U. S.¢
fhlstory of Blue Cross 1s analogous to what 1s 901ng on 1
Korea w1th a major dlfference.» U.kS. Blue Cross programs

R

smgned up" all hospltals 1n an area,i Whereas, Wlth the“

exceptlon of Seoul the Korean plans are centered around

s;nglevhospltals., Because of smmllar early rlsk-tak :

U.'S ;Blue Cross prOgrams of the "bad" rlsks, they had t

be‘rescued by bu51ncss and the 1nsurancc lndustry;;hroughh
the group enrollment of masses of wor}ers and the 1nfusmon ”*7-
iof expert admlnlstratlon._ If multlple-competlng 1ndustry7

and Blue Cross developments occur 1n Korea;“

1ntervent10n WIll7beﬁrequired,_f RN

THD%USE”OF THE PRIMARY CARE APPROACH

fPrlmary'c‘re, paramcdlcal tralnlng, physmcla

,extenders, etc., are the buaz words for the current funding



*i}inwegrated, and monltored,”thd?éﬁﬁ@?ﬁar”ﬁ essex skilled can

e par cof a: sxstem of serv1ces and expand the'ratio»of

tien! slto provmders, thereby reduclng the per unit costs.
j;Essentlally, thlS is dependent on-a hlgh volume, saturated
ffisystem.« The llmlts of such expansmon are unknown. In Korea,e
ylone industrlal employer is prov1d1ng over 20 000 serv1ces to
;dremployees through a team of one phys;c1an and elght nurses. |
‘r(Obviously, many of these serv1ces are related to non-
f{lndustrlal encounters ) | . | |

ihere are presently three major grouplngs of Korean

Alprofe551onals who routlnely prov1de and offer prlmary medlcal

i

rfcare on patlent demand

7l:g}Phy51c1ans and Persons Dlrectly Controlled by
‘;nPhy51c1ans»‘ , .

Industrlal dl pensary o

'ffb.” Hospltal OPD
Nurses and practlcal nurses

ffPharmac1sts and Drugglsts

Herballsts and Acupuncturlst

‘careneeds of ‘the population. It has been suggested that .. -
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| properly organized prlmary care can meetvabout 9O percent3 of}

all Western-demanded health servrce v1s;ts; }Because»of.a ;?

probable dlfferlng level of expectatlon, a hlgher percentage;:

may be met by an organlzed primary care system in Korea.¥ﬁ1?*3

The problem of maximum employment of all. health
personnel into working arrangements for primary care 1s | |
extremely complex and delicate. The ability to resolve thlS‘}
question, and to at least begin the transition of some.of-ud‘i
these health staff into an effective primary care system,
will ultlmately determine future major resource allocatlonsblf
in Korea. ‘

Which of the three groups has the dominant position
in the health care hierarchy? The pharmacist/druggist is
invariably the first line of health care utilization lny |
Korea: it has been estimated that Korea will have a surpluSﬁﬁ
of'oyer.6,000 pharmacists during the 1980s. |

While it is true that there is a concern about an -
overuse of drugs as a result of a pattern of usrng the |
pharmacy for prlmary care, the key problem may be to deflne

roles and develop a reportlng system. Too, a way must be

found to compensate the pharmac1st when he refers on or

1This emerged from dlscuss1ons w1th GroupﬁPract1ce'Adm1n<
lstrators, June 1974



»not recorded.’n?"“‘ | .
b Acupuncturlsts and herballsts’ln a Korean prlmary
care system present thelr own pet of problems whlch were
not addressed by the consultant team.: T_ o -
The lssue 1n prlmary care of deployment of personnel,
exp101tatlon of current levels of knowledge, approprlate
upgradlng of SklllS, wise use of personnel at thelr levels
of skllls, cosLs of serv1ces,:eLc., are crltlcal, major
economlc 1ssues fac1ng Korean health planners. Increasing
the supply of phy51c1ans by barring them from emlgratlng may
appear in the short run to offer a solutlon.} However, it
will undouhtedly'do'nothingfin itself to solve Korea's
health problcm, on the contrary, it will over the long run
anrease the costs. If the hlghest prlced personnel and
ohy31c1ans are not fully occupled, they will tend to under~
take less skilled rolos and 1ncrease costs. Prlmary care
resources rest not in thelr numbers, buL in thelr organlzatlon

and approprlate use.,'“

| THE USE OF OmNERSHIP
wnership and the re “le551on constltute

a major force 1n‘product1v1ty, 1nvestment, and demand.:,a_:,

-r,strategy wh1ch;emphas1zes, 1n the health'sector, a set of
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competlng ownershlps to share 1n the eff;crencles"
,other 1s not now present 1n Korea.

'~1n demand on phy51c1ans who are pald retalners lncreases the

1ncome per unlt to phys;clans. If such "savmngs" ar\‘shared
w1th a larger communlty of patlents, they then can be _ :
relnvested to yield Stlll greater returns for all parties.ifv
The concept Just descrlbed is applicable to prepayment.lrﬁ-“
Under approprlate controls it is. appllcable to feeéfor-
service alSO; Certain changes in the system of return for'
ownership are critical. Currently, the provider earns more
money the more people he sees. The trick is to have hlm
manage his practice in such a way that whlle his 1ncome may
increase, his charge per unit of service may be less because?é
he -employs and charges for nurses, famlly plannlng workers,
et. al., as part of a system of services. That is, w1th the‘h
proper protocols, these staff can be employed to treat
patients, i. e., blood tests, patlent hlstorles, etc., leav1nq'
the phy5101an to maximize his time and his medlcal skills at’ |
thevapproprlate level, Another example: the~hosp1tal
aohleves proflts the hlgher the utlllzatlon of bed capac1ty

l The same goal is de51red, but bed capacmty must be drawn

from a 1arger populatlon base S0 per person costs can bﬁb

-freduced for Lhe total populatlon.

.x'
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fthat communlty shouldfthen enjoysa return for further 1nvest—

'ments 1n health.;~#":/'L

;f The opportunltles are qulte 11m1tless, even through

insnrance. No one can v151t Korea w1thout belng 1mpressed
w;th the energy of 1ts people.t As communltles become aware
of the cost concerns and how thelr fallure to. engage in
preventlon 1ncreases;cost, there 1s reason to hope for change
in bohav1or.g The problem of ach1ev1ng communlty 1nvolvement,
3eer leadershlp, and the llke, 1n an: atmosphere whlch
*ontrlbutes to good health isno- small undertaklng.,- It
nust be lln]cd to economlc returns.q

| In the Unlted States thexe’ 1s‘a trend toward
,‘communmty ownershlp of health systems rather than provider
Nownershlp. Thls is partlcularly ev1dent in the ‘National
F‘Hcalth SerV1ce Corps program in whlch young M.D.s serve in
critical health manpower areas. It is the responsibility

of the communltv to establl sh the health care. system, the

Government only provmdes the M D. and it is then relmbursed

‘reasonable costs for hlS serv1ces.

545
. A

DEMAND PATTERNS
;;Demand 1s not only a functlon of a patlent s

zgperceived need but often, partlcularly among Western-or*entedhhf

T



practltloners, a matter determlned by the prov1der. Of

f'course,-stlmulate"<emand lS qulte Justifled, but when 1t

>‘results*1n an’ unnecessaryvhospltal stay, or drug prescrlblng
;?the addltlonal costs are multlple. ‘Demand must contlnuously
"be v1ewed as being worthwhlle only if it reduces more costly
"demand. For 1nstance, 1t is more cost effectlve ‘to create

a demand for polio lmmunlzatlon than to train and allocate[
M.D.s and therapists to treat polio patients in hospitalfvf
based facilities. Demand can become quite economicaliy and
appropriately expressed within a properly employed insurance

scheme, a primary team, and back-up hospital resources.

E. RESOURCE ALLOCATION
Resource allocation is the end result of projected
needs. To the extent these decisions can be made within'the
system itself at and by the lowest level of delivery, larger
cost decisions will be that much more certain. When thev'
primarchare team and community determine that parasitic
1nfestatlon control can be achieved, a subsequent resource k

allooatlon for hOSpltal beds has bccome 1nfluenced.
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T11,  FAMILY HEALTH CARE RECOMMENDATIONS ‘TO USALD' -

© ' GENERAL RECOMMENDATIONS

gﬁgmily Healtﬁ.éére recoﬁmends thathSAID éugéeé£~£b3tﬁe'
vijkébﬁﬁiic of Korea Government a three étégé«healﬁﬁlse£Viée”
 devé1opment process. The tﬁreg stages aré gfaphiéaily
 illustrated in Chart 1 of the fq;;0wihg~page."

The key recommendations are summarized in three stages:

'Staqe 1

1. Initiate and develop a new.nonprofit'institution—-
the Korean Health Development Corporation (KHDC) .

2. Simultaneously initiate two or three demonstration
efforts which address long-range health sexrvice
development and financing igsues.

3. Andlyze several existing Korean delivery systems.

4. Study health delivery systemskand financing mechanisms
" in a number of industrialized countries, e.g.,
England, Norway, Sweden, U. S., Japan, etc.

5. Consider (by ROKG) placing a "hold" on large scale
resource allocations for the development of health
service capacity, especially hospital beds and
insurance programs.

a. By the Ministry of Health '
' b. By the Ministry of Commérce
. e. By thé-Ministxy»bfuﬁomé Affairs
" 6. Hstablish a policy which welcomes external gifts and.
.~ - loans, bhut encourages theirgqbd:dipapiOnﬂth;ough“thé’
. new corporation. L A R e B T e
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T+ :With the. as51stance of. the Economlc Plannlng Board,
;begln the process of centrallzed plannlng act1v1t1es

ngnalyze the health dellvery demonstratlon progects'
o ‘inltlated 1n Stage . _

"'”u2fifExam1ne results and recommendatlons of Natlonal :
- - Health Servzces study. (No. 4 above)

| 3. Develop pollcy and strategy for Natlonal Health~
- Services in Korea. .

'h 4. Announce at presidential level a natlonal health
policy. 4

5. Coordinate avallable cawital from multiple sources
through the Economic Plannlng ‘Board.
Stage 3 | ‘ : ' .

1. Delegate authorlty to the Corporatlon for the
administration of health serv1ce capacity development

2, Establlsh national insurance carriers.

3. Malntaln an 1ndependent health service analytical
» capablllty.

The development of a full and effectlve capability in
' KHDC to perform the above outllned functlons w1ll requlre
tlme. FHC suggests, therefore, 1mmed1ate fundlng to the
Korea Development Instltute to commence the development of .
thls capacmty w1th1n KHDC and to prov1de leadershlp in

~undertak1ng certaln tasks now.,'

'fﬁ}PHC has been assured that KDI con51ders thlS an j}'ﬂ‘

approprlate undertaklng and 1s w1111ng to take on zné,:“,y;
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respon51b111ty for the Corporatlon s development When”the( -

questlon ls presented to them through ROKG.H (See 1nterv1ewu
'notes, May 23, Sectlon C.) KDI's sponsorshlp would be T
temporary.r However, a long term contractual relatlonshln
should be created between KDI and KHDC. A. formal assoc;atlo
vof thls nature would prov1de an on901ng analytlcal capablllty
to the health Corporation. ) |

In addition to the 1nst1tut10nal link w1th KDI FHC
recommends a relatlonshlp be formally establlshed w1th the;
Ministry of Health and Social Affairs. ‘This Mlnlstry can
offer assistance to the new Corporation, e. g., the work of
its statistical reporting section (see Chart l for"”
recommended relationships) In light of MHSA's pastv
1nvolvement and capability, FHC has weighed whether MHSA
should be recommended as either the agency or sponsor of
.;KHDC.‘ ThlS was rejected because many of the 1ssues to be

gaddressed (some of whlch now involve MHSA) requlre a neutra]

‘<sett1ng for con51deratlon and resolutlon. In the long run;ﬁ

although from tlme to time dlfferences may ex1st between

the new Corporatlon and MHSA, the MHSA respons;blllty Lo ‘Qf




»?as thls organlzatlon is engagedvalmost exclusively 1n blo-,iw:‘”

!medicalfresearch; tralnlng, and irug.control,iyl

Efurther thought to NIH as the sponsor was 1nappropr1ate.h5_fl§jf

mInaaddltlon, a formal 11nkage 1s recommended between the
new:Corporatlon and the Economlc Plannlng Board. Representatlonk
hfrom EPB to the new Corporatlon would assure con51deratlon
vw1th1n the framework of natlonal pollcy whlch would redound
1to EPB 1n future deflnltlon of legltlmate natlonal resource
hallocatlons for health care serv1ces. | |
FHC recommends that the Corporatlon vlew 1ts own long-
fterm economlc self-suff1c1ency as partlally dependent upon
;developlng staff capabllltles which w1ll be contracted for
_to prov1de technlcal a551stance at all levels of health
”care dellvery, flnan01ng, and marketlng in Korea.
.'\; It lS absolutely essentlal that the Corporation establish
'from the outset that, although 1t lS nonproflt, it is going
:to run ltself 1n a bu51ness-llke fashlon.; When technical
serv1ces are prov1ded by KHDC staff they should be bllled.
After the flrst 51x months, the Corporatlon should
:develop lts own long-term plan of actlon. lee any new
organlzatlon, 1t w1ll face a serles of 1mmed1ate pollcy
:dec1s1ons. These deal w1th matters of publlc relatlons,

informatlon, standardlzed data collectlon, constructlon of

:publlc and prlvate ‘ac111t1es, etc. The sponsorshlp by

;KDI w111 assmst‘the Corporation 1n av01d1ng mlstakes and



FHC recommends “that: 1n1t1ally a strong admlnlstratlve unlt

out of KDI,vandiout51de re51dent consultants;fbe:organlzed for
day-to-day admlnlstratlve dec151ons untll the partles de01de
1t is no longer requlred., |

The approach of KDI in relatlng to an Amerlcan or other
foreign 1nst1tutlon has equal ‘merit for KHDC. Probably
what makes the most sense is for two relationships to be
developed: one at the macro level (like Harvard) and
another at the micro level (perhaps Seoul National
University School of Public Health, Pusan University Medical
School, or a consultant firm).

To develop the competencies and assist in reaching the.
larger goal of a better health delivery operation, the
Corporation must itself contract for certain studies or
renorts.

However, FHC does not recommend KHDC flnan01ng total
health dellvery systems, nor in the immediate future under-:
wrltlng develorment, but rather contracting for short~term h
progects which are relatively ea81ly executed It 1s
recommended that these contracts be let as soon as poss1ble;
| because ‘such action will force . a crystalllzatlon of roles u

~,

and respon81blllt1es for the LHDC

The precmse long range role of KHDC Wlll be*deelded

and spec1f1ed by the ROhG 1n Stage 3 of the suggested

'developmental process (see Chart l) The keyﬁlssue,to be‘



i
V.Qdecided?by the ROKG 1s the degree of control and regulatlon
_Sthat 1t will glve to KHDC over the allocatlon of both publlc .

’and prlvate capltal resources for health serv1ce development.*l

SPECIFIC RECOMMENDATIONS

| srAGE U

Recommendations

IA‘i Recommendation #l.

FHC recommends the establishment of an independent -
nonprofit organization, the Korean Health Development
Corporation. This Corporation would operate at a
‘national level to provide to the country a central
capability for technical assistance, funding, resource
allocation, and directions for the developmernt of the
health service delivery capacity.

'fHC'recommends'that USAID and ROKG finance the
oroaniZing of the Corporation under the sponsorship of
'KDI at a fundlng level not to exceed that already

contemplated 1n spec1flc health ‘care pro;ects in' FY '75

Sponsorshlp of KHDC by the Korea Development
fInstltute w1ll aesure from the start that the Corporatlon
,w1ll have avallable to 1t KDI 'S organlzatlon, hlstory,

?experlcnce, and 1nstitutlonal Sklll.« Although KHDC s‘

;m1551on 1s more varled than KDI, 1nvolv1ng program plans,{

1



jflevel—-and brldglng that knowledge@to;the mac)ojscene :

1n an organlzed way w1th_priorlt1es and plannlng skllls~ :
is the s1gn1flcant contrlbutlon sought from KDI'

leadershlp._

KHDC should have a pollcyfboard drawn from‘a full
spectrum of the prlvate and publlc sector who would
vrecognlze ln KHDC a vehlcle for:resolutlon of dlfferences:
There are organlzatlonal strcngths in Korea that can be |
drawn from 1ndustry, the universities, trade a55001atlonsp
etc., as ‘well as from the health fleld and these should
each flnd thelr place on the Corporation's board. Promnrv
dlscu551ons w1th leaders in thc public and prlvate
sector, F C 1s conv1nced this leadershlp understands the

3

need to crcate a new organlzatlonal focus on natlonal
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’pThe tasks to be 1

“arrled ut'by KHDC Are as follOWS‘

1,;Prov1de long range leadershlp, pollcy, and
~..~direction to the development of the Korean
health dellvery capablllty by addre551ng

favallablllty of primary care servmce .
:gto all Koreans. '

%f]approprlate number and dlstrlbutlon b
b ,of hospital beds. :

coordlnatlon for the ROKG of multlple
- public and private health serv1ce :
delivery resources for optlmum
efficiency and utlllzatlon. ,

}2L¢lDirect coordination of ROKG's ‘public aﬁd°f
©..¢ private capital 1nvestment 1nto health E
... .service development.~

3. Coordinate manpower avallablllty in ot
. appropriate ratios to meet the dellvery L
‘ requlrements. s : : o

4, In each five year. plan, prepare the ROKGﬁQ
" (EPB) for the incremental development of:
This: .

- the Korean health delivery. system;ﬁ
R plan must 1ncorporate- L

folra;- role and act1v1t1es of the Mlnlstry‘
'~ of Health Aot -

i?ffﬁﬁl_fhealth aspects of all ﬁ‘“ﬂ "mlnlstrles

‘”:dithe prlvate sector 1nvestments

“’fmanpower prlorltles and tralnlng needs

js;ffMalntaln a close relatlonshlp_w1th Korea
i, Development Institute, Ministry of Health,
and other Korean institutions, such as Seou.
- National University School of Public Health
etc., to carry out continuous monitoring,
research, and evaluation of all the health
-service operations in Korea. Careful
attention should be placed on the serv1ce N
s output of individual systems. ‘
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'6;,,Prov1de technlcal a551stance and trainlng to
. :local health dellvery system sponsors ln",
‘ffé' ’admlnlstratlve procedures and protocols:
b,immedlcal record keeplng o ‘_ |
c. budgetlng and financial management‘

d. manpower organlzatlon, structure, and,"\
optimum utilization -

e. facility finance and development

f. information systems, data collectlon,
Processing analysis, and reporting.,

7. Maintain close working relatlonshlp w1th
developlng insurance carriers. Assure
payment mechanism which, whether through’
prospective payment for services or through
retrospective reimbursement, pay for the

 most effective and efficient delivery modes. -

fBﬁs Recommendation #2

PHC recommends that the Republlc of Korean o

rGovernment under KDI's SPOnsorshlp 1n1t1ate, as soon aS?:;

;poss1ble, 1n Stage 1 two to three pllOt health dellvery)fl

fdemonstratlon progects. If the KHDC was fully developed

‘of the new Corporatlon. PHC feels, however, that tlme .

?the ROKG‘ln the Stage 3 development of a Natl nal

;Health ﬂellvery Strategy..




.FHCybelleves that”KDIkcould, w1th ass1stance, develop

fpthese pllot demonstratlon efforts. The 1deas suggested

1fabove would requlre,bprlor to KDI's support, a. complete
ﬁﬁand thorough programmlng effort. Techn1ca1 assmstance
'iresources to KDI, over and above the dlrect costs of
,the pro;ects, would be essentlal. The essentlal '
vanalytlcal aSpects of the demonstratlon proaects, once
nltiated, w111 be dlscussed under Recommendatlon #3.
.FHC recommends that the following prlnclples ‘be applled
S in the 1n1t1atlon of the pllot efforts::
| 1. Elther new or’ ex1st1ng Korean 1nst1tutlons
: assume responSLblllty for the delivery -
._of serv1ces to defined populatlons.,
ﬂ)'é;v Community ownership and accountablllty
-+ .be tested for the development and operatlon
of health sexrvices. :
4153.] Personal health flnanclng be . applled to a
-+ . minimum level of service benefits available
- to the entire: communlty and not. be geared
toward one economlc group.. Q
f:d:' The dellvery system employed be . able to
~ ' isolate and document key components .
.. resulting in improved serv1ce productlon
-j"and quallty. - : ‘ :

Employlng these prlnc1ples, FHC recommends that the

l

nitial demonstratlon under KDI s 1eadersh1p place a

';Vprl r1ty on-"

'¢3The successful employment and documentatlon
- ‘of nonphy51c1an or’ paramedlcal personnel to
-+ - expand service- capac1ty to a deflned L
. population. e S
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2. ' A pilot-effort wh;ch places responsibllity
. for the: operatlon of health- services on a
. communlty accountable board. ‘ .

3. 'The 1n1t1atlon of a prepaid health insurance
plan where services are not paid for on .
relmbursement or a fee-for-service basis.

4. The geographlc decentralization of free
standing primary health services around
a central hospital or secondary facility.

5. The integration of ex1st1ng government run
"public" health services, 1nclud1ng famlly
planning, TB control, and MCH into a
locally sponsored and operated health
sexrvice effort.

6. The successful integration of ex1st1ng
primary care resources into an organized
system, including pharmacist, acupuncturlst,
physician, and paramedical personnel.

7. The operation of a local health serv1ce

program on the ba51s of a communlty-rated "
insurance or prepayment scheme. : E

- C. kRecommendation<#3

USAID should fund, under KDI' s sponsorshlp, a number'
of studles utlllzlng avallable Korean resources.

| l.  Stud1es of Natlonal Health Serv1ce systems
in a number of countrles 1nclud1ng

- a. Norway, Denmark,_Sweden, Flnland

a'h{.iJapan :

41“;:England

ffd{f?Yugoslav1a

;:é;}mCanada'or the Unlted States
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. The analysis should focus on the
. ways these countries. allocate resources
-in meeting the population's health
-~ service needs. From this should be
gleaned KDI's Stage 2 recommendations
to the ROKG on a National Health Service
development strategy for Korea (see Chart

1l).

2, KDI must document, over the next few years,

' the progress and results of projects initiated
in Recommendation #2. This will require the
development of a conceptual framework and
research methodology by which service
production or "output" can be measured and
compared. In Sections B and D of the report,
FHC conceptually outlined one way of beginning

- to examine health delivery systems within the
framework of an overall pluralistic system.

'3, FHC recommends, under KDI's sponsorship, a
"+ 'series of seminars and conferences which again
~ focus on key questions and issues which must
be addressed by the ROKG in the near future,
‘To;iilusffaté the requisite analytical requirements,
a rangeibffproblems1and5quéstibhs which must be
'h&d:ééséd~a:eylisted'below. They are not presented in
any Ordef‘of time; imporﬁance, or -priority. But, they
do teprésentva list of«prébléms which FHC has raised in
}i£3]6Wh;iptérnal discussions. |
-4f{ﬁ1§ffwhat population size is optimum in support
... of the least expensive, most efficient
~primary care team? A

2. What is the effective mix of primary care
7. team members? - s e T

‘”;ﬁbw;cahf"paymenﬁu 5efmaaéjﬁcqfﬁéjpna:m;egsﬁ,

“°>?,?whénﬁhed°esﬁn9tiprgﬁcribe;drugs?f?‘-

- How can a reporting system be employed
- which 'involves druggists’, et. al.? .




5.

6.

10.
11.

12,

13.

‘14,

.15,

How can an actuarlally sound premlum
charge for death benefits be. established

for industries and cooperatlves when

enrollment in them will be incremental? {
Should different government subsidies be~
based on rural/urban average income,’
etc.? :

Should KHDC develop national health
goals? (e.g., immunization, TB control,
or should KHDC foster local health goals,
or a combination?)

How can the new community movement (Saemael).
incorporate at a community level national
goals (e.g., 100% of children immunized)?
How can it be involved in raising the
performance and acceptance level of local
health facilities?

Although exact precision cannot be achieved
in cost benefit analysis, how does KHDC
economically achieve an inventory of
current health problems to create invest-
ment priorities?

Why can't subcenter monies be turned over
to a community which demonstrates an
ablllty to organize itself?

What is the most effective method to
prov1de education to current health
administrators? To keep them informed?

How can KHDC identify worldwide on-site .

’tralnlng locations for Korean admlnlstrators,-

and identify administrators who quallfy

, for such training?

'How does a natlonal minimum level of

beneflts become establlshed?

What Government health care fac111t1es

‘might be turned over to prlvate enterprlse

efforts’ To cooperatlves? ..~1..V

fCan the Mothers .Club be employed 1n a.
xq_g:natlonal strategy for 1mprov1ng;health?%
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*Does. the WHO program of multiple functions
" for the health care team have wide - ;

- applicability?

17, ”
- cities? - -

18. onetary.
. -get circulated?

19.

20.
21.

22,

23,f

24..

25.

- employer participation?

Can KHDC create regional KHDC's in major

How1d0Qmonetary;repo;ts on funded*prQJects

‘Who ﬁhdertakééJétrategiés,to bring large

employers together a la Japanese?.

What kind of major economic representation
is required for KHDC to assure maximum

Why shouldn't integration of family
planning and other staff be attempted
nationaily rather than in pilot projects?

Can,NACF mount education campaigns directed

to community ‘organizations?

‘Does KHDC look at minimum hospital needs?
‘How does knowledge of subcenters and other
~ developments leading to lesser hospital
use get introduced into decisional process?
‘Doesn't KHDC have to establish a major

library from international sources?

‘'Has the MHSA's reporting section the

capability to help develop a reporting

- system? Or Seoul National University?

-How do dependents of military receive

health care? How do they become integrated

~ in community systems?

‘How does an urban_and rural insurance
-+ thrust buy into each other for services?
~ What is the mechanism for translating
. community concerns to national’ levels?-

;chérnmentvana‘befagfupgtiggﬂofgggvernménte;
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29. » What does a pooling of international

’ philanthropy with national goals and-
priorities do to these money sources?
Can't such capital be actually increased
by focus of national attention on such
a contribution?

30. How can "identification" and "public
relations benefits" be maintained for
international contributions, €.g.,
Germany, Japan, etc.,?’

3l. How can a freeze on cupital construction
be realized? Cannot a formula be
established directing capital funding
to underserved areas? 1Isn't there a
need for control on hospital beds?

32. How can industrially-supported health
facilities be employed to serve the
community at large?

33. How can top-level seminars.be organized
to assure meaningful addressing of real
problems? (Examine KDI experience.)

The answer to these questions are difficult, but
must ultimately be woven into the development of a
national Korean health strategy.

The suggested seminar and conference series focusing
on these questions over the next few years will assist
KDI to provide the ROKG policy direction in the future.

On the basis of FHC's brief discussions in Korea, -
the team suggests the following potential Stage 1

pfoje?ts which,‘ifjimplemented;*will provideéthéJ'Oquﬁir

S§me'insightﬁfof‘future policy qonSidé?aﬁibnf;
éﬁggegtiQQSkideﬁtifY[épecific Kbrean:iﬁé#itﬁtiéﬁ;fﬁﬁiéh

ander KDI's overall direction, might take the lead in
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| the implementation of the pilot effort

0 L4 N '7« o T

~~ suggestions’

;fA Progect I | R ; _ ‘
B Shlft the respon51bi11ty for Myon level health
fserv1ce act1v1t1es to a locally-based organlzatlon._ The
.key objectlve of thlS pmlot effort would be to compare
the performance of local ownershlp and admlnlstratlon of
nhealth serv1ces to those prov1ded directly by the
national and- prov;ncmal governments. Observatlons in
other countrles, such as the Solo progect in Indone51a,
‘indicate that«shlftlng respon51b111ty for health
serv1ces to local sponsorshlp in whlch the individuals
‘ served have a "stake": in thelr own health fa0111t1es
‘:can have,51gn1f1cant results. Improvement in health
1status becomes an integralppart of the communities'
fcollective action in the developmental prOCess,
Potential Initiators: Natlonal Agrlcultural Cooperative

- Federation; Mothers" CIub, Natlonal Blue Cross- Yonsei
University. ' : :

Act1v1t1es

1. ,Organlze in one or more contlguous Myons,
./ .a combined consumer and prov1der communlty
\<g‘ahea1th council. *T,i e -

_M_FIncorporate the counCLl as a,vooperatlve
‘fl_organlzatlon. - e :

ffijand directlon of " health act1v1t1es, currently
. 'provided in the Myon subcenter; over to the_
‘fﬂgcommunlty health coun011.s,ﬁé_bhfa : .




. A-38 7

o Ll / .
~4;«‘Sh1ft employment of subcenter staff to the
A"‘councll. o ‘ ; i :

: 5.15Prov1de the coun011 funds (subsmdy) equal
| to current allocatlon for the subcenter.,~:j

6. Establlsh health goals through the counc11
for the cooperative as part of New Communlty
Five Year Plan. \ s
a. Safe. water supply for every v11lage home.
b. TB eradlcatlon. | .
¢. Decreased infant mortality.

d. Family planning objectives.
e. Others

7. Provide the cooperative staff tralnlng and
support in establlshlng administrative and ‘
technical policies, procedures, and protocols;

8. Assist the council to establish a prepald |

insurance program with Mlnlstry of Health
approval.

B, Project Ix

From a health. faclllty base, an lnsured PrOgram,:° DL
;from a comblnatlon of the two, develop an effort seekwh
-Vto expand the populatlon base of the persons served. el

;Thls expanSLOn should occur under sound actuarlal baSlS,

bV}andflt would be a- de51gn to determlne how admlnlstratlve;v

Ah'jand?dellvery costs are effected by 1ncreasing populatlonyl

*:fbase.fffj‘

fwa0551ble Sponsors.,;?vh” : ri
... Okju Blue- Cross/Seagrave Hospltal-EIndustrlav‘Phy51c1ans
;;;Assoc;atlon, Cathollc Medlcal ‘Centex, e




- A-39

Actmv;tles

fl.

4,

.vaaluate valmdlty of current costs to groups
yfin expanded populatlon base.a o :

Determlne stafflng needs w1th partlcular
"~ emphasis on rationalizing skllls glven a
,larger population’ base.

'Sample current employer/employee expendltures
Jamong expanded populatlon base.

;Create market strategy.

'Develop contractual llnkages betveen resources

at residential levels and central agency
(employment level). .

‘HC.'*PrOJect III

‘From an ex1st1ng base of: servxces, determlne how to

: 1ncorporate pharmacxsts, acupuncturlsts, and possxbly

iaothers, 1nto a coordlnated dellvery system to change .

4fdemand and enhance quallty. -

Possible Sponsors Prov1nc1al Hospltal Slbley (Koge-do),f

- Private Hospital; Hospltal A55001at10n, Prlvate Industry
. Health Center; Unlver51ty Health Program, Prlvate Doctor(s)

Activities

1.

Deflne by agreement w;th nonphvs1c1an

{yprov1ders, .xroles, functlons, and patlent

i ;management protocols. L

4 |
‘ﬁﬁ.h'partlclpatlng provmders

’;,DeSLgn user educatlon materlal

';}Establlsh monltorlng, quallty rev19w, LB
- ‘and reporting systems to measure. attltudes,

;lbehav1oral change, and organlzational SRR

S problems. AT

'Formulate new:tralnlng“"'/
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D. Project v
 Convert a provincial hospital and subcenter to'a

community-based prepaid healthlﬁlan;""

‘Possible Sponsors: Ministry of Health; MiniStry”of, v
Home Affairs ' T

Activities .

l. Experiment with turning over the operation
of a provincial hospital to a public
accountable board under agreement with the
provincial government, ,

2. Develop contractual relationships with
existing providers (hospital-based or othe:
to provide services.

3. Develop community-based prepaid insurance
program, o

a. Possible location: Island of Chejuédo.i'"

(1) No other private hospital"faciliﬁiéé”ﬁ
available on the island B RN

(2) Interest on the part of.the:bfﬁVidé?ﬂfi

b. Major enrollment ‘source: County"_i,f"
cooperative is a member of National . ;
Agricultural Cooperative Federation.

C. Management capability: The existing .
administrative, financial management,:
and facility-financing capability of -
NACF, with training, could be utilized
to manage the health plan, This would::
-require KDI to bring together the -
resources of: PRI R

(1) the Minist:yi¢flﬁéaiﬁhiu}

(2) the Ministry of Hcme Affai
(3)  National Agricultural Cooperative
. Federation


http:ope.a.iv
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_k@)dftheﬁCheﬁu-do Provincial Government

(S)U'a technical assistance resource.

' d.  Develop a facility development plan
f'"pcon51stent with the overall health
plan's immediate and long~range needc
and provide capital finance of approprlate

facilities no

longer dependent on Ministry

of Health allocation.

STAGE 2.

Stage 2 of the suggested health serv1ce developmental

'process 1nVolves the lntegratlon of the lnformatlon developed

.1n Stage 1 lnto a Natlonal Strategy for Health Services

Vdevelopment and the announcement of thls strategy by the

ROKG PreSLdent. ThlS processwwould 1nvolve KDI, MHSA, KHDC,

and EPB. A determlnatlon must be

how the natlonal strategy W1ll be

'assumptlon ‘that the Korean Health”
w111 be in the p051t10n to dlrect
accelerated developmental effort.,

extent to whlch KDI is successful_

the Corporatlon 1n developlng the

functlons descrlbed above.

made then by the=R6KG on
carried out. . It. isuFHC'
Development Corporatlon

and coordlnate the |

Thls is dependent on the

Aln launchlng and ass1st1ng

!capa01ty to perform the



'*, Stage 3 represents the 1mplementatlonﬁphase‘of the

fNatlonal Health Serv;ce Strategy.;ﬂ“n’;

Asa2

‘ﬂthis scheme, the central focus through whlchithefﬁoKGgﬁould:

‘1mplement its developmental process.

1.

The coordlnatlon of both public and prlvate
capital resources would be "invested" through

- this organization consistent with the national
- priorities and developmental strategy. This
.essentially would be a revolv1ng loan fund.

ffPrOV1de technical assistance, training, and
’wssupport to individual delivery systems.

Set manpower needs ‘and prlorltles.

:”Monltor the health service developmental
,ﬁiprocess and report to EPB.

]Develop three natlonal carriers and a

" coordinating mechanism among all locally
'Lestabllshed carriers.

ﬁfef]'One carrier directed to employer/employee
" relations for- employers having more than
'*f50 employees, “including Government cmployees

ZOne carrler directed prlmarlly to employee
;groups of less than 50--agricultural workers
‘self-employed, unemployed, etc. :

gc,i,Death beneflt carrler.;i
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. “CONCEPTUAL FRAMEWORK FOR THE ANALYSIS =~ '

.In”inltratlngJthe'analyses1of the health care system |
{fin Korea, the FHC team developed a conceptual frameworkl under _
’which a number of lnterrelated aspects of the total dellvery |
hsystem could be examlned The 1eam posmted three components

Qfor an operatlonal system. , | ‘
| 1. Populatlon to be served e

2. Provaders of servmces

‘*ffﬁv3 Managers of the SYStem'~.7i'

VIn connectlon w1th managers of the system, the team assumed

ot . 4

}Tthat even w1th a dlrect patient-prOV1der relatlonshlp, a

i‘management functlon ex1sts whlch brlngs the partles together.

qFHC then began to 1dent1fy crltlcal varlables affectlng the

,productlon of hcalth servmces to subgroups of the populatlon.

'fIntegral to thlS conceptuallzatlon were the

passumptlons that-<=

‘d*;The dellvery of health serv1ces.w1ll remaln
,'plurallstlc 1n Korea. . Even. systems created
‘;to achleve a common mold ‘'soon engage in -

Attentlon to the FHC development of a health care conceptual

model’ is. plesented in this report to demonstrate how problems
deallng with health" cost effectiveness, resource allocation, .
i capital investment, etc.;can be dealt w1th through modalltles
”v_ﬁcomparable to other ecwnomlc models.




experlmentatlon of alternatlves to permlt
variation in organlzatlonal structure and
.eff1c1ency.

2. For the immediate future, ‘there w111 be
both public and private sector flnanc1ng
of health care insurance, Multiple sources
for capital health financing will evolve
and continue to exist,

3. Additional institutional and organlzatlonal
forms for the development, financing,
administration, and management of delivery:
systems will also continue to evolve.

4. Korean attitudes and behav1or, in relation
‘ to health services, will change over time.

In examining both the total system and particular:
health systems, FHC queried ahout the Korean expectations for
future health services. 'What are the 10-20 year goals and
how might these be translated into realistic objectives for
} the next five year plan? And, what specific projects, when
critically examined, may assist decrslon makers to welgh thelrb
course of action? Further, medical productlon units them~
selves are not static and the settings of these unlts are
1mpacted by dGClSlonS out51de of direct medical serv1ces.
Matters belng debated and implemented now can and will:
dramatlcally affect the future outcome in Korea.: For example;;}
1f and when the ex1st1ng health 1nsurance law is. lmplemented
1t w111 substantlally effect the allocatlon of resources*to

ldellver health care. In turn, that w1ll 1mpact on the:;nlt.

cost of‘dellverlng serv;ce to the populatlon. Thls can- bef&

i11ustrated as follovs:




{KoreannPopulationgfffy‘Formulate oy
S L0 Pinancing
wInsurance-*'
jProgram v

Delxvery‘
‘System

\/

/]

: KMultiple subgroups
-+ Geographic _Korean laws on
* Industrial 'health 1nsurance
* Rich vs. poor ;

- If insurance only buys or_reimburses for hosbitalization,
then hospital beds-will most likely;proliferate and become
the predominate resource in the delivety system. The system
can become highly dependent on an‘extremely ekpensive
resource to manage’its health problems. 'If Korean law

‘ states that paramedlcal personnel cannot be used as phy51c1an
a551stants or extenders, then the dellvery system is totally |
dependent on the hlghest cost personnel Lo dellver ‘the
individual unlts of serv1ce. Obv1ously, lf one measurerof
~outcome 1s Lhe number of v1s1ts, the cost per v151t w1ll be
hlgher than 1n any system where paramedlcal personntl can
japproprlately be used to extend care to a glven populatlon.tl
: L FHC also examlned our charge that the outcome of |
Lall pro;ects 1n1t1ated w1th the a551stance of USAID would

:have‘future comparatlve, and hopefully repllcatlve, value.,xl

gThe 1nformatlon documented from these nrowpntq mnq+ nrnv1ﬂn w



crltlcal data for future health serv1ce resource allocatlon.‘

It would be presumptuous, therefore, on the part of f | |

consultants to suggest deflnltlve answers at thlS p01nt 1nf'>

time on’ what strategy w1ll achleve the most desmred serv1cezi

outcome. Rather, it was concluded that in suggestlng a serles

of demonstratlon projects, one would also have to con51der

a method of examining their productlon and propose a- process '
by which the information derived will assist in the future - |

formulation of policy and resource allocation.

Because of realistic economic constraints and
priorities in Korea, FHC opted a basic approach: examination
of the delivery of health services in institutional,
organized settings in terms of production units.

The model can be'illustrated as follows:

Defined ! > Health Service 3 Service Outcome
Population Production Unit Units of Service

Examples: v .
* Geographic -Ambulatory and * # visits T
~* ‘Enrolled Hospital Services . # hospltal beds
* User ) o _

(actual pts.)

The objectlve of any productlon unlt, whether”ltkbe

the manufacture of tran31stors or the dellvery of health




iquality unlt products or serv;ces at the lowest p0551b1e

‘ 1COSt.. .

When applylng thlS prlnc1p1e to health serv1ce
idellvery, a. number of key factors or 1ndependent varlables
.critlcally affect productlon. For example, in all health
Tdellvery systems the cost and utilization of physicians'
‘tlme are crltlcal factors. :The cost and utilization of a
hospltal bed is another. |

In any social service system the outcome (service
production) 1S'd1ff1cult to measure. Comparisons of
production between health service systems is even more
difficult. In many instances, the data required to make
the eppropriate comparative analysis is onerous to determine.
. | HoweVer, service outcomes can be measured with
various‘degrees of precision in terms of:

1. Quality of clinical or preventive services--
therefore, skill of M.D. or health professional

2., Satisfaction of the users with the services
provided

3. Utilization and unit cost of services rendered
'4. Reduction of morbidity and mortality.

FHC constructed a conceotual model in .which it could
‘ examlne the exlstlng Korean dellvery system and in so doing
| determlne gross values for the key dependent varlables

affectlng serv1ce outcome. These varlables were categorlzed



into several main groups:

l. The populatlon group or groups belng served byv
a. geographic location or market '
b. employer status
¢c. income
d. method and level of charging and/or
reimbursement for services provided

e. capital financing of health facilities

f. institutional affiliation, e.g., members
of the National Agriculture Cooperative
Federation

g. Korean values and behavioral patterns
related to the utilization of medical
services

h. medical insurance coverage organization

2. The sponsorship, organization, structure, and
and administration of the delivery components.
a. the primary care facility or facilities
b. secondary or specialty consultation and
referral
c. hospital in-patient services
d. other institutional forms of care
(1) mental health
(2) preventive services; TB, Family Planning,
etc.

Once gross value is established from existing
information, some assessment of the producﬁion for existing
delivery systems can be made.

FHC recognized from the onset the pitfalls and
difficulties in formulating any definitive conclusions using
this approach. The team feels, however, that the approachsw
will allow a basis for future reflnement, thus leading to

1mproved future resource allocatlons.



f) B LOW COST HEALTH DELIVERY SYSTEM
‘Tv Part of FHC's charge by USAID 1s to attempt to
fhldentlfy w1th1n the Korean health sector two to three pllot
f progects whlch, if 1mplemevted successfully, will shed some
light on how health services can be delivered in Korea at
low cost. It is important.to defihe what is meant by low
cost. Does it mean the lcw cost purchase of health
inSurance? Or, does it rmean the ability to deliver
equivalentTunits of cervice at lower cost? For example,
does it mean the ability to deliver an ouﬁ-patient visit
" resulting in the same or equivalent product at the lowest
cost possible? Does it mean 1iﬁiting the service benefits
to a level that is marketable to various population groups?
For the purpose of this analysis, FHC began with
‘ the premise that the potential cost of health services can
be almost infinite in any society. The state of technology
is such that an extremely broad and sophisticated range of
costly services are now potentially available to any
population group. If one accepts this premise, then lower
(limiting) cost can only be achieved through the following
mechanisms:
- 1. Limiting resource allocations so that the most
T,GXPGDSiVevformS of care are nOt_generally available in
'f7optihum‘supply. This requires'allocating ﬁservice“

~'¢esou:¢es‘to the poouiation in .a way which optimizes



utiliéation. It 1nvolves extremely tlght central
regulatory monitoring and capital 1nvestment controls‘

by government, such as in England. Koiean phy51c1ans

are becoming more and more specialized, requiring'more
and more expensive resources to deliver their "unit“

of service. If a cobalt therapy machine is installed

at one medical center, the highly trained and specialized
radiologists at four other centers will seek the same
thing or a "newer model". Once in oversupply, the unit
cost of charge for the service begins to accelerate.

2. Traditionally, effective demand is related to the
ability to offer payments for services. Private sector
capital investments are made dependent effective on
consumer demand and the ability to pay. Effective
demand is expanded more by control of the providers than
decisions of patients. The available cash resources for
health services, often pooled through insurance, are then
captured to pay for the more expensive services at higher
units of cost.

3. Another method of cost reduction is in the unit
cost of service provided. As in any other production
unit that is labor intensive, this can mainly be done by
the successful performance of essential tasks by the' |
1east costly labor. If the system is totally dependent

on the phy51c1an manpower to perform most of the tasks,,¢



fthen the unlt cost w1ll be hlgher.ﬂ TE the tasks can be
;performed equally w1thout dlmlnlshlng quallty by 1ess
tcostly personnel then the unlt cost will be reduced.
vThe legal constralnts in Korea on the use of paramedical
ipersonnel in. organlzed health serv1ce delivery systems
:currently inhibits this development.

| 4. Still another method of cost reduction is to
optimally utilize existing resources. If a physician
is'salaxied in a system and is only seeing one-half of
the number of patients on an average that he is
potentially able to, then the unit cost for the physician
visit is double. A system where the demand for services
is at the saturation point is the most efficient.
Further, demand will often allow delegation of tasks to

less costly personnel.

C. MANPOWER
The numbers projected by Koreans for their future
health manpower needs has been determined by ascertaining
the ratios of the subject skills to populations in other
countries, and then selecting an appropriate.ratio level as
the Korean national target. FHC ie unaware of an'attempt
to develoé a ménpoWer needs ﬁodeleagainSt a set of health

‘care goals for the country.



Such an effort is extremely dlfflcult because scch‘
an 1nqu1ry deals w1th questlons of. prlorltles, trade-offs |
between costs and benefits. Another approach 1s to v1ew
the questlon of manpower needs from an assumptlon of
stretching whatever resources are available (or can be
afforded) among as many people as possible., Dr. John Slbley
in the Koge-do proposal for primary care estlmates manpower
needs at a professional staffing of one physician plus 20
staff for every 30,000 persons. Critical to this paid staff-
ratio are volunteer nurse assistants who, after a four to
eight week training course, work at the community level in
the ratio of one volunteer to 400 peopie. Thus, for 30,000
people about 75 volunteers are required. '

In contrasr to Sibley's estimate, the stateside
" Kaiser? system (noted for its cost consciousness) employs
approximately 15 physicians plus 80 full-time persons'to
meet the ambulatory needs of 30,000 persons,

Sibiey's proposal (some details of which are included‘
in‘Appendix'A) includes as the goal of £he second Stege ﬁhéf 
training of pharmacists to become part of the “team“ | FHC |

estlmates Sibley's proposal would cost, excludlng drugs,

2 Kalser International has a totally different manpower fﬁf
constellatlon appllcable to overseas pro;ects., This. ;Sff
commented on elsewhere in the paper. . A T



f‘somewhere between W 1, 000 - W 1 100 per person per year for

s;prlmary care.' ThlS cost 1ncludes a 10-year amortlzatlon of &
nabuildlng and equlpment.,[QWJ‘J” S | "‘
Nelther the Kalser nor Slbley manpower constellatlons‘
frsprlng out of a llSt of problems. However, both approaches
nilend themselves to data reportlng and thus, yleld 1nformatlon :
"whlch is- essentlal for future plannlng. |

- -.y FHC has commented at length on. the Slbley proposal
ytbecause the current Korean health manpower pool exceeds his
?suggested needs. When the Sibley formula is used for a 1986
populatlon, 85 000 full~t1me health persons for prlmary care
; are.requlred. The Korean 1986 progected estlmate of doctors,
~dentists; nurses, pharmacists, and skllled medlcal
fauxlllarles (x-ray, lab, et al) is approx1mately 145,000.

On the other hand, a progectlon of a U. S. Kaiser pattern

" to cover the nation's needs would reveal shortages.

| | The Sibley proposal for Kojeedo points in' the
fdlrectlon of max1m121ng manpower, Operatlng an extended,
_stretchlng system, and looklng at prlorltles. It requlres
?5the appllcatlon of rlgorous cost analyses 1n determlnlng
gthe most eff1c1ent employment of the system to max1mlze

onutcomes.wrﬂ'
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D. vaLﬁEs '

The health staffs w1th whom FHC met are data
oriented. However, it is through soc1al value prlsms that
this data is analyzed and employed | The crltlcal factor
among those values is the relatlonshlp of health 1ssues to
national priorities. |

The process by whlch most values move into’ 1mportance“
in Korea is very much a matter determined by the natlonal “
administration. It has been an economic prism through whlch

goals have been established and priorities set. It is within

an economic framework, plus of course political considerations

of acceptance, that other decisions have ensued 1nvolv1ng
rural-urban prlorltnes, capital allocation between social
services and 1ndustr1al development, etc.

Although economic objectives have been primary;ithe.
country has begun to articulate social service goals, as
witnessed by the enactment of Social Security and related
legislation. Yet, these legislative activities, while
addressed to social issues, deal primarily with the economics”
of them. Further, for example, the pension legislation
provides a vehicle for absorblng purcha51ng power and f~
creatlng a pool for capital 1nvestment. 0bv1ously, the

current natlonal leadership dec1510nal framework 1s that

5001al expendltures, 1nclud1ng health serv1ces, w111 m st

leelygenjoy,respons1ve ears 1f the proposal ffor health"
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?care 1nvestments demonstrate cost effectlveness and ut111ty
fto 1arger economlc alms." o ’, ' B
| ' In thlS connection, fallure to address health 1ssues
jas they relate to economlc plans and objectlves may lock 1nto
Tplace a health dellvery and flnanclng system which over the
'next decade w1ll cause a drag on economic goals and ultimately
>1nterfere wsth their reallzatlon.

The lack of 1mportance attributed to health by the
‘natlonal government is dramatlcally demonstrated by the
’fact that 1.6 percent of the national budget is allocated
‘to health and soc1al welfare. Per family health
expendltures are listed under "miscellaneous"~-which includes

'transportatlon, recreatlon, stationery, cigarettes, and

educational expenses--in the EPB Korea Statistical Yearbook,

1973,

E. .,,,_;;EQ:UITY | |

VThewimpact of health'issues on national economic
fnplans must be v1ewed against a backdrop of demand for equity.
lThls demand from a consumer V1ewpornt, was articulated
vlabout matters concernlng avallablllty of health resources
.?for rural areas, cost, and quallty. Not once d1d FHC hear
{fany suggestlon that health care dellvery should be based
,Qon the ablllty to pay.; In fact, one-spokesman.of a

f:cooperatlve suggested that the Korean Government should



1nvest in a’ dellvery model serv1ng the poorest. As ‘the "

natlonal economlc goals become reallzed, expectatlons,about Sl

' health care serv1ces w1ll have a mlnlmum floor.: Nowhere dld

K \:

the team hear a denlal of the need to address health becaus'ﬁ?

'of other problems. Qi;fzo?gf‘ﬂ,;d . l,*t‘; lh7l5fflgw_
| The growth of and demand for equlty in health careihi

serv1ces 1s a concomltant of economlc development. when

a major step 1n the economlc ladder is reached the people!fl‘

w1ll expect 1t to brlng them a level of falrness on healthg;*tﬂ

care acce551blllty, avallablllty, and cost.ltv‘»‘

F PUBLIC/PRIVATE INVOLVEML‘NT

hlle some vested 1nterests vere detected 1n DU
B ;/. . ’ [

"i')““k”-v:l.ng tradltlonal roles J_n government and prJ.Vate

enterprlse, there was an obv1ous lack of rlgldlty to thesed‘h

pOSltlonS.. They both ev1denced a pragmatlsm and a- readlness )

to adapt to new roles 1f change was demonstrably superlor. gf,

'No' deologlcal hang—ups were uncovcred

lfConsrderable 1nterest was sensed in jOlnt or d1v1ded

'respon91b111t1es, and that these roles would become deflnedtlfr

'\thr ughfthe development of shared data.h The Government

'.malntalns an openess concernlng change._ FHC felt that thel

'Gove_ ment was commltted to prlvate ‘:ctor'capltal 1nvest-"

Jment' and_would be w1lllng tokexamlne total operatlon of

vall;_ealth serv1ces by the prlvate'sector.



' ..“‘“ELATIONSHI OF PROFESSIONALS TO SYS’I‘EMS |
Thefteam has”not been able to assess 1n detall thek?
fhor an professional attltudes about thelr relatlonshlp to =
2 he. current and/or changed system.. Such ev1dence as there

ﬂls innthe llterature suggcsts that the academlc communlty

ﬁ;s.supportlve of experlmentatlon, studles, and change.f
fVested 1nterests, power concerns, and the llke undoubtedly
j»“exa,st but the opp051te is artlcuiated.ofIt.suggests that
fsupport for change is present.siaifkt;n%tp ‘A.
Government-employed profe851onals w1th whom FHC
;snoke are more defen51ve of practlces and were skeptlcal
_about the reallty of ach1ev1ng change. Agaln, in every
ilnstance, however, there was a recognltlon of the need for
xchange. FHC found . no antagonlsm toward the 1dea of
ideveloplng an economlc enterprlse within the health
’dellvery system.j Beyond the walls of academla, the team
iheard two physmcmans separately descrlbe health delivery

l B -
?systems whlch 1ncorporated max1mum use of paramedlcs and

fconcepts of total patlent care. ‘Unlver51ty support is

fessentlal to developlng changes, nhthe system.

-‘comcm MANAGEMENT

‘contracting for: professional management of facilities-=



hpartlcularly those owned by the Government, and poss;bly lay
management of health systems (by nonphys1c1ans), was viewed
w1th ‘some skeptlclsm. The idea of subcenter (Myon) de0151ons
to be made by involvement of the populatlon to whom services
are provided was identified immediately w1th;cooperat1ves f@ﬁh
(NACF) . o
There was recognition that the "management" of hea1th‘
needs_was not being systematically met. People orcheStrated"
the meeting of their health needs by employing a varietykof
resources—--either because of economic constraints, custom“
or educational level. However, it was interesting to note
that in an industry-sponsored facility, the employees were
using the resources at a rate which suggested active
preference for the industrial resource. Further, this
partiality for the industrial system extended to employees'

acceptance of recommended referrals.

I. FINANCING
From discussions and readings,'there wasnlittley't’

~1ev1dence to suggest a Korean apprec1atlon of how an

1nvestment in health care serv1ces is a strategy whlch can N

produce an economic and soclal yleld--nor, was there any

sensxt1v1ty to the economic costs of 111-health or unhealthy

condltlons.
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;While there'was ready acceptance‘of an average cost i
Einer person, even though certaln age grouplngs mlght requlre‘gl
f;more use of resources, there wac no 51m11ar acceptance of |
tifaveraglng costs for famllles.‘ At no tlme in the meetlngs
;¥was the matter cf the smaller famlly unlt assumlng a greater;u
l;portlon of the costs of servmces for the 1arger size
g;famllles ralsed. | | . | |

. FHC suggested the concept of experlence ratlng for

‘ communltles. In thlS, communltles would beneflt from the

'sav1ngs agalnst budgeted allocatlons resultlng from measures_

“.1t 1nst1tuted to reduce needs for more costly health services.

f,These 1deas were eas1ly and comfortably accepted.

' The consultant team was struck w1th the absence of
»déﬁrec;atlon fundlng, amortlzatlon,;capltal funding, and
°31m11ar accountlng techniques. When'this was pointed out,
‘there was acceptance that such technlques may contain

‘3worthwh11e elements for rev151ng current costs analyses.



,II;:»INSURANCE SCHEMES j

The Korean "Medlcal Insurance Law“f promulgated 1n 1963
and rev1sed in 1970, is the bas1s for the, operatlon of flvei?
pllot insurance proqrams, three of which are operated;hyj3ﬁf’

.prlvate 1ndustr1al corporations and two by nonprofitﬁ“? |
community organlzatlons. Table 1 on the next page describes{?
these plans in terms of persons covered, financing, and N
benefit mechanisms. (Two other plans were in the process
of final approval during the FHC's team visit: Koje-doyandf*
the Chunseong Medical Cooperative affiliated with'Seoul o
National University.) | |

The Ministry of Health and Social Affairs is charged
with the administration and subsidization of these programs.

The subsidization budget for 1974 is:

Total Budget W 16,200,000 ($41,013)

Approved W 11,940,000 - ($30,222)
.Balance v W 4,260,000 ($10,791)

‘As noted in Table 2, there are 15 Korean Blue CrOSSi(BC)

plans coverlng 52 800 persons. Of these approx1matelj 25

'persons enrolled in the Pusan and Okgu Blue Cross programs”

are recognlzed by the Government and recelve a natlonal

.SUb51dY-i The other BC programs are operatlng outsmde‘the““

'Medlcal Insurance Law.; Apparently, thls 1s due_Ao\the‘J

;1nab111tftof the\Korean Blue Crossfto establlsh R eruefh

s



TABILE 1
STATUS OF PILOT MEDICAL INSURANCE CO-OP

Employee's Co-op Self-Operated: C‘o-Op‘ﬁ
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.‘Date of A‘E‘svtAab_l‘isiﬁ‘l'ent
" Persons Covered:.

.| -Korea Chemical

Co.

Pong Myong
___Mine

Korea 0il
_Co.

Pusan Blue

~Cross

IOkgu»Blueg”»r k;f;x;,.,

" - 9/25/65

747

.. 2,690 -

. '3,437

3/4/66
531
i,872

2,403

7712773
1,530
3,250

4,780

7/29/69

3,300
111,550

14,850

- &0 -

Cross .

107107737 )

2,300 "

8,408 -

26,262 -

. National Subsidy. -

1.5% of
salaxy

‘W1,057,000

1.5% of
salary

¥W563,000

W400/mém£e£

J200 dQepend.
"

¥1,925,000

¥200/head

¥4,690,000

'i91?99'.¢?

Wi00/meaa |

3,075,000 -

34,670

Benefits:

Funeral'or: ceremony

Medical Treatment

Déii\;éfy', s /' 

- Dependent

-~ ‘Dependent

Dependent '

¥5,000

¥3,000

80%
60%
¥10,000

5,000
¥20,000

¥10,000

60%
40%
¥50,000
30,000
¥50,000

¥30,000

70%
603
¥#2,000
"
¥5,000

¥3,000

60%

60%

" #11;940,00

5,000

#3,000 |-

Source: :Office of Annuity Planning, Ministry of Health
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 TABLE 2
BLUE CROSS

KOREA MEDICAL COOPERATIVE LEAGUE

Enrollmentia5‘6f   “
Blue Cross Program - Date Begun May 21, 1974

Chaju~Do : 1972 3,000
Chun Joo 1973 2,000
Chun Sung 1973 2,000
Dai Chon 1972 | 1,000
Dony Hai 1974 2,000
Dai Han 1965 2,500
Hyep Seng 1974 ' 2,500
Inchon . 1972 1,500
Kwang3ju 1972 1,000
" Koje-Do | 3,000
Okgu 1973 10,000
Pusan 1968 | 15,000
Seoul - Han Kook _ 1970 4,000
suwén | 1972 1,300 -
Tai Ku o S1972 . 2:000
: o Total ;' S | .k . ‘;‘$§}§Q§€ f1h |

O

Source: * Blue Cross Korea Medical Coopérative League



Fund as requlred by the Mlnlstry or-Finance. Private
,bu81ness corporatlons in Korea have expressed a desire to
a"Joln Blue Cross,'but have been dlssuaded‘from doing so by
the" Government untii such a Fund is set and sanctioned by
-the‘ﬁiniStry. Although it is not entirely legal for the
'Korean:Blne bross.to operate at this time, it is not illegal
either. That is, since the association is attempting to
establish a Reserve Fund and as long as they have an active
aoplication with the Ministry, theirvoperation is not
considered illegal. And, while the Okgu Blue Cross uses
that designation, it does not consider itself a member of
the Korean Blue Cross league, though the league lists it

as such. The three other recognized programs under the law
enroll only their own employees. Approximately 10,600
employees are covered under these programs.

The health insurance law is concerned with the financing
of health care services. The legislation does state that an
Insurance'Medical Treatment Agency must be recognized to
promide services, and that a "Medical Person" is one employed
by the Agency. ("Medical Persons" include pharmacists.) The
approach of the legislation is to establlsh a floor on
‘contrlbutlons to the scheme of two percent of 1ncome, but to
permlt as much as an elght percent contrlbutlon.

xThevfundamental strategy 1s to requlre employers to form

v medlcal 1nsurance corporatlons whlch then have to contract
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with Insurahce Medical Treatment Agencies. Contributions
from employees mey be required, but are in effect for -
everyone only when over 51 percent of the employees: elect

to partlclpate. Although the Government legislation’
mandated an industrial program upon a 51 percent decision

of the employees, the Korean 0il Company required 65 percent.

The Seoul Han Kook Medical Cooperative has contracts
witﬂ nine hospitals; most other community (Blue Cross)
programs are far more limited and usually relate to only one
institution. However, the employers-developed Medical
Benefits Association, covering 4,780 workers and dependents,
has arrangements in various parts of tﬁe country: two
hospitals in Seoul, two in Pusan and Taegu, one in Choon
Chun, two in Kunsan, one in Taejon, two in Masan, and
' Chosun University.

In general, the employer health benefit vrograms are
superior in: (1) benefits,.(Z) incentives to appropriate
use, (3) underwriting rules, and (4) management, to the
Blue Cross programs.

The Blue Cross programs, which have no relatioﬂship to.
the Blue Plans of the U. S., are, for the most part, aiming

at a poverty—1nd1v1dually enrolled population. As noted 1n,37}

'Sectlon A, it appears that these programs are headed for

'dlfflculty.; U:j;
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Part of the dlfflculty of the communlty programs 1s R
:re51stance by Koreans to enrolllng for 1nsurance.‘ It
uderlves from the tlme when' 1nsurance was compulsory durlng
the Japanese occupation. o -

Questions concerning marketing the health programs
brought out the difficulties faced in Korea-eeconomic,
historical, behavioral, etc. On the other hand, American
International Underwriters, Ltd., a commercial carrien.in
Seoul, complains that although it believes there is a
market, it has been prohibited from selling health insurance.

FHC is convinced group enrollment is possible and that
the market will participate if an attractive program is
presented. To enhance market success, attention should be
given to a strategy which drops the."health insurance"
approach and sells programs where buyers have exchanged
"premiums" for certain services for which coupons or chits
have been provided. These "entitled purchases" would be
geared to the age of the recipient and be tied into health
care efforts. Thus, onepor two chits might be for parasite
testing, etc.

" In addltlon to market problems, another dlfflculty facing
carrlers revolves around a. poorly concelved 1nsurance law.
The Mxnlstry of Health, whlch must dlscharge a respon51b111tyk-
fon.admlnlsterlng the 1nsurance schemes and monltorlng .

health care, 1s placed 1n a bureaucratlcally compromlslng s
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and confllctlng posrtlon. The law does not requlre any

actuarlal basis: for 1nsurance programs.; In the"absence of

admlnlstratlon, and unless proper safeguards are soon 9'
underxtaken, the more successful the Blue Cross Plans become,

the more likely they are to fall. At the present tlme they

benefit from hospital support and financing, 1gnorance ofgkf
benefits, and newness of the program. Okgu's Blue Crossiﬁ?ﬁl
program lost an approximate average of W 858 per household'
in 1973.

The major problems, however, have less to do with the
law's inadequacies than with the unguided directions the
system may take. Very little in the benefit structure and
premium cost encourages labor intensive efforts or the more
efficient use of technology.

Coordinated, nationwide insurance initiatives, actuarially
sound, developed against a backdrop of supportive leglslatlon,;
with 1ncremental industrial and organized agrlculture o |
enrollment part1c1patlon, offers far more- promlse than the
struggling community efforts. The 1nsurance schemes should
be thought of hand-ln-glove w1th health dellvery questlons.

Pragmented, separate expendltures for health care serv1ces

by industry, prlvate sector, and Government 1s uneconomlcal

ﬁand wasteful. Last year over 500 000 hOSpltal days werew

_used for TB patlents, and 2 000 workerslweye employed~for

jTB control.:jWere a health system more fully 1n;place
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would have been expected that TB hOSpltal beds would not

t*ﬁi»{lt aeper day cost of $9 003 for hospltallzatlon,

fKorea'15‘los;ng $4 500 000 annually.: Nothlng 1n the manage-

pmentfof an 1nsurance program, nor ltS underwrltlng, would

freduceuthls cost unless the insurance program 1s tled to

gdellvervvand support of ratlonal systems.'

| FHC tested thls thought and found general acceptance and
statlstlcal support. ‘Were the currentlspectrum of
capabilltles more appropriately'employed;/were expenditures
maintained at the same level (but selective investments
made); and were relationships, protocols, and procedures
established among all providers) the current Korean manpower
could Support the health System.with significant enhancement
in both quantity of services and quality.

:A;lnsurance tied to delivery must consider that patients
tend,to first see pharmacitts when they feel ill. The
problem of compensating pharmacist57when drugs may not be
prescribed,_and how to lncorporatedthem_into bothvdelivery
andvinsurancehschemes, remains7unresolved.~ Thelcost of
1nsurance 1s tled to the level of charges. Thesspirit of
entrepreneurshlp should not be stlfled.. the problem is to

try to ass1st prov1ders 1n developlng systems whlch 1ncrease»

1ncomes whlle not increas1ng rates to'patlents. Actually,

anﬂlncrease 1n volume reduces per patlent costs and 1owers

3. fTheoretically derived from the cost model; Appendix A. .
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: In part, lt was the need to prov1de both 1ndustr1al

health servrces and out-of—plant care whlch spawned Kalser

Health Serv1ces and led” to a program of prepald group
practlce. Kalser Internatlonal, in an 1nterv1ew w1th FHC,
stated it has demonstrated in’ Afrlca that it can dellver
comprehon51ve care and hOSpltal services at an annual
expenditure of about $400,000 for 15-20,000 persons.
Insurance development tied to delivery must consider
industrial health issues and legislation. For example,rth
cost for semiannual health examinations may not be worth:the*
'yield against providing out-of-plant services through
insurance. Support of insurance requires an openess about

existing legislation.

A. COMPARATIVE ANALYSIS OF APPROVED PLANS
Table 3, Distribution by Percentages of Payment and
V1s1ts Between Out-Patient and In-Patient in the Five Approved‘
Plans, contains further support for the prediction that the '
trend is moving toward a greater employment of the hdspital;
Note the Korea Oil Company's (KOCO) distribution.of caSes"f'

and costs between out-patient and in-patient. It has the.;_w

hlghest percentage of cases treated in the hospltal--};]ﬂn

one-thlrd hlgher than the next closest plan, Pong‘Myong\Minek
Korea 011 Company has a young age group and prov1des u' £o

»W 3 000 per day for 1n-hosp1tal care.~ It would"appear‘that
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TABLE 3
DISTRIBUTION BY PDRCDNTAGDS OP PAYMENT AND VISITS

‘BETWEEN OUTPATIENT AND INPATIENT IN THE FIVE APPROVED PLANS

1D OPD
. . % No. . % No.
R » % Won Visits $ Won Visits
Korea Chemlcal Company 33.4% (1.79) 66.6% (98.3%)
Pong Myong Mlne ‘ 26.3% (2.6%) - 73.7% (97.4%)
Korea 0il Chemical 33.6%  (3.7%) 66.4%  (96.3%)
Okgu Blue Cross ©35.1%  (2.2%) 64.9%  (97.8%)
Pusan Blue Cross ~  13.2%8  (1.9%) 86.8%  (98.1%)

S&pﬁééﬁPfAnﬁﬁity_Planning Division, MHSA - May 22, 1974



;ﬁé;égg?

Korea 0il Company employees are being hospitalized in part

Table 4, Ratlo,of Charges Pald by,Plan 1n“Relati

to Patlent Payment, sugqests from the 11m1ted 1n£ormat10n.‘w
vallable that patlents w1th relatlvely good 1ncome f
'partic1pat1ng 1n a plan paylng well 1n one cost center

'(hospltal) Shlft and 1ncrease thelr expendltures elsewhcre

HTable 5 takey a”look a ilstrlbutlon of chargeS-~
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 TABLE 4
RATIO OF CHARGFS PAID BY

‘ﬂQPLAN IN RELATION TO PATIENT PAYMEle

~'Pusan 'Blue Cross e

 Hospital bis.

_counting rate -

- -15-20%)

\VIUSPLTAaL QLS—

~‘ranged from. -



_ TABLE. 5
DISTRIBUTION OF CHARGES.
' AMONG PLAN, PATIENT AND HOSPITAL

Pla Patienf‘ | HoSéitéi&

Kbrea Oil?Cpmpény ) - 41% 4;%,,

Okgu Biue Cross. 588 31e
‘PﬁsénfBiuefCrdss, '_ . 8% 168 j“53§g5~5
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'isé'Vevenfifﬁhospitaiﬁ1

iﬁTabl .6 1llustrates the beneflts prov1ded covered;

sp rs nsfby four of the sixwapproved‘MHSA programs;

fthe programs have certaln common characterlstlcs, their

jdlfferences are major. ‘These dlfferences conflrm FHC'

Jconcern that w1thout a’ central, ongo;ng coordlnatlon and
”study of the 1mpact of the 1nsurance on costs, major new

Ilevels of expendltures can be set Jnto motlon,;or sav1ngs

A105t.;,pa;;fﬂe-u,r_i,

| Notw1thstand1ng the FHC cr1t1c1sms about what had
ideveloped 1n the Unlted States, the mlstakes were made ﬂ‘
i1ncrementally one by one., In the U. S the flrst 1nsuranc
programs dealt w1th hOSpltal 1nsurance, than 1n-hosp1ta1
surgery, then extended to dependents,_and so on.p Korea 1s

moving 1nto a comprehen51ve coverage qulckly, not only 1n

terms of beneflt range but also dependency coverage.-f


http:study.of

TABLE 6

: KOREA OIL CO. . . OKGU_BLUE CROSS CHUNCHEON BLUE CROSS . . PUS
Merber PR Dependent, Member ' .__Dependent Member Dependent - - _Mexber: Desendent
EEETRE S Covered Anmount -~ Covexed . Amount - " {Covered Amount Covered Amount . [Covered Amount Covered Amount Covered. Amount Coverad Amount
Nozmal Maternity - X ¥50,000 . ‘X WS0,000 X 30% BC . x 30eBC | X 602 x - s0% SX 02,000 X . 2,000
: - . R . SRR 19% Hosp. ~ _19% Hospl - . : R :
aborzion . b 4 ‘¥30,000 . X "¥30,000 - - - - - - - e - T e - ~ -
Caesarean: - .. i o x 000 X 30% BC 308 ac | x " 60% X ‘60% b 2,000 x. 2,000
aesarean . i X ¥50,000 . - X . W50,000 _19% Hosp, :19% Hospi|- i i . : ot S
Medical : T X ° _Emergency = . X . Emergency X 42% BC X 42% BC X 50% by 0% X 50%% X 505~
I ~only 60% - “ .. only 60% - 21% Hosp. 21% Hosp . . EIETES . : :
Exazination SX 608 X 408 X .- x " ‘X . 90%" x ‘908 | % . sowe x sbe
Drugs  © X 60w X 0w x . x . . 90% X 90% - v sosr . x 501+
X-ray, Lab. 100 X.  60v S a0 x » X ) X 90n . X 908% - 08¢ x soue .
Surgery X 0% . X iaew 0t X  30% BC X  30% BS X X 508 X 20 . x20nee
: i R P : '19% Hosp. 19% Hosp! . . .
Hospitalizatien X 3,000 /D - 000 P X 413 BC X 41t sC X 708 xX. - 70% x 208 B¢ x 208 E
. . . ise /«—, s m' /D - 10% Hosp. 10% Hosp ‘ - 50% Hosp. 508 Ex
%o. of days maximum 120 20 AT B v B T
Death ] x: wso,000 . 7 x..p30,000. - x ¥5.,0007 17X, oWS5,000 [ X M5,000 X - 3,000
ffaxizu= Total Benefits - X $430;009 ’p/y: X ”3s°'°°°P/y o
Exslisizns (Mader) B R SR R ;
Use of other providers | ~x - ' g
Appliances B’ = . y -
Exersency , ¢
Conversion kR t X X R -
Fre-cxisting conditio:.éi Tex o Cxv
Coordinatica of Be:: ‘.'slx .

CP%30% allowed by -
BC for certain’

services

*30% allowed by
- BC for certaia
_Services

*50t paid by hospital - -

. 50% pz2id by Blue Cross
- ®*30% atient -
ENY hAaeniead :
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L?lnstltutlonal structure and capaclty._ These crlterla

,,,,,

'{ba51c recommendatlon.

{FINANCIAL CAPABILITY A }

‘An essentlal questlon 1n flnan01al capabllltyvls
‘fwhat are the people w1111ng to allocate for health serv1ces,
:fand 1s thls enough. The tradltlonal answer elsewhere has
:imeant that no matter how much has been allocated health
iserv1ces has always found a means of absorblng resources :
fvery qulckly and’ of creatlng another round of economlc 7d

;fshortages. f_alffffL

\leen the obv1ous Korean constralnts and the lessonSj”
ﬂlearned 1n the Unlted States and elsewhere, FHC states Lhe

uncstlonfdlfferently.f What are the people w1lllng to

iallocateafor health serv1ces and, glven that,‘how do you

fdesign a system to maximlze the 1nvestment?

Purchas;ng Power°« Once agaln the questlonyposed

must be.i To buy what goods and‘Se v1ces?y At;,.&gf

what prlces? Under whatﬂsystem’f;



Korea cannot afford and muSt'jv

1negln To. cut too rapldly 1nto the GNP;for health serv1ces.

pShe must tlghtly dlrect focus, and allocat) her energr»Sﬁ
‘.and resources to those health areas where,failure to do“st
is costlng her more now than the prlce of care--and Sh

must Shlft w1th1n health care cost centers allocatlons to

the hlghest yleld prlorltles. Korea must determlne where?

-she 1s 901ng and how she can get the best p0351ble’buyffor

an 1ncreased expenditure. ‘ i
| FHC tested leadershlp s 1nsrght 1nto a 1eve1 of pe

capita expendlture in rural areas whlch would cover 85*”

percent of that populatlon.v The general response was?abou

WZOO W250 per person per month ‘ Clearly, contrlbutlons '

related to 1ncome mlght yleld a hlgher per person average.}
| Hospltal expendltures must be llmlted for the

| foreseeable future.q Koreans should contlnue to have Chlldl

at homei}and home care serV1ces 1mproved), but hlgh-rlsk
cases should be hospltallzed. The current pattern of 1nsur
beneflts .ls‘leadlng to pressures for hospltal maternlty

serv1ces.,‘Thyvappllcatlon of the Korean 011 Company formul

ﬁtOVthe country jould mean each person‘would annually;spend’

“-iw '1

350, aSsumlng*a‘blrth rate of"27/l 000 (KOC maternltyf
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fff@iﬁéké{%ﬁége°;udgmehts}: But, the ‘team knows 'enough .from

wﬁstern‘delp_ery and

;Vinsurance approaches bullt cn them cannot be sustalned even

ffat”the substantlally lower 1ncomes for health care personnel.l

“fKorea can develop a: capablllty, whlch when exer01sedf'
:iw1th1n current expendltures for health servmces, w1ll -
;LconSLderably lmprove the quallty of llfe through more -
:1rat10nal and coordlnated dellvery.' Addltlonal 1ncrements
;jof expendlture to achleve further maxlmlzatlon W1ll contlnue
r]to ralse the health level of the populatlon. Such a
‘fcapablllty w1ll be conccrned w1th much ' more than personal
~ig,health serv1ces._ More ‘is contrlbuted to better health by
}fa full stomach than a comprehen81ve complement of health
E?’resources serv1ng empty stomachs.;‘

;?The Korean accountlng pattern has been to exclude

ffcapltal costs and equlpment as a factor 1n charges., in
ifthe analyses whlch must be undertaken to determlne prlces”v
Ipatia-mlcro level, depreciatlon andeamortlzatlon should beg

*fa factor.; Including theycost of such amortlzatlon ln

,Acharges may 1ncrease rate 'such as

fdeny cost effectlveness.

nfGovernment mlghtA sslst through'loan guarantees to lower

3ﬁthe ‘interest. rate.ﬁ
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. BY *MANAGEMEN’I‘ CAPABILITY

health

. In'ana1y21ng managementycapablllty w1th1nif
'dellvery system, one must recognlze that as 1n any.complex
.bus1ness there are a number of Sklll levels and functlons |
'subsumed under "Management Capablllty"'? These skllls range
from conceptuallzlng and plannlng to eff1c1ently runnlng subw
ksystems, i.e., telephone answerlng serv1ces, schedullng L
arrangements, etc.' Everythlng FHC has seen 1n Korea
conv1nces the team that Korea possesses those skllls, but

in many 1nstances they must be transferred and employed 1n ,t

the health dellvery system.

vl. Publlc (Government) Vs, Prlvate

The publlc and prlvate sectors requlre managerlalﬂ

talents and strengths. Pallure to attach 1m ortance to ﬁf

‘each--and to make certaln that publlc andvprlvateﬁff;”h"w

‘em loyment 1s competltlve—-ls a mlstake. Tralnlng

»programs should address themselves to management talent

the admlnlstrator from the ”nonproflt, artlculates the

pr1nc1plwx;of vrrtues, and.the admlnlstrator of the
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'proflt'operatlon makes h1m prove where cost utllltyxcan

;be found“‘,> ﬁk,

11As far as couldAbe determlned, there 1s nor:

fvehicle for the klnd of contlnulng exchanges among:[
management capabllltles. Once agaln, the team s
’dlscu551ons 1mpressed FHC w1th the level of skllls_

[present in Korea.

7‘§l$ ‘Instltutlonal Structure

” Korea has a plethora of talent whlch exlsts withia
the health establlshment, or 1s transferrable to 1t from
related efforts, such as the Natlonal Agrlcultural
Cooperatlve Federatlon, etc. FHC dld not dlscover
w1th1n the dellvery system an analytlcal component to
complement 1ts managerlal capablllty. |
e It is not essentlal that management of health

;dellvery systems requlre heavy tralnlng 1n health 1ssues.

]Itfis essentlal though, to have management whlch under-

fStands process, whlch appre01ates the need for external

irailew and evaluatlon,hanj whlch establlshes a model for

flts Operatlon. FHC has been extremely 1mpressed‘w1thw

3the managerlal, executlve, and analytlcal capabllltles

-1ssues..,
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";434:"Demand and Use

‘IVf,‘ The psychologlcal set employed by“managers"offf

‘the 1evel of use, collect more Won, and keep costs\down
. R %\

5to yleld a good return e g., hospltal managers, there-

fore, are 1nterested in extendlng the number of days
'case. From a nat10na1 plannlng v1ewp01nt, 1t 1s essentialg
ufor health management to adopt a dlfferent psychologlcal
:set which 1s based on lowering 1nd1v1dua1 demand whlle |
'1ncreas1ng overall demand by expandlng the p0pulatlon
_base. Though this lowers pcr person use over ‘a w1der
populatlon, it Stlll maximally exp101ts faCIIItleS and

personncl.l ThlS results in a more effectlve deployment

of resources and a lower per person cost.- Though thlS

change represents a turnaround 1n the system, lt can be };jg

done..

vC PROVIDER CAPABILITY

A ba31c lelSlon between Western and Eastern“

thealthfcare dellvery systems., TheﬁWes ern



vbetween Western and Eastern sources 1n trylng to meet:thelr
underscored by a general acceptance of countlng days for '
which medicatlons are prescrlbed as "days of treatment" |
If no drugs are ordered the v1s1t of the patlent goes
unrecorded “" e _ R |

gy Quantltatlvely, the "resources" of Western medlclne
’"avallable to Koreans far outwelgh those of Eastern orlentatlon.
ijn 1972 there was one pharma01st for l 882 persons compared
,ito one llcensed herb doctor for every 9 132 persons, one‘
'{phy51c1an for l 852 persons as’ contrasted w1th ‘one 11censed
‘Eacupuncturlst for nearly 150 000 persons. ' | -
e The 1n01dence of utlllzatlon 1s not known, but 1t 1s

’ reasonable to assume that the employment of Western resources |
'fis hlgher, and that Dastern practltloners are dlsproportlonatelyfs‘

jused 1n\relatlon,to thelr numbers., In examlnlng resources
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and poverty, w1th dentlsts belng most skhwed:to ur”an areas.?h

: In general the same pattern among Eastern'resources GXlStS”j;

bas w1th Western, 1.e., skewed to the crtlewtﬁ Thus, both

,’dentlsts and herb doctors have about 50 percent of thwlr
freglstered numbers in Seoul and Pusan.;" L |

To determlne what is an adequate number of
profe551onals is cbvrously a functlon of many varlables:

environmental condltlons, nutrltlonal patterns,. populatlon

patterns, urbanlzatlon rate, level of publlc awareness, ‘;ffah
self-care, educatlonal levels, etc. Korea has an educatlonal
level whlch allows major public health measures and glves i
promlse that there could be reallzed, through tlme, appropriate
employment of professional services. In general, 1f publlc‘ff
health act1v1t1es occur, FHC sees an adequate supply of

professronally trained persons in Korea with an approprlate,mj

1f not overly ambltlous, growth rate. ‘The problem 1s to

;maxrmlze the employment of skills by (l) contlnulng and

jexpandlng publlc health approaches, and (2) 1ntegrat10n

,of SklllS among all profe551onals, Western and Eastern.a

h‘f, The hospltallzatlon rate among Koreans 1s

1,approx1mately 93 days per 1 000 persons compared to the

'average prepald group practlce program 1n the_ nited States

‘of abouthOO days per l 000 persons. It has'been est1mated4“

;that;apprOX1mately 50 Percent of the?500,days n“th

"‘7by out-patlent surgery, or:tv5éday care.

% " Discussions among administrators.



‘,~regimens under superv151on and monltorln”’“{Thus, in

: comparlng actual Korean hospitalizatlon and a theoretlcal

;mbest U. S. pattern, aﬁslgnlflcantjdlfference 1s present;‘;

"pIt does appear that Korea w111 have to engage ‘in’ a hOSplta

‘;bulldlng program.» However, to undertake constructron now
would be 1ll-adv1sed It 13 true that hospltal facxlltles
llke manpower resources, are skewed to the urban areas.‘
Yet, the correctlng of skewed health manpower will not occt
:‘by buildlng hospltals 1n rural areas. Moreover, careful
plannlng and analy51s, and the examlnatlon of 1nnovat1ve ’
approaches must be undertaken before constructlon of cap1ta1

: fac111t1es.i

There lS consmderable concern expressed with regard
to the Lo use of prov1n01al hospltals. The problem of

' 1ncreasxngnemployment of prov1nc1al hospltal beus should be a
'fprlmary strategy to get a handle on new constructlon needs.

‘waareness that economlc polarizatlon mlght be

developlng around the lssue of prlvate vs. publlc hospltals

caused the:Government to requlre prlvate hOSpltalS to accept

‘up to 30'percent publlc cases.v Because of varlous pressures,f»,

k"ercentage ls‘rumored to soon be reduced to 15 percent.'

Slnce 962 the numberuof?fospltals hav1ng more than‘g :

20ibeds lncreased from 152 tow260wd5Forty percent of these

~’perlod"ncreased 5:percent; but’ maJor“shlftshoccurred amongf“‘”
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T RaA9

;gthe\magor pers steﬁt»and 1ncrea51ng problem 1s that

nx,

[percent!of the Myons, comprlslng 15 l percent of the |

/ \

r

.populat&on .are w1thout Serv1ces of herb doctors, dentlsts

:or phy51c1ans. fIn generalf elnce aX1965 hlgh, there has

l""}

N '

been as ?radual reductlon of- ecarclty, althoughalt 1s Stlll
. '3

,about(oﬂ percent more severe ‘thén’ ‘the 1962.1ow.z,"'
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The notes contalned herern:are summary 1n nature
}fand were kept as a log of Famlly,Health Care 1nterv1ews w1th¢r[

vffinstitutions and 1nd1v1duals who contrlbuted to the team s 'QV

ffunderstanding of the problem. An"attempt was made to record;fs
ffthe suostance of all conversat:i.onsVf no criticlsm 1s 1mp11edtj;
dior intended 1n any 1nd1v1dual case where the record reveals an
‘:adverse statement or observatlon on the part of those interv1ew

*or the intervmewers.;«



. MEMORANDUM TO THE FILE:

’DATE s Aéfi‘l‘-ﬁ"ls‘* 1'9’7’“4'“'7?‘1

SUBJEC'I‘-L Interview with ‘Mr. :Ting Yi- Oel, Desk Of icer
AR for Korea, Peace CorpS;ig . B

I met today with Mr. Ting Yi Oei, Desk Officer for -
‘Rorea, Peace Corps. Before his present a551gnment, Ting
was a volunteer in Korea. I explained our a551gnment to -
- him and asked if he would be willing to give us a ,
briefing on the Korea Health Sector. He was agreeable
to. this and it was scheduled for April 23, 3:00 pm 1n t
"FHC' s office.

, Tlng said the largest Peace Corps program in health:
is in Korea with over 100 volunteers in the field. Up
~until a short time ago, most of the volunteers worked
directly with the public sector (Ministry of Health) but -
- recently, with the government's blessing, they have been
‘shifted to the prlvate sector through the Korea
Tuberculosis Association. I asked Ting for any reading
~materials he might have on the current health projects
-in Korea. He gave me several recent reports and training
documents which related to objectives of the Peace Corps-”;“
‘program in Korea. S

The Peace Corps/Seoul office is located in the noreanf
Educat10nal Assoc;atlon Bulldlng, room 701.,



MsnpgAuqu¢FOR?THEQFILE;ﬁ,

Aprityls, 1974

v;Interv1ew with Mr. CharleszD. Gray, Deputy 54,
~.for Administration, and. Mr.,Jack Muth, Deputyﬁgx
' for Field Activities, A51a-American Free e
. Labor Institute " S

?quaqgcrj

e Ron Epsteln and I met today w1th Mr. Charles D.
*Gray, Deputy for Administration, and Mr. Jack Muth,

- Deputy for Field Activities, Asia-American Free Labor .
Institute, 1775 K Street, N.W. The purpose of the ,

meeting was to determine what activities their office

was involved in that were relevant to the health sector o

- in Korea. A representative of their office, Mr. Tom
Miller, is stationed in Seoul. Through that office,
some assistance has been limited to medical equipment
in small quantltles and to working with clinic
administrators in attempting to have them set aside e
fixed sums of revenues for equipment replacement in the‘m»
- future. : '

~ We'gave Mr. Gray a briefing of,our_assignment in
-Korea. He suggested we spend some time with Mr. Miller

. and that he would write the Seoul office and alert them;“y

lﬂto our. 1mpend1ng visit,



-VDATE. ‘} Apr11‘23 1974,__

5 SUBJECT.; Interview:_lth Mr.‘Ted Davxs, World’%”:i

I spoke with Ted Davis of the World Bank today tc

see 1f he could brief us before departure. He felt his = -

knowledge of Korea was dated (he had been there once,
two years ago) and was specifically based on their
agricultural sector. For these reasons, he suggested
David Lwos, Chief, Country Division, Korea. I have
called his office (477 5735) to arrange this briefing.

of particular importance, however, is Davis's work.
with the National Federation of Cooperatives in Korea.
Next to Japan, he said this is the most highly '
structured, centrallzed, general purpose cooperative .
organization in the world. 1In fact, it is based on. the
Japanese model. As a symbol of its unity and strength,
-it has, for instance, a complete monopoly on all .
fertilizer production in Korea. Their national office
is in Seoul and we should put them on our 1t1nerary._,;ﬂ
Davis did agree to address this toplc and that meetlng
is scheduled for May 1 at 4:00 pm in his office at - ‘
1801 G Street, room D-821. HlS phone number is Ex 3 530



MEMORANDUM FOR THE FILE -

Aprll 24, 1974'

SUBJECT. Interview W1th'Mr. Dan'Morrlarty, Dlrector,

World ExtenSLOn Div1510n, CUNA Internatlonal

- I spoke thls mornlng w1th Dan Morrlarty, Dlrector,’

He:World Extension Division, CUNA International (Credit
" “Union National Assoc1atlon), Madlson, Wisconsin. He

said the Credit Union movement in Korea is quite
extensive and active in both the urban and rural sector.
He suggested we contact the gentleman listed below once
we arrive in Seoul. He is also one of the directors

for the Asia Confederation of Credit Unions, so he

could be helpful specifically to the Credit Union
structure in Korea and generally to what is being
developed in other parts of Asia. We are to use
Morriarty's name when contacting Kang.

Mr. Augus tine I\ang
- Manager - ‘ !

‘National Credlt Union Federatlon
. .. of Korea \
,QSuhdae Moon,,Box 8 _

‘jSeoul, Korea :

gTel 32 3395 or. 34 0983



oME: . pril2d, 1974

'féuﬁjEég:.ninterView ﬁitﬁ:MflfDéVidjﬁngﬂi¢§ﬁﬁﬁryfbi¢i’
.. 5~ Chief for Korea, World Bank . . . B = .71 .

" Early this afternoon, I spoke with David Lwos,
Country Division Chief for Korea at the World Bank. ‘
- I-explained our assignment to him and he agreed to meet -
with us on April 29 for a briefing on the Korean health -
sector. The time has been set tentatively .for 3:00 ox-
4:00 pm that day, so I have blocked out both hours on ,
your schedules until Lwos can confirm which hour he will
~actually be free. : : T



 SUBJECT: Interview with 'Y,

L Y. B. Rhee, who left Korea 17 years ago, gave us .
Car brleflng via phone -from his HEW office on the Korean
health sector as he knew it and as he understands it
-~ to be today. He described the education of physicians
“and other health professionals, the reasons for person
shortages in rural areas, and the proliferation of
"medical men" in urban centers. Mr. Rhee gave us the
names below and suggested we contact them, using his
'name, once we arrive in Korea.

1. Byong Whie Lee, Ph.D.
g Director ‘
‘Bureau of Atomic Energy oo
Ministry of Science and Technology
- Korean Government : ‘ : che s
Seoul, Korea

;gz.-nyoung~L1ke Klm, M. D.V" T '
- - -Director, Institute for. Rural*Health
Okku-gun, . Cholla-Pukdo'nZ», S i

... Kunsan, Korea e
v Tele. (Kunsan) 566-2166

N T Youn Choul Koo, M D.
. Pprofessor and Chalrman"’
" Dept. of Preventlve ‘Medicine.
Health = - ...
"Medical College‘”

Director SR £4
‘The University. Health ervic
-Ewha Unxverszty .
: ‘Seoul, Korea O
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 SUBJECT " Interview with“Mr}:ﬁackaﬁﬁiin;jﬁirectbr;
Lowiiiee o AID Cooperative Office -~ . Coonarn

7‘%£ ’RQn Epstein and I met this morning with Jack Dublin,
~Director of AID's Cooperative Office. We gave him'a- .. -
~.general outline of the project and mentioned that one -
. 8pecific task in the assignment was to look at R
cooperatives in Korea as one possible institution for
the delivery of health care. Jack suggested that we
contact the CUNA International Director iq Madison, .
Wisconsin and get the name of the gentleman. who was.
managing the National Credit Union Federation in Korea.
(We had it.) After a general discussion on cooperatives,
Jack said he would be interested in our findings, o
particularly as they relate to cooperatives. If we find
a way in which his office could become involved in :
' cooperatives/health'care.delivery, he would like us to
bring this to his attention upon our return. '



“EOR!THE 'FILE

'SUBJECT: ' Interview. w1t1~Mr; John Hurley, Office of |
S ‘@the Forelgn Secretarv, National Academy of
iﬁSclences I e :

.ggﬁ_ I met today w1th John Hurley, Offlce of the Forelg
ecretary, National Academy of Sciences. John handles
Science and Technology programs of the Academy in A31a
and will be in Korea toward the latter part of our
a551gnment.v John suggested we contract the follow1ng
people using his name. . .

Mr. Lin Sloan ‘ :

The Asia Foundation .

c¢/o Sakandong

Chongno-Kw .
Seoul, Korea . = ..
Tele.. T4 5195 or.ﬁ4 2630

Dr. Lee Hahn Been
President SR
Soong Jun Universmty
Seoul, Korea.

Dr. Brester c. Denny e o
Dean, Graduate School of Publlc Affalrs AT
University of Washlngton'gfwg¢;;_, : f‘”‘““‘”
Seattle, Washington :

Tele.: (206) 543-4920 e ‘
(Dx. Denny is on the Joint Commlttee on Sclentlflc
Cooperation, National Academy of Sc1ences, and .
‘coordinates his consultant activities at the. Acade1 L
w1th the Mlnlstry of Sclence and Technology, Korea )ﬁ?““”

R S ”Also, John suggested we talk with the A551stant '
,;»Program Officer,. USAID, Dennls Barrett 72-2601, ext. 4131,
&;[1n Seoul.iha;,__‘, TR S , i R
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 vBvoRANOUN Fon i iz

DATE: | april 29, 1974

' SUBJECT: Interview with David Iwos, Country Divisich'
4 Chief for Korea;’Wo;ld Bank~ff§kg ;

- . I met this afternoon with David Lwos, Division Chief
~for Korea at the World Bank. David gave me a brief run
- through of the current economic situation in Korea, '
which was all very positive. As the discussion developec
it turned out that he was very interested in our project’
and capability to carry it through. His office was not
familiar with the health sector as they have not been
involved in any such projects, but were trying to do .
something with paramedics. I understood this to be in '
an early stage of conceptualization. Further, he said
they expected to get into the health sector and would be
interested in talking with us about our findings when we
return. David felt the Koreans were capable of doing
‘most anything they.put'their:minds‘to,~and in that sense
prepayment, insurance, cooperatives, group practice, etc.
~all seemed like ideas they could run with in the private
~ sector. He then referred back to cooperatives and said
-~ he had not thought about using that mechanism to deliver
~medical care, but the idea sounded intriguing. He asked
~if the firm (FHC) was based in Washington and seemed
- pleased to see that it wvas. . '

:'1'Q-fnﬁeSugggsﬁeq_wg‘té;kLWith'thé’following peoplg‘inf  3

; Kglrea‘:_“:, s

. 'Dan, McKinhis, UNDP , .

" Mr.'Richard Niebuhr, World Bank Fund

(United Nations Development Plan)
Dr. Kim Mahn, Director, KoreanjDevelqpmen£ ihétitﬁ_gi

'HéfélsbeﬁQgestéd we check into the Saemol MoVéméh£ ﬁhi65§

. is a community development movement started in 1971 to:
-~ increase -off-farm incomes in rural areas through. ' -
o industrialization. BRI P

17’ David‘said he was not free to give;us §fd6py[d£;ﬁhé;

_World Bank study on Korea for‘1973,'but,a;cquQwasiinﬁséou;
- and.we could.get it From the MissionjDirgqtpr;QMr;sglded‘;
. He recommended we read it. Again, he hopes: we ‘will debrie:
~‘him when we return. | |



http:April.29

{EMORANDUM FOR THE FILE -

Interview w1th?B1a1ne Rlchardson, Koreaamf
jDesk Offlcer, Department of State ‘

i I met thls mornlng ‘with Blalne R1chardson. The

' session began by his asking me what my impressions were
. of the project's objectives. He was evidently satis-

. fied with the explanation, as he then set out to

- describe how this health project fit into the overall

- U.S. effort in Korea. He said there was a great deal

of interest in State on this project in view of the

fact that the AID mission was gradually closing down
operations in Korea. State saw this program as being
the "capstone" of USAID/Seoul's efforts in Korea during
the past three decades and they wanted to get it started
as soon as possible.

T When we return, he would like to 51t down w1th us:
1‘for a debrleflng.inls'number is 632-9084.



MEMORANDUM TO THE' FILE '

g '_DATE. S _‘.;May 1 1974

VTSUBJECT. :Interv1ew w1th Ted Dav1s World Ban?{,iﬂ;

; - I met with Ted Davis of the World Bank this afternoon
- to discuss the National Agricultural Cooperation Federation
He said this is a highly structured, ‘integrated: co~op that
operates on the policy of what is best for the country and
not, as most cooperatives, on how to maximize benefits to
its membership. It has close ties with the Government, i.e.
the co-op's president is appointed by President Park, and
the Government uses the co-op to keep consumer prices low.

In Seoul, we should contact: (use Ted's name)v

‘Mr. Tal Chun Hong
.. Vice President
~..75 1~KA Choongjong Ro
.:Sudaemoor: Ku v
~ Tele: 73-0021, or 29

?;S., Ted. also: mentloned that: the co-op has an 1nsurance‘ v
‘ plan for 1ts members, but he had no; detalls on: 1t. e




CT:. Interview with Mr. Michael Adler; USAID/Seoul

'~ +Mr, Adler cautioned us against attempting to apply
standard urban-rural breakdowns to the Korean population,
l.e., it is difficult to tell where one ;stops and the
>ther begins. On the question of the "industrial estates"
soncept, he thought the whole country was evolving into
ne and that these estates would eventually grow into
yities. One program he would like to see developed from .
:he FHC study is an insurance scheme for the delivery of
lealth services. He felt we would make no progress 1f
ur recommendations placed a tremendous cost burden on the
WOKG. Overall, it was his opinion we were dealing in an
\irea that presently offered more questions than answers.

N any recommendation the FHC team makes, he thought we
thould find an institution that had the potential to learn
.8 well as give of itself in the development of expanded
iealth services to the Korean population. :



{;j c-14"
MEMORANDUM FOR THE FILE.

:MﬁMay 6, 1974

‘ﬂInterVLew w1th Dr. Wllllam Dav15. ASSlStant
veinlrector for Plannlng, USAID/Seoul A

»-"4;_;._.,..' e e

. ,Dr. Dav1s sald he bel1eved the health program should
be' in-the private sector. He felt that Koreans took their .
lhealth ‘'seriously and were not crying out for governmental
a551stance on health care. He suggested we look into the
new'"V1llage movement." It was his feeling that the pharma-
cist was the most active in the delivery of medical care,
and that many health professionals co abroad because of the
lack of opportunity to practice their specialities here.
The ROKG presently has a program designed to attract more
women .to the ranks of health professionals and we were en-
couraged to look at this resource. Too, it was suggested
that we look at the behavioral and environmental characteri:
tics which determine why and how people get sick.

It was Dr. Davis's observation that Korea has a wealth
of institutional résources. Competent fee charging facili-
ties have good utilization patterns, and he suspects more:
;people would use more services if they were made available.
And, the private sector has been triggered by the ROKG
through the 5-year development plans. He said the Koreans
are hlghly dlSClpllned and do well by themselves. .
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MEMORANDUM FOR. THE FILE-

MDATE-n"“W May 6 1974

*SUBJECT], Intervi nw‘wl,hfnr. Dorothy Glenn, Chlef, =
: TgPopulatlon Plannlng, USAID/Seoul '

. Dr. Glenn gave us a qulck overview of Korean medical
apractlce. ‘She felt the . private sector delivery capability
-was more acceptable to Koreans, but was puzzled as to an
‘explanation for this situation. Koreans follow this pro-
cedure for medical care: pharmacist, herbalist, M.D.,
hospital, and then home to die. The physician manpower
supply is: 16,000 - 17,000 licensed M.D.s, but only some
8,000 are in active practice, mainly in Seoul. There are
1,200 female M.D.s. Presently, there is a program opera-
ting to move M.D.s into rural areas where they are needed.
This is done through a mandatory 6-month service program
for resident students. In any one year, some 900 residents
‘are serving in rural areas, but it was her feeling that the
program was not working too well.
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MEMORANDUM FOR THE FILE

DATE: ' May 6, 1974,

, SUBJECT T Interv:.ew WlLu ULe DLy MUl UE, FIESLACNT, .
'*“%"'wﬁ»;=Korean Development Instltute, and Dr. Bon,av;
;Ho Koo, Research Dlrector : . L

Dr. Kim mentioned that there has not been much
research done in the health sector, though the Economic
Planning Board is now discussing social development
aspects of the next five year plan to begin in 1977.

He felt that many Koreans think health care costs are to
high and there are not enough facilities to handle their
needs. Further, the ROKG is not an innovator--it responds
to the needs of the people. When thinking about the health
sector, many Korean planners have resource constraints in
mind.

Dr. Kim said KDI works from endowments and their ser-

vices are frequently utilized by the Economic Planning

Board. It was his feeling that planners did not know of

the many pieces that go into the ""health puzzle," or of
the economics of health care~--"not many people here know
much about health delivery." He views micro studies as a
‘means to spread light to the macro level. He though KDI
could get into operational systems but there was no budget
for it this year. However, he would venture into the
operational arena if he had a grant to do so. By the end

of this year, he though Korea would know what kind of S
studies it had to do before formulating a health plan. Still,
he feels apprehensive about moving into social planning and -
'.health, although he knows KDI has an evolving role to play
in this area.

‘ He was asked if it wouldn't be advisable to learn how _
the micro level works with capital assistance before attemptin

to deal with the macro level. Dr. Kim mentioned KDI's work

.with the transportation sector. He could see:- the economics

of that, but not health. Dr. Scheyer replied it was a dif-

~ ficult subject to handle if one did not consider health as

sian 1ndustry and in production terms. At the moment, health

- as an issue in Korea was relegated to Welfare concerns. Dr.
~Kim’said the present health insurance scheme for civil service

' employees is so narrow in scope and benefits that actual pay-

- ment: to users is almost non-existent.  He had the feellng

- that once the "medical box" was opened, it would turn into

+ the proverbial Pandora's box, and Korea would get a lot of

--snakes... This reference was 1n terms of controlllng expen-ﬁ

‘ditures. ~
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";":Observatn.on. : KDI appears to have national’ 1dent1flcatlon
and acceptance, an. J.nstn.tutlonal capac:.ty to attract o
quality staff p and a: long term v:.ew of events and problem :
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 MDNORANDUM FOR THE FILE

DATE: . May 6, 1974

" 'SUBJECT: . Interview with Dr. Park, Hyung Jong, Dean and ' .
o . Professor, School of Public Health, and Dr. Huh''
.Jong, Chairman, Department of Health Services . -

Administration, Seoul National University =

It was Dr. Park's feeling that the ROKG has emphasized -
economic development but not health care issues in its five-
~year plans, though there will be more emphasis given to : = .
~health in the next plan scheduled to begin in 1977. Dr. Par]
was instrumental in convening a community medicine seminar-: .
which was attended by representatives of each of the 14 medi:
cal schools in the country. As a result, each school ‘was to.
begin a community medicine program with these three function:

1. Provide demonstration models

2. Training

- 3. Research

‘They‘were also to work with public health education in ‘the

~ 'provinces and with the new "village movement." . Although . -

~several medical schools now have this community medicine
program, Dr. Park's is the only one with a School of Public
Health. -

Dr. Park believes in low cost medical insurance pro-
grams. If the program is not low cost, the people cannot
'pay. He did not think the insurance scheme at the Seoul
‘National University supported medical cooperative (Chunseong)
would be self-sufficient. The utilization rate is running.
‘at 50% annually. The basic premium for this venture was .
~calculated from the experience of Seagrave Memorialeospitalg
He has considered using paramedics for immunizations.and};?ﬁg
‘preventive care, but the law forbids them from-:administering:
inoculations. S S T e

-+ The Chunseong medical-coeopTis“charteredlby;ROKGff"‘ﬁ L
through the Ministry‘dfﬂHealth;aS}aVlegaljentity;;;Thus‘it*,;
‘can-accept subsidies from central-and‘regional,government R
bodies. It can contract for M.D.s and for hospital services.
He feels the Ministry of Health does not always approve
‘insurance plans because of budget problems and management
problems. Once projects are approved, the Ministry reviews .
their budgets on a regular basis. For the 5,000 people in
thi.s co-op, the total national government subsidy comes to
1,800,000 Won per year ($4,500). A sliding fee principle is.;




el

Uused whereby the poor can pay smaller sums for the
;insurance, i.e., the premlums are based ‘on. ‘income. .
'However, if they have no:income, then the co-op cannot
;offer them medical- 1nsurance.“n“kf = RS

g In reference to other insurance. programs, Dr Park
‘sald government employees are covered under civil service
‘pension programs. Benefits are physical check-ups: '
prevalent diseases that take an employee off the job; ané
accidents or illnesses that occur on official work status
Workmen's Compensatlon is for non-government employees

and covers injuries on the job. However, there is no com-
pensation for non-occupatlonal injuries, or for dependents.

He sald some medical co-ops are being operated in the -
private sector. He feels the business community has an
interest in medical insurance but that workers do not care
for deductlons from their paychecks. In cases where indus-
try is paying half the premium, that portion is considered
as a deduction from corporate profits. Dr. Park said the
government has collected large amounts of funds from Work-
men's Compensation and Civil Service Pension programs.
There was some question as to how these funds were being
used subsequently for industrial expansion.

Details -of the Chunseong Blue Cross Medlcal Care «‘
Cooperatlve follow. :

1. Beneflts‘

%faﬁj”30% of hospltallzatlon fees w1ll be pald by Coopera-'é
... tive Union Members. :
©10% of out-patient treatment fees w111 be pald by
.~ the Cooperative Union Members.
40% of delivery (maternlty) fees w1ll be pald by
o+ the Cooperative Union Members.
<.+ ds. Upon the death of a Cooperative Unlon Member, that
.~ member's family will be paid 5,000 WOn from the 2
i..-. Cooperative Union.
.. e. The contract hospitals ap901nted are the Chuncheon
... Provincial Hospltal and Chuncheon Red Cross Hospital.
© If a specialist is not available in either of the two
‘contract hospltals, another fac111ty will be app01nted.

_Beneflt leltatlons}g;f

e ;;70% of the total’ medlcal treatment fees for the follow1ng'p,
- items will be pald by the Medical'C re*Cooperative Unlon e
"Q{;Members-wu* . I N Ty
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”ﬂfIllnesses suffered w1th1n 2 months of obta;ningf
“membership; o B
‘b. . Illnesses previous to membershlp, ‘ :
-C.'Any physical examination in: ‘addition: to" regular'f
.. ' physical examinations, and speclal laboratory

*Tff.examlnatlons,
. 'd. .  Physiotherapy and treatment of speech,dl_
© . 'e.  Cases untreatable within 30 days. S

:dfé{ \Items excluded from Beneflts

" All of the following 1tems are excluded from ben“flt}
- coverage: | R

- a. - Leprosy, mental disease, narcotic addlctlon andgf
alcholism, veneral disease, tubercu1031s and ’
- communicable diseases; :
b. Plastic surgery; ’ I
c. Blood transfusion and special 1mmunlzatlon,n~v
d. Spectacles, artificial 11mbs and art1f1c1al
o teeth; e
- e, Wounds and illnesses due to. attempted sulclde,,kf
f. Cases in which liability for payment of medical
' fees. rests with another group or person (eg.,“l‘
.trafflc ac01dent, injury” by violence, ‘etc. )

Contract’ Hospltals and Treatment Proceduresf{\“q”

L. Out—patlents should present the medical cooperatlve unlon
- membership card and medical consultation card to the - - :
~-medical cooperative clinic before receiving medical treat- o

-ment. (Out—patlent treatment can be recelved only 1n E

7 ;contract hospltals )

gFor hospltallzatlon or surgery, the cooperative union
‘member should present to the contract Hospital his ,
- membership card and consultation card and can receive = - .
“hospitalization or surgery w1thout hav1ng to pay a pre- o
glomlnary deposit. ' : , ‘

3;.;Payment of the Fee for Out-patlent Treatment and Hospital
”V;gzatlon or Surgery.f~ o e e
;affiThe Cooperatlve Unlon Member must pay 1n adva ce.

“out-patient treatment ‘and. hospltallzatlon or surgeryd
as. requested by the hospltal.:~~ ‘ A

0% of ‘the advance payment made by ‘a member of the ity
~Cooperat1ve Union to the hospital will be relmbursed 5
to' that member in cash beginning from the 10th day .

‘of 'the month. following admission. However, in order | :
for: that member to receive payment, a receipt or blll;:
jfrom the hospltal must be presented to the Cooperatlve{
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”Out—patlent treatment can be reoelved beglnnlng from
“'the day: membership is obtained and hospltallzatlon -
- benefits can be recelved beglnnlng two months after
"'membershlp 1S obtained. v o .

fS};lMoblle Med1cal Treatment Unlt

A mobile treatment unit staffed with a medlcal doctor
a nurse and other health workers will visit mountaln-
ous areas twice a month (eg., the Kumbyung Prlmary

' Sohool, and Hyuldong Prlmary School) . ,

Support for the Cooperatlve Union Program

ii;;fSupport from the School of Publlc Health, Seoul Natlonal
,’gUnlver51ty. ,

Fyak“Prov151on of three health workers for the medlcal
o e insurance office;
:~ +b.  Loan of ohe means of transportation (jeep),
“ . e. Provision of medical commodities; ‘
“ d. Guidance by a professor of the School of Publlc
S Health once every week;
e, ‘Aid in the administrative relationship w1th the
' Ministry of Health and Social. ‘Affairs.

12;r'County (Gun) and Province Support

‘a. County: ' .
L One million Won and admlnlstratlve support. e
. "b. Province: ‘”

‘ ~(a) One million Won and admlnlstratlve support. g
(b) The dispatch of a government physmclan.ﬁh, g

W?Suppprt from the Prov1nc1al Hospltal

”:The members will be a551sted w1th 30% of hospltall—

Ffzatlon cost. o
Periodic physical examlnatlon w1 lwbe prov1ded.at
‘a’cost of 50 Won. . .
}{Support in medlcal admlnlstratlon

The- support of medical bu31ne‘s‘m“

, , the Ministry
of Health and’ Soc1a1 Affalrs‘ o T

““Income and Expendltures (Plan for: 1974)



“;lExpendltures

v
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'QTMedlcal Cost Support by the Mlnlstry RN

150 x 12 mos. x 1,000 households = l 800 OOOW

(150 per household every month) R o
.Interest on Admission Fees o
"~ 2,500,000% x 10,100 = 250, 000K -

Total: 6,550,000W

'Expendltures excludlng Some Sources of A551stance
v‘a;f,The Payment of Hospltallzatlon Fee R
. 50K x 5,000 members x 1 time = 250 OOOW ,
b. Salary of the Physician .
.. 150,000 x 12 mos. = 1,800, OOOW
Ce Salary of the Clerk ,
15,0004 x 12 mos. = 180,000¢
d. Light and Heating
' -10,000¢ x 12 mos. = 120,0004
e. Transportation Costs
25,000 x 12 mos. = 300,000/ . 5
£. Spec1al Treatment (by Professor of Medlcalz»g,
College of S.N.U.) 20,0000 x 12 mos.f—=240 000
9. General Affairs S g
' 15,000¢ x 12 mos. = 180,000
" h. Meetlngs and Social Expenses
. 10,0000 x 12 mos. = 120,0001 . B o
i, The Personnel Procedures Involved 1n¢ ollectla
of Admission
‘ Fees: 60,000/
~j. Death Beneflts '
: 5,000 x 30 cases = 150 OOOW e
(an average of 30 people die: each year : '
k. The drug funds will be substltuted from 1ncome;
g of out-patlents. ‘ : : i
Total- 4, 808 OOOW
§~Normal Expendltures

4’?Payment of Hospltallzatlon Fees
.. 754W¢ x 5,000 members x 40/100=;wl 408,000¢:
}GPerlodlc Physical Examlnatlon ee’ o

ﬁfPersonnel

(1) Secretary General
s 40,0000 x 12 mos. X l person
" (2) Manager of Health Insurance

uf@S)i;
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| ‘?;af}Physz.clan Eonin gt i e O e L e T
L 1800 OOOW b 12 mos.f

" Nurse - i

30,0000 x 12
: Offlce Expenses
157 OOOW X 12 mos.
“‘Light and Heating
24.10,000W x 12 mos. = 120 OOOW

_*,General Meeting and Materlal Cost

- 30,000¢ x 1 time = 30, OOOW ‘
“'g. - Travel Allowances
707 3,0000 x 4 times x 2 persons = 24 OOOW

180 OOOW :

. 3,000¢ x 2 times x 1 person OOOW
“h. Educatlon
o 3,000 . x 20 places x 2 tlmes = 120 OOOW
S Clerk Orientation .
3,000 x 4 times x 2 persons = 24 OOOW
R P Survey and Data Collection
. 40,0008 x 1 time = 40, OOOW
k. Inspectlon :
. 40,000 x 1 time = 40 OOOW
“ L. Transportatlon BRI
- ... 45,000 x 12 mos. = 450, OOOW _
m. Commodltles '
. 100,000/ x 1 yx. --100 OOOW
‘N 'Death Ben€fits
o 5,000 x 30 cases 150 OOOW
O The cost of drugs w111 be substltuted from
~°. income of out-patlents. N _r«v\

«1Observatlon. The Chunseong Cooperatlve has not yet been

- approved by the Mlnlstry of Health to receive government
‘subsidies, though this is expected within a few weeks.® N
"Also, actual expenditures and income has yet to be. experi--
enced in a meaningful manner and it is therefore dlfflcult
to venture projections on operatlons,,managerlal or ade.nJ.c
~ trative capabllltles. a ‘ , L



c-24

 MEMORANDUM FOR THE FILE -

f“;%fMay 7 1974

fSUBJECT Interv1ew w1th Dr. Park, Sung Ham, Vice Minlster fv*
o :7and Dr. Min, Chang Dong, Director, Medical Affairs
" Bureau, Ministry of Health and Social Affairs

Sl It was stated at the onset that there were no standards
of. treatment, knowledge of bed days and similar utilization
gflgures. As a result, they don't know if medical delivery
has improved over time. The Ministry would like to be shown

. how this can be done, how utilization patterns can be tracked
“from one period to another. They were unsure about the future
‘of the medical insurance law and its application in Korea,
“but did feel the costs, direct and indirect, have not been
“calculated by the government in the insurance programs pre-
sently funded. ' They. £igured that some 20,000 people were
“covered under their approved insurance plan.. One difficulty,
they noted, was the lack of desire on the part of employers
to offer medical insurance to employees as part of a beneflt :
‘package.

As far as the Ministry of Health is concerned, the past
emphasis on government operated health centers was preventive
medicine. Because of this, it is now difficult to merge the
curative with the preventive into a mutually supporting
relationship. They felt most Koreans do not use health center‘
- because of their usage of curative fa0111t1es, i.e., pharma- :
’,clsts, herballsts, etc.

R Dr. Scheyer asked if the Ministry would consider con-
f‘tractlng out government health functions to the private
sector. Dr. Min said this has been tried but they have found

}.glt difficult to support providers at competitive salary rates.

.;Both the government and the private facility compete for

 "patients wha have the means to pay for bills rendered. Still,

'~ he said people won't utilize the government sector for health
. care--they want good care from the private sector. He' really

.. didn't have an explanation as to why they would not utilize
- government facilities. He did belleve, though, the resident

-]‘phy51c1ans on 6-month assignments in rural areas were experl—V
,*}enCLng good utlllzatlon rates. » :

s Currently, the. Mlnlstry has about 800 M. D s in serv1ce
g nd another 340 are in the 6-month re51dency program ~The;
profe551onal ‘M.D. is paid between 100,000 -:300,000. Won peJ

fﬁ;month Accordlng to Dr. Mln, the average salary comes out
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»at about 215,000 Won ($542 00) per month. A public health -

ynurse earns 32 000 Won per month while the 6-month resident
~is paid 50,000 Won per month. A quallfled surgeon in Seoul
‘or Pusan can earn 790,000 Won ($2,000) per month in private
i practice. When asked if a salary of 330,000 Won (approxi-

‘mately $10,000 per year) would keep an M.D. at the myon '
‘level, Dr. Min replied that it would. These are the autho-
rized prhvsician positions in government operated fa01llt1es

~Nat10nal hospltals 81
National University hospltals 252
City University hospitals 271
Other National hospitals 49
City/Provincial hospitals 407
Health centers ' ‘ 193
Health sub-centers : 1,102

_""“z 355

Observatlon The Ministry is concerned w1th flndlng some -
‘way. to measqre input and. output characterlstlcs of " health
dellvery but does not- know quite how to: begln the process.
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| MEMORANDUM FOR THE FILE .

~DATE: - May 7, 1974

', SUBJECT: . Interview with Mr. Sang Kyum Ko, Executive
IERE Vice President, National Agricultural Coopera:
- tive Federation, and Mr. Byung Hang' Choi, b
Manager, Research Department S

The National Agricultural Cooperative Federation
(NACF) has 1,600 co-ops at the Myon level, called '
primary cooperatives, and 140 at the Gun level, called
county cooperatives. Of the 2,800,000 agricultural
workers in the country, the NACF has enrolled 90% as
members. There are an average of 1,420 members per
cooperative, and they presently hold 15.9 billion Won
in share capital stocks. Stocks are limited to 100,000
Won per individual member, and the average held by all
members is 7,000 Won. '

The NACF owns and operates some medical facilities
*for its members. ‘These-'do 'not ‘offer "‘comprchensive
services and are rather limited to maternity cases,
hygiene, home health care, etc. The M.D.s and nurses - = ¢
work directly for the NACF. The Federation feels it has
the capability to deliver medical services to its members
and stated categorically that it had "the plan" to carry’
this mission through. At the moment, where there is no
resident M.D., the Federation can establish a facility
and try to recruit a physician to staff it. They did
not feel the government was doing much to develop health
care in rural areas, but as income levels continued to
rise, the KOKG will want to do more for rural residents. -
They stated emphatically their need to recruit providers
and their willingness to do so. Moreover, they felt the
future was particularly bright with respect to their o
plans for providing health care to co-op members. Presently,
physicians are recruited to the NACF through the Min- = - .
istry of Health. S : e

~ The NACF's present medical facilities were constructed
from dividends in the members' Mutual Insurance Plan. ‘-
The Federation felt that farmers could not afford:large .
axpenses forvmedica1fcare’andﬁtherefOrefthejcoéop;makes’x;Q
it available at cost in its.clinics. If they were to ex=

;and_théirjéperatipns,theyvnuld;haveﬂtojdevote*more?fuhdsﬁﬁ
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provide comprehensive serV1ces.. However, the co-op i
is having difficulty compensating’ phy51c1ans at compe—V;
titive salaries. They feel increased empha51s can be :

given to medical care for members by 1980.,. -g;“;‘u,u

The NACF is operatlnq 260 cllnlc dlspensarles and
itls receiving an undetermined amount. of aid from the
Ministry of Health. This is not a subsidy as the NACF
charter does not allow it to operate medical coopera-
tives and thereby quallfy for the 150 Won per member per
month subsidy. 1t is p0351b1e that the Federation will
soon request a change in their charter to allow the
formation of medical cooperatives.

The NACF is a multipurpose cooperative involved in:

‘a.,vMutual Insurance

b Marketing

¢." ‘Production

d. Banking and Credit

e,  Foreign Trade

f. Farm Inout Supply

g. Consumer Good Supply

h. Foreign Exchange and Foreign Loan
i. Utilization and Proce551ng

“J. “"Research

k. The "New Village Movement" (Sae-Maeul)

- Observation: The NACF has admlnlstratlve, mana-
gerlal, organlzatlonal and financial capability. Medical
provmder capablllty is also present, as well as the plan
and ‘the willingness to. expand servmces to its membership.
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 semonawoon ron us iz

pATE: ‘May 7, 1974

'~Sdﬁdﬁ¢T* Interv1ew w1th Dr. Choon Ho Sohn, Presmdent,
A The Korean Medical Assoc1atlon ' DR

‘ Dr. Choon did not feel Korea had a plan for providing
health care to the population and health, especially rural
delivery, is directly associated with national economics.
As for provider incentives, the establishment of country
level hospitals with the capability to send out mobile
teams to rural areas would elleviate the problems in physi~
cian recruitment. He feels the villages cannot support a
good salary level for phy51c1ans and if the government would
guarantee $500 per month in government health centers, all
open positions would be filled. As it stands now, there
are over 100 openings.

When asked about fee-for-service or capitation reim-
bursement for services, Dr. Choon said a monthly fixed
salary is best so physicians can plan ahead. He did not
“think that physicians working in governmental health centers
normally supplemented their salaries from private pay patients.
In response to a question about group provider contracts with
medical cooperatives, he did not feel comfortable in respond-
ing because the medical profession had little experience in
this area, but he thought insurance would be applicable only
to urban based populations. He was aware of a few group
practices, in urban areas, usually 4-5 providers, though a
lesser number have as many as 10-12 M.D.s. It was his
opinion that people should be free to go to any M.D. and not
be assigned to one through contracts. Again, this sentiment
applied to urgan based residents. Provider contracts for a
rural population were deemed proper.

Dr. Choon was asked how he felt about Phy5101an A551stant"
(P A.s.) He would not like to see this occur in Korea as the'.
length of training of health professionals is related to :
_,quallty care for patients. However, if the P.A. worked directly
.~ for 'the physician and under his constant supervision, that =
& relatlonshlp could be tolerated by the profession. But a Gun °
‘level M.D. and several P.A.s working out from his offlce would
not be a tolerable situation. o

e In response to a question concernlng the prlmary care
dellvered by pharmacists, Dr. Choon-thought they now prov1ded
70%: ‘of such care to patients. From a quality: standp01nt, if
the patlent was. cured, Dr. Choon would say the treatment was
mproper.h But 1f he was not cured, Dr. Choon would say the
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‘treatment was proper. But if he was not cured and even-
;tually went to a hospital, then the treatment was of low
‘quality. When asked if primary care could be provided '
by M.D.s and P.A.s instead of pharmacists, he said this
would not work because the former, in concert, could not -
be depended on for quality care. Too, he thought the
v1imited physician" concept would vanish as the GNP con-

tinues to move upward.



MEMORANDUM TO THE FILE '

(DATE:  May 7, 1974

_ﬁéﬁhjﬁbT& }iﬁtérview”with-Mr;'Choi, Soo I, Chiéf'ﬁiViSiShi
Fe of Annuity Planning, Ministry of Health and : -0
Social Affairs - : ‘ T

- The Medical Insurance Law was promulgated on = ..
December 16, 1963 and revised on August 7, 1970.  However,
no decree is yet available for the 1970 law as E.P.B." . .
does not agree with the proposed revisions, though-the '
Ministry of Health does and believes the disagreement is

due to national budgetary problems.

Contributions for medical insurance will be. compul-
sory once the program is mandated. The government will
“handle payment for military personnel and government ‘
employees to medical cooperatives ‘operating in areas of
user residence. The basic model of the Medical Insurance.
Law follows the Japanese national insurance program.

. Range of payment by employer/employee is 2-8% of
annual salary. Or, the employer can pay a flat 50% of
the premium and the employee the remaining part. For
self-payors, the mte is determined by the cooperative. _
Originally, the national government was to pay the co-
~operative all costs of administration as a subsidy.
However, a temporary measure is now in effect in which
the government pays 150 Won per month per member to the
cooperative. The subsidy is to be divided by the co-op
in two portions: 70 Won for administrative expenses ..
and 80 Won for member medical expenses. Whether or not
actual treatment is given on a per patient basis the 150
‘Won subsidy is paid to the co-op for registered member- -
ship. The Ministry can and does control subsidy payments
by limiting co-ops to a defined membership. At the R
beginning of each year, the co-op submits a budget to the. .
Ministry of Health for approval. Each quarter thereafter,
reports of income and expenditures are submitted and checked:
by the Ministry. R ’ o o

.. Presently, 5 pildf'codpérétiﬁefpiojects.have,beenf
.approvec¢ and_these:prog;ams;a:esreCe;vingQgovernment,jg
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'Jl:;;Korean 0il Company, 4 780 ‘members
.2y - Pong Myong Mine, 2, 403 members .- ‘
3. Korean Chemical Company, 3,437 members
,4;~VPusan Blue Cross, 14,850 members R
,(T5; ~Okgu Blue Cross, 9, 00 members L

f@The ‘total budget approved for the year was 16, 200 000
j.Won, of which 11,940, 000 Won was allocated to the flve
jjplans listed above. B ‘

v Eight other program requests were recelved last ,
year but they were all rejected. The approved coopera-
tives have the administrative units to do the required -
reports for the Ministry. The co-ops can contract with
hospitals and private M.D.s if they recelve the approval,
from the Ministry to do so. - ST '

Observation: Mr. Choi was knowledgeable about the .
‘operation of the insurance law and seemed quite able.
However, many staff were observed, though it did not
‘seem the present scope of operatlons warranted thls
‘complement : .



Meetings with Dr. Chong, Chun Hian, and =
H;f¢;;kwgr1djﬂgalth'Organigatiqn;fg

 SUBJECT: «
i pre o ning,

oo *FHC met with WHO on this date, May 1lth, 17th,
‘and’ 24th. These meetings were essentially briefings
for both parties FHC discussed its role in Korea and
WHO gave the team an overall preview of their own -
-programs. WHO has been planning a pilot demonstration
project for health services delivery at the community
“level. This pilot project includes written protocols
and other defined tasks for paramedical personnel ,
working directly under the supervision of a physician.
“Too, WO will dttempt to integrate staff and medical @
services through this project at the health subcenter -
level. The team understands this project will be
implemented in the very near future.

WHO said they had a great deal of interest in- .~
medical insurance programs as they relate to the deliver:
of services. Dr. Chong felt that the private sector e
handled about 90 percent of medical care in Korea..."95%
of the quality in care is due to- the private sectox," he
said. They both felt it was necessary to expand service:
in the public sector as the private sector will take care
of itself. It was their feeling on looking at available
data that of the 16,700 licensed and working physicians,
over 45 percent of them were resident in Seoul and Pusan.

L Durin@ktheiiast meeting on May 24,;WHO’expressedg»f;
interest:in”;heFspecifics of the FHC recommendations to -
USAID. ' However, .the team did not feel it appropriate to:

‘discuss;themfgt‘thisAtime.



MEHORANDUM FOR THE FILE

SUBJECT: = Interview with Mr.. International -
o " -Mohetary Fund. . P
©.- 7 Mr, Niebuhr said he was not familiar with the health
care sector in Korea. In general, though, he thought
expenditures above those now being allocated would not be
viewed favorably by the IMF in view of the present economic -
situation in Korea. An increase in health care outlays,
therefore, would be considered something of a luxury that

the ROKG cannot afford against more urgent developmental
funding requirements.- '
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 MBMORANDUM FOR THE FILE

.ew with Mr.. Chai: Kyu Cher, Managlngv”‘
4 Korean Blue Cross .

e Mr. Chal sald he is attemptlng to attract promlnent
Koreans. to the Blue- Cross movement in order to get'a -
national ldentlty. He views the government as somewhat
an obstacle in this as it does not seem dlsposed to
recognlze the efforts of the private sector in health
insurance. In response to the question on what demands -
employees were making to employers for health insurance
coverage, he mentioned that foreign companies were
presently the most active in this area., .

The use of credit unions to form medical :
cooperatives was brought to his attention. He sald it
was his feeling that credit union leaders wanted thlS-
service to be organized as a separate legal entity.
Otherwisge, 'relationships may - ‘blur, 'i.e., ‘some-members
own food stores and they would be opposed to the
formation within the credit union of a consumer
cooperatlve. Mr. Chai said credit unions are useful
in making credit available for funding medical :
facilities, equipment, etc. He was not against other
types of cooperatlves forming integral medical i
cooperatlves, or owning hospitals and contractlng out
serv1ces to M D.s. = D L o

: He was asked if a separate revolv1ng fund could be o
utlllzed by the Credit Union Federation for the developmentﬁj

- of medical cooperatives and facilities. - Although he was’

. positive in his response, he was qulck to point out that
management skills and the building up of a competent core
. staff were the most important for any allocation of o
development funds. At the moment, the Korean Blue Cross

- has to work with existing hospitals and church groups '
that own hospitals. He found it most difficult to work:~$
with the prov1nc1al hospital system. He did say, though,
that where m1551onary hospitals and credit unlons exlst'
~the medical insurance scheme can work. e
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“ME. Cha1 said 15 Blue Cross plans were afflllated
'ﬁw1th the Korean Blue Cross. The Seoul Blue Cross had
4,000 members and four full-time paid staff were.
" complemented by volunteer assistance. In all, the 15
.plans have an estimated membership of 60,000. In. . .-
-Seoul, the annual fee was 10,000 Won in 1970 and this -
increased to the present fee of 16,000 Won in 1972. - |
There is no capitation; they own no. faCllltleS, and
the M.D.s want only a fee-for-serv1ce arrangement w1th
‘Blue Cross. . :

o It was his feeling ‘that the ROKG dld not want to
‘give a license to the Korean Blue Cross to operate

- facilities because the organization has been unable to

- demonstrate a capability to set aside reserve funds.
~For this reason, many private companies who have

- expressed an interest in joining the plans have :
subsequently backed off. His three main problems were: .

1. Obtaining a government license
2, Establishing a reserve fund : C :
3. Ownership of facilities, espe01ally hospltals

 Whlle the Korean Blue Cross is not operatlng illegally
~2in -its -maxketing activities, -Mr. -Chai said .it was.not
“entirely legal either. It appears this is due to a
‘technicality: the application for licensure was rejected
"on the basis of an inability to establish a reserve fund.
However, it can operate its programs while it attemptszlﬂ
to develop such a fund. For its part,. the ROKG is not
encouraging commerce and industry to join the plans
'untll the llcense is granted.

i The Korean Blue Cross has group pollc1es Wlth a .
~Japanese company and this company received a dlscount on
~the. premium for group enrollment. The same discount L
~would be offered to other corporations. Some companies
wpaid the full premium for their members (mostly foreign-.
“based), while most shared the premium on a 50/50% basis.
‘Benefits are the same from one Blue Cross plan to another
~according to Mr. Chai. Employees are required to pay.
“income tax on cash benefits received from these plans.
It was his feeling that more and more employees are
demandlng health beneflts from thelr employers.

; He has studied the HMO model concept and the Pusan
;Blue Cross plan and believes this data demonstrates a . S
~plan needs an enrollment of 20,000 to break even. - For,vg
instance, the: Seagrave Memorlal Hospital which operates
s*a Blue Cross ‘plan, w1th considerably less than that
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.figure collects only 64% of its total operating budget"
from enrolled members. (The provincial government :
provides the remaining 30% and the Ministry of Health,
6%.) He feels the operating experience of Seagrave's -
Hospital would be directly applicable to a Blue Cross
. hospital in Seoul. Before Seagrave instituted the '
insurance plan, their utilization pattern was poor,

but it has since improved through Blue Cross
implementation.

Blue Cross plans can change their premium structure
twice a year. He said the collection rate on premiums
was currently running at 90%. Mr. Chai did not feel
he needed additional staff, but he could use staff for
-other medical cooperative development, education and '

" training programs. . .

Observation: Mr. Chai is an organizer and a moving
spirit. The Korean Blue Cross lacks efficient management
and administrative capability. Also, the annual premium
payment by members tends to allow for a forecast of
expenditures on present income levels instead of a 1/12
percentage allocation. One result is that although the.
:premium-cost has remained steady over the past two years
in the Seoul Blue Cross, independent evidence suggests

a reduction in benefits has occurred and payment of o
~claims has been a management problem. : B



,{SUBJECT..,InterV1ew w1th Mr. Ch01, Chang'Rok A551stant
- ;;h; . Minister of Operatlons, Economlc Plannlng o
~g’;Board o ‘ i

Mr. Choi was asked what procedures his office used to
- plan budget outlays for public health. First, he said,
they looked at standard indicators, fixed costs and opera-
ting costs, added by 1-2% on top and then estimated the
rate of inflation. However, the final figure came out
from this process, the e-tual resource allocation for
public health had to be in the range of 1.5% of GNP.

It was that simple. Although there were provisions for
~increases in the budgets of individual departments,

the impression was left that this was not the usual case.‘

Private medicine and the health sector have not
“benefited from the ROKG in "his opinion. Whatever ‘credit
is due for the advancements in medical care delivery

has been earned through the efforts of the private «
sector. Moreover, he felt the private sector has a low
cost-benefit ratio in relation to services delivered.

He has no objection to the private sector taking on

the total health care system and making it work'
efficiently in Korea. But, can it work, can they do

it? When the private sector is successful in ventures

of this nature (he referenced the Scandinavian experlence),
it does not last long. For instance, if they were
operating the system one year with only a 20% subsidy
from the government, they would probably come back the.
next year and ask for a 30% subsidy. Overall, he thought
Korea would have to wait 3-5 years, until the per capita
income was $1,000, before the Medlcal Insurance Law Sy
.is funded. : . - SRRt L TS
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?SUBJECT-*-Interv1ew with ‘Mr.:Augustine Kang, General . ' :
‘ : v Manager, Asra Confederatlon of Credlt UnlonS»-g

i Mr Kang stated from the beglnnlng that cooperatlves
*could manage medical care delivery for the population.
‘Korea should not rely on proflt oriented hospitals, church
{groups or charity organizations for health care delivery.
~In response to a questlon on how people could manage and

~own medical care services, Mr. Kang said pressure from the
top resulted in villagers forming agriculture sooperative
and Credit Unions. It would be somewhat different with
medical cooperatives using prepayment schemes because
"people do not want to pay premiums when they are healthy.
He felt Credit Unions could do health delivery as they
~have the system and the organizational discipline. The :
“way health care is presently delivered, the poor are treated’
.as uninvited guests while those who can afford. treatment

are given the best rooms and the best of serv1ce.

- Mr. Kang said there were over 300 Credit Unions opera—“'
<ting swith+40,000 members. (lle cautioned us to check with
“the National Credit Union Federation as his figures were
"dated.) Most of these were located in urban areas. The ‘
~Korea Credit Union League was established in September 1970 -
as the juridical person under the Civil Code. The Credit
Union Law was passed by the National Assembly in August 1972.
On March 24, 1973, the Korea Credit Union League was dis- :
solved and the National Credit Union Federation of Korea was.
;organized under the Credit Union Law on March 24, 1973.

e Mr. Kang is a member of the Seoul Blue Cross plan. ‘The
7prem1um, paid annually, is $40.00 which covers his family and
-maid. - If hospital in-patient care is required, the memberxr
‘pays the full 100% charge upon admittance and is then. reim-
‘bursed by Blue Cross at 70% of original payment. He said the
-Blue Cross in Seoul has management and administration problems
-in making timely claim reimbursements to members. Many mem-
.bers of the Blue Cross are also members of the Credit Union
~and use it to pay hospital bills. In fact, the Blue Cross v
regularly deposits some portion of paid premiums in the Credltf]
~Union and uses this facility to pay members when bills are - .
~submitted and to pay hospitals for- charges to members. Hospi- .
ﬂtals under contract to Blue Cross glve members a 20% dlscount.}i

RN The phy51c1an communlty has been agalnst Credlt Unlon

. sponsored medical cooperatlves.A They feel it is forcing com-
“petition: they don't: want’ standards imposed and they would
jllke to contlnue w1th the freedom they now have to change
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f#practlce modes as they wish. That 1s, the membershlp of
“the Credit Union is composed of some medical professionals.
- If their Credit Union was to organize an integral medical

: cooperative, these members would feel this an unwarranted
"imposition on the prerequisites of their profession and

- probably cease membership. Some physicians are totally
~against any form of medical insurance. However, in response
to a question, Mr. Kang said if the Credit Union and the
‘Medical Cooperative were separate entities with mutually
supportlve linkages, that model would be acceptabkle.

He was asked what this would require in terims of
financial support from outside sources. His response was
sufficient funds to train a staff on the concept of separate
‘cooperative entities, as mentioned above, to 01ganlze these
cooperatlves through the Credit Union movement by using Work-
shops, Seminars and similar educational mechanisms. Ideally,
this could be accomplished through a volunteer effort but
there would have to be funds to support 2-3 full-time staff
to provide contlnulty during a period not to exceed 3 years.
The separate entities would be Blue Cross Medical Coopera-
tives. After the 3 year period, the Medical Cooperatives
'should be self-supporting and able to continue on with their
own generated resources.

In terms of pooled risk sharing among the cooperatlves,
Mr. King felt the Korean Blue Cross Federation could be im-.
proved to handle this function, as they know from experience
data collection, the cost of premiums, etc. He believes
we should support the Federation 'so the Credit Union movement
could subsequently become involved in the total effort. He
stressed again the urgent need to improve management and v
administration capabilities within the Blue Cross Federation, -
And, before embarking on a national program, local units ‘
should be organized. -

The Credit Union movement has spread rapidly in Korea.
Mr. Kang accounted for this in part, because of the support
by industrial companies. Their employees used to ask for .
‘extensive salary advances and if it could not be obtained,
they tended to move on to another company . Now, these same
employees go to the Credit Union, which is often located on
plant property, and employee turn-over has been lowered.

Observatlon- -The Credit Union movement appears to be grow1ngy
and galnlng acceptance in Korea. The Korea Credit Union ;r~e;
‘League assists in the organization, ‘training and support of - -
member unions. A standard accountlng and reporting. system"
'1s used and supplled to local unlts by the League.»
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|SUBIECT: Interview with Ne. T. J. ki, Assistant Chief
- . Secretary to theBoard Chairman, The Samsung
~ Group\. SER. S R

-n 1972, the Chairman of the Samsung Group raised
~a bond and endowed a Foundation for employee medical
expenses with a W1 billion grant. Eighteen companies
of the Group with 20,000 employees participate in Foun-
~dation benefits. Each year, these companies contribute
stock to replenish outlays for disbursements. Employees
do not contribute any funds. The basic idea was adopted
from the Carnegie Foundation.

............. During 1973, the Foundation paid out W4.6 million
for 923 maternity cases; ¥900,000 in death benefits;
“M4.2million for 197 medical ‘cases; W6 million for edu-
cational grants; and W5.6 million for physical health

and recreation expenses. Other miscellaneous outlays
were Wl.l million. The endowment earned W40 million

in stock dividends last year and paid out to employees
K22.5 million. The Foundation operates on a tax free _
status and the original W1 billion grant was considered
‘a deductible item for the Chairman.

"In 1973, 50% of the employees' medical expenses were
‘paid from the Foundation. This year, the Foundation plans
to increase it to 80%. Employees must make application
to the Foundaiton and grants are given only to bills in
excess of W8,000. However, some exceptions are made to
this rule, depending on the individual case. For maternit
cases in the home, only W5,000 is paid in contrast to the
W30,000 paid for in-hospital births. Death benefits are
from ¥50,000-300,000 depending on employee salary level.
While there is no death benefit for dependents, the Group.
may make a condolence grant to the employee. The Group's
~employees use the company's ‘hospital in Seoul and contract
with 20 others around the country for other employees. ...

. The Group researched the government;medlcal'iﬁéﬁiaﬂéé

_élan;put;rejected.it‘and organized the Foundation. - .
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. Permission was granted by the Ministry of health through
the Office of Labor Affairs. Mr. Kim stated that the
Group was the only private firm in Korea operating such

- a Poundation. Although they heard about the government

- 'subsidy program, the Group felt it would have to add one
‘more staff man just to handle reporting requirements and

~ to satisfy Ministry of Health requirements. They felt:

this was too bureaucratic an arrangement.

Observation: The benefits from the Foundation directly
affect employee productivity. They feel if they help

the company to increase profits, more -benefits will accrue
to them. The Foundation appears to have good management
and financial capability, Lo ’ ,
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* MEMORANDUM FOR THE FILE °

DATE: - May 9, 1974

| SUﬁJECT: Interv1ew w1th Mr. Howard Hansen, Manager,
: o ‘Amerlcan International Underwriters, (Korea),
Ltd.

The American International Underwriters (AIU)
believes there is a need and a market for health
insurance in Korea. Currently, they are prohibited,
as are other private companies, from marketing such a
program to Koreans. However, in early May they began
selling a Hospltal Income Insurance plan, mainly to
employees in joint venture companies, though it is
not limited to the expatriate community. This plan
pays a specified amount per week for in-patient
hospital coverage. For instance, for those under 40,
an annual premium of 10,000 Won will yield a benefit
of 25,000 for up to 26 weeks in case of hospitalization
for 111ness or injury. The benefits are paid directly
.to.the beneficiary. Pregnancy or miscarriages, and
conditions resulting from congenital anomalies, etc.,
are excluded. The Hospital Income Insurance is sold
on a group basis at 20% discount to companles who
enroll over 100 members. This program is adapted
from one AIU marketed in the Phlllpplne Islands. Mr.
Hansen was unsure of the soundness in this new program
and expressed some doubts as to its financial v1ab111ty.
However, he sees its redeeming value in the provision
of a data base for future programming efforts. This
seemed to be in connection with a belief that the ROKG
will eventually open up the market to the private sector
and AIU wants to be ready with acturial and statistical
indicies.

: Mr. Hansen said he has received several solicitations
from the Seoul Blue Cross plan and has noticed over time
~a_ decrease in beneflts though the premium has remained
the same.

LObservatlon. Essennially, AIU is. skirting legal reqnireéaf
ments set down by the Mxnlstry of Health by selling a
fHospltal Income plan’ vs. a health 1nsurance plan.«»
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'MEMORANDUM FOR THE FILE
ATE:  May's, 1974

éﬁbdﬁdﬁ?1 Ihterviéw:with Mr. James Wiliiams}fbifé¢£pr;~:’
... Peace Corps . v oo 0h SR

' Mr. williams thought the impetus for ROKG interest -
in health care sector may have come from the North-South
Red Cross exchanges. Here, it was learned, the North
had developed an efficient public health care system. J
In all other respects, there is no doubt South Korea has
a ‘considerable edge in agriculture, industrial capacity,
2tc., but not in health care.

It was his feeling that there was no lack of skills
in the country but a lack of institutions that could
itilize and mobilize these skills and distribute them
xfficiently. For instance, the ROKG has produced many
>aramedical technicians, but in civilian life these skills
ire lost through non-application in the health care field.
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. MENORANDUM FOR THE FILE'

DATE:  May 9, 1974

]SﬁﬁJECT;‘ Interv1ew w1th Mr. Pyung Yl Kwon, Manager,
BTN Employee Relat:ons, Korea 0il Corporatlon

; o The korea 011 Corporatlon (KOCO) was the flrst
.corporation to be approved by the ROKG under the Medical
‘Insutance Law. Their prepaid health plan was developed
over a three-year period during which the insurance plans
of Blue Cross in Pusan, the Honam Fertilizer Company, and
a mining company were studied. KOCO added 30% on top of
these cost experiences to determine the health insurance
premium for their employees.

KOCO started their prepaid health plan on August 16,
1973. They did not believe a straight 1.5% deduction
-each for employee and employer was an equitable way to
deduct from salary for premium costs. Instead, they base
payroll deductions on a flat rate and this is shared 50/5i
between employee-employer regardless of income levels.

In terms of priority, the corporate tax deduction was
more important to KOCO than the government subsidy. Howe:
in order to implement the plan, KOCO had to go through the
Ministry of Health for approval. Without this, they could
not obtain the tax deduction from the Ministry of Finance.
KOCO pays 20 million Won per year to the insurance plan,
the employees contribute another 20 million Won, and the
government gives a subsidy of 2.5 million Won. Over 76% of
all KOCO employees throughout Korea are members of the plan.
KOCO says they could not have offered this plan to employees
if less than 65% of them did not agree to join from the
onset of operations. The insurance covers 60% of costs for
employees and 40% for their dependents. Under the plan,
members can also obtain loans to pay for expenses not covered
on hospital charges. :

: During the past ten years, KOCO's experlence with Work-
men's. Compensation demonstrates a 60-70% return in benefits
to employees over a 100% contribution from the company. In

. this same period, their corporate tax has decreased from

©+1.5% of total salary to .9% due to reduced accidents and

'f5safety programs instituted by the company. Last year they

5}pa1d in the equivalent of $70,000 to Workmens Compensation
. .but employees actually received only $42,000 in benefits
f;ﬁp; work related injuries. ThlS translated to a $28 000



loss on contributions, or some 11,060,000 Won-= 268 of - '
“the '

total .costs for the hedlth insuranceiprogram. = =% & .-
"KOCO related these figures to -the:difficulty in obtaining
‘legitimate compensation for its employees through govern-
ment channels for induced injuries... Again, it appears,
through the question was not. answered directly, that the
ROKG is using funds collected through Workmen's Compensa-
tion for industrial expansion purposes. Over 1 million
workers throughout the country are covered under this law.

KOCO pays M.D.s 513,500 Won per month ($1,300) and.
nurses 79,000 Won ($200) per month. Still, they say it is
"difficult to keep M.D.s on board at this salary rate. At
the moment, they cannot consider the possibility of owning
and operating their own hospital due to the expenses involved
in such an operation.. During the past 4 months, 72% of '
premiums have been paid out for medical care to KOCO employees,
and the company earns a 40% tax deduction on its 20 million
Won yearly contribution.

The employee's contribution is 400 Won per month plus
200 Won for each family member. The government subsidizes
an amount of 110 Won per enrolled employee per month. The -
plan reimburses medical expenses up to 480,000 Won for '
‘employees and 360,000 Won for each dependent per year. A
50,000 Won benefit is paid for maternity cases and delivery
can be in the hospital or in the home. A 30,000 Won benefit
is paid for abortions when authorized by an M.D. KOCO has
verbal agreements with 8 hospitals in Seoul and another 26
throughout the country for employee utilization through the’
insurance plan. Some 50,000 KOCO employees are participating
~and covered by the KOCO plan. R ' o

KOCO said there are many problems in following govern- .
‘ment requirements with health care insurance programs. For
one, the hospital must give the discount if certain kinds of .
services are needed by a KOCO employee. A potential agree-
-ment {contract) with a hospital can and is difficult to e
‘negotiate because of this restriction. For its part, KOCO. -
says they do not need the discount and hospitals do not care ..
“to make agreements if government guidelines have to be fol-
lowed to the letter. - _ S e Lo

~  KOCO says that it“allows subsidiary and affliated com-— '
panies to join the plan. Too, the company has been approched:
- by other firms with requests to take-on their employees.under
- the KOCO insurance plan but so far the company has been .
~unable to assist them. - ER TS N
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.Observation: The KOCO sponsored plan should be closely
'studied as it can provide good operating data for other
—firms, both private and non-profit. Too, it appears to
- have excellent managerial and administrative capability:
- all'bills are paid when rendered, and cost centers and

~accounting procedures are established and performed

~monthly.
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MEMORANDUM FOR THE FILE

Interv1ew w1th Mr. James Perry, Manager, Eial
M. Larry Lewis," Ass1stant Manager, Falrchlld,,ﬁ:»-
. Semiconductor, Seoul and Mr. Moon, Industrlal

“Relations Dlrector D e

: Palrchlld operates a dlspensary staffed with l full—:rd

\,time M.D. and nurse. Most visits by employees are for
eye strain and nervous stomachs. Apparently, this is ..

-due to the tedium involved in the production of tran51tors,-

espe01ally the high power scopes used by the girls to =
check wire connections. Mr. Perry said it costs WlOO
per month per employee for Fairchild to support the dls—
pensary. This includes the {240,000 ($600.00) salary -
for the M.D. Some 20,000 visits per year are credlted
to dispensary staff.

Fairchild also . has set aside space in the plant for

- a Credit Union and over 40% of the employees are members.

The Credit Union associated with the national Federation.
Fairchild now gives employees salary advances for mediggl:
expenses but Mr. Perry says this practice has lessen
somewhat since the Credit Union was organized. Fairchild
also gives "company" cards to- employees which entitles

them to a 10-20% discount when using approved hospitals.’

When questioned about membershlp in Blue Cross for

" Fairchild employees, Mr. Perry felt the ROKG would inter-

vene and make it a compulsory program for all employees

~once Fairchild attempted to provide only for those who

wished to join. He did not believe Korean firms wanted
health insurance plans but that foreign based firms were

-open to the idea. For instance, the National Metal Workers

Union, which represents 90% of Fairchild employees, dis- =
cussed medical insurance benefits at one time during .

 recent labor negotiations but then dropped the subject.

" Observation: The dispensary keeps productivity up. The'ﬁ ;d
- FHC team wonders what happens to the girls, who stay an
Qikaverage of 2-3 years, when the go back to their villages

th industrially induced health complloatlons; visual
aculty, ete. N



. MEMORANDUM FOR THE FILE

R

AT

. Interview with Mr:

hang ¥ul, Managing

A _Kwak, Chang Yal, Managing. -
' Union Federation of -

| SUBJECT:: . Interview with Mr: Kwak,
‘ ‘WT**VDifebtor;nNatiOnaL?Cred;t'

- Mr. Kwak said the Federation currently has 228,802 -
‘members in 834 Credit Unions throughout Korea. Their
-growth rate has been rather rapid in the past several
years. For instance in 1969 they had 50,905 members in
327 Credit Unions. In that same year, outstanding loans

were $1,360,002 and as of March 31, 1974, these stood at.
$3,751,382. ‘ ' ' :

The Federation provides. these services to members:

., . @. An education activity for new Credit = . .
Union organization : e e
©~ . b. Business guidance for Credit Union ..
-~ -“management R e e =
L «C. .-Auditing-services . R T e
d. Central banking service .- receive .

- deposits and make loans N b T S
S e. Insurance service - live saving insurance -
- and loan protection insurance EENI SR T
oo . Material supply service ~ all bookkeeping -
..~ forms and  documents are supplied to member Credit .
-+ “Unions - ) ‘ S o
;» .7 g. Publication service

©. Mr. Kwak stated that he was interested in health
care for Credit Union members. He said no Credit Union’
Jperates a health insurance scheme but that some indivi-
lual members belong to Blue Cross. The Federation has
1 banking relationship with Blue Cross but does not give-
iny other technical assistance. Although he thought it
ould be possible to begin a program of health insurance
rithin the Federation, he does not care to do this under
‘he auspices of the Ministry of Health. The Federation

.8 under the Ministry of Finance and would prefer working:
nder that arrangement. As it stands now, the law |
‘orbids Credit Unions from organizing health insurance .
'coperatives. ' R ‘ SN

:ﬁgfﬁlﬁgteépbdsg\tdfégqﬁestiony:Mr.;KWakjsaid his organi-
)ation‘encourages its: members to -join Blue Cross. and



fiBlue Cross premiums are dep051ted ‘with Credit Unlons.v-
.- He said the Federation could extend credit to the Blue .
Cross to help it expand facilities. When asked if the

. 'Federation had the management capability to enter the

" medical insurance field, he answered qulte pOSLtlvely
and was supportive of the concept. ' :

... The Federation has a revolving fund for use by its
- member unions. This fund was established by USAID/Seocul
- and it is used for inter-lending purposes. Members are
E)charged 1% 1nterest per month when borrowing against thi:
. fund.

- The Federation is supported by its members through

- a compulsory$5 00 one time charge when Credit Unions
initially join. All Credit Unions are then asked to
purchase $25 (1 share of stock) in the Federation. Ad-
ditional funds are obtained from a 1.5% monthly charge
on savings in the General Fund, and audit services are
billed directly to members.

Mr. Kwak said that legally the Feueration could
extend loans to its members to form medical cooperatives
.such as Blue Cross, but administratively the Federation
~was not prepared to do this. He meant the Blue Cross’
“had tobe-a-member of ‘a local Credit Union but have a
"~ separate board of directors.

': Credit Union loans are separated in these categories

-a. Production 1oans L 22%
.. b. Paying off usurious loans . 18%
. ¢. Small business loans o 18%
~-d. Education Lao1a%
- f£. Housing, rent and reoalr 0 L0%
- g. . Medical care - . ;a*#flO%[#
h. Miscellaneous. ‘_5"'37,‘ 8%@;1;

;Oberservatlon~ The Federatlon has management and flnan01a1”

capablllty.v It is aware of . medlcal insurance . and is: o
~ interested in assisting its members- develop such program o
~The question is how to do this legally and under ‘what e s
fmlnlsterlal roof should 1t be placed.
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MEMORANDUM FOR THE FILE

DATE May'10, 197¢

SUBJECT: Interview with Warren S. MeGill, ‘Administrative -
.7 Manager of Kaiser Foundation International -
.~ (Dr. James Hughes, Executive Director of - .

. 'Kaiser Foundation International, was out of

© . town) ’ -

‘ Mr. McGill stated that Kaiser Foundation International
was interested in providing services in Korea. Its long
range objective is to develop a capability similar to the
U.S. Kaiser Health Plan and provide on a comprehensive,
prepaid basis health and hospital services. Tt recognizes
that such a undertaking in the long-run requires entering
the area with more modest goals. These include, e.qg.,
employing local resources while providing occupational
health services, or taking on certain public health func-
tions.

<mnggeneral,«where«Kaiserainsha&lations-arernot-present
KFI ideally wishes to be invited by a government to set ‘up
.-a pilot program which offers services to a predetermined. .
- population, in a defined geographical area. :

... . Its second preference is for USAID support’in]seff f%
.‘vicing a predetermined population (note payment per - -

& ﬂflfFihally, it’is'prepared to,contract,withfinduéﬁin_ e
.to provide industrial health services, and/or such other  *

_services as may be required.

= ;gﬁKFi'views its entryiihtb fbiéign marketé'askiﬁcrgﬁ i
pmehtal,.establishing-credibility; responding to increasing
" demands. \ ‘ AR b

.; f1] thwithstanding it is prepared while ehteriﬁéfatﬁaf_g
" lesser level to immediately engage in efforts to realize.
-~a higher level of operations. I R

~..7 " The key determinant of Kaiser efforts is the viabilit)
.of a total program in the long-run. While it is prepared
. to amortize certain "growing” costs, expenditures involved
“in determining its entry, and the appronirate level must i

- not be. speculative.
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ey Current annual costs for KFI s Volta oneratlon 1nwit
“Ghana,' including ‘a 12-bed hospltal, serving- somefIS'OOOe,
20,000 persons, provmdlng drugs, medical’ supplles, A !
~physicians' serv1ces, administration, laboratorv, x~ray :
‘and staffing is approxlmately $400,000" annually., The . v-”
‘determination of costs in Korea depends on‘local pay,
‘scales, etc.. e '

The capital investment: by Kalser.w1ll_vary‘denendlngg
on 1ocal resources and capabllltles,n AL

, Mr. MCGlll requested we ta1k1w1th KFI on our way
back from Korea. '



 MENORANDUM FOR THE FILE

DATE: May 11, 1974 |
SUB&E&T:”“Meéting in Jon Keeton's home with 12-14 Vol-
0o unteers assigned to health projects throughout
'Korea. Mr. Keeton is Deputy Director, Peace
Corps, Korea.

. .. The Volunteers were interested in the FHC assign-
ment and the impressions we had gained during the

past week of interviews. For its part, the team wanted
to test out the concept of utilizing the private sector
for health services delivery. That is, the services
now being provided by provincial hospitals and the
health centers could be contracted out to the private
sector, at least on a pilot basir. This would allow

a comparative analysis of services to be conducted
over time to determine differences in cost, process,
outcome, etc.

~Initially, the Volunteers resisted .this. idea but’
were curious as to how it would work. This led to a
discussion on trends developing in the U.S. toward
community ownership of health services and facilities,
i.e., the National Health Service Corps and H.M.O.s.
They then said their experience was solely in the
public sector and they had not ever considered the pos-
sibilities for the delivery of health services that
may exist elsewhere. In the end, they said a private
sector approach was worth trying as the public sector
wasn't verv effective in its present role. '
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"YDATE ”fMay 13, 1974

TESUBJECT.,‘Fleld trlp—-Okgu. Interv1ew with Dr. Kim, Kyoung
e i .. 8ik, Director, Institute for Rural Health, Sea-

- grave Memorial Hospital, and Dr. Yoon, Sang Won .
Director of the Board for the Institute and the

- Hospital

The main hospital building was started in 1968. and com-
pleted in 1970 at a cost of $599,207. Annexes consist of a
supply warehouse, food warehouse, generator room, and morgue.
The hospital is centrally heated and has four vehicles: an
ambulance, bus and two jeeps. The authorized staff is 89
and at the time of the visit, 83 were on staff. In terms of
health profe551onals, this taff consists of eight M.D.s, two
pharmacists, six medical technicians, and 24 nurses. The
authorized bed capa01ty is 96, of which 65 are now operatlng
beds. Clinical services offered are: :

a., internal medrcrne
b. pediatrics
C. general surgery .
d. orthopedic surgery. ‘
- e, obstretrics and gynecology
oo Eo BEJNLT. o
g, dentistry 'ﬁﬁﬂV'p;;
S0 Be. ‘eclinical paLhology R T
o Vi.-lanesthe51ology ' R

.7 The statistical analy513 ofipatlents treated;durlng theﬁﬁ
arpast four years is-as. follow i SR ’ A R

h ”Chart l-—Out—patlents ff)

fwaearsVi7f ,f”' . Day: ‘Average

Dally No.;’
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ffChart 2—-In“pat1ents ot e
-}sYears;'Tﬂ"No. of fDays S Average | Averagek?, Occupancy‘f

Patlents ,Qtreated, ‘Daily: No._ length rate:
ORI - e of Patlents of stay o

'y1971 }yq;-f 1,316 11, Sézf? D31 7 8. 8‘iujsf*iﬂ; 3.8
i?1972;]?f;~ 1, 475‘ <1f12 252f. ,333-5"1lft 3-3» ’ ;;i‘ﬁwﬂ“%
f51973 ?lf"fksz,sls“u”” 7 eaay}ﬁl'égldjf_ijfi;o7;ﬂ**fa‘»
'?March}.f7 ‘ i37563yy*_-4,aa4}7f7'$4.2y§7?'7_5;4f“f3”"’“”“"
1974 T EPRE A Con
| YEARLY PATIENTS TREATED° CHARéﬁb"AND,cﬁAﬁifficAsésﬁgﬁ,h,1khg
'iChart 3--Out-pat1ents | e - »4 End
N a Charged cases - Chatityvcases : ‘»f o Total

No. of Days No. of Days [ No. “of - Days
Patlents Treated Patients Treated Patlents Treated_'

1971 10,364 33,061 6,909 20}485f‘» 17 273 539546?f
1972 “1g ;881 "83,‘671 ‘]:2,"5'87 . w54,788 '_,3:].,468_ " “‘138 459
;L‘,9473?,5 21 851 126,650 14,574 80,972 3’6",‘}1125 }._f.;,.zo7 622 .

33 85"'

;;1374 5,643 {l]2i;329 3 7611-,' ;z;sésg;f~“””

Léchart 4--In~pat1entsf“

i:Charged”cases f¢ﬂ7 Charlty cases 'ff3f”'ffyTo£a1

'fNo.:of Days  No. of Days "“DNd. of Days =
;gPatlents Treatedv Patients - Treated;ﬂ;?atients Treated -

-efiaji»fifag?851 6,95 - 465.7‘ i,4;53s%gy?.1;316 11,592

' *'7 (351 483 4,001 1,476 12,252

1973

| 1,707 10, 6°3f;51"3
1974 w1 370
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...+ The hospital operates a moblle serv1ce cllnlc.; ‘The pur~
pose of thlS service is to: - RS _'“”; .

;tful.,-reach and determine communlty health problems
,y'LHZ.‘4f1nd and treat patlents in need of- help : :
fh:!3;; give health education 1n varlous communlty settlngs

“**mhe mobile team, equ1pped w1th one Jeepr consists °f"

Seagrave Hospital *ﬂ f_ h:h Publlc Health Center
- 2..M.D.s T - "1’'Nurse
'l Nurse . . -2 Publlc Health ald-nurses

,2 St:udent nurses
- 1 Driver . '

- This team covers 10 Myons and the islands of Okgu-Gun.
- Bach Myon is visited once a month. Drugs and medical supplies
~are provided by Seagrave Hospital. During the past four years,
the mobile team was responsible for the treatment of these pa-
tients: :
XEARLY PATIENTS TREATED BY MOBILE CLINIC TEAM
'Yearsf : Total
Lg~1971 . 840
'951972 C"f.‘.«~l . 25,924
?P1973 ,:_;_ , o i;f§4;7157

7@aMarch ‘“?l;ﬂf:»ﬁ 17,339
T

' vEaRur eaTiENTS TREATED B DEPARIMENT -

. . Services .. |
TR D O R Treatment
. Fee

,.1;799;590



The Okgu Blue Cross is a separate legal entity but it is
affiliated with the Seagrave Hospital and Rural Health Institute.
The Ministry of Health provides a subsidy of W150 per month per
household for administrative expenses. The Okgu Blue Cross was
the first rural insurance program to be approved by MHSA, but the
subsidy covers only 1,000 households of the 1,548 registered in
the plan. Members pay an extrance fee of W300 per household and
a monthly fee per member of W100. The analysis of those covered
under the Blue Cross program follows:

BLUE CROSS PLAN

1973 March 1974
Individual insured. 8,863 9,175
Morbidity monthly 22.1% 22.1§
Demand rate of treatment 54,0% 38/6%
Out-patients
Average treatment days 3.9 days 3.4 days
Average treatment fee 355 Wa13
In-patients
#Average *treatment fee 6.6 days 7.5 days
Average treatment fee W4,810 #4,566
Delivery | ,
Average treatment days 3.0 days 3.5 days
*Ai";erage treatment fee 5,560 w‘s‘,’o‘vso
Rati@ﬂQﬁfﬁaiients category " ” if
-Out-patients 97.0% 97.1%
'fihrpatients  2.4% ﬁzzﬁsi
pelivered 0.6% 0:3%
 rotal 100.08 100,08
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 CHARGE RATE FOR TREATMENT -

fi];.{fdff1973;'*  i
‘ Member . Discount = Blue Cross = Total .
© " (Hospital) - . .
patient - . . .30% . ‘108 - . -60% - - 100% -
patient - - 108 108 7' 8os. - 100%
' Revised for 1974
In= . S o R
patient 40% 20% 40% ' 100%
Out- o | |
patient 308 20% 50% 100%

Three critical problems were cited:

L l.ngremium collection is difficult. A 90% collection
rate is needed, but only 80% is collected at the present time.

2. Transportation of members to hospital.

3. When joining the Blue Cross plan, households under
report family members.

o ‘Public health center is used as a collection agent. Other-
 wise, Blue Cross waits until a member comes in for a medical ser-

vice to collect the premium. Dr. Kim thought a medical cooperative
would be a good collection agent. .

The Blue Cross premium has been set low deliberately in
order to attract a low income population. In fact, the plan dis-
courages urban residents in Kunsan from membership. The Rural
Institute wants to prove that health insurance can work among
rural residents in the low income range. Middle class income
people.are able to pay for medical services when they use them.
Dr. Kim said his facilities are not large enough to cover high
income people. ' .

; There are four.staff members assigned to the "Okgu Blue _
Cross plan. Three of them are covered, in terms of salary, through
~‘the MHSA subsidy, while the Rural Health Institute.and hospital
- cover the costs fo:'the fourth member. The Blue Cross membership - -

accounted for 30% of all outpatient visits and 10% of all hospital -
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gﬂdays. Overall, the Rural Health Instltute, Seagrave Hospltal and
"ithe Okgu Blue Cross had a. surplus in 1974 of W28,800 against ‘an ,'
- ‘income of W112,196,000. The BIU\ Cross accounted for: Wll 945 Oo/gf

~of total income, or 9.4%. S ‘ ; ; A

. Dr. Kim stated that the Okgu Blue Cross was not afflll—
'*ated with the Korean Blue Cross Federation. He felt the: SN
‘Federation only wanted the membership fee and he would rather
"go 1t alone".

: Observatlon: Dr. Kim and Dr. Yoon are conducting an im-
pressive operation. Excellent management and administrative skills
seem to be present. The Blue Cross plan appears headed for
trouble, however, as it is appealing to a skewed population/low
income group. Its financial contribution to the overall operation
is disproportionate to utilization by membership of facilities and
equipment.,



NENORANDUN FOR THE PILE

 DATE May 14, 1974

Field visit and interviéw with Dr. John =~
Sibley, Director,'KojeeGQWCommunitygHealthﬁh

- and Development'ProjeCt;fand?Df;fshimgjj?;,~

‘ Admihistrator*for'InsuranCE@P;athfj g;fim"

SUBJECT:

.~ Dr. Sibley said the genesis of the insurance
program started two years ago as the result of a meeting
with community leaders and the Board of Trustees. In.
theory, the Credit Union idea was the structure they
used--from thexe it was an easy step into an insurance
program. That is, the Credit Union was in place in
Koje-do and they used it as an institutional concept to
build a medical insurance program. Also, the Pusan Blue
Cross and the National Federation of Blue Cross helped
with the initial organizational work.

There are now 2,600 people in the plan. The pre-
mium is Y60 per month ver person. A one time entrance
fee is W250 per person. Dr. Sibley estimates that 20-25%
of the residents of Koje-do cannot afford to buy into
the plan. It simply is not in their priority to do so
now. He said the cost of the premium is designed to
maximize enrollment. ‘

In 1972 the average outpatient charge was,W544,~~';Q
including drugs. Last year, this increased to W700, -
again including drugs. He estimated that 14 out of 100 -
patient visits were covered by medical insurance.. ‘o -

In 1973, the project treated 15,607 outpatients -
and 241 inpatients. Its operating budget for the year
was W32,190,000 of which expenditures were w28,772,277.
Although there was a surplus of W3,417,723, the operating
expenses do not include Dr. Sibley's salary nor that of .
a half-time pediatrician who comes in from Pusan every . - ..
week. These charges are covered by the World Council of .
Churches in Geneva. The project has 3.5 on clinical staff, ’
3 nurses, 1 laboratory technician, 11 nurses'aides, and ' e
19 associated personnel, i.e., volunteer paramedics, "~
government health workers, etc. T
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: The project consists of a small rural health

.center with twelve inpatient beds; delivery room,‘out-v
gpatlent department; emergency room; operating room; :
‘maternal-child health and family planning, public healt.,
‘health educatlon, laboratory and x-ray fac111tles.v Dr, -
*Sibley's main purpose is to demonstrate that it is pos~

" sible to bring low-cost but comprehensive health care to
a defined population of a rural area. Central to this is '
an expectation on his part that its successful elements: ¥
‘might be incorporated in that aspect of national plannlng 8
“having to do with rural health systems. S o

v The Koje-do project has been experimenting with a
number of ways paramedical workers can be used in patient
care. This has been made difficult by Korea's strict
medical-legal codes that prohibit treatment by anyone
~other than a licensed physician. Dr. Sibley believes the
effectiveness of a community health program will be directly
proportional to the degrece to which it can sustain an
actlve, stimulating influence for health in every home
in each individual village. Where health gaps are large,
such as in Koje-do, this sustained influence can be best
maintained by the constant physical presence in the
wvillage of a trained representative of a medical care team-—
a paramedical worker. When the chief of police in KOJe—do
heard about the paramedical program, he asked Dr. Slbley
to train a medic from his staff along with others that
were then in a tralnlng program as v1llage aides.

Because a 1arge number of residents in Koje-do
depend on medicine bought on the advice of druggists for
treatment when they are sick, the project is conducting
perlodlc training sessions for island druggists. The
sessions include basic health and treatment principles
and stress the proper use of antibiotics, which are S
available without prescription, and the 1mportance of
following the progress of a patient. The project belleves
strongly that because of the shortage of health care
resources, its goal should not be to convince everyone
to come to the clinic for treatment, but it should try
instead to find out what the abllltles are of all indigenous
sources of care, to train them further, and to use them
where possible. Moreover, Dr. Sibley said that he has
accepted legal responsmblllty for druggists who "lay hands"
on patients. This is in reference to the common practice
wherein the patient simply comes into a store, describes
his ailments, and receives a drug from the pharmacists.
His person remains inviolate in the process of treatment.



-Dr. Sibley said his low-cost health care program has’
upset  the other physicians on the island. However, there
is a'behavioral problem with low-cost health care: people
tend- to associate cost with quality. 1If the physical o
Plant does not look attractive and somewhat costly, peopl
will figure that low quality health care is available in
that facility. FHC responded by saying that a beautiful
facility for low income residents only will have poor
utilization because of the target population. It has to
appeal to a broad spectrum--low to high income in order
to make it financially. e

- Dr. Siblev said that facts talk "turkey" in Korea.
The Koje-do project, he commented, does not have the
time, know-how and financial resources. to put these facts
together. He really can't analyze what the project is
doing, or measure its direction and impact. Although
the project is closely associated with the Pusan Uni-
versity Medical School, they have no analytical capa-
bility to help him on this problem.

On the question of the in-coming shipyards for Koje-.
do, he said the companies would build primary care units
obut would not own them. He does not plan to move into
orepaid insurance with shipyards, but fee-for-service
vill be employed. He said the Korea Community Medicine
corporation proposal for industrial estates would only =
include M.D.s. The FHC team commented that this proposal
id the concept-is dependent on: ST

1, Thé shipyards being built.
2. No competition. _

_ Dr. Sibley thought the most difficult concept to -
;ell is going to be primary care. Again, there is a L
>ehavioral problem presently expressing an interest for .
‘eferral hospitals and secondary centers. He said that
‘orean medicine is a traditional western approach trans- L
)lanted to Korea. : LR

bservation: This is a fine program in need of ‘analytical
iupport from an outside resource. Dr. Min, from-the = -
linistry of Health, :is aware of the paramedical. and ‘drug-.
iists program, and' says’the:Ministry permits it'because .
.t is worth folloWing;and“Studying:to,vetérmihe{itSQiﬁpabtﬁ

‘he FHC team seconds that decision. - .. .. -



‘MEMORANDUM FOR THE FILE . .

. May 14, 1974

. Field trip and interview with Dr. Chung; .
'fDirQCtorzQngusan’Blge;q:oss,gGQSPel&Hdspital@

. o Dr. Chung said the Ministry of Health designated
“the Pusan Blue Cross as a pilot cooperative on September
26,.1969. This was the first urban program to be ap-
~proved by the Ministry. The criteria for membership is:
o . Resident of Pusan '

2. Support goals of co-op
, 3. Enroll all household members
To join, W200 per person per month is required as a
premium fee. The one time entrance fee is #1,000. The
Ministry of Health pays a subsidy of W150 per houscechold
per month. At the present time, 14,903 people are mem~-
‘bers of the Blue Cross. Their membership for the past
four years shows: B
’ 1970 13,730

1971 11,797

1972 13,172

1973 14,557

" .." When the Blue Cross first zegan to enroll members

'in 1969, Save the Children's Foundation heavily supported

enrollment with its membership. The drop afier 1970

was due to the Foundation's loss of support. The present

enrollment is primarily low income, though 10-20% are

in the middle high income range. The Pusan Blue Cross

has a staff of 8, of which 2 are involved in marketing

activities. Their premium colléction rate among members

is 85%. ' Co
- The Blue Cross budget during the past several years:

demonstrates: this experience: _ G e e

e Income . Expenditure . .

1969 (4th Qtr.) W 5.2 million .. W.5.7 million

1970 0 $28.6 million = . W28.7.million

1971 . 0 W37.4 million . - - W37.4 million

1972*r,ufﬁﬁh‘&' ;m-~W44,6vmillion51: ~W43.7 ‘million

1973~ W43.5million . #43.9 million
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Thelr :1973 income of W43.5 was derlved from:
34 6% Blue Cross. premiums - &
.+ 7.5% Mational subsidy
'v34.6% Hospital discounts
- 3.6% Entrance fees
-19.7% Partial payment by members

A Dr Chung wes asked how he felt about enrolling
?wgroups. He said the Shell 0il Company joined on an
‘individual basis. If 50% of the employees would have
- joined, however, the company would have had to pay one °
half the premiam costs. Dx. Chung felt that low income

" groups have low utilization of hospital facilities. He
"was asked by FHC what would happen if benefits increased?
Would more high income people join? He responded by
saying they probably would. Also, if the hospital was
more accessible to them, they would join the program.
Blue Cross does not contract with any other hospital in
Pusan than Gospel. In fact, about 90% of all Blue

Cross income goes to Gospel. FHC asked if the hospital
‘staffed the insurance program. Dr. Chung said that out
of 140 employees, 140 joined, including dependents! He
felt the employees utilized the hospital services too
“frequently.

: Blue Cross plan members have a morbidity rate of
+11.4% annually and are responsible for 28% of total Gos-
-pel Hospital visits. Dr. Chung says this comes out to
~be an 0.4% morbidity rate daily and a 1.1% daily hos~- -
~pital utilization (patient and inpatient). The income
~from the Blue Cross constitutes 10% of total Gospel

. Hospital income on an annual basis. Gospel has 150 beds
~of which 80 are occupied daily. On the average, fifteen
~of these are filled by members of the Blue Cross. Out-
patient visits average 3,300 per month. :

 Observation: Dr. Chung appeared to be an'able adminis-
trator and organizer. He felt a national federation
was needed to expand and promote the concept of medical
insurance. While it might be too early to do this now, ‘
“he thought the need would soon arise for such a federation.
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f?f'May 15, 1974“

,ﬁéUBJECT:i‘Fleld VlSlt and’ interview with Mr. "Oh, Soo .
.- Man, Chief, Public Health and Social Affalrsi‘“
~ySecL10n, Cheju—do Prov1nc1a1 Government L

PHC asked Mr. Oh for some information on the localf'
‘Blue Cross plan in Cheju-do. He said Blue Cross was ‘
~under investigation for possible misuse of funds. Aall:
their marketing and program activity has been suspended

~pend1ng the approval or disapproval resulting from the
' 1nvestlgatlon



MENORANDUM FOR THE FILE

15, 1974

Field visit and- interview with Mr. Han, Choi
- Byeong, Vice-Governor, Je-ju Provincial .

- Government, Cheju-dc

- . Mr. Han said the life expectancy on Cheju~-do
‘Island was high. Of the 400,000 residents, 0.9%-were
over age 80, This contrasted to 0.16% in Seoul. . He
hoped we could help Cheju-do obtain better hospital
facilities. As things were now, he said there were ;
better physicians than hospitals on the island. Some.
of these M.D.s are residents from Seoul National .
University. Lo

The meeting was abruptiy terminatéd5by an air
raid drill. S
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 MEMORANDUM FOR THE FILE

SUBJECT: Field visit and interview ‘with Dr. Kim,
Byong Chan,gDi;éCtOpi\Prdyincialv1ospital'
Cheju—do¢;‘“:;n_l"l“- R R e A

Dr. Kim said the hospital was built in 1910 by the "
Japanese. In 1971, a sub-hospital, of 15 beds, was
opened on the other side of the island. The main e
hospital has 53 beds and a staff of 47, 1In 1973, 38,300
patients®used the hospital and another 2,700 were charity
cases. Dr. Kim said that 95% of those using the hos-
pital paid all charges in full. He said that 70% of
the cases are Workmen's Compensation.: . .

The hospital is operating a mobile clinic and it
is making visits to rural areas primarily on instructions
Exom the ‘national government to get in line ‘and support
:he Saemael movement. Over 1,437 visits were made by
zhe clinic last year.

, The 1974 budget is W110 million and 97% of that
wst be raised by the hospital. Of this, ¥88 million
las - to be earned from medical services. The proposed -
:xpenditures on this budget are: - R
EREERE - 34% salaries of staff and physicians

26% medical supplies, drugs, etc. - =
27% hospital maintenance SRR

3% mobile clinic and dental

1% non-chargeable expenses . - S
4% for purchase of medical: equipment ' .
5% miscellaneous T 2 Lo

... Of the 9 M.D.s on the staff; 6 are in the six - .
‘month resident program, 1 is a dentist, and the other =
'3.are full-time residents. Dr. Kim said that the grade '': .|
-of ‘residents has become lower in the past few years:
‘the hospital how gets 3 or 2 year residents instead of .
‘the 4 year M.D. He feels their salary of ¥200,000 should
be i RR

be increased to W350,000. Non-board M.D.s now are -
§Salariedjat'W160(OQO;,;]q-_
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; ‘Dr. Kim-said the hospltal was old, in'need of:
7equ1pment and.renovation. - Difficult medical cases. have
“to be sent to the malnland for care, but often the"
“weather is bad and patients have to take their chances
in a hospltal not equipped to handle their needs. H;s
first priority is to make this provincial hospital a
first class institution, and expand the facility to 150
beds. His bed occupancy rate in 1973 was 70%. The
hospltal takes its patient population for a low-mlddle
‘class income group. LT

FHC askel Dr. Kim if he would consider operating
the hospital on a contract. That is, contract out to
the private sector for management and administration on
‘a nonprofit basis. He said if there were enough facili-
ties, this could be done. But he could not recommend
it at this time. This has been done in Inchon, according
to Dr. Kim. The Director of that hospital is no longer
an employee of the Government. He used the property and
equipment as collateral on loans, and Dr. Kim was unsure
of the propriety involved in that kind of transaction. .
FHC replied that the idea was to lease the facilities,
not give them away. The Government would have to make
sure the hospital could attain self-sufficiency and
economic viability through increased utilization. Dr.
Kim then said that a contracting arrangement will result
in taking in patients who can pay, leaving out the poor. -
FHC replied that production is related to unit of service.
In a nonproflt hospital, the profits should go to in-
creased services for patients. The team then asked if
a first class facility would attract first class patients.
Dr. Kim replied that treatment is now low quality. The
hospital does not match the rate of economic development
in the country. FHC then poseéd a hypothetical question:
'If it had the wherewithal to qrant or loan funds, would
you invest in this facility? Dr. Kim said yes. If this
were a private hospital, wouldn't you have to reconsider
serving a low-income population, FHC asked? Dr. Kim
'said yes, but he would have to alter the rate at which
‘he charges in that case. His policy then would be to
collect money as fast as. poss1ble from the hlgh 1ncome._,
group , _ S ST

- The team was. taken on a tour of the hosoltal.  ._¢

Observat10n°, Dr. Klm was an’ excellent host.. The FHC 1
‘team has 10 wish to be critical of people ‘doing: the‘best

"they can under difficult: cmrcumstances. But it wa: ,j
‘difficult to observe basic publlc ‘health pollc1es 1n,the :
operation of the hospltal., ‘With a budget of WllO m11110n4
there certalnly has to be an allocatlon for soap powder.;
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MEMORANDUM FOR'THE, FILE

| DATE:  May 15, 1974 .
Edf;;]fiéid"éiéiﬁ"éna&ihférViéw‘witﬁ Dr;féﬁh}'Sohg;f Qf

w7 . Director, South Cheju-do County Health Center:

. .. Dr. suh studied public health and public health
. administration at Seoul National University. He feels,
~quite strongly, that the weakest point in the Korean
medical care system is delivery and administration. He

'~ .said that the health sub-center is considered last in

terms of importance in Korea, yet it is the first point
of ‘entry for patients. Transportation is not a problem--
it is lack of equipment, finances, and public health
education among the people. The people just don't know
where to go so they end up visiting a druggist when the
feel ill. Dr. Suh said that if you look at medical ser-
"vice as an ‘enterprise, then it is now a wonopoly on the
.part of providers and most druggists. He observed that
there ought to be at least a referral service at the
county level to keep moving patients to where they can
be treated.

FHC asked him how he would feel about services.
He agreed with this concept but did not know if patients
could pay the costs. Was this an economic or behavioral
~ attitude on their part? Both, said Dr. Suh; about 10%
-~ can afford to pay and other 90% simply can't pay. He
said people were not aware of the need to visit a physi-
cian. Many never have had x-rays. A subsidy would be
" necessary to ease the people into a contract program.

. FHC asked what it would cost the 10% to have con- -
" tract medical services. Dr. Suh said J10,000 per house-

" hold per month. Last year he conducted a survey among

f 2,800 housecholds containing 13,600 residents. He found
“an. 18.9% morbidity rate. Of those in this category,

“’54,8% went to drugstores; 20% to provincial clinics

- or private M.D.s; and the remainder to herb doctors,
~ etc.. He was asked by FHC if pharmacists should be used . .
*in a primary care system. Dr. Suh said no, they should . -
"~ be kept separate interms of service deliwarv R



©"'The FHC team was then éécoftéd across the street
to the sub-hospital and given a tour of the facility.
Jany staff were observed. No patients were seen, anywhere.

dbservation: Dr. Suh should be given some assistance
to continue his examination of health delivery in areas
such as Cheju-do. He knows the right questions and he's
searching for answers. S T



MEMORANDUM FOR THE ‘FILE

DATE : May 15, 1974

SUBJECT: Field visit and interview with Mr. Oh, An Soo,
Assistant Manager, National Agricultural
Cooperatitve Federation, South Cheju—do County
Agricultural Co-op

Mr. Oh said the NACF plan for medical facilities
to federation members does not apply to Cheju-do because
it is an island. The co-op now contracts with an M.D.
for basic services under their mutual insurance program.
However, this appears to be a very limited arrangement,
i.e., death certificates.

There are 25,000 heads of households in the co-op
or some 110,000 people. The county co-op has 9 primary
co-ops at the Myon level. Of the 25,000 households,
23,000 are farm families.

Mr. Oh said members are using the co-op bank for
savings at a high rate. Last year they had 1.1 billion
‘Won in savings and this year it is up to ¥1.32 billion.
Members also purchase stock in the co~op. The entrance
fee into the co-op is one stock valued at W1,000. The
average stock held by members is 15-16 shares.

FHC asked Mr. Oh if there was any interest on the
part of membership in medical insurance plans. Mr. Oh
replied that the members would follow whatever direction .
was established in Seoul on matters such as this. If =~
the Federation supported the concept, could you collect
W200 per household per month, FHC inquired. Mr. Oh
replied that 80% of them could pay that premium. The .
fees could be collected by the Chairman of the v1llage
assoclatlons.

He was then asked if it made sense to have a separate
medical co-op. Mr. Oh replied that this would depend
.on what policy makers at the Federation level had to
say. It would probably require a change in their char-
~ter, though. FHC inquired if the co-op can operate a
- “"gister co-op" for medical care services. Mr. Oh said -
they wou]d have to hire their own M.D., and thlS would
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- ‘be better than what is now in the system foxr quality -

- .assurance. In response to a question on contracting

.. for services, Mr. Oh said he was not aware of the
‘benefits of this idea but the plan sounded like it had
merit. .

Mr. Oh then went back to an earlier question and
said that perhaps the figure of those able to pay W200
per month may be less. First, he said, it would be
hetter to enter a program of this nature on a pilot
basis. FHC asked him if he would be willing to sponsor
such a project. Mr. Oh replied that this project should
be in a rather remote area. A high guality M.D. would
have to be in the demonstration project or utilization
would be low. Otherwise, people would not be willing

to pay for a system they had no intention of using.

Observation: This county level co-op, a member of the
NACF, appeared to have good management and administration

skills in place.



?DA'I‘E May 21, 1974

I;SUBJECT ;Interv1ew w1th Carroll B. Hodges, Ph. D.; Dlrector;;
Operations 1n Korea, The Amerlcan-Korean Foun-ﬁf‘ :
dation ‘

Dxr. Hodges detailed the contribution by AKF to the']
emergence of modern Korea from the day of its relief -
activities, until its participation in. its econmlc recovel

AKF has an interest in the successful and v1able
operatlon of rural health services and had: made contri-
butions in Korea to this end.

The agency is 1dent1f1ed with Seagrave Hospltal in
Okgu, with the Koje-do project and with Dr. Chung in his
efforts to develop a Blue Cross. He mentioned the need
to recruit an American M.D. for the Okgu project. He
was having difficulty because of the funds required,
but now hoped that an M.D. from Ireland might take on
the job.

Dr. Hodges hoped that AID might assist in the sup-
port of these groups.

Observation: Why does the Okgu project need a high
priced Western M.D.? Won't he need expensive equlpment,,
etc., etc.!



. MEMORANDUM FOR THE FILE

(DATE:  May 22, 1974
5f§ﬁﬁﬁﬁé%2 Interview with:Df.fChuhéfiﬁi—Supf’Membérfofg}
_Welfare Committee R D

- Dr. Chung said he has obtained $1.5 million fundin
for hospital construction in the Koje-do project from. .
‘European sources. The building program will be started
in July and should be finished in early 1975. He has
also raised other funds (undetermined) from U.S. Pew
Foundation for construction purposes.

He felt that a primary care program associated with
‘a well equipped hospital would attract idealistic M.D.s
to the overall program. In fact, he is looking forward
to beginning an internship program in Koje-do project
when the hospital is completed. As to Dr. Sibley's pro-
ject on Koje-do, he.said utilization has increased 30%
over 1973.

Dr. Chung did not feel a fixed fee or insurance was
the answer to making health services available to Koreans.
He felt it should be something in-between but he was not
sure just what that might be at the moment. He commented
that most of the problems in health care delivery evolve
around management, administration and organization for
an effective delivery system.

‘ He was asked by FHC where health delivery studies
and research might be conducted. He thought Pusan Uni-
versity Medical School could take on this program but it
would need research funds and some institutional building
funds. Too, he felt the Korea Community Medicine Cor-
protation would enter into the hospital contract field
next.year by contracting for the operation of one provin-..
cial facility. . . _ ‘
Observation: Dr. Chung-'impressed FHC; as' a man who could .

get things accomplished ‘Unfortunately, his efforts are -
not part of a centralized 'national plan.; ‘He is very much .
involved with the Seagrave Hospital in-Okgu.: That hospital
vis;nowglpdkingffor,a;WéSte:n,M.Dg and his:eventual arrival
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fw;ll herald the need  for sophlstlcated medlcal equlpment.
"The Okgu Blue Cross plan will have: to:increase premium
{costs to - support these outlays. Will the same thing

‘take place in the other hospltals Dr.,Chung is ralslng
“Frnda fAr atr +hie +ima?



_ MEMORANDUM FOR' THE FILE.

SUBJECT: ‘Interview with Mr. Choi, Byung Hang, Manager,
;oo 70 Research Section, National Agricultural Co-

operative Federation, and Mr. 'Suh, Won~-Ho, -

- Chief, Marketing Research Section, Research
Department, NACF. : ‘ S ‘

© The FHC team wanted to meet with the NACF again to
get a better feel for their activities in the health
services area. We inquired again about the number of
clinic dispensaries the Federation was operating. In the
May 7 meeting, they said 260 were delivering services,
However, that figure was off the "top of their heads" at
the last meeting. They dispatched an aide *o get the ac-
tual numbers this time and they are:

214 clinics, of which
166 are operating, and
48 are closed
138 full time MDs
© .28 part time MDs
166 nurses '

- The team asked the NACF if they would have any in-
terest in sponsoring pilot projects with member coop-

eratives for the delivery of medical services. They said
- the President of the NACF might be interested, but they
felt the emphasis had to be put on increased agricultural
production because they couldn't spare their efforts for
medical services. Yet, the NACF would be willing to
study the concept of pilot projects in this field. They
asked what the insurance premium would be per member and
the types of MDs needed for such a system. But they did
not feel that Korea had enough MDs for such a system.

FHC responded by saying there may not be enough phy-
.sicians for the next 25 years if the country continies .
. to utilize them in their present capacity. ' To achieve -

its goals in the 1980s, Korea will have to act now.. - If
~the country waits, then all that is being done now in -
‘terms of health care services will have to be undone at.



- a‘high cost. Health care can't be demarided of people. "
They must take care of themselves because they want to:
- they can't be coerced into that. The best health care

.. is a mother properly caring for her child, bathing

_that child, boiling drinking water and teaching personal
~hygiene. 1If this is not done, the child gets ill and

- the personal cost of health care begins to increase.

The NACF is in a position to help its members understand
this concept and to spread the risks of medical care

- throughout the entire Federation. The NACF responded

by saying this was a constructive suggestion and that
they now had a better understanding of what was meant

by the concept of health care as an economic investment
opportunity. ‘

Observation: The FHC team gained the impression from -
this meeting that the NACF's interest in sponsoring more
comprehensive medical services for its members was defin-.
itely on the increase. Further, the Federation does

have the institutional structure to begin this process
once their own leadership becomes educated to the merits
of providing medical services to members through the
primary and regional cooperatives.

“Note: The team left this meeting with the feeling

that the 166 physicians were working directly for the
NACF. Independent evidence later given indicated this
was not the case. The physicians are recruited and paid
by the Ministry of Health and Social Affairs. The NACF
does not give them any compensation above their salaries
as government providers. o



|MEMORANDUM FOR THE FILE -

f:May 23, 1974

ESUBJEéiiF?Interv1ew w1th Dr. Tong Kwan Hong, Director,
i .. 'The Korean" Instltute for Famlly Plannlng;«au
v,‘,‘v‘v"b Seoul R s

Dr. Tong felt that a trend was beglnnlng to develop
iin the private sector for an increased role in health"
care. The Korean Medical Association, for one, was:
fostering this development and he felt private sector ‘
activities would continue to be demonstrated by other
entities as well.

The Institute for Family Planning has family planning
workers in 196 health centers throughout the country.
He said that the "Mother's Clubs" were originally started
for family planning purposes. He felt a link was needed
between the public sector and other health resources that.
uyltimately feed into it. Then, services could be expanded
and more people served than is the case now. .

Dr. Tong stated that as economic differences became
sharper and expectatlons of Koreans moved upward, the
poor and low income citizens would undoubtedly lose out
1n texrms of accessiblity to health services.

Observation: Dr. Tong expressed an awareness and need :
for ‘change in the present health system.
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_'MEMORANDUM' FOR THE FILE .

DATE: May 23, 1974
UBJECT: = Interview with Dr. Choi, Young Tai, Professor,
~ Catholic Medical College and President, Korean
~ Industrial Health Association, Catholic College
Seoul, Korea ' - ‘ : v L

... The Korean Industrial Health Association was formed in
1949, It was inactive during the war but was revived and
now has about 800 members. Because of increasing industrial
development and the participation by foreign financed
operations in occupational health, the KINA expects its
membership will rise 50% this year to 1,200 members.

Dr. Choi said the Association is composed of practi~
tioners "committed to sounder industrial health practices
in industry. Industrial medicine is only possible with the
cooperation of management, labor and the medical professional.

L Dr. Choi made it clear that the drive for industrial
health services has come from the Office of Labor Affairs

in the Ministry of Health. The industrial health activities
are legally approved by the Ministry of Health and supervision
inspection and reporting is through the Office of Labor Affairs.

. Dr. Choi, who has been president of the Association for
-10 years and is a graduate of the University of Minnesota

- School of Public Health, stated that 90% of the membership
~is involved in occupational medicine only part-time. However,
.the association itself is under contract toc serve certain

- multi-employers, and physicians and others in these contracts
‘are full-time. In full-time situations, productivity doubles.
‘Dr. Choi recommends a strategy of using industrial health
services as a springboard for community health. .

‘ He cites as a justification for this position a coal
. mining area which he personally served as an industrial .
 health physician. There he uncovered a 4% incidence of @ .
"--tuberculosis, which in seven years he reduced to .007%,. He
.. believes this would not have as likely occured if his activi-:
- ties had begun from a community-medicine base. ' C e

To further illustraﬁe his point,gchoi cited the Associaé'

. tions experience in contracting for multi-plant services in.

- .:six industrial areas, with two additional areas expected soon.
.. ~These areas are Pusan, Kwang-Ju, Inchon, Masan, Yongdongpo . '
.- and Seoul's garment center. R N



The Masan Center operated by the Association serves
as a worker population of 25,000, 90% of whom are single
females. A Y50 million allocation was made by the Minister
of Commerce to the Association to construct a three story
building for which the Japanese Government supplied W66,000,000
for equipment and furnishings. The Center operates on a bud-
get of W85 million, of which W70 million is derived from a
contribution by the employers at the rate of K220 per worker
per month. W15 million is derived from fee-for-service
collections and Workmen's Compensation. Of the W15 million
less than 2 million came from Workmen's Compensation,

The monthly 220 per worker per month permits the Center
to guarantee to the worker complete care including emergencies,
drugs, hospitalization, consultations and medical services at
no cost to the patient. If the dependent uses the facility,
the cost is 50% of a schedule of charges.

Of the 70,000 visits, 35,000 were mandated by law: v
routine health exams, etc. and the balance of 35,000 repre~
sented the demand placed on the system for other than man-
lated services. ' '

The staff is composed of 23 professionals and 30 sup-
port and maintenance persons, for a total of 53. Among the
23 professionals are six physicians, two pharmacists, 9 R.N's
and the balance X-Ray, Lab., psychologist, et al.

In addition to providing patient treatment, the{Center
~is responsible for and routinely checks problems of pollu-
~ tion, occupational hazards, etc. ' ‘

o A 5-bed hospital which is maintained by the~Centé;
requires expansion although the surgeon who earns W250,000
- per month finds his principal procedure involves hand repair.

- Because the health center is located in the Masan free
port area, and workers are 90% single, there has not been a
great demand for dependent benefits, but Choi nevertheless
‘believes it is from the industrial base that dependency
coverage efforts should start. e

- Other Association centers have physicians reimbursed on
a fee-for-service basis, but the value of the Masan approach
~of capitated contribution has been proven as better according

= Because of this, Choi stated that a new facility is to
be. erected in Iriev for which the Ministry of Commerce is
~-recommending to the Korean Assembly legislation to authorize
- W83 million, and the Japanese Government has stated. it is
allocating monies for its. share in the equipping of .the
/facilities. The analysis of incidence of conditions’ treated
at Masan, as well as other data will be forwarded to:us.
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" Consideration is being given by the A55001at10n to'v
formal links with the Medical Schools to have the Schools"
mgn;tor the quality of work done by the Association.

Observation: This is the largest capitated service program
FHC has found in Korea. The Japanese are supporting the
industrial estates in a manner quite consistent with the
Japanese domestic pattern. There may be burgeoning problems
of a severe sort among differing business approches to
health issues - Japanese collectivism; U.S. industrial co-
operation and exchange of information but individual company
action; an? Korean resistances both individually and collec~-
tively to involvement. :



';:DATE' | ‘:“";,’:May 23, 1974

ISUBJECT°1'Interv1ew w1th Thomas v. Mlller, Dlrector,
aKorea Office, A51a—Amerlcan Free Labor
~Institute : : PSR RS

. Mr. Miller, towhom we had been referred by AFL-(
‘and Asia-American Free Labor Institute in Washington,
confirmed previous reports we had received that his
assistance focused on education, health and recreation
matters among the Korean unions. The memberships view
health problems very seriously: they don't want to get
111 because of income loss. Any "market" approach has
to emphasize the better ablllty to keep w0rk1ng through
health measures. L

The A-AFLI program in Korea -started only about two
years ago and has provided assistance to various local
labor unions in promoting the welfare of laborers. The
‘A-AFLI is giving financial assistancé to some unions in
establishing nonprofit labor union medical clinics
throughout the country Currently, three clinics are ‘
operated by unions in Cheju-Do, Mokpo (for dockworkers),
and Senul (for garment workers) but they are not doing
very well. Each clinic is manned with 6 staff members,
including M.D.s, nurses, and the clinics provide service
to both members and community at large. Mr. Miller
suggested that it would be worthwhile to visit with Dr.
Choi, Young Tai, President, Korean Industrial Health
Association for further information on industrial health
prograns. He said that the association is operating 8
industrial health clinics throughout the country and may
be of assistance to the FHC examination. Further, there
is some consideration of working with Drs. Sibley and
_Chung in Koje-Do. Miller has met Chung and found him
impressive. Miller is conscious of the hospital edifice

problem and wants to talk to Sibley to assure that Sibley's

wishes domlnate the ‘situation.

Mlller adv1sed us to meet w1th Dr. Ch01 of Korean
Industrial Health Association and Mr. Suh; Kwang-Sun of
.the Korean Assoc1atlon of Voluntary Agenc1es.ﬂ__,. o


http:Kwang-Sun.of

.. Observation: Any central agency . which undertakes
~a-directional role will have to publicize its activities
.so that well-intentioned supporters of individual pro-'
.grams are cognlzant of broad goals.



;DATE. e May 23, 1974

FInterv1ew w1th Dr.-Kwan sup Han, Dlrector,

»SUBJECT :
: e Natlonal Tnstltute of Health: Seoul

The NIH was createdtxﬂuyears ago as a multlpurpose
lnstltutlon. training, epidermological control and
drug controcl. Dr. Kwan said the functions of NIH are
basically a routine laboratory program and its staff
teaches health workers from around the country. In re-
sponse to a question, he felt this was the right time for
health care extension to more Koreans, and for health
insurance.

It was his feeling that at least 70% of the people
go to a pharmacist for primary health care. He was
concerned with the overutilization of drugs but even more
concerned that the people were building up immunities
through consistent usage as most of the drugs sold are
antibiotics. The only record kept on drug sales if for
poisons and narcotics.

The NIH does not reject the idea.of making pharmacists
part of the health system. But he is a licensed pro-
fessional and he does want a separate identification.

. FHC asked Dr. Kwan how it would be possible to get
all health factions in Korea to work together toward a
common goal. He responded by saying that 20 years ago
WHO and AID started health programs in Korea. Korean
entities who were subsequently engaged in these efforts
all began to go their own way and became corporations
unto themselves. The fragmentation you f£ind today is
the result of individual entities building their own
separate institutions with their own private constitu-
ences. Korea should now begin a process of multipurpose
health workers in a comprehensive program.

Dr. Kwan approved of Dr. John Sibley's project in
Koje-do and said the team approach to health care was a
good idea. He felt Korea should go the private sector
route with ownership of public health facilities. A
program that serves only the poor, he observed, ends up
belng a poor: program. . . .



He is interested in consolldatlng health servires.
Dr. Hwan said Korea should begin to consolidate health
services. One result might be a reduction in the "brain
drain" among health professionals if there was a national
institution to attract quality staff.

Observation: Dr. Hwan was supportive of a centralized
health effort but did not see the NIH ac hav1ng the
structure to provide it for Korea.
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 MEMORANDUM FOR THE FILE

 DATE: . May 23, 1974

' SUBJECT: Interview with Dr. Kim, Mahn Je, President,
- - Korea Development Institute, and Dr. Koo,
"Bon Ho, Research Director

On this return visit, FHC wanted to explore with
KDI their possible interest in acting as the sponsor
for a centralized private-public sector effort to or-
ganized a health planning and delivery capacity in
Korea. The basic FHC findings were discussed and then
Dr. Kim was asked if KDI could see itself as the ori-
ginating structure for the new health corporation during
its formative years. He said KDI has accepted a rather
similar role through the Government for policy formu-
lation and program implementation on a UNDP population
problem. Their principal function is to act as a
secretariat and mediator in this undertaking. He was
somewhat wary of having KDI involved in the FHC recom-
mendation until it was explained that no "tight" tie
was envisioned between the proposed health corporation
and the Ministry of Health. There would be a formal
link to the Ministry but KDI was not to report or be
responsible to MHSA. Dr. Kim's attitude then changed
and he said KDI would be happy to participate in this
endeavor if the ROKG invited the institute to take on
the responsibility..

_ He then asked about the role of consultants. FHC
said it was probably going to recommend a resident
- capability for the corporation for a period of at least
one year. Dr. Kim responded by saying he found it best
to have consultants ¢ome in midterm to check progress,
and at the end for program evaluation and analysis.
‘While Dr. Koo was not in complete agreement with this
_method, he said it would be important to have consultante
"in at the beginning so KDI could get a good start on

the project.
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MEMORANDUM FOR THE FILE

DATE: May 24, 1974

SUBJECT: Interview with Mr. Eun, Thin Tant, Gengggl
Manager, Administration Office, Pohang Iron
& Steel Co., Ltd.

FHC wanted to visit Pohang because it understood
that 30,000 workers were covered under some sort of
insurance plan. Mr. Eun assured us that Pohang had
only 4,500 employees and while the company operated its
own clinic on plant grounds, no medical insurance plan
was in force. And, he knew of no plans to consider
such an idea in the future. Pohang presently provides
recreational facilities for its workers, in addition to
the clinic, and there is the compulsory Workmen's
Compensation, but nothing else.
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MEMORANDUM FOR THE FILE

:DATE.,;‘ May 24 1974

SUBJECT-' Interv1ew w1th Mr hwang-Sun Suh Dlrector,
. Korean Assocmatlon of Volunteer Agen01es S

KAVA ‘had been suggested to us by the A-AFLI
‘representatlve.

The agency brings together 63 organizations, of
the 85 voluntary agencies, both domestic and forelgn,
resident in Korea. It engages on behlaf of the agen01es
in interpretation and coordination. For example, it
will soon conduct its annual conference, at which a
discussion will ensue about the direction of Korean
medical services. This is viewed as intelligence
gathering. '

In general, the impression received was that KAVA
was an agency which saw its role as responding to its
constituencies, rather than leading. As such it does
conduct surveys, and Lhe like.
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MEMORANDUM: FOR THE FILE

DATE: May 24, 1974

SUBJECT: Interview with Mr. Park, Sung Chan, Pre81dent,
. Gold Star Company, Ltd.,’ Seoul : .

FHC wanted to discuss health care as an investment .
with a leader in Korea's commercial community. Mr. Park
said investment in health care is not a total waste.
Korea did not make it before not because it wasn't
important but because it could not afford the costs.
However, health care is as improtant here as it is any-
where else in the world--but Korea will make the in-
vestment when it can afford to do so. He disagreed that _
Koreans do not understand the importance of this investment:
they can handle the .concept but not the expense.

Mr. Park thought it was important to educate and
train management in Korea before providing health care.
That is, there is a need to develop human resources prior
to investments. Emplovees are becoming very active on
health issues and management is spending more funds in
response to this activity. He said health care, from a
corporate standpoint, was as impektant as fixed assets:
and hardware. The efficiency of the plant comes from
both the skill of the employees and their good health.
But, Korean business sees medical care today as a separate
industry, really a cottage industry.

He was asked how Korea could get the greatest. effec-,
tiveness from its health investment. For instance,
‘might it concentrate its resouces in an organizationl

capacity, like KIST (Korean Institute for Science and
Technology) ? Mr. Park thought this was an appropriate
‘use of resouces dependlng on staff and their qualn.f:.cat:.onc
He said you could convince the business community that.

a centralized effort should be 1mp1emented. The bus;ness
community, he sald, is very receptlve to new ideas...
E“you could convince us". i

wObservatlon. Mr, Park was’ hlmself very conv1nc1ng.{éf
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MEMORANDUM 'FOR -THE FILE

".,.‘ib'*DAY'I‘_E: ..-%May 25, 1974

' V§UBﬁECT: Interv1ew w1th Mr. chk Brown, United Nations
P Development Plan, and Dr. David French, United
Nations Family Planning

FHC met with these gentlemen to test some ideas
on its findings without involving them in any of the
specifics. Random thoughts follow: Dr. French felt
that family planning should be integrated in the total
health care system--but still retain its priority. He
felt the 1mportant positions in government were being
held by economic types. They both thought KDI was a
solid institution and that EPB got substance from them.
Rather than resident consultants in Korea, they felt
the visiting team approach was best. IKoreans have
‘good skills--just show them the way. They felt the
North/South differences in health care delivery were
real and could be effectively employed to move the
ROKG to improve the present health system.



MEMORANDUM FOR THE FILE

‘DATE: = May 25, 1974

SUBJECT: Interview with Mr. Mitoji Yabunaka, Second
: Secretary, Embassy of Japan, Seoul.

Yabunaka said Japan has provided funds to the Catholic
Medical University which in turn has used these funds to
assist the Industrial Medical Center in its activities
with the Masan Industrial Health Service Center. In 1973,
this funding of $750,000 was for medical equipment. An-
other $35,000 was provided to the Korean Green Cross
Corporation through the Overseas Technical Cooperative
Agency.

FHC asked if the ROKG required Japanese companies
to commit funds for medical equipment and facilities to
Korean based firms as a prior condition to licensing
procedures. He said it was not compulsory, but that his
government encourages firms to do this for political
reasons, as well as to increas productivity.

Mr. Yabunaka said Japan was considering funding for
a "huge" medical center in Seoul and some dozen small
sized hospitals throughout the country.



MEMORANDUM FOR THE FILE

DATE: .  May 25, 1974
SUBJECT: 7iﬂterviewﬂwi£thr. Park, 'Sung Ho, Associate
o '“'VvDireCtor,”CooperatiVe Education Institute,
Seoul

The Cooperative Education Institute started in
Maryknoll Hospital Clinic in Pusan in 1962. It moved
to Seoul in 1963 and used rental facilities in a small
house. Permanent quarters were started in 1964. The
Oxfarm Foundation in England gave capital construction
funds in 1966 and the German Bishop's Fund gave monies
to complete the building in 1968.

From the beginning, the Institute charged its trainees
all costs--food, tuition, quarters, etc. The German
Bishop's Fund has since made a substantial contribution
which allows the Institute to subsidize the operation and
only charge trainees about 15% of total costs.

In 1969, they established an extension office in
Koje-do with Dr. Sibley. The Institute has 16 staff
members, 5 of which are in the extension office. At the
time of the visit, 26 trainees from around the country,
including some military personnel, were taking a course
in cooperative leadership training. Mr. Park said his
institute trained the leaders for the National Federation
of Credit Unions. :

The Institute has a capacity for housing and training
50 students. The building is of structural steel and
brick construction, containing well lit classrooms, dining
hall, office space, audio-visual aids, dormitories and
2-man rooms. Although 50 students is the resident limit,
the Tnstitute has had as many as 92 at one time, using
split shifts in the dining halls and farming out students
to the nearby community for lodgings. ‘ :

The basic leadership training course in cooperative
principles is 4 weeks, though some have been for an 8-week
period. Also, refresher courses are given twice yearly.

*

The cost‘tpftxalneeS‘is #W2,500 weekly (the German Bishop's
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Fund covers the other 85% of total costs). Thé,Instifﬁté5
maintains close contact with its graduates which now. "
number some 3,000 around the country. ‘ o

The Institute is interested in medical insurance--
it helped to draft the Medical Insurance Law. In terms
of the cooperative movement, Mr. Park felt that medical
cooperatives should be separate legal entities. The most
important aspect of developing these cooperatives was
the education of non-members to the concepts of medical
insurance. He said you have to change people's attitudes.
Overall, he felt any cooperative institution has to be
based on Korean intelligence and Korean skills. The
Institute wants to work within the existing Korean struc-
ture to affect change.

Observation: The Cooperative Education Institute has the
facilities, staff, experience and willingness to conduct
training programs in the organization of medical care
cooperatives.
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" MEMORANDUM FOR THE FILE

' DATE: . May'25, 1974

" 'SUBJECT: Interviews with Dr. Min, Chang Dong, Director,
. Medical Affairs Bureau, Ministry of Health and
Social Affairs (conducted during field trips
on May 13, 14, and at lunch on May 25)

Dr. Min accompanied the FHC team on field visits to
Okgu and the Seagrave Memorial Hospital; Dr. John Sibley's
project in Koje-do; and the Pusan Blue Cross at Gospel
Hospital. The following is a random record of observations
from discussions during the field trips and also the last
conversation which took place during lunch on. May 25:

1. The Ministry of Health is paying W 50,000 per
month to private physicians serving public
patients. This is a flat rate and is not
based on number of patients seen.

2. The Ministry is not supporting the concept
of "limited physicians". They are licensed
by the Ministry to work in a limited area
(geographic) and the government does not wish
to give them more medical training or to
increase their numbers.

3. The Ministry is not thinking of expanding the
Blue Cross system.

4. The Ministry has a proposal to contrel the
salaries of physicians, but it has not acted
~to legally implement it at this time.

5. There is a great deal of 1nterest in medical
' '1nsurance by the Korean medical: soc1ety.

'6;"He saw no problem with Blue Cross and cooperative=-
- forming medical insurance groups or r medical
T cooperatlves under the current Medlcal Insurance j
*,_Law. Lo : Ry 2; :

17;,jNorth Korea ‘has 260 000 health personnel in the.
“;j;“prlvate sector and 10 000 ln the publlc sector.n,
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The outcome of medlcal serv1ces is bctter in
North Korea. He felt health services were
more effectively distributed, expenditures
are less, and quality is better in North
Korea. 1If the current discussions between
North and South culminate in meaningful
relationships being reestablished, then the
health schemes of both must be compatible.

+ 8. The idea of contracting out a public
(provincial) hospital to the private sector
to operate on a profit basis is difficult to
see now. He does not believe the public
health sector could operate an insurance
scheme such as the one in Seagrave Memorial
Hospital. But, he did think that Seagrave's
could be replicated clsewhere in the private
sector. (FHC replied that the American-
Korean Foundation put up the front money for
the hospital and thc¢ managers now see no need
to amortize that debt over time. The
experience may not be replicable unless that
factor is considered.)

9. Trifteen percent of all hospital patients must
be charity cases by law. (Formerly, it was
30 percent.)

10. AID has established a hospital construction
loan fund through the Economic Planning ‘Board.
These loans are available to both the private
and public sector, including nonprofit
organizations. Funds loaned out from EPB to
the Ministry of Home Affairs are at no interest.
For example, a new provincial hospital was
constructed in Masan with a $400,000 loan from
this fund. The schedule calls for the Ministry
of Home Affairs to begin payments of $25,000/yea:
in 1976 for debt amortization. These payments
go to EPB which has the final responsibility to
restore the original grant to AID.

1l1. .Dr. Min thought it would be possible for
communities to obtain loan funds from the Housinc
Bank for the construction of Cooperative Health
Centers. These loans carry an 1nterest of" 12

‘*percent annually. : . o !

Observatlon--

Dr. Min. 1mpressed the PHC team as a knowledgeable

and able admlnlstrator.,




APPENDIX A

COST MODELS

The}use of cost nodels, such as those presented in
3chls Appendlx, 1llustrate how management planning tools
‘can bexoffered by}the proposed Korean Health Development
Agency‘at both the macro and micro level to potential
clients. While they are theoretical, their usefulness

in this report is solely to demonstrate how policy
decisions can be formulated on pragmatic grounds and how
economic processes can be instituted to determine
production costs in health care delivery systems. Similar,
but increasingly refined.approaches can be drawn by a

skilled resident staff from appropriate data.

I. MACRO LEVEL

The‘health services production model outlined herein
is based on FHC's past‘experienCe and approach in the
examlnataon of health systems in the Unlted States. This
methodologlc approach has application elsewhere and has
"been tested agalnst urban-rural low cost communlty

uhealth-care systems. The. ldentlflcatlon and deflnltlon

- of the key varlables of crltlcal 31gn1f1cance 1n Korea

"was 1ﬂ!t1ated durlng the revxew of Korean health sector

p-1l



information and a series of 1nterv1ews conducted prior to
arrival on the scene. During the flrst few days in Seoul |
FHC further refined the .conceptual framework for the analy51s
as well as identified, defined, and weighed additional factors

critical to health service productlon in Korea.

A. Basic Assumptions

l. The existing medical care delivery capacity 1n
Korea is primarily in the private sector. Provincial,
Gun and Myon level government facilities almost
exclusively impact on the low income segment of the
population, and these services are operated on a welfare
basis. At the Myon level, the services are limited and
categorical in nature.

2. The payment foxr services-~both ambulatory and
in-patient--is on a fee-for-service basis, Charges are
determined by the unit of service provided. This is

true for both private and public facilities.

B. Production Model and Key Variables
The health services production model employed‘in
this analysis, as well as the key variables and nomihal'
values for Korea, are listed below. The model employed 1s

a 51mple one for a fee-for—serv;ce health productlon unlt

.for ambulatory services (non~hosp1tal 1n-pat1ent)



‘Number ‘of “'x'fﬂ'ﬂVEIdge Aarge

. | ; = 'Production
Vigits . . 7 per Vl51t g?r,ng won
,,proaﬁctibn, B ,' ‘ Uncollected _ ; : Income from
e o : Charges ‘ Serv1ces

Currently, almost all medlcal serv1ce systems in Korea
require by law a’ phy5101an for each service unlt or "v181t".
" Although data is not avallable, FHC estimates that physicians
employed in systems where both ambulatory (out~-patient) and
in-patient services are provided spend 70 percent of their
time in out-patient services. Thus, the amount of physician
time available to provide out—patient.services is .70 x
number of physicians employed = Full-Time Ambulatory
Equivalents. Assuming physicians work the same as others

in Korea, then approximately 44 manhours are availahle
weekly. . The number of available mandays per physician per

year is approximately 265:

365 days in year

=15 vacation days
350
=-1.5 % 50 weekly
275
S =10 holidays
L 265 available mandays

The ave;age number of phys;clan mandays avallable for

‘fambulatoryrserv1ces 1n any system is therefore.~ .70 X 265

ZUT'BS 5" days. Assume the phy51c1an can optlmally see four

ytpatients per hour on an averager then., 185 X 8 % 4 %‘



6,000 visits/year. The 6,000 patient‘viSitSfpef‘feéf;ﬁy a .
thSlClan in any ambulatory setting can be used as a ggggg )
indicator of annual physician out-patlent productlon 1n |
Korea. Currently, most Korean systems record and report

the total number of out-patient ﬁnits. However, they do

not by and large distinguish physicien visits from others.
Caution should be used in any comparative analysis of

delivery systems mainly on the basis of reported visits.

C. Cost of Physician Time

In attempting to determine grossly the unit of a
physician visit in Korea, FHC used an annual physician
compensation figure of W 2,765,000 ($7,000). Physician
compensation varies tremendously in Korea. The $7,000
figure is about what most salaried physicians are paid by
both private and governmental institutions and considerably
below what a number of physicians make on an annual basis.
This figure is high, yet can be used as an average in thisv:
model. FHC attempted in a number of its discussions, .
including that with Korean Medical Association,Ato determine
a gross competitive selary for a full-time salaried primary
care phys101an. Most agreed $7, 00@ was the ﬁinimum. As
wlll be po;nted out in other sectlons of thls repoxt, the

1ow level of phys1c1an compensatlon 1n a number of the?fki

exlstlng health dellvery systems is’ a. major deterrentat03é



stable continuous programs. - CAIALS e Ly pcu. u;.uu.l.a.:..x.y‘k_u;,:g:; AL

’ruralfareas. It is FH"sfconcluslon that th

is the minlmum level of annual:_ompen tion around whlcw

'any system can be bullt. _;evf9fﬁi»

eD Cost Per Phy51c1an VlSlt

. Assumlng a phy51c1an compensation at $7 OOO'fh

assumlng a salarled prlmary care phy5101an Spendlng 70q,ff

percent of hlS tlme seelng patlents lnwthe ambulatory
'(cllnlc or out-patlent) settlng can make 6 000 patlent v151ts
per year, then what w1ll be the cost (not charge) of a | |

phy51cian v151t? A rough estlmate is as follows.jugif

Physxc1an Cost 'xr;‘2'”, COSt Of Serv1ce‘f%f.h

or $7 000 H ;;2*t, $l4 000 per phy51c1aniﬁ*ff

:Avallable data 1n Korea»does not allow an accurateﬂcalculatlor

of costs other than M D s.

By wnd large the.systems are

gross'lndlcator.3e;(efv.”



1f°eh’M’D{>mékes'6 000 visits
allocated to the 6 000 v151ts

.70 'x $14, 000 = $9tso_

the cost per VlSlt would be.MEEL‘

$9z800

76,000 vms‘mts;i $1.60 or 640 Won per visit.

*:'E Cost of Hospltal'Beds

The cost of a hospltal bed in Korea varles greatlyr

,;from reglon to reglon and hospltal to hospltal.~ No'gg'd tf

f}data 1s avallable to determlne rellable 1n—pat1ent cos

;Lestlmates._ FHC utlllzed total operatlng 1nformationffroma'

‘eseveral hospltals 1n an attempt to determlne leasonabl

:Vestlmates.




in- 1973 for four'hospitals

Operatlng Budget

W 112 mllllonf«=
W31 million

¥ 360 million =
W 110 mllllon'e:“;

;HW 613 mllllonf:éfﬁ

Total’operatlng budget X ..50 d1v1ded byw# of .
beds. - -613 million Won x- .,0 lelded by 230
‘g_cost per bed operatlon expense , o
f?If the‘assumptlons applled are reasonably accurate, thejﬁff

f{current cost per patlent day 1n the hospltal 1s somewhere

Q}ln the range of W 3 600 ($9 00) As mentloned above ”the

qivarlatlons from hospltal to hospltal w111 be extremelynw1de5

ffandfno“data-1s?currently avallable to determlne what the'

fﬁrange ctually 1s"hf¥?5*7ﬁ

Per Caplta "ostSjrhrﬁf

I”lavsystem w1th""

;-'optlmum phys1c1an utlllzatlon R
~=-utilization of hospital beds at 1/6 U.aSg
ijaVerage for the general populatlon;-* .

PoPulatlon ':"3 000_peop1e '



.Hospltal bed requlrement 3 6 or. 1 314 bed days

‘available per year. Utlllzatlon w111 be'fu
approx1mately (050 days

The cost for hOSpltal beds for the 3 000 people
'j w1ll be: - E :

» W 3 832 500'
Comblned Ambulatoryﬂ n ‘In—Patlent Cost“

1 050 beds x:;w 3, 650 R

w‘3‘840 000 - ambulatoryxlf
W. 3,832,500 " hOSpltal
w;7"€7§‘§66 |

Per caplta expendlture.k '  

W 7 67? 500

if 3 000 people -




© FHC

}estimate of

. shaminism

: midwives

. The
-~ the
~“;defense.

acupuncturator
herbalist

herb doctor

heavy utlllzatlon of pharma01sts

relative hlgh cost of phy51{‘j  serv1ces desplte
evolv;ng 1nsurance programe. ' e
Korean attltude, althoughkchanglng, being: that
physician and the hospm%allare the last: llne of

arbltrarlly establlshed a coneervatJve populatlong

3 000 per fully utlllxe phy5101ane



 thousand or 48 beds avallable permloo 000. populatioh,;,

_Tbls,cost,model prepared by Dr. John Slbleyvof(the :

Koje-do Progect represents his estimate of the'covt f

prlmary care program w1th adequate coverage for a populatluu o
'of 170 000 to 200 000 re51dents. Stage One 1ncludes.' e

; Prlmary Care Section -~ PFirst- priority services
--and second priority services. This contains an
~_outline of the services to be carried out in the
. ‘primary care program, and the objectives and

-7+ methodology to be employed.

‘B, Personnel Description =~ Personnel organlzatlon S
~© pattern and general outline of personnel dlstrlbutlonﬁ
for an average population of 30,000. The- plan callsvﬁ

for one primary care unit to be. based in every two R

or three townships. : . : ey

'C. Stage One Budget (1975) =~ This is based on the S
.. . coverage planned for the beginning of the expansion
‘7. program. Figures represent full coverage of the -
#.'island at 1974 expense rates and include only five .
. areas of the island. Stage Two will include thlrteenf“
"'R[Yareas of Ko;e—do.;(See D, Budget Totals By Stage) ‘




h’;}Maternal Health

V:LTarget Populations oo it i
First priority:. ”ngh rlsk pregnant women ~
Second priority: _General populatlon pregnant women

Target Problems: =
First priority: ‘,Infection
Second priority: Anemia
Third priority: Malnutrition .
- Fourth priority: Malposition . = ' 7 o
Fifth priority: Eclampsia and hemorrhage :

- Methodology: L S
~ Case finding: Vlllage Health A1d and Communlty
Medical Technician in patlent s v1llage ‘
Prenatal check: Monthly by maternal health
technician; trimonthly by midwife
Hospital delivery: High risk cases
Home delivery set: Normal cases

Staff Personnel Involved: =~ .~ = .
Village Health Aid . - (1/500 population)

Community Medical Technician (1/2,000 population) .
Maternal Health Techn101an . (1/10,000 population)
Midwife R 2(1/30 000 population)
(Obstetrlclan, when necessary) (1/100 000 - 200, 000
R B populatlon)

*F}g2§ijCh11d Health

fTarget Populatlon.v. o
First prlorlty Under 2. years, hlgh rlsk

“Second priority: Under 6 years,: high risk"
" Third priority: Under 2 years,. ‘general -

_Fourth priority: .Under 6 years, general

.Target Problems: v
. First priority: 'Malnutrltlon , -
.. Second priority: Lack of health educatlon
- Third priority: -~ Communicable. disease L
- Fourth priority: ' Prevention of dentallcarrles
_ggFlfth prlorlty,gﬁﬁothers S e




gMethodology-

"Well-baby and Immunization: Clinic::.
Village Health Aid and Community Medlclne

Technician

ngh risk case flndlng.
examination, etc. '

‘Staff Personnel Involved:

D=12

“Monthly: by -

By monthly welght P

Village Health Aid ~
Community Medical Techn1c1an
Community Medical Nurse

(Primary Care Unit Physician

if necessary)

(Pediatrician, if necessary)iu

;S;i,Famlly Planning

. " .Target Population:
..~ Flrst priority:

*. Second priority:
" Third priority:

;1Target Problem:
- T First priority:.

fMethodology

Group education programs ‘
‘Home visiting (multlpha31c) EPR
Maternal -Child Health and Famlly Plann1ngiCllnics

{jStaff Personnel Involved.

At(l/500 populatlon)
(1/2,000 population]
, (1/10 000 populatior

’v}(1/30 000 populatios
u(1/100 000 - 200,00t
vulgpopulatlon)

Maternal Health hlgh rlsk women
Delivered w1th1n past. year gﬂ;;j
Others ol TR S

Ignorance and mlslnformatio
about Famlly Plannlng' '

= Same as Maternal Health ’ l”:

~>;Tuberculosls

“First prlorlty
Second prlorlty
- Third priority:

' Fourth priority:

;Target Problems;f;7'

 First prlorlty

“Second: prlorlty.l

Thlrd prlorlty.

KfTarget'Population:'

‘Adequate treatmentﬁ

TB. patlents and famlly

‘Infants (immunization w1thVBCG) )
. Patients with cough for one: month;

Primary school PPD screenlng and i
BCG 1nnoculatlon‘1:

Edncatlon
Case finding:




‘ ;,Home Visiting: Problem cases

‘Staff Personnel Involved:

lDental Care

”i'School Health
Target Population.' S

.- Second priority._

':Methodologx.

~Village TB Clinic: Monthly (Aid and Technlcian)if
OPD TB Clinic: - Trimonthly (Phy51c1an) e

Treatment dropouts
Contact checks

- Village Health Aid
 Community Medical Technlclan
. TB Follow-up Technician
Community Medical Nurse 3 L
~Community Medical Phy5101an (Intermlttent

Target Population: o
First priority: School teachers
Second priority: Primary school students

Third priority: - Middle school students_{*‘

Fourth priority: High school students
Fifth priority: General population

Target Problems:

First priority: bIgnorance and lack of good dental

‘ : “hygiene .
- Second priority:. Dental plaque
Third priority: Carlles -

‘Methodology:

Education at teacher semlnars R
Education at schools s
Brush~-ins at schools SRR At
Scaling at schools and v1llage cllnlcs
Extractions as necessary , "

Staff Personnel Involved:
School health nurse
V151tlng dental teams L
Communlty medical techn1c1anS‘

T First priority:. High and. midd.
Primary: schoo




Target Problem5°'
- First priority:  Communicable disease’ and”sanltation ‘
- .Second prlorlty MH -~ FP 'sex educatlon 2 OIS
" Third priority: Dental health :
'Fourth priority: Mental health . o
Fifth priority: = Child health and nutrltlo
Sixth priority: - Common diseases i
- Seventh priority: Others o

‘Methodology:
Education at schools
- Preventive treatment at schools S
' Slmple curatlve treatment at schools

Staff Personnel Involved."‘
-School health nurse

7Second Prlorlty Serv1ces

l.i Early Simple Curatlve Care'

*THNTarget Population: ST e e
~ First priority: Infants and- preschool chlldr
Second priority: Mothers . . oo

- Third priority: . Others

.Target Problems: : g R :
-~ First priority: Ignorance,,economlc dlfflcultles
- ‘ or distance from practltloner DY
resultlng in dclayed or 1nadequate}
.care’ o e v

iMethodoloqy. ‘ ' e

i Use of trained paramedlcal workers and nurse :
practitioners using standlng order . type treatment
"1nstructlons for specific condltlons, EATE BT

LStaff Personnel Involved: . L e

- Community medical technician ,ﬂ(l/2 000 population) _
- Community medical nurse Aj¢',f,g(l/10 000" ‘population):
Communlty medical midwife . .. (1/30 000 populatlon)i
Program trained 1ocal drugglsts S i e
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L 6 months (1n-serv1ce tralnlng in v1llages)

‘Health-Aid) ..~ oo

Tralnlng
4 8 weeks

Respons1b111t1.

“MCH, FP, TB, DH, and Flrst Ald (Maternal Chlld
Health, Family Plannlng, Tubercu1051s, Dental
-Health, and First Ald) . .

Remuneration: B ' ‘ o
‘Volunteer 12,000 Won/year plus transportatlon
expenses L e T

Candidate Requlrement.ﬂd:litJYv
Middle school graduate

Supervision BX Pl ' S T i
- CM Technician (Comwunlty Medlcal Technlcian) to
whom she reports weekly iy

Communlty Medlcal Techn1c1an. l CMT/2 000- 2, 400

populatlon (4 5 VHA)
Tralnlng.;" R

: | 4 |
Respon51b111ty- 4 : o g
Full Basic Programs in MCH FP, TB DH, and ESCC‘

(EBarly Simple Curative- Care), 1nclud1ng Educatlor

Preventlon, Treatment, and Refelral

Remuneratlon. s ik
B Regular staff salary,.»-

Candldate Requlrement.7_ie .
ngh school graduater;*;» :

SuperVLSlon Qx e e e A
~CM Nurse (Lommunlty Medncal Nurse)pt' w_omvsh
reports: (a) by phone: every: other:'day, - (b).. " '
weekly at the cllnlc, and Ac) monthly 1n vn.llagec
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. Maternal Child Health Technzclan.; ‘(Note: 'To be
F-replaced and respons;bllltles covered by. CM Nurse
as. soon as tralnlng ofithe latter is. adequate)

.nTralnln R ‘ ' »
3 Same as CMT w1th whom they rotate every 6-12
~months, plus spec1al tralnlng 1n MCH.‘,~

;3Respon51b111ty ’ ' Sy G
Monthly check of all pregnant. and recently,

mothers in the area, espec1ally ‘those- 1n the?hlgh
L rlsk category

qutRemuneratlon.
- Regular staff" salary

s’fFCandldaLe Requlrement-
Same as CMT

Superv151on By.. ' ’ e
CM Midwife (Communlty Medlcal Mldw1fe) to who'“
reports dally R e I A S

vé,’ Spec1alty Techn1c1an'

“'«'Tralnlng

Same as CMT with whom they rotate every*6é12‘months,
- plus special training in one of the follOW1ng; g
(a) treatment, (b) TB and follow-up or(a) -

' pharmacy R el

fRe§pon51b111ty. Gk i .
.-To cover specialty responsibilitx7;an?imary;Careg
_-Unit Base Cllnlc o R

fRemuneratlon"
Regular staff salary

‘Candldate Requ1rement-¥7:l
: Same as CM Technlclan o

Superv131on By. ﬂa* e
. CM Nurse coverlng cllnlc

Skthommunlty Medlcal Nurse.

TTralnln L M

Graduate of . Nur51ng School “plus: 6 -months’ trainlng
in'ajln Communlty Medlcal Nur51ng{”ncludlng MCH, FP, -
’?yaTTB, DH, and ESCC, w1th ‘emphasis .on:the "latter - . .




Respon81b111ty.
““a. Supervision of all CMT programs ‘with referral
- of pregnant women to MCH Technician when present
for prenatal checks.  Visits each of 4 or 5 = -
.~ CM Technicians for 3-4 days per month, ‘-;v,
- b. Rotates coverage of Prlmary Care Cllnlc w1th e
other CM Nurses. S , S

Remuneration:
Regular staff salary

candidate Requirement: L iy e i
Nursing Scihool degree. Available for at least 18 mon..s
rural service G R

Superv151on By : i o : g
Primary Care Cllnlc Phy5101an and superv1s;ng CM =
Midwife e b e e ; S

;fTrl-Townshlp Area

‘“_f?G;' Communlty Medlcal Mldw1fe.

‘Tralnlng
‘Graduate of Nur51ng School and MldWlfery School
(1 .year), plus two months training .in other
aspects of Community Medical Nursmng

-Respon51b111ty '
Supervision of MCH Techn1c1ans, CM Nurses, and CM;
Technicians doing MCH care in villages. ‘Super- 
vision of uncomplicated deliveries.at cllnlc.,
Referral of complicated cases to superv151ng
midwife or obstetrician.

Remuneration: -
" Regular staff salary -

Candidate Requlrement L fi B
Nursing School degree, M1dw1fery School degree.
Available for at: least 18 months of rural
serv1ce. Lo :

Supervision Bx-7>




. fSchool Health Nurse.

\LTralnin R
Nur51ng School graduate plus 2 months special
tralnlng in school health O R

LA

,Respon31b111ty. o ) TELA
- a. School Health in_ all mlddle
‘ in the area. ' N 2
b.: Arrangements and" suoerv1sion ofiteachers'
semlnars on health educatlo -

d‘hlgh schools

"’Remuneratlon-
Regular staff salary

‘candidate Requircment: R ‘ ’
Nursing School graduate. . Avallable for at least
18 months of rural serv1ce. :

*f18;,‘Supervising Community Medical Mldwffed o

7 same_as CM MldWlfe, plus slgnlflcant expellence as
..~ CM M1dw1fe.‘a . S :

(i

5 5:fCommun1ty Medical Physician:

:Tralnlng
Llcensed practitioner with experlcnce in general
practlce, understanding of Community Medicine - :
 principles and willingness to both cooperate w1tn."
and develop the Prlmary Care Program. -

;Respon51b111ty
- T Superv1sron of Primary Care coverage of all
S patients in his area (usually 2-3: townships)
" 'b. Referral of patients needing secondary care,

- to community hospltal.‘ LA L

jRemuncratlon-
To be decided.

3Superv1slon By: N _
, Dlrector of Prlmary Care Program

;The wide range of medical tralnlng and abllzty presentfg
‘among rural licensed thSlClanS makes some form:-of i '
‘refresher courses mandatory. -


http:supervision.of
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Communlty Medlcal Drqulst.ﬁﬁfﬂ

TTralnln

Llcensed drugglst with experlence and with drug f

store in area who attends the tralnlng session -

for druggists at the primary care training
center and is willing to cooperate w1th the

Primary Care program.,

»Respon51b111tv'

Early curative care of v111agers 1n hlS area 1n [ﬂ
" cooperation with the paramedlcal team.g_yiv e

Remuneration:
To be decided.

Supervision By: DI ERN
Communlty medical physmc1an‘gf




C. STAGE ONE BUDGET (1975) .

 RWNING - . [ T emermaL [
_ EXPENSES | . SAIARY = | MAINTENANCE || EXPENSES - | EQUIPMENT |
@B b rmy b ) N+ dy ey

| 7 24,059,333 | y 11,228,000 | ¥ 12,831,333 || y 4,530,000 | ¥ 4,530,000 | . -

¥ 38,050,999 | W'13,804,000: | W 24,246,999 || ¥ 26,940,000° ‘¥ 5,940,000

¥ 21,000,00

/i 10,564,533 | W 5,432,000 | ¥ 5,132,533 || # 9,140,000 | ¥ 1,840,000 | # 7,300,000

o
N

| % 3,207,833 | 7,940,000 | % 1,740,000 | ¥ 6,200,000"

o | ¥ 9,500,400 | ¥ 30,795,200 | ¥ 33,370,000 | ¥ 5,230,000 | ¥ 28,140,00

|/ 118,502,208 | w 42,288,400 | 76,213,898

l W 82,920,000 | w 19,280,000 | W 62,640,00(




. D. - BUDGET TOTALS BY STAGE .~

TOTAL
- RUNNING
EXPENSE

| amwrENANCE

CAPITAL

| w118,502,298

W42,288,400 .

76,213,898

EXPENSE -

#81,920,000

W184,174,732 | W72,884,00¢

WLL1,2

50,732

#11,800,000
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