
HEALTEIL D) CoM,V[17 ,MOO IP' JECT
 

- With Special Reference to Primary Health Care ­

1978
 

Korea Health Development Institute 
Seoul, Korea 





- =.?~K2 




Contents
 

1. 	 Alternative Approaches and Rationale for Meeting
 
..............
Community Health Needs ....... 	 3
 

.................. 22
 

(community Health Project)
 
2. 	 Maul-Geon-Gang-Saup .... 


A Proposed Plan for Strengthening . ........ . 49
 

MCH Services in Demonstration Areas
 
3. 


...
4. 	 Development of Community Health . ......... 80
 

Practitioner Training Program
 

5. 	 Training Program of Community Health Aide, 

Village Health Agent, and Community Physician . 140 

6. 	 Comniunity Involvemeat .... .............. ... 154
 

............... 164
7. 	 "Daedong-hoe" Cooperative ... 


8. 	 A Plan for Implementing a Community
 

Medical Insurance Scheme .... 
 ............. ... 182 

Evaluation Plan for the Health Demonstration . . . 213
9. 


Project of the Korea Health Development
 

Institute 	(KHDI) 

. . . . 249
10. 	 Analytical Framework for Evaluating Health 


Demonstration Projects
 

11. 	 KHDI Health Project. .... ............... ... 317
 

Management Information System
 

A Summary Report of the 1976 Baseline 	....... . 334

12. 


Survey for Evaluation of the KHDI
 

Health Demonstration Project
 

. . .. 366
13. 	 Government's Policies for Health Services 

Role of National Health Secretariat . ...... ... 37714. 




AND RATIONALEALTERNATIVE APPROACHES 
FOR
 

MEETING COMMUNITY HEALTH NEEDS
 

by 

Sung-Kyu An, M.D.
 
Senior Researcher
 

KHDI
 

-3­



Contents
 

INTRODUCTION 

HEALTH CARE PROBLEMS AND ISSUES 

- Health Problem Formulation ­

- Cost of Haalth Care ­

- Current System of Delivering Health Care -

FOR POPULATION COVERAGEAPPROACHES AND RATIONALE 

- Basic options and Principles ­

- Community Involvement­

- New Health Manpower -


System ­- Re-orientation of Health Care 

PRIMARY HEALTH CARE DEMONSTRATION PPOJFCTS 

- New Institutional Arrangements ­

-
Planning of Research and Demonstration Projects
-

PERSPECTIVE 

-4­



INTRODUCTION
 

All countries have one basic common problem - how best to improve
 

the health status of their entire population. The problem has become
 

more pressing owing to changes in the needs and expectations of
 

communities; and, at the same time, in governments' recognition of
 

the importance of linking health improvement with socio-economic
 

development.
 

During the past decade, medical science in this country progressed
 

rapidly and made brilliant achievements. This is due to the rapid
 

explosion of knowledge in science and medicine, and the recent trend
 

towards specialization. However, health care service is lagging
 

behind the health needs of our changing society. The majority of the
 

population are not satisfied with the health care services they are
 

receiving. The basic reasons are spiraling costs, increasing public
 

expectations, a rapidly changing social structure, and inefficient
 

management of the country's health industry.
 

Within a decade, Korea has succeeded in shifting its economic
 

structure from a developing agricultural to an industrialized founda­
times that of
tion. The current economy has grown to more than 10 


1962. This has brought about many socio-economic changes. However,
 

in this process, mainly because of the growing industrial economy and
 

the urgency in building national security, the national health program
 

was not given high priority in investment, and the Korean Government
 

placed less emphasis on health and medical programmes. This kept
 

Korea's medical. facilities at low standards, and individual private
 

pzactitioners, who require less national investment in facilities,
 

increased. But now, with rapid economic growth, the national health
 

increasing and bringing mounting pressures upon the insufficient
needs are 

and inadequate medical facilities and services.
 

With the concepts o "growth", "balance", and "efficiency", the
 

Government's Fourth Five-Year Plan will endeavor to meet the health
 

needs of the people and also provide equal benefits to all. Emphasis
 

will br placed on the systematic development of a social security 

system to improve the livi."g standards and well-being of the people.
 

In order to make health care more readily available to needy persons,
 

the government has decided to implement several major demonstration
 

projects of a low-cost health care delivery system.
 

The demonstration projects are expected to meet the rising
 

However, there have been many constraints
expectations of the people. 


in developing these demonstration projects, including a lack of under­

standing on the part of the people and a lack of experience on the part
 

of the managers and administrators. l/
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HEALTH CARE PROBLEMS AND ISSUES
 

- Health Problem Formulation -


Problems appear in many forms but they always result from a perceived
 

"what is" and "what might be". There are many problems;gap between 
need for an adequatehowever, one of the major problem areas is the 

2/ Therefore, the
diagnosis of the health problems facing the country. 

For the


formulation of problems is an important element of management. 


purpose of problem analysis in the health care situation, health 
status
 

based on population &haracteristics, health care costs and health service
 

delivery system will be reviewed.
 

Analysis of Korean population patterns shows that the population 
is
 

predominately young. The present population is in excess of 34.6 million,
 

About 29 percent range
and of these around half are under the age of 20. 


in age from 20 to 40; less than 16 percent are in the age group 40 to 60;
 

and those over the age of 60 represent somewhat more than 5.6 percent of
 

the population. From a fertility standpoint, census data shows that
 
Of
 

almost 77 percent of the females in Korea are under the age nf 40. 

The census


these about 40 percent are in the child-bearing age group. 


]975 indicc.ted that the rural population, as a percentage 
of


conducted in 
the total population, declined from 75.5 percent in 1955 to 51.6 percent
 

rhis decline was mainly due to the increase of urban 
population


in 1975. 

in major cities which results in various side effects to
 

Table 1 shows the population structure in rural areas, as
 
the comiunity. 

differing from urban, with population not economically 

active, high
 

dependency ratio, and lower employment as well as educational 
levels. 3/
 

1. Selected Socio-Economic Characteristics of Population, 
1975
 

Table 


Population Analysis Categories Urban Rural
 

Age Distribution of Population
 
35.-2% 41.2%


Percent 14 Years or Below 

4.2 7.0
or Over 


1,137 1,385
 
Percent 60 Years 


Dependency Ratios 


Educational Level
 
4.3 12.0
Percent Illiterate 


Percent High School Graduates 11.7 4.0
 

Employment
 
Labor Force Participation Rate 62.7 52.2
 

26.5 42.1
Percent Self-employed 
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From the health standpoint these findings indicate that a common
 
problem lies in terms of needs related to diseases of the young and to
 
family planning. These data also reveal that the rural population consists
 
of the young, the old, and the under-educated, most of whom lack a basic
 
knowledge of health care and sanitation.
 

To sum up, the population statistics exhibit a number of characteris­
tics of serious concern to health planners: half the population is young,
 
women of child-bearing age make up a high proportion of all females,
 
more than half the population live in rural areas, either self-employed
 
or working as a family unit. Clearly, as a consequence, the main targets
 
for planning initially should be persons living in rural areas who are in
 
the greatest need of health services.
 

- Cost of Health Care -


The economic structure of a society affects the health care system
 
at two levels: (1) the more general level of organization, including
 
the organization of services, the medical professions, and industrial
 
sector; and (2) the more specific interaction that occurs between health
 
care personnel and patients, including the health-seeking behaviour of
 
consumers. 4/ As a free world member, KorCd has adopted the free
 
enterprise ideology of economic individualism and self-determination for
 
the nation'iconomic activity. This fact, characterized by specializa­
tion in the medical field, has led to a health care system in which the
 
fragmentation is marked and physicians are mostly in private practice.
 

Korea has some excellent medical specialists and hospital. facilities
 
in the major urban areas, but these are normally accessible only to a
 
few. In the rural areas, it is estimated that only 15-20 percent of ill
 
persons have access to hospitals or clinics. About 45 percent obtain
 
their primary curative services from pharmacies and drug stores and 
10 percent from herbalists, while 30 percent receive no treatment. 5/ 
This has been reconfirmed by KHDI's baseline survey in the three 
demonstration areas. 

Traditionally health services were paid for by consumers and by some
 
charitable organizations. However, very recently, to overcome the
 
constraints of medical care costs, other methods of payment such as
 
commercial insurance, industrial support and/or social insurance have
 
been expanding rapidly. These schemes are not yet developed to cover
 
rural community populations within the foreseeable future.
 

The average per capita health expenditure in Korea is only $14
 
compared with $490 in the United States. The percentage of GNP devoted
 
to health services varied from 2.8 percent in Korea to 7.5 percent in
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the United States. If we compare this amount spent for health purposes
 

in 1974 with 2.5 percent in 1970, the present increase is still apparent.
 

Actually, in Korea the role of social insurance in financing health care
 

is very limited. Private consumer spending is still the major source.
 

In view of these limited funds to provide minimum health services
 

to the entire population, lack of financial schemes to cover rural
 

community people, and the low incomes in rural Korea, a low-cost health
 

care delivery project needs to be developed for the rural villagers.
 

- Current System of Delivering Health Care -


Some have said that the lack of a health care system in a country
 

provides a good opportunity to start de novo, with scant attention 
to
 

what has gone before. 6/ However, Korea is hardly such a country;
 

facilities, personnel, and a long history of health care, in fact, 
exist.
 

Western medicine was first introduced in Korea around 1875 
and small­

scale hospitals and clinics were constructed by the christian 
medical
 

Thereafter the Korean
missions at the beginning of the 20th century. 


medical sector made steady progress which continued after the 
Independence
 

of Korea.
 

However, during the Korean War (1950-53), about 70 percent of the
 

existing facilities were damaged or destroyed and many health 
care
 

After the Korean War, the government developed a
 personnel lost. 

training program for physicians, nurses and health technicians 

and, in
 

pace with this government effort, the private sector also 
developed
 

Today, medical care is provided by three separate institutions:
rapidly. 

public health service, hospitals, and private practitioners.
 

With respect to health care facilities, current data 
indicates the
 

nation has some 1.2,800 facilities. However, this figure requires closer
 

There are in fact only 43 general hospitals and 151 other
 examination. 

over 6,100 facilities are classified
 hospitals throughout the country. 


As shown in Table 2, private
"health centers".
as "clinics" and 198 as 


hospital beds represented 73 percent of all hospital 
beds available in
 

the nation. The need for facilities is made even clearer when one
 -

examines this same data in terms of distribution throughout 

the country 


even in a cursory way. For example, the cities of Seoul and Busan account
 

for 80 out of the total of 184 hospitals and for over 
2,988 out of the
 

In fact, around 50 percent of all medical facilities
 6,125 private clinics. 

are 
located in these two cities, despite the fact that only 

some 27
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percent of the total population is to be found there. The number of and
 

deployment of physicians are similar to the pattern of facilities. Actually,
 
the rural situation is ever, worse than these figures indicate. It is
 
estimated that only 13 percent of the physicians and 17 percent of the
 
medical facilities are located in the rural communities.
 

Table 2. Hospitals and Hospital Beds in Korea, 1973
 

Hospitals and Beds Number Percent Distribution
 

Hospitals, Total 6,171 100.0%
 
Public 62 0.1
 
Private 6,109 99.9
 
(Clinics only) (5,994) (97.1)
 

Hospital Beds, Total 40,719 100.0%
 
Public 11,005 27.0
 
Private 29,714 73.0
 
(Clinics only)' (18,280) (44.9)
 

Hospital Beds Per 10,000 Population
 

Korea 12.2
 
United States 74.4
 

It is clear, therefore, that the number of hospitals, particularly
 

in rural areas, the number of physicians, and other healtn workers indicates
 
a need based simply on absolute numbers for which a project of improvement
 

in the number and distribution of facilities and in the education of skilled
 

and paraprofessional personnel seems to be required.
 

Besides the paucity of facilities and personnel for the provision
 

of health care, the present organizational structure of the health care
 

delivery system is considered inefficient as well as inequitable.
 
overlapping; conflicting and competing organizations within the health
 

system, and decisions on the mixture of facilities and services without
 

reference to the population needs are the typical symptoms which
 

demonstrate the need for better management. The current health care system
 

is, in other words, far from an integrated system in which needs and the
 

allocation of resources are clearly coordinated.
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APPROACHES AND RATIONALE FOR POPULATION COVERAGE
 

- Basic options and Principles -


AS illustrated above, the massive health needs aid limited
 
One major
resources to meet these needs are a major concern in Korea. 


aspect of the problem is the insufficient provision of financial resources.
 

Another aspect is also insufficient trained manpower. The last, but not
 

least, is the maldistribution of available -esources.
 

originally it was thought that the existing pattern of governmental
 

services would naturally be extended to more and more people as economic
 

progress continued. Though the government has invested resources to a
 

limited extent in health and other services, this has not occurred.
 

Services based on older models of industrialized countries do not spread
 

far beyond the modern sector or scattered small areas where political pull
 

has succeeded in installing them.
 

For a solution to these problems, economic planners and health
 

professionals increasingly are looking to the community itself to help in
 

their efforts to improve health among the disadvantaged of the rural
 

communities. They recognize that the community has many resources that
 

If the community can be mobilized to participate
have remained untapped. 

in improving its environment, preventing diseases and contributing workers
 

to do frontline health care, then health patterns can be changed.
 

Community health thus is becoming the key to insuring that scarce re­

sources of health and medical care reach beyond the privileged few
 

Kenneth Newell elaborated on this idea, euqating community
 

medici e with basic health care services and community health with primary
 

health care. He concluded that if health is to be improved the community
 
Only in this
must be involved in providing that first line health care. 


way do patterns of poor health and poverty change. Conmunity health is
 

of increasing interest because it poses a possible alternative to expensive
 

It presents a way in which to tap community resources to
medicsl care. 

provide improved health conditions for people who could not afford medical
 

treatment. 7/
 

According to the Recommendations of UNICEF/WHO Joint Committee on
 

Health policy, principles in the reorientation and development of health
 

services to achieve extensive primary health care are as follows:
 

a) 	 primary health care services should be recognized as part of
 

overall development, taking into account the interaction between
 

development and health programmes;
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b) 	firm policies, priorities, and plans should be established for the
 
proposed primary health services;
 

c) 	all other levels of the health system should be reoriented to
 
provide support (referral, training, advisory, supervisory, and
 
logistic) to the primary health care level;
 

d) 	communities should be involved in the design, staffing, and
 
functioning of their local primary health care system and in other
 

forms of support for this system;
 

e) 	primary health care workers should be selected by the community
 
itself, or at least in consultation with the community, and given
 
simple training;
 

f) 	there should be special emphasis on (i) preventive measures;
 
(ii) health and nutrition education; (iii) health care needs of
 
mothers and children; (iv) utilization of simplified forms of
 
medical and health technology; (v) association with some traditional
 
forms of health care and use of traditional practitioners; and
 
(vi) respect for cultural patterns and felt needs in health and 
community development. 8/
 

These principles should be fully considered for adoption subject 

to local conditions. In KHDI health demonstration projects, the concepts 

and approaches for community involvement, new health manpower and re­

orientation of health care system have been strongly emphasized for 

delivery of primary health care for the rural community. 

- Community Involvement -


As one of the major challenges, the KHDI has identified the need
 

to divert resources from conventional curative Frogrammes,
 
which tend to benefit only a privileged few, to community­

health programmes, designed to improve the health status of the
 

majority.
 

As an essential component of primary health care, special emphasis
 

is put on the idea of community involvement and self-reliance. In order
 

to secure community involvement, using its own resources in primary care,
 

there should be ways of guiding self-help efforts. This could be done
 

through existing or new community institutions, such as community 
development committees. These committees are an organization of the 
leaders of villages and are expected to identify health problems, plan 

and implement the programmes to deal with these problems, and promote the 
well-being of the population. 
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However, health promotion is not the only rationale. The main
 

reason for utilizing or organizing committees is to enable 
rural people
 

to see through experience what they could achieve with 
their own resources
 

to solve health problems, as a step toward development 
in other areas.
 

Their actual experience in working jointly to analyse problems, 
set
 

priorities, and plan the use of local resources may spill 
over from health
 

In other words, the committee is
 into other sectors or vice versa. 


considered not only an important instrument for improving 
health but as
 

an entry point for efforts at integrated rural development. 
The main
 

tasks of these committees should cover enlighteningi the people, mobilizing
 

community resources in support of primary health care, 
encouraging health
 

education, organizing the mass prevention of certain 
diseases, fostering
 

cooperation projects, and offering incentives to the 
community health
 

workers.
 

- New Health Manpower ­

to the Fourth Five-Year Economic Development Plan, "public
According 

health centers and sub-centers will be strengthened 
in order to expand
 

The programs

the availability of health care services to rural 

residents. 


and activities of health centers and sub-centers will 
provide primary
 

care services to rural residents ..." However, the most obvious obstacle
 

to achievement of these objectives is the lack of manpower 
at the
 

periphery to perform the simple activities involved. Once the priority
 

and scope of primary health care is identified locally, 
selected community
 

persons should be trained to accomplish clearly defined 
responsibilities
 

The closer to their own locale these community persons
and assignments. 

In addition to the initial training, the
 can be trained, the better. 


continuous training and supervision of community 
persons is essential to
 

improve their technical abilities.
 

workers,

These community persons, usually called community 


need a good link to the national health care system 
to be able to refer
 

they cannot deal with, and to receive technical 
informaticn,
 

cases 

logistical support, and supervision. Most countries are now using aux­

iliaries as those links whose functions are guiding 
and helping community
 

workers, bringing them supplies, dealing with referred 
cases and problems
 

These functions of auxiliaries are now being '-arried
out
 

if necessary. 

by existing nurse aides detailed in the sub-center.
 

Once medical demand is aroused, it becomes insatiable. 
The medical
 

(a) by increasing

demand can only be met in the future one of 

two ways: 


the number of physicians, which is strongly supported by the Ministry
 

of Health and Social Affairs but is practical 
only to a limited extent,
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and (b) by increasing efficiency through teaching primary health care
 

and exposing the medical under-graduates to the rural communities, in
 

addition to training them in a hospital-based health system, and/or
 

delegating many traditional skills and all non-medical functions to
 

paramedical and non-medical staff.
 

The latter approaches are new to both the medical society and
 

communities alike. The KHDI project is experimenting with the new type
 

of medical assistant. New medical assistants must be trained to work in
 

tasks delegated by medical doctors. However, due to the relative
 

ignorance of the community on the true causes of disease and of what needs
 

to be done in the way of prevention and treatment, they shnuld be able
 

to teach people about health, prevention and treatment, and family planning.
 

The aim in training, however, should be job performance rather than
 

Also special emphasis
detailed uiderstanding and background knowledge. 


should be put on these workers to provide continuing motivational input
 

and training.
 

- Re-orientation of Health Care System -


The dilemma confronting health administrators is that administrative
 

technology in the form developed upto the present time is a technology of
 

specialization, which fosters efficiency, whereas the technology needed
 

for comprehensiveness and hence social effectiveness is still underdeveloped.9,
 

We have failed to apply all of the knowledge acquired through the great
 

achievements in the medical sciences to provide health care for the majority
 

of the people. Furthermore, the existing system does not usually take
 

account of changes in the community and is unable to keep pace with them.
 

With the recent introduction of concepts and approaches in primary
 

health care, these changes in the community can be effectively taken
 

into account. However, to provide effective primary health care at the
 

village and community level, existing health services should be re­

to establish an integrated and comprehensive
oriented and extended so as 

This is based on the idea that the
community approach at all levels. 


support of other levels of the health care system for primary health
 

care is nec ssary in order for community residents to enjoy the benefits
 

of a valid and useful technical knowledge too complex or costly to
 

apply routinely to primary health care.
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THE SYSTEM OF HEALTH SERVICES 

Ii! 

NATIONAL HEALTH SERVICEMINISTRY OF HEALTH 

PROVINCIAL GOVERNMENT i REGIONAL HEALTH SERVICE 

GUN OFFICE DISTRICT HEALTH SERVICE
 

COMMUNITY HEALTH CENTER
 

COMMUNITY/PRIMARY HEALTH UNIT PRIMARY HEALTH CARE 

COMMUNITY/VILLAGE HEALTH WORKER' 

The intrinsic niture of these health delivery systems means that 

both their design and their operation should be decentralized. The 

system at the village and community level should be altered initially 

and then gradually introduced into the existing organizations at the 

Quite often there are serious problems
district and provincial level. 

because the system of financing, the personnel appointments, salaries,
 

are not
incentives, supply, program direction, evaluation, etc., 

As the system
compatible, nor adequate to maintain the new system. 


matures, it will be more important to have district and regional health
 

delivery organizations (public and/or private) participate in program
 

planning with the district, provincial and central levels.
 

These health care organizations should, in the planning, strive 
to
 

develop main output indicators such as (a) extension of health coverage
 

to the entire population; (b) improvement in the quality of such
 

coverage; and (c) c(nsumer participation and satisfaction. The key
 

relevance of the integrated development
word should be relevance ---


of nealth services and health manpower to the health needs and 
demands of
 

the population.
 

- 14 ­



PRIMARY HEALTH CARE DEMONSTRATION PROJECTS
 

- New Institutional Arrangements ­

"1o cope with the nation's major health problems the following
 
goals have been established for the health sector in the government's
 
Fourth Five Year Economic Development Plan: (a) to improve the
 
distribution of health care services through the development of a low­
cost health care delivery system, (b) to secure a stable supply of
 
medical manpower by extending and upgrading institutions for medical
 
education, and (c) to reinforce public health and sanitary services,
 
including extension and improvement of the piped water supply, sewerage,
 
and anti-pollution systems.
 

This plan places Lrong emphasis especially on primary care and
 
preventive medicine associated with a system in which personal care is
 
widely dispersed. However, due to a lack of formal procedures for
 
determining needs, identifying investment opportunities, preparing pro­
jects for domestic and international funding, and also to the complicated
 
nature of the health care problems which needs more than simply pro­
viding hospitals and physicians, substantial changes will have to take
 
place in the health care delivery system which will facilitate access
 
to adequate care for all.
 

Thinking specifically about health services, change cannot be
 
commanded by anyone. There is no manager or administrator who is omni­
competent and no esearcher who calculates for him the consequences of
 
the various actions open to him. In other words, no one has such authority
 
to say "thus it shall be." In fact, there are no ideal ways of pro­
viding health care anywhere, all the time; instead, there are choices
 
that the politician, planners and public at large have to decide or
 
agree upon in allocating resources to meet needs. Furthermore, system
 
development or beneficial changes of the existing systems is 
a new
 
area, in which most managers or administrators lack experience.
 
Therefore, in order to make changes in a health care system which must
 
be ultra-stable and as of necessity must operate on a day-to-day level,
 
a new strategy for the promotion of change has been suggested. This
 
promotion may require that special institutions be set-up and operated
 
differently from the way in which the services normally are operated.
 

To overcome these constraints and to meet the development objectives
 
with maximum efficiency, the Korean Government has introduced an innL-ative
 
approach. With the leadership from the Economic Planning Board and other
 
relevant ministries, a National Health Council (NHC) has been established
 
to afford an effective forum for policy coordination, planning, resource
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allocation decisions, and implementation for the 
health sector. To
 

provide inputs and resources to the Council 
for sound planning and
 

Health Secretariat (NHS) has also been formed.
 operation, a National 


This group with the participation of economists, 
planners and other
 

social scientists is the key to effective 
sector-wide planning and
 

evaluation.
 

COUNCILNATIONAL HEALTH 

MINISTRY OF 1hEALTH AND 

SOCIAL AFFAIRS 

I 1 
NATIONAL HEALTH 

KOREA HEALTH 
SECRETARIAT (KOREA 

IJEVELOPMENT 
DEVELOPMENT INSTITUTE)

INSTITUITEI A 
Sctary General 

ROARD OF DIRECTORS 

Research and Admini-

Adviorystrative Division 

Health Systems and Plan­tCeCo htlt~ 

H ealth rojects I)ivision fning Division 

._p"Health Economics and 

MData Collection Division 

SPlnnig &Research Divso 

G e n e r a l ff a i r s D iv is i n 
oL4--- A~

With strong emphasis by the government 
on a low-cost health
 

system, the Government has established a semi­
care development 
autonomous organization. This organization is the Korea Health
 

Development Institute (KHDI), whose primary responsibility 
will be to
 

ensure that field demonstration projects 
are effectively planned,
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These field demonstration projects are
 implemented and evaluated. 


designed to develop alternative approaches 
to health care, and a system
 

for primary health care that will meet the health 
needs of all, especially
 

low income families. These new organization systems are very necessary
 

(a) successfully plan, conduct and evaluate 
the field demonstrations
 

to 

(b) link the results of such demonstrations 

to the national develop­
and 

ment policy and the planning processes.
 

Planning of Research and Demonstration 
Projects ­

-

Demonstration projects for which the KHDI 
is responsible can increase
 

the acceptability of new methods and procedures, 
introduce more effective
 

production and delivery methods, and influence 
traditional attitudes and 

However, before one can successfully demonstrate 
a replicable

behavior. 

health care delivery system a series of preliminary 

steps must be
 

undertaken.
 

A population based planning approach is 
an appealing methodology for
 

the development of a people oriented health 
systems plan, such as KHDI'S
 

This emphasizes the concept of an appropriate
demonstration projects. 


population base or denominator for 
any measurement. 9/ A population
 

base, in contrast to an institutional, disease, 
or diagnDstic base (all
 

numerator data obtained only from the users 
of
 

essentially derived from 


services and excluding non-users and many 
under-users), is absolutely
 

necessary for objective planning and evaluation.
 

a rather long research and development 
effort
 

The approach requires 

(a) define problems and needs for assessment
 

in which one must try to 


and selection of health problems to be studied, 
and for identification of
 

and study the existing

priority goals, (b) determine available 

resources 


system, for a measurement of the effectiveness 
and eliciency of the
 

existing system and for identification 
of apparent inadequacies in the
 

existing system, (c) identify programs or 
possible program approaches
 

that affect the goal(s) by hypothesizing 
what improvements could be made
 

in the existing system and by selecting 
some assumed improvements that
 

are feasible to implement.
 

Established in 1976 for the implementation 
of several five-year
 

demonstration projects, KUDI is tasked 
to organize, fund, and staff its
 

(i) to make a general assessment of current 
health needs, activities,
 

unit 

and opportunities, and (ii) to prc:are a strategy, general 

five-year
 
The Institute
 

demonstration project plan, and a specific 
action plan. 


has initiated as one of its first operational 
tasks, to evaluate on-going
 

and/or completed community based health 
projects in Korea and relevant
 

foreign countries to obtain data for 
planning low-cost health demonstra-


Also, major emphasis was given to manpower 
utilization
 

tion activities. 

studies.
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However, as the data collection, analysis and application are still
 

in an experimental stage in the primary care system which KHDI is trying
 

to develop, it was not felt that the initial information needed to be
 

overly complex; in the first instance, simple measurements have been used
 

and collected as long as they were recordable, meaningful and/or
 

applicable. (See the Annex 1 for the information gathered initially
 

by the KHDI) This information was sufficient in order for KHDI to
 

define the problem and needs, to draw up a resource inventory, to make
 

proper use of the existing data and information system, and to further
 

develop methods by which resource requirements could be identified.
 

The next step was to plan, initiate and manage a programme containing 

three Gun-level demonstration projects in order to develop a new low-cost,
 

integrated health delivery system, especially for low-income groups.
 

This system would provide for integrated primary health care and would
 

give priority to MCH, family planning, nutrition and family health educa­

tion. The KHDI is responsible for ensuring that all dentonstrations (a)
 

encompass a reporting and evaluation system, (b) includa active community
 

participation and support and (c) include appropriate emphasis on
 

preventive and promotive, as well as curative services.
 

The field demonstration activities of these projects are organized
 

and expected to address the foilowing needs:
 

(a) a need for focus on specifi target populations at the 

community level, and to concentrate on the "high-risk" individuals within 

the target populations, 
(b) a need to expand outreach efforts to provide services at the
 

village level,
 
(c) a need to rationalize the utilization of health facilities and
 

manpower by relating these to the type of health problems to be solved,
 

(d) a need to provide more emphasis on health education and preventive
 

health measures,
 
(e) a need to involve both the public and private sectors in the
 

delivery of health care,
 
(f) a need to test new alternative systems for organizing and
 

financing the delivery of health services.
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PERSPECTIVE
 

That one can better carry out work in sequence, moving from micro­

level research to selected demonstrations, in our case by the KHDI, and
 

finally to a general implementation, usually by the national government,
 

has been postulated by experienced health experts. In this process, the
 

entire rationale of a demonstration project is to test the desirability
 

of some proposed course of action.
 

However, as health care systems vary from country to country, each
 

should develop their own national strategy for a replicable health care
 

system. The two main purposes of national health care efforts are to
 

(1) establish the capability to plan, conduct and evaluate low-cost,
 

integrated health delivery projects and (2) demonstrate successfully a
 

low-cost integrated health delivery system that is replicable in the other
 

parts of the country. These two goals have developed as the result
 

of long deliberation and effort on both the national and international
 

level. 

KJIDI has been newly created in order to implement these goals. But,
 

before this can be done there are several problems which must be solved.
 

Such as; how to manage, coordinate, finance and evaluate research and
 

demonstration projects in the health services. The common obstacles
 

ahead to overcome are; lack of knowledge in how to organize, design and
 

test the research and demonstration project systems; how to relate the
 

research and demonstration capacity with the operating entities (usually
 

government operated organizations); how to finance the effort; how to get
 

comparable data from the projects in order to enable comparable analysis
 

among them; how to go from demonstration to replication, enlisting the
 

community's support and utilization of the services, etc.
 

Even with these obstacles to overcome, at the end of the five-year
 

life span of the Projects, KHDI is expected to show the following
 

outcomes:
 

(a) New systems and procedurer will have been developed to provide better
 

health care to low-income groups without significantly increasing the
 

financial burden.
 

(b) A national health policy and programmes to better serve low-income
 

groups will have been developed because of the results obtained from the
 

health demonstrations.
 

(c) A system will have been developed for better utilization of health
 

professionals, and there will be more career opportunities in the field
 

of primary health care.
 

(d) About 500,000 people will have directly benefitted by improved
 

health care provided under the demonstration activities.
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We still have a long way to go in order 
to reach the stage where
 

an effective health care system for all 
is implemented in Korea, and
 

where the constraints mentioned above 
no longer represent obstacles.
 

in the health field,of colleaguesthe collaborationFor now, KHDI with 
that stage of effective

its best towards reaching
will continue to do 

for all.health care 
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1. PROJECT BACKGROUND AND OBJECTIVE
 

In June 1974, the Republic of Korea Government 
and USAID
 

jointly determined that it was necessary to 
develop a national
 

health initiative and program which would 
extend health services
 

those citizens who were excluded from the existing 
health
 

to 

delivery system.
 

Korea has excellent medical specialists 
and hospital
 

facilities in the major urban areas, but these are 
normally
 

accessible only to a small minority of economically 
advantaged
 

In the rural areas, it is estimated that 
only 15-20%
 

Koreans. 

of ill persons have access to hospitals or 

clinics. About 45%
 

obtain their primary curative services from 
pharmacies or drug
 

from herb doctors, while 30% receive no treatment.
 
bsores and 10% 


In order to carry out field demonstration 
projects to test
 

new ways of delivering primary health care 
to lower-income
 

groups, the Korea Health Development Institute 
was established
 

in April 1976 under the Korean Health Demonstration Loan Project
 
The Korea
 

by USAID and the Government of the Republic 
of Korea. 


Health Development institute(KHDI) started 
to develop its goals,
 

This initial
 
objectives, organizational plan and action 

plan. 


plan was drafted and then passed 
through the Ministry of Health
 

and Social Affairs for comments and Transmittal 
to the National
 

Health Council.
 

The basic goal of this project is to develop a new system
 

for providing better health care to low-incowre 
Koreans. However,
 

the goal must be achieved without imposing 
excessive financial
 

the KoreE-i
 
burdens on the individual receiving services 

or 


Since the delivery of "low-cost" health 
services
 

Government. 

a new area of concern in most countries, 

experimental or
 
is 

demonstration activities must be undertaken 

to develop and fiele.-

The
 

test alternative delivery schemes appropriate 
for Korea. 


result of such demonstrations and tests 
must then be objectively
 

evaluated and passed on to national economic 
planners in the form
 

of policy and program recommendations.
 

At the initial stage, it was expected 
that the KHDI develop
 

the project which would introduce such 
innovations as:
 

training and utilizing non-physicians 
to actually


1) 
provide selected preventive and curative 

services
 

which are now available only from physicians,
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2) 	introducing integrated public health care services and
 
making these available at the Myon and Village level,
 

3) 	coordinating community-wide efforts to improve environmental
 
and personal sanitation,
 

4) 	conducting extensive efforts to promote good health through
 

public information and education,
 

5) 	using pre-payment, health insurance, or other schemes
 
to test alternatives for financing of community health
 
services.
 

In conducting its activities, the KHDI was asked to make
 
every effort to increase the support of private and public organiza­

tions for meeting the needs of low-income citizens in both the rural
 
and 	urban areas.
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2. DESCRIPTION OF THE PROJECT AREAS 

In order to achieve the objectives of the project, three
 

demonstration sites were selected in September 1976, after a 

thorough review and discussion of the data gathered from sixteen 

Guns proposed by Provincial Governments. These three project 

sites are: HONGCHON GUN, Gangwon Province; GUNEE GUN, Gyeongsang 

Buk Province; and OKGU GUN, Cholla Buk Province. (Fig. 1) 

Figure 1. Location of the demonstration sites
 

~eou~pongohon Gun 

the 

Yellow 

Sea 
-kgu2 

I 
u e Gt 
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2.1. Hongchon Gun
 

Hongchon Gun is situated 100 kilometers east of Seoul in
 

Gangwon Province. 117,000 people live in a surface area of 1,719
 

square kilometers (population density; 69 per square kilometer). This
 

Gun is mostly mountainous in terrain with a considerably small area of
 

arable land. Administratively, there are one Eup and nine Myons. The
 

farthest Myon is located 96 kilometers away from the Gun Health Center.
 

Table 1. 	NUMBER OF HEALTH PERSONNEL (PRIVATE SECTOR)
 

in Hongchon Gun, Gangwon Province (1977)
 

Eup/Myon Population Population 
Density 
per Im2 

Number 
of 

Physicians 

Number 
of 

Herbalists 

Nuijber of 
Drug 

Vendors 

Hongchon 29,301 330 5 8 11 

Buk Bang 9,656 70 - 3 2 

Nae Chon 8,530 61 1 1 1 

Hwa Chon 11,600 57 1* 1 3 

Du Chon 7,760 59 1 1 2 

Seo Seok 10,705 51 1* 2 2 

Dong 10,160 72 1* 1 4 

Seo 8,295 70 1* - 2 

Nam 12,892 108 1* 2 5 

Nae 8,491 20 1* - 2 

TOTAL 117,390 69 13(6*) 19 34 

* Limited Area Practitioner 
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Data for the population and health personnel available in
 

Hongchon Gun are shown in Table 1.
 

Throughout the Gun, there were 13 physicians, out of whom 6
 

were limited area practitioners. Only one Myon was without any
 

This gives a ratio of one physician to 9,000
physician in this Gun. 

persons. Besides these physicians, 19 herbalists (one herbalist to
 

6,200 persons) and 34 drug vendors (one drug vendor to 3,500 persons)
 

were serving the population in this Gun.
 

2.2. Gunee Gun
 

Gunee Gun is situated 50 kilometers north of Taegu City, the
 

capital of Gyeongsang Buk Province, with a population of 66,000 in a
 

surface area of 609 square kilometers (population density; 109 per
 
The
 square kilometer). Administratively, there are eight Myons. 


farthest Myon from the Gun Health Center is located at a distance of
 

33 kilometers.
 

Data for the population and health personnel available in Gunee
 

Gun are shown in Table 2.
 

two of them were fully qualified
There were 5 physician; 

physicians, two were residents under training, and one was a limited
 

This gives a ratio of one physician to 13,200
area practitioner. 

persons. Besides these physicians, there were 11 herbalists (one
 

herbalist to 6,000 persons) and 23 drug vendors (one drug vendor 
to
 

2,900 persons) in this Gun.
 

- '.. 



Table 2. NUMBER OF HEALTH PERSONNEL (PRIVATE SECTOR) 

in Gunee Gun, Gyeongsang Buk Province (1977)
 

Myon Population 


Gunee 14,781 


Sobo 9,438 


Euihang 7,046 


Ubo 7,418 


Goro 5,969 


Hyoryong 7,917 


Buke 7,052 


Sansung 6,482 


TOTAL 66,103 


2.3. Okgu Gun
 

Population 
Density 
per Km 

200 


86 


187 


83 


58 


104 


99 


144 


109 


Number 

of 


Physicians 


2 


1 


1 


-


-

-


1* 


-


5(1*) 

Number Number of 
of Drug 

Herbalists Vendors 

2 4 

2 3 

2 4 

1 2 

1 2 

- 4 

2 3 

1 1 

11 23 

* Limited Area Practitioner 

Okgu Gun is located in the flat fertile region of Cholla Buk
 

Province along the sea coast of the Yellow Sea, about 250 kilometers
 

south east of Seoul. 116,000 people live in a surface area of 330
 

354 per square kilometer).
square kilometers (population density; 


There are 52 islands of which 19 are inhabited, and 7,286 
people live
 

365 per square kilometers).
in these 19 islands (population density; 

The farthest island,
Administratively, Okgu Gun consists of 10 Myons. 


Ochong-do, is located 70 kilometers offshore.
 

- 29 ­



Data for the population and health personnel available in Okgu 

Gun are shown in Table 3. 

Table 3. 	 NUMBER OF HEALTH PERSONNEL (PRIVATE SECTOR) 

in Okqu Gun, Cholla Buk Pkcvince (1977) 

Number 	 Number
Myon Population Population Number 	 of 

DrugDensity of of 

per Km2 Physicians Herbalists Vendors
 

Okgu 23,335 409 1* 	 2 3
 

1 1
367 -
Oksan 5,842 


2

Hoehyon 9,599 230 1* 1 


Impee 9,069 405 1* 1 1
 

1 1
379 -
Seosoo 9,322 


Da ya 16,902 433 1 1 7
 

-
Kaejong 8,512 499 - 2
 

-
Songsan 7,318 263 - 2 

Napo 6,934 221 - 2 1 

-	 1
1*
Mee 12,567 382 


- 2
365 -Islands 7,286 


TOTAL 116,686 354 5(4*) 9 23
 

* : Limited Area Practitioner 

There were only five physicians in the Okgu Gun area, 
none on any
 

Four of them were limited area practitioners. This gives a
 
island. 

ratio of one physician to 23,300 population. 9 herbalists (one
 

herbalist to 13,000 population) and 23 drug vendors 
(one drug vendor
 

Since
 
to 5,100 population) were serving the population 

in 	this Gun. 
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this Gun has two cities, Gunsan City and Iri City, in its neighbor Gun,
 
a considerably large number of people in this Gun utilize services
 
of physicians and herbalists in those cities.
 

2.4. Agricultural characteristics of each project area.
 

In all three Guns, agriculture is the main industry except in
 
case of Okgu Gun, where fishermen occupy 9 per cent of total
 
households. The following table shows their characteristics in
 
agricultural products (Table 4.).
 

Table 4. 	MAJOR AGRICULTURAL PRODUCTS
 
in three project Guns (1976)
 

Gun Surface Rice Silk Tobacco Apples
 

Area (Km2) (M/T)N (M/T)* (M/T)* (M/T)*
 

Hongchon 1,719 24,522 529 639 389
 

Gunee 	 609 16,833 377 224 6,517
 

Okgu 	 330 61,902 20 - 23 

*M/T : Metric ton
 

Since Hongchon Gun and Gunee Gun are mountainous, silkworm and
 

tabacco cultivation are noticeable other than rice production. In
 
Gunee Gun, apple orchards are remarkable, and in Okgu Gun, rice is
 
the major agricultural product.
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IN A GUN 
3. BRIEF OUTLINE OF EXISTING HEALTH SERVICES 

Health Center
 
presently, each administrative Gun 

has one Gun 


which is providing basic health services, 
mainly preventive in nature,
 

This Gun Health Center is
 
to the population in the respective 

Gun. 


staffed with a director, usually 
a physician, several nurses, a 

few
 

technical staff and a number of 
administrative supporting staff 

to
 

for the whole Gun.
the servicescarry out 

a Gun has three nurse-aides dispatched by the Gun 
Every Myon of 

Each of these three workers is 
limited in her activity
 

Health Center. 
 one for maternal and
 
and only responsible for a single 

purpose duty; 


child health, one for tuberculosis 
control, and one for family
 

Although they are receiving directives 
and guidance from
 

planning. 

the Gun Health Center, since they 

are stationed at the Myon office
 

of the Myon chief, they are frequently
the direct supervisionunder 

regarded as the Myon office personnel 
rather than as health workers
 

there is a publidWherecenter programs.the healthcarrying out 

doctor in a Myon, he is sometimes 
designated as the Health sub-center
 

In practice, however, he is only 
acting as a
 

director of the Myon. 


private practitioner who runs his 
own prirate practice while he has 

no
 

responsibility to look after the 
activities of nurse-aides assigned 

to
 

that Myon.
 

in the field of curative services, 
the majority of the people in
 

Lhe Gun area receive care from 
the private practitioners who 

usually
 

have their practices in an Eup 
or a Myon area, where the Gun Health
 

In a Mycn area with a population 
of 6,000 to 10,000,
 

Center is located. 
 A limited area
 
one can hardly find a fully qualified 

physician. 


practitioner or a young hospital 
resident, dispatched by the Government
 

for a six month mandatory period, 
is usually serving the people 

in a
 

There are many Myons without 
any medical practitioner in the
 

Myon. 

country.
 

service personnel
than these preventive and curative health 

Other 
a large number of herbalists,quitementioned above, there exist 

Only a small
 
roughly one herbalist to 4,000 

to 6,000 persons. 


proportion of them are fully 
qualified herb m,dicine practitioners 

and
 

the majority are aged men approved 
only as herbalists who can dispense
 

herbs for the patients.
 

Besides these modern medicine 
practitioners and herbalists, 

there
 

are many drug vendors who can 
readily sell drugs to patients 

without
 

The only category of drugs they
 
any prescription from a physician. 
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cannot sell includes narcotics. Usually there is one drug vendor to
 

an average of 3,000 to 4,000 persons.
 

4. 	MAUL-GEON-GANG-SAUP (Community Health Project)
 

After the contra ,tual agreements with the aforementioned three
 

Provinces signed by the Governors of each -rcvince and KHDI President
 

an overall outline and tte scope of the project plan
in February 1977, 

were prepared with minor differences in eahI area according to the
 

geographical characteristics and socio-economic status.
 

Meanwhile, in order to facilitate the implementation of the
 

and 	Gun Rules and Regulations for "raul-Geon-Gang­project, Provincial 
Saup" were formulated and enacted in three demonstration areas between 

March and May 1977.
 

At the inception of the project, the specific objectives for
 

follows:Maul-Geon-G ng-Saup were laid out as 

1) 	Primary health care which consists of the advice and
 

primary care given to a person or group of persons for
 

preventive and therapeutic purposes, be provided to two­

thirds of the population to be covered.
 

2) New types of community health workers such as Community 

Health Practitioners and Village Health Agents be trained
 

and deployed in the project area.
 

3) 	To facilitate community involvement, health committees
 

or forums for community participation be established in
 

each local administrative level.
 

4.1. Hongchon Gun Maul-Geon-Gang-Saup
 

for 	Hongchon Gun included restructuring"Maul-Geon-Gang-Saup" 
delivery of primary healththe 	health services at the PIyon level for the 

services. A three-tiered service and referral system for primary
 
the 	Village Healthhealth care was introduced uith an emphasis oa 

Workers at the grass roots level, participating in the delivery 
of
 

first contact primary health care services.
 

The Community Health Practitioners, who have finished their 
one­

years' training by KHDI, are providing second phase health 
care to the
 

The physician already
people in remote villages from the Myon office. 
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the community Physician and takes
 existing in each Myon is acting as 

the Myon and those referred by the Comnunity

care of the patients in 

Health Practitioners.
 

care in each catcgory of health units is shown in 
The level of 

Table 5.
 

Table 5. Level of services in Hongchon Gun
 

Facility Population served
 Health worker 


Ri & villages
 

Level 


Village
first Village Health 

500 - 1,000
Health Post
Agent 


Primary Sub-Myon

second Community Health 


5,000
Health Unit 3,000 -
Practitioner 


Community Myon

third Community 


Health 10,000 - 15,000
Physician 


Center
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Figure 2. DELIVERY 	 OF PRIMARY HEALTH CARE 
Hongchon Gun 

Legend 
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The first level of care is given by Village Health Agents at the
 

These Village Health Agents are selected by the village
village level. 


people and trained by the KHDI locally so as to provide simple curative
 

services and take practical disease prevention measures under the
 

guidance and direction of the Community Health Practitioners. These
 

Village Health Agents refer cases to the next level of the system, 
the
 

Primary Health Unit, or directly to the Community Health Center.
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The second level of c re is provided by a Community Health
 
preventive health
Practitioner. She provides limited medical care and 


services to the patients and people in several villages, and 
also
 

supervises the activities of village Health Agents in those 
villages.
 

cannot . -i.'.- the patientsWhen the Community Health Practitioners 

within their limited capacity, the patient is referred to the Community 

Physician at the Coumunity Health Center. 

The third level of care is provided by the existing private
 
This physician


physician in each Myon at the Community Health Center. 


is designated as a Community Physician, and is responsible 
for the
 

medical care of the population in the whrle Myon and 
supervision of
 

the activities of the Primary Health Unit staffed by a 
Community Health
 

Practitioner.
 

Figure 3. Distribution of Maul-Geon-Gang-Saup Personnel 

Hongchon Gun, Gangwon Province
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Three Community Health Aides, health workers already existing at 
a Myon level, are trained for multipurpose work by KHDI and reassigned 
to a Primary Health Unit or a Community Health Center. They assist 
the physicians and Community Health Practitioners in providing health 
care and carry out the multipurpose health work in their areas. 

4.2. Gunee Gun Maul-Geon-Gang-Saup
 

In Gunee Gun, 	 a three-tiered health care system with main emphasis 
on the improvement of maternal and child health services has been 

introduced. In this Gun, three Community Physicians were newly 
recruited and assigned to head the Community Health Centers and one 

Community Health Practitioner is assigned to a Myon where there is no 

physician. Besides these two categories of health personnel, one 
nurse-ntidwife to each Myon is newly employed to head the Primary Health 
Post.
 

The health delivery system at each level is organized as shown
 
in Table 6.
 

Table 6. The 	level of health serviUes 

Gunee Gun, Gyeongsang Buk
 
Province
 

Level Health worker Facility Population served 

first Nurse-midwife Primary 
& one CHA Health Post 2,000 - 3,000 

second 	 Community Primary 
Practitioner Health Unit 6,000 - 8,000 
& two CHAs 

third 	 Community Community 
Physician Health
 
& two CHAs Center 20,000 - 25,000
 

The first level of care is provided at the nilti-village level
 

Primary Health Post, serving a community of about 2,000 to 3,000. A
 

nurse-midwife and one Community Health Aide are assigned at the
 

Primary Health Post. The nurse-midwife is providing the emergency
 
care, first aid, and midlwifery services and the Community Health Aide 
is doing the multipurpose preventive health work at the village level.
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Figure 4. DELIVERY OF PRIMARY HEALTH CARE
 

Gunee Gun
 

Community physioian 

(9 Community Health 
practLitioner _ 0 0 o Nurse-midwife 

O Community Health Aide 

- first level
 

0 l-,/ 	 second level 

===*third level
 

The second level of care is proviaed at the Myon level with 
a 

Conuunity Health Practitioner and two Community Health Aides. The 

Community Health Practitioner is responsible for the primary 
health 

care for the inhabitants and 	those referred from the Primary Health 

Aides carry out the multipurposePosts. Two Community Health 
third of the Myons respectively. Those

preventive health work for one 
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patients whom the Community Health Practitioner cannot handle are
 

referred to the third level Community Health Center which is located 

at an adjacent Myon.
 

The third level of care is provided by the full-time community 

Physician at the Community Fealth Center, each one covering two to 

Community Physician at the Community Health Centerthree Myons. The 
is responsible for the supervision of Primary Health Units and Primary 

Health Posts in his area.
 

At the village level, one health communicator from each village
 

was selected and given three days of orientation training for the
 

These Village Health Workers are going to assist the Community
project. 

Health Aides when they visit the relevant village and at the same time
 

act as health cornunicators for the village.
 

At the health center, to facilitate the project activities, one
 

health educator, one sanitarian, one statistical officer, and one
 

dental health worker arenewly recruited by the project and added to
 

the health center staff. 
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Figure 5. Distribution of MaUl-Geon-Gang-Saup 
Personnel
 

Gunee Gun, Gyeongsang Buk Province
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4.3. Okgu Gun Maul-Geon-Gang-Saup 

In Okgu Gun, with a minor modification of the existing health 
center and subcenters, health care will be delivered to the population 
backed by the development of an insurance system wh!ch is affordable 
to the Government. Since this Gun has many inhabited islands scattered 
along the Yellow Sea, a numner of '--winity Health Aides are deployed 
to islands to provide the primal , care with the assistance of 
Community Health Practitioner- ) a i v island in the vicinity. 

Okgu Gun Maul-Geon-Gar .Apis div id into two different 
demonstration areas-mainlz. and islands 

For the mainland, four Community Health Centers are established,
 
each one serving two Myons. One qualified full-time physician
 
designated as the Community Physician, heads the Community Health Center
 
with one Community Health Practiticner posted in an Outreach Clinic in
 
the second Myon. This Community Health Practitioner serves the people
 
in the second Myon in primary care and refers those patients who require
 
further consultation or treatment to the Community Health Center.
 
Three Community Health Aides are utilized as multipurpose health wor'ers,
 
each one serving the area of one-third of a :4ycn under the direct
 
supervision of the community Physician or the Community Health
 
Practitioner. One additional Coxnunity Health Aide ij newly recruited
 
to assist the clinic activities of the Community Physician or the
 
Community Health Practitioner.
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Figure 6. DELIVERY OF PRIMARY HEALTH CARE 
Okgu Gun, Cholla Buk Province 
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Figure 7. Distribution of Maul-Geon-Oang-Saup Personnel
-Okgu Gun, Cholla Buk Province
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on the islands, one community Health Center with a qualified
 

physician is established on Sonyu Island. To an island with a
 

population of 700 or more, one Community Health Practitioner is
 

assigned, and to an island with a population of less than 700, one
 

serve the islanders. Patients
Community Health Aide is assigned to 


from these islands will be referred to the Hospital Ship operated by
 

the Gunsan Provincial Hospital to cover these islands.
 

5. COMMUNITY DARTICIPATION
 

In order to encourage participation of consumer representation
 

in the project areas, various health committees were organized in
 

three demonstration Guns.
 

On the recommendation of the National Health Council, through the
 

KHDI demonstration health care project, an administrative ordinance was
 

put into effect in three provinces to establish and operate a provincial
 

Health Promotion Council with 14 or less members representing concerned
 

bureaus and civic organizations or associations such as Korea Medical
 

Association branches or Korea Nurses Association or public and civic
 

hospital representatives, including one or two representatives of the
 

county populace.
 

The principal functions of this council are to resolve provincial
 

policy to implement Maul-Geon-Gang-Saup, coordinate mobilization, and
 

enlist resources and participation of related agencies or sectors
 

involved in health care services in the province.
 

At the county level, each Gun established a health service
 

management committee to operate and suppozt the KHDI project. The
 

committee is chaired by the Gun chief and consists of 14 representatives
 

from villagers, officials and professional or development - oriented
 

bodies in the area. The committee coordinates and supports project
 

planning, irplementation, supervision, budget and resource mobilization
 

and other means involved in the county's health care service.
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At the Myon level, a Myon Health Development Committee was
 
organized under the chairmanship of the Myon chief with around 14
 
members representing health services consumers and other professional
 

or development-oriented bodies in the area. The function of this
 

Myon level committee is to define the health problems and the needs
 

of their community and resolve problems with support from outside or
 

by themselves, or refer them to higher levels or government agencies
 

for ultimate solution.
 

6. MONITORING AND EVALUATION OF THE PROJECT
 

6 .1. Management Information System
 

The KHDI utilizes a "control" type management information system,
 

whereby a limited number of pre-determined key data elements are
 

selected for continuous observation, recording, monitoring, statistical
 

analysis and summarizing of project activity, supplemented by a
 

periodic statistical record survey to measure health system performance
 

in the pzo*ect area. The MIS design conceives of program management
 

as including the function of program evaluation. With that frame of
 

reference, the MIS can aid in both program management and evaluation
 

even though these two functions are conceptually discrete.
 

The MIS's purposes are to assist managers in making decisions
 

to 

allocate current resources to improve program effectiveness
1) 

and 	efficiency
 

terms of the percentages of
2) 	estimate program coverage in 

the target populations served or not served by the program
 

3) 	assess program effectiveness, the degree to which a
 

program accomplishes its goals
 

4) 	estimate program efficiency - the ratio of program output
 

to input; where output can be estimated by a variety of
 

key program indicators such as the number of contacts
 

with patients or clients, units of performance of the
 

various health services
 

5) 	identify those areas where selective supervision is likely
 

to contribute most to program improvement.
 

- 44 ­



In order to achieve those purposes, the KHDI has devi ed three
 

channels of data collection as 


Frequency of
 
Channel data collection 

1. Monthly Monthly 
Report 

2. Quarterly Quarterly 

Report 

Survey 


3. Household Once a year 

survey 


follows:
 

Method 


PHU Report 

to KHDI 

through HC 


Record 

(various 

data files
 
generated by
 

health workers
 
while
 
providing
 
service)
 
survey by
 
surveyors
 
visiting
 
PHUs
 

Sample 

household 

interview 

survey 
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6.1.1. Monthly activity report 

Since the KHDI is measuring activity levels in the project 
rather
 

than effectiveness, we have to select one or two key indicators 
that
 

can be observed, recorded and reported reularly without 
too much
 

difficulty.
 

The most meaningful indicator of project activity 
in terms of
 

accomplishment is the number of contacts with patients 
by the health
 

This is based on the assumption that in order
 
workers in the system. 


to improve performance of the health delivery system, 
more health
 

required to dispense advice, consultationr and/or treatment.
 
workers are 


The type of data recorded at each level and reported 
to next higher
 

level can be more or less standardized into three major 
categories:
 

individual prevention contacts, and
 individual treatment or referrals, 


group contacts for education and immunization of 
the community target
 

population.
 

These data are gathered from the primary health 
units through
 

health centers with two basic types of formats, 
two new report forms
 

These data are sent to the KiDI headquarters and
 designed by the KHDI. 


analyzed.
 

6.1.2. Quarterly reccrd survey
 

Based on several types of client registration 
cards for different
 

health programs, such as patient clinical chart, 
maternal health card,
 

infant health card, family planning client card, 
and tuberculosis
 

patient card, the quarterly record survey aids 
in measuring performance
 

of the health delivery system in terms of costs, availability,
 

accessibility, acceptability, quality and continuity.
 

Surveyor's visits to all primary health units 
in the demonstra­

tion project areas on a quarterly basis with survey 
schedules are being
 

adopted. Surveyors are employed and trained by the KHDI and visit each
 

primary health unit in the demonstration areas 
and search the records
 

to enter the desirable key elements on the schedules 
from each client
 

card as appropriate.
 

Data collected in these ways will be analyzed 
comparatively by
 

primary health units in separate rank-order 
tables in order to measure
 

performance of the health system.
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6.1.3. Sample household interview survey
 

To increase the supply of medical services, a new type of health
 

personnel, community health practitioner(CHP) is being trained and
 

deployed by the KHDI in the demonstration areas. The increaseing use
 

of CHPs in the community served will be affected by the patient's
 

perception and need for CHP's medical services.
 

The 	purpose of the sample household interview survey is
 

1) 	to collect data of patient's perceptions of the newly
 

deployed CHP
 

2) 	to determine consumer satisfaction of treatment rendered
 

by CHP
 

3) 	to analyze factors affecting utilization of CHP's medical
 

service.
 

In addition, accuracy of service statistics will be examined by
 

matching patient records with response data from interviews with sample
 

households.
 

These household interviews will be conducted during September -


October 1979 by a team approach utilizing the random sample of the
 

population in the demonstration areas.
 

6.2. Internal evaluation of the project
 

Project evaluation is a process of comparing selected indicators
 

of events with pre-established standards, and then analyzing the results
 

in a prescribed manner in order to assist z.managers determining future
 

courses of action.
 

This evaluation of the KHDI demonstration project will assess the
 

effectiveness of the overall project, and the various sub-projects,
 

at four "Levels" of managerial interest, as follows­

1 INPUT - Whether the personnel, funds, facilities and
 

equipment planned to carry out the project were
 

actually provided as needed - according to the
 

amounts necessary to implement the project in a
 

timely manner. Alpo whether the planning estimates
 

themselves were sufficiently accurate, and within
 

the reasonable resources capabilities of the KHDI
 

to acquire.
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2 OUTPUT - Whether the specific items programmed by the 
project manager for completion were in fact 
completed according to the amounts planned, in a 
technically adequate form, and in a timely manner. 

3 PURPOSE - Whether the reason(or reasons) for undertaking the 
project was achieved, cr whether some modification 
of the Outputs, or the basic design is still 
necessary. 

4 GOAL - Whether there are indications that the broader 
section goals, to which the project contributes, 
are likely to be achieved as a result of attaining 
the project purpose. 

6.3. External evaluation
 

The National Health Secretariat/Korea Development Institute is
 
charged with the responsibility of the external evaluation of the KHDI
 
demonstration projects. This external evaluation plan was planned in
 
such a way that it would not be duplicated with the internal evaluation
 
to be conducted by the KHDI.
 

The major focus of NHS/KDI external evaluation is the determina­
tion of program efficiency and of goals for the future. Thus, the
 

operation of projects and internal evaluation by the KHDI will be
 

carefully reviewed and screened by the evaluation team of NHS/KDI since
 

these results would be used as inputs to the external evaluation by
 

the NHS/KDI.
 

The NHS/KDI have developed four broad evaluation objectives:
 

1) 	 To measure consumer accessibility to and acceptance of services
 

in the experimental and control areas over time.
 

2) 	 To assess the performance of health personnel and to study the
 

operations and management of the health delivery system.
 

3) 	 To measure the impact of services on the population's health in
 

terms of changes occurring in base-line status indicators over
 

time, and to compare planned targets with actual achievements.
 

4) 	 To assess financial, social, and administrative feasibility of
 

replicating the key features of the health delivery system of the
 

project.
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I. General
 

Economic developments achieved during the previous three development
 

plans were indeed remarkable in terms of GNP per capita, the expanded
 

amount of export, domestic production, and etc. However the budgetary
 

allocation to the health sector has been negligible except for the priority
 

proiects since 1962,of family planning, tuberculosis control, and a
 

simplified piped water system which took a major proportion of all the
 

financial input to the health sector.
 

Much to the relief of all concerned, a real input of considerable
 

amount, has been and will continue to be made during the 4th Five-Year
 

Economic Development Plan which stresses social development parallel 
to
 

This emphasis on social development for
other sectors of development. 


instance introduced a Medical Aid Program for the needy social strata 
of
 

poigulation, and expanded a nation-wide Medical Insurance Plan, and 
also
 

And yet the share of national
initiated the KIDI Demonstration Project. 


health expenditure for the care of the most vulnerable group of 
community,
 

pregnant women and infants, is nominnal compared to other lines of health
 

activities.
 

The government has, however, developed latent recognition of 
the
 

situation and is at present negotiating with the World Bank for substantial
 

development loans for population projects which are likely to 
strengthen
 

MICH service.
 

KHIDI Demonstration Project in Relation to UNICEF-supported 
MCH Activity
 

1976, in an attempt to
The KHDI project was launched on April 19, 


explore for 5 years a low-cost primary health delivery 
system replicable
 

in the context of rural Korea, following project termination. 
However,
 

the concept was not well disseminated at the time of 
preparation, and
 

as 

also due to local administrative rigidity in the demonstration areas, 

the
 

institutional machinery originally established did 
not work to its fullest
 

during the initial period of operation. Furthermore, the priority
 

community concern in the demonstration areas was understandably 
oriented
 

toward immediate relief of major physical symptoms 
rather than preventive
 

This priority concern of the community is
 care, for example MCH service. 

inaccessibility to physicians,
probably attributable to several causes: 


economic barriers of unaffordable medical costs 
even if physicians were
 

available, limited range of services per se in the 
public sector, in­

adequate knowledge of personal preventive health measures, 
taboos, and etc.
 

- 51 ­



All these constraints, administrative and socio-economical as well as
 
cultural, limited provision of MCH package services in the primary
 
health care provided in the demonstration areas.
 

Recognizing all these constraints related to MCH care to the
 
underserved rural Korea, UNICEF propos,. to support KHDI primarily for
 
strengthening the MCH portion of primary health care with a contribution
 
of approximately $285,000 dollars for the first two years from September
 
1978 through August 1980.
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il. Current Status of MCH Care
 

A. VACCINATION STATUS
 

It is now widely recognized 3/ that children in developing
 

areas need to be immunized against seven infections; tuberculosis,
 

small pox, diphtheria, pertusis, tetanus, measles, and poliomyelitis.
 

The latest field suvey 1/ indicated in demonstration areas
 

prior to demonstration, the following rate of vaccination:
 

73.7% against polio; 46.8% against DPT; 23.7' against measles;
 

40.4% with BCG. When booster series are taken into account, this
 

coverage was far lower. Another sur-vey 2/ conducted in
 

the Gyungsan Gun of Kyungbuk Province showed that completed rates
 

including booster series of DPT and polio were as low as 5% and
 

3% respectively.
 

Measles vaccine is at present unavailable from the vaccine
 

supply provided by the government, and polio vaccine is available
 

only during October and November. This logistic inconvenience
 

results in not only operational difficulty at the peripheral level
 

but also vaccinating children behind schedule with consequent
 

deterioration in effectiveness.
 

Low coverage of eligible children for vaccination coupled
 

with malnutrition obviously contributes 3/ to the high level of
 

infant morLality.
 

B. ITUTRITION STATUS
 

Social and economic development made during the preceeding
 

three five-year development plans is partly reflected 4/ in the
 

improvement of height and weight of the preschool children
 

throughout the country. And yet, the level of intake for a few
 

categorical nutrients required for balanced growth of children
 

is extremely low.
 

The latest field survey 5/ of pregnant women lactating women,
 

and weaning children in rural Korea disclosed that mean daily
 

intake of calorie, niacin, thiamine, and ascorbic acid exceeded
 

the recommended allowances for pregnant and lactating women,
 

but vitamin A, riboflavin and calcium intake was low. All
 

nutrients intake by the weaning children was deficient.
 
A,
Particularly low were animal protein, calcium, iron, vitamin 


C, meeting only 10%-40% of the recommended
riboflavin, and vitamin 

level.
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Frequency 6/ of anemia with hemoglobin level below 11.0%
 

arong children 6-11 month old showed the highest percentage of 86.7%.
 

Measurement of Weight and Height
 

Another study 6/ reveals that children under 5 months of age
 

were free from malnutrition, which can be attributed to the
 

successful breast feeding with quantity and quality of breast
 

milk sufficient for the infant's nutrition requirement. However
 

children older than 6 months of age showed malnutrition, with a
 

frequency of 3.0-4.9% in weight measurement. In height
 

measurement, only 1.6% of the children aged 36-47 months and
 

48-59 months showed poor nutrition.
 

Since weight is suggestive 7/ of calorie malnutrition and
 

height of protein malnutrition, children in rural Korea seem to
 

be suffering from calorie malnutrition, but not from protein
 

malnutrition.
 

C. PRENATAL SERVICE
 

Utilization, Service Coverage and Service Component
 

A community based longitudinal study 8/ indicated that 28%
 

of eligible population made first visits with-in 8 weeks of
 

by the end of first trimester.
pregnancy and 50% 


Another study 9/ showed that 399 of an estimated 621 pregnant
 

women, or 65% of the eligible population were covered for prenatal
 
The average
service. Of this group, 20% were seen only once. 


Of the
number of prenatal consultations was 2.6 per pregnancy. 


pregnancy cases registered at the health center in the study area,
 

only 8% had had the desired 5 consultations or above.
 

KHDI'S baseline study / oolpted out that 72% of women who
 

.-t ,xpect to receive prenatal service
experienced pregnancy did 

of any kind.
 

Major services of prenatal care currently provided by the
 

government ACH worker assigned in the rural area are measureing
 

blood pressure, urine examination for sugar and protein, and health
 

counselling. However, government budgetary allocation for purchase
 

of Uristick strips is limited to only 191,350 Uristick strips for
 

1978 for care of the minimum number of 440,000 rural pregnant women
 

in the same year. Furthermore, the majority of MCH workers are not
 

provided with sphygmomanometer, thus making questionable the quality
 

and quantity of service being provided at present.
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D. CARE OF CHILD BIRTH 

child birtnsThe 	 KHDI baseline study showed that 19% of 

were assisted by health professionals, and the rest were assisted
 

by mothers-in-law and neighbors whereas institutional delivery 

rate was 13.71. 4-7-) of child births utilized the delivery kits 

provided by the government. The amount of national budgetary 

allocation for 1978 is for 43,015 sets.
 

revealed that the professionally assistedThe 	 Yongin study 10/ 
rare uas 12.8-. The latest longitudinal study pointeddelivery 


out that the ins.titutional child birth rate was 8.3%.
 

An optimistic estimate of professionally assisted delivery
 
of all
 rate plus the rate of using delivery kits seems to be 25% 


the child births in rural Korea.
 

E. POST-NATAL CARE
 

No relevant information is available.
 

E. MCII CENT ERS 

under the directat present nine e-xisting centersThere are 
the 	country. These 

management of local administrations throughout 
allocated from the national 

centers were constructed with subsidies 
input. As shown in the attached Table I,

administration plus h.ccal 
in rural centers.rate is very low particularlyannual bLd turnover 

be ascribed to administrative
Causes l-eaL.ing to poor utilization can 

transferoperational hours, frequentproblems in tc:rms of limited 
location of center 

and high turnover rate of personnel, inadequate 

of catchrnenc area, lack of promotional activity, and r-n­
in view 
down acilities.
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I I. Goal Develop National Strategy for 

Providing Low-cost MCH Service 

to the Underserved Rural Korea. 

2. Intermediate 
Goal 

a) Study and identify the strategy 

for providing essential MCH 

service component currently 

unavailable in the national 

health care delivery system. 

b) Develop a low-cost MCH center 

model affordable for the 

government to implement nation­

wide for rural Korea. 

c) Formulate an integrated approach 

for MCH, Family Planning, and 

nutrition services. 

d) Collect data pertinent to 
the 

formulation of national MCH 

policy for the 5th 5 Year 

Economic Development Plan 

1982-1986. 
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.o :!tJQr1 _01: 	 tho main thrust of the project is theL(,1u 
Lu3L a roui: in the demonstraticr: areas (infants and 

-ALL'orichi. target coverage of the eligible population for MCH
 

s1r 1vS..as wi3i bj as follows:
 

Target copulation Annual Target Coverage
 

Vaccines
 

50%
'Icaslis 	 Over 12 months old 


2, 4, 6 months old 50% including booster series
ioiio 

infants
 

UPT 	 2, 4, 6 months old 50% including booster series
 

infants
 

BCG 	 Infants under 4 weeks 70%
 

old of age
 

Institutional Iregnant women 30% 	4 months after the
 

operation of MCH Center
delivery 


Intake of Pregnant women 50% at least 4 months
 

Multi-Vitamins
 

Use of Full-term pregnant 100%
 

delivery women with one or
 

kits no children, who want
 

home delivery
 

60% of the eligible population
Prenatal Pregnant women 

making visits at least
visits 

5 times or more
 

80% of eligible population
Growth chart 0-6 year old 

more than national average
(wt, ht) 	 preschool children 


Family Currently married 45% (Mid-year users as
 

percent of all married
Planning 	 women of 

reproductive age 
 women)
 

* 5 married women aged 15-44 years- 57 ­



V. Project Strategy
 

A. 	Introduce and apply risk approach for care of pregnant women,
 

and for priority in family planning. See for detail annex I.
 

B. 	Provide pregnant women with needed Vitamins and encourage
 

pre-natal visits and nutritional guidance.
 

C. 	Apply a differential charge system foT providing Vitamins,
 

vaccines 	(only measles), services of institutional delivery
 

(yellow and
arid 	 laboratory tests, based on income level 

green card- holder of National Medical Aid Program), and
 
See
charge system for sterilization based on birth order. 


for detail, Annex II.
 

Operate an MCH center under the direct mahagement of KHDI.
D. 


E. 	Induce institutional delivery of child birth in the
 

area of the MCH center upon its operation, and
catchment 

promote hygienic home delivery in the rest of the
 

demonstration areas.
 

Operate a 4 month pre-project trial on a small scale to
 

identify the feasibility of the field project, and evaluate
 

the trial including cost runs to allow for recycling of the
 

F. 


implementation plan for the subsequent expansion of the project.
 

Utilize all the field project personnel and 	household health
G. 

chart to provide integrated services of MCH, family planning
 

and 	nutrition.
 

Operate the project as an action research project.
H. 


Encourage mothers or her next available family member 
to
 

meassure weight and height of children with help of 
Village
 

Health Agent.
 

I. 
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VI. Description of 	 roject 

Target opulation : 	Children, particularly infants and Women of
 

reproductive aoe
 

Estimate of Target Population for specific service
 

the "-z.le 2 illustrated below
Components 	 see 

3 Guns of KHDI demonstration project
Project Area 

see for detail tables 3, 4, 5 attached.
 

Project Period 	 September 1978 through August 1982 (?)
 

Table 2. 	Estimate of Target Population per month by infant, pregnant
 

women, and area
 

Estimate Per Month
 

No. of Infant
No. of Pregnant Women
Project *Total 


Area Pop. New New cases Attend- 2,4,6, 6 thru 12
 

ance at months 12 months
 

old months old
 
cases + 


(a) currently Child 

(e)
pregnant Birth (c) old 


(d)
cases (b) 


690 1,350 225
261 2,113 235
Hongchon 117,390 


Gun
 
Gangwon
 
Province
 

132 389 762

Gunee Gun 66,103 146 1,190 	 127\
 

Gyeongsang
 
Buk
 

Province
 

686 1,344 224
 
Okgu Gun 116,686 259 2,100 233 


Cholla Buk
 
Province
 

600 1,765 3,456 576
 
Total 300,179 666 5,403 


(a) 	New cases of pregnant women based on Pop. x CBR x 1/12 1.0.9
 

assuming abortion rate of 10%
 

No. of pregnant women per month new pregnancies 
+ current pregnancies


(b) 	
based on Pop. 

x +CBR x 9/12
 

(c) Based on Pop. x 	CBR x 0.98 x 1/12 x 3 
assuming 50% of IMR with 40,
 

occurring 	within 6 months of birth.
 

(d) 	Based on Pop. x CBR x 0.96 x 1/12 x 
6 assuming IMR of 40, occurring
 

evenly throughout the latter part of first year 
after birth.
 

Based on Pop. x CBR x 0.96 x 1/12 assuming 
IMR of 40
 

* 

(e) 	

Gun Statistics year Book 1977, Hongchon Gun, 
Gunee Gun, Okgu Gun. 

CBR is based on national 24 per 1,000 for 1978, Projection of Populati
 
+ 


by Economic Planning Board (EPB)
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.1umber oZ new pregnanL women (per montn) is total number Li new 

cases oCi,regnancy to be registered each munth and also will be screened 

for syphilis infection. 

10% of these womun will be off the registery as they will eventually 

undergo abortion.
 

Number of all pregnant women (new pregnancies and current pregnancies)
 

is the total number of pregnant women per month required to be provided
 

with prenatal care.
 

Number of pregnant women in need of child birth cure is the total
 

number of child births per month, requiring professionaily assisted delivery
 

or requiring the distribution of delivery kits. These newborns are to
 

be registered each month, and are the target pcpulation for BCG inocculation.
 

Number of infants aged 2, 4, 6 months is the total numiber of infants per 

month who are in need of immunization against Polio and DPT. 

Number of infants aged 6 through 12 months is the total number of infants
 

oer month whose mothers will be taught to make supplementary weaning food
 

from locally available ,aterials.
 

Number of infants aged 12 months is the total number of infants per month
 

who need immunization against measles.
 

All the community health practitioners (CHP) and community health aids
 

(CHA) stationed at the community health centers, primary health unit
 

(PHU) and primary health posts (PHP) will be key providers of package MCH 

services described herein, as an integrated portion of primary health care. 

Correct entries in Household health chart will be made with the
 

close cooperation of the village health agent (VHA) stationed in each
 

village of the demonstration areas.
 

A. Child Health
 

Logistic distribution system of vacc~hes directly from the National
 

Institute of Health down to the demonstration area via KHDI will be
 

developed to insure a cold chain of vaccines. Purchase of polio and
 

the market and these vaccines will
measles vaccines will be made on 

be distributed to all the community health centers, primary health 

units and posts in the project areas. 

a. 	In addition to the government vaccine supply of BCG, DPT,
 

small pox, and polio, vaccines of polio and measles will
 

be provided to increase the level of immunity in the eligible
 

population.
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b. 	The provision of measles vaccine will be charged at factory
 

price though subject to differential charge system.
 

c. 	Household health chart will be utilized to trace defaulters
 

and to increase coverage of booster series.
 

d. 	Nutritional guidance will be actively carried out with a
 

mannual being developed by UNICEF/Korea.
 

e. 	Registering newhorns and determining eligible infants for
 

vaccination will be made with active cooperation of village
 
health agents (VHA).
 

f. 	An attempt will be made to have measles vaccination conditional
 

to submission to weight measurement. Toddlers up to two
 

years of age will be encouraged to be brought to the project
 

facilities and will be measured for height and weight.
 

B. Maternal Health
 

Prenatal Service
 

a. 	All the pregnant women, at the time of first visit, will be 

checked for blood pressure, urine for sugar and protein, and 

weight. Only cases with high blood pressure or edema will 

receive urine examination at subsequent visits.
 

b. 	All the pregnant women at the time of earlier prenatal visits 

will be persuaded to give a blood specimen once for VDRL and 

TPHA tests. The blood specimen will be transported in a 

specially designed container on a local bus run to the community
 

health centers except for Hongchon Gun, where it will be the
 

KHDI MCH center that will receive the specimen.
 

c. 	Amount of vitamins to be provided will be timed closely with 

the interval and the schedule of prenatal visits recommended 

by WHO. 

d. 	The impact of family planning on maternal and child health 

will be explained, and a risk approach will be applied to 

provide with care those who are most in need. 

e. 	Referral will be made immediately upon identifying a pregnant 

women of the highest risk as indicated in the risk approach. 

f. 	Village health agent (VHA) will be actively solicited to
 

identify as indicated in the manual, at the earliest time
 

possible, high risk cases and will be encouraged to refer to
 

CHP and CHA.
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Care at Delivery
 

a. 	Those who live in the catchment area of Community health
 
center (CHC) or primary health unit (PHU) will be assisted
 
for 	delivery by Community physician (CP) or community 
health practitioner (CHP). Those who live too far from
 
CHC or PHU and who want home delivery will be provided 
with delivery kits. 

b. 	VHA will be trained to teach mothers-in-law of full term
 
pregnant women how to use delivery kits and the benefit of 
its use. 

c. 	 Others living in the catchment axea of MCH center will be 
encouraged for institutional delivery.
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Operation of an MCH Center
 

Purpose: a. 	To experiment with the feasibility of a low-cost
 
model of an MCH center in the context of rural
 

Ko ea prior to nation-wide establishment of an
 
MCHI center attached to each health center
 

b. 	To provide in-service training for CHA and to
 
train VHA in the use of delivery kits and in
 
other related MCH activities.
 

Location: 	 The center will be situated in Hongchon Eup (town),
 
Hongchon County, Gangwon Province.
 

Management: 	 KHDI will assume operation of the centre on agreement
 
with the local administration. Its personnel
 
consequently will be direct field staff of KHDI.
 

Operation: 	 24 hours a day, and open all year around
 
Hours 

Staff : 7 KHDI direct personnel and 1 government MCH worker 
Requirement already assigned in the town. 

Midwife: 3 persons needed for 8-hour shift 

Lab. technician: 1 person (female preferred) 
Nurse-aid : 1 person 
Driver : 1 person
 
Orderly : 1 person
 

Function: Senior Midwife: 	 In addition to providing the same
 
MCH services as other midwives,
of Each 

she will perform ahministrative
Staff 

aspects of center operation including
 
weekly and monthly reports.
 

Ordinary She will be responsible for pro-


Midwife viding prenatal service, care at
 
delivery, making final decision on 
eligibility for high risk category
 
and differential charge scheme,
 
training VHA and CHA,and nutrition
 
guidance.
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Government worker : 	She will be responsible for vaccinating
 
children, providing nutrition guidance,
 
health counselling, and assisting midwife
 
during delivery.-


Lak . technician : 	In addition to performing ordinary lab. 
tests for care of pregnant women registered 
at the center, she will conduct VDRL and 
TPHA tests referred from all the project
 
facilities in Hongchon demonstration areas.
 

Nurse-aid 	 She will be responsible for sorting out
 
household health chart, taking medical
 
history, assisting midwife, and collecting
 
fees.
 

Service Component: 	 The same service related to MCH work as
 
described in the preceeding chapters will
 
be provided with application both of
 
differential charge scheme and high risk
 
approach. The only difference will be
 
providing care of institutional delivery,
 
training CHA and VHA, and case detection
 
of syphilis positive pregnant women.
 



Pre-test
 

Test Area and Duration
 

Pre-project trial of project strategy will be undertaken 
for 4 months
 

from Sept. 1 through December 24, 1978, confined 
to three myons, each
 

representing three guns of demonstration; Bukbang 
Myon of Hongchon Gun
 

in Gangwoa Province; Gunue Myon of Gunee Gun 
in Gyeongsangbuk Province;
 

Hoehyun Myon of Okgu Gun in Chollabuk Province.
 

an MCH center and case-finding of Syphilis
However, the 	operation of 
 the importa­
positive pregnant women will be excluded from 

this trial as 


tion of obstetric and laboratary equipment 
will take at least four months.
 

Purpose 

The purpose for the pre-test is to measure 
cost-runs and level of
 

acceptability of differential chazge scheme 
and risk approach by the
 

target population. This identification by interim evaluations 
twice,
 

1978 will determine the viability of
 each on November 3 and December 23, 


the project &trategy.
 

Contingeni on the evaluation result, the strategy 
will either have
 

to be modified dr will be applied with support 
of all the required
 

medico-pharmacLtical products to the entire 
three guns of demonstration
 

to accommodate local needs.
 

as follows:
 
The populztion status in the pre-test areas 

is 


+ Estimate per month
 

No. of Infants
Pregnant
*Total Pregnant
Pre-test 

Area Pop. women women 2,4,6 6 thru 12
 

months
(new cases) 	 (new cases + months 12 

currently old months old
 

pre.gnant 
 old
 

cases)
 

57 ill 19
 
Bukbang Myon 9,656 21 174 


87 170 28
266
Gunee Myon 14,781 33 


18
56 11 

Hoehyun Myon 9,599 21 173 


392 65

75 613 200 


Total 34,036 


* Gun Statistics Year Book 1977, Hongchon Gun, 
Gunee Gun, Okgu Gun 

Based on the national CBR, of 24, 1978, 
Projection of population
 

+ 

by EPB. 
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Annex I
 

( 1) 
Risk approach
 

In every community, mothers and children are among those gruups
 

thac are vulnerable to disease, disability, and death. Their vulnerabilit'
 

is a result of the possession of the special characteristics of pregnancy
 

or young age, related to biological processes of reproduction, growth, and
 

development.
 

Wiihin these groups, certain individuals are at special risk of
 

disease or complications because of factors in their biological make-up,
 

their environment, or both. 
 Such factors, called risk factors, exert
 

their effects both singly and in combination, the relative importance of
 

each varying with the individual and the socio-ecological conditions.
 

Equitable provision of health care requires special attention to
 

Such attention
vulnerable groups and, within them, to those at risk. 


should also facilitate the most efficient use of scarce resources for
 

prevention, care, and cure.
 

The purpose for risk strategy is to provide botter services for all,
 

but with special attention to those who need them most. The following
 

scheme, modified from the PAHO/WHO 12/ developed system will be applied
 

to non-pregnant women, for priority in family planning, and to pregnant
 

women, for risk allocation.
 

Scoring Points
Characteristics 


4
Age Under 19, over 40 

2
Between 30 and 39 

0
Between 20 and 29 


4Number of children 5 or more 
2
0 to 1 
02 to 4 


Less than 24 months since last delivery 1
Interval between 

deliveries
 

24 months or more since last delivery 0
 

3
Previous obstetrical complications,
Medical history 

perinatal deaths, etc.
 

5
Diabetes, h -vw!t diseases, renal disease, 


psychosis
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1
Maternal education 	 Illiterate 


0
Can read and write 

(13)
 

*Blood Pressure 160/95 mmHg and above 4
 

159-140/94-90 mmHg 2
 
Under 139/Under 89 mmHg 0
 

2
*Urine Analysis 	 2 ++ or more 

1 + and none 0
 

b. Referral
 

The points are added up to give a total score and decisions taken
 

as follows:
 

1. Highest risk, referral obligauory 	 5 points or more
 

2. 	High risk, referral recommended 3 to 4 points
 
0 to 2 points
3. Usual risk, usual local care 


c. Exemption from Differential Charge System
 

The pregnant women at the highest risk score of 5 points or more
 

will be provided free of charge with the applicable service components
 

included in the differential charge system.
 

* This characteristics applies only to pregnant women. 
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Annex II
 

DIFFERENTIAL CHARGE SCHEME
 

A. 	Applicable Service Components:
 

Measles vaccine
 
Vitamins
 
Medical expenses related to the care of institutional child birth
 
at the KHDI MCH Center
 

Urine examination for Sugar and Protein
 

B. 	Maximum charge will be limited to factory price or fixed fee to be
 
determined later.
 

C. 	Contents of the Scheme
 

a. 	Case of the first child of birth crder in family
 
A wc-ian pregnant of first child, with a yellow or green card
 
of National Medical Aid Program will receive free of charge,
 
vitamins, service of urine examination, care of institutional
 
child birth, and also her first child will be provided free
 
of charge measles vaccination.
 

All 	the other pregnant women and their first children will
 
receive the same advantage as the card holders, provided that
 
her husband undergoes vasectomy during her pregnancy of first
 
child or within one month of child birth. Otherwise, applicable
 
service components will be charged half the price or half
 
fixed fees. If vasectomy is undertaken within one month of
 
child birth, fees will be refunded.
 

b. 	Case of the second child of birth order in family
 
A woman pregnant of second child with a yellow card, and her
 
second child will receive the same advantage as in the case
 
of the first child. But a green card-holder of pregnancy, and
 
her second child will be charged half factory price or half
 
fixed fees for the applicable service components unless her
 
husband undergoes vasectomy during her pregnancy or within
 
one month of child birth. If her husband has undertaken
 
vasectomy, the same advantage will be provided.
 

All the other pregnant women and their second children will
 
receive the same advantage if their husbands undergo vasectomy
 
during the same period applied as described above. Otherwise,
 
full factory price or full fixed fee.
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c. 	TUbAl ligation will be applied to the scheme in that half or full
 
factory price or fixed fee will be refunded to the family in case of
 
tubal ligation undertaken within 7-8 weeks after child birth.
 

Tho 	scheme is surmmiarized in the table below.
 

Pregnant Woman and Children
 Steriliza-

tion 

Card Holder 


order Yellow Green
 

First 	 Under- Free of charge 


Birth 


Chil.d 	 taken 

None Free of charge 

Secone Under- Free of charge 
Child taken 

Half factory
None Free of 
charge or half 

fixed fee
 

Sex of Spouse Kinds of Sterilization 


Male Vasectomy 


Non 	Card Holder
 

Free of charge
 

Half factory price
 
or half fixed fee
 

Free of charge 

ill factory price
 
or full fixed fee 

Applicable time of
 
Sterilization
 

During pregnancy of the
 
spouse or within one
 
month of 	child birth 

Female 	 Tibal ligation Within 7-8 weeks after 
child birth
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Name of Center Total Floor 
Space (m2) 

| 

Year of 
Construc-
tion 

Table 1: MCM Center Status by Center 

-

No. of M.D. Midwife Nurse Nurse-

Bed aid 

tmaternal 

for 1976 

Others Total No. of 
deliveries 

No. of 
Consulta-
tion for 

onl-_]_nn-a 

Consulta-
tion for 
child 
health 

Annual 
Bed 
Turn­
overRaate (%) 

Pusan Center 

Taegu Center 

Kwanqju Center 

Hamyang Center 

woolju Center 

Changnyung Center 

Kosung Center 

Geumsan Center 

Taejun Center 

882.5 

952.1 

667.8 

482.6 

181.8 

171.9 

165.3 

59.5 

99.2 

1972 

1971 

1975 

1972 

1971 

1971 

1971 

1974 

1975 

9 

12 

10 

16 

5 

5 

5 

3 

4 

3 

1 

2 

1 

4 

6 

6 

1 

1 

2 

1 

1 

3 

2 

1 

3 

1 

3 

1 

3 

2 

1 

11 

3 

11 

1 

1 

1 

2 

23 

12 

22 

3 

1 

3 

2 

2 

9 

1,573 

2,414 

1,520 

302 

270 

309 

132 

131 

650 

7,681 

5,337 

2,369 

591 

1,323 

495 

257 

325 

3,317-

7,534 

12,338 

4,605 

432 

806 

386 

355 

97.4 

111.8 

84.4 

10.5 

30.0 

34.3 

14.7 

24.3 

90.3 

47 



Table 3. NUMBER OF HEALTH PERSONNEL (PRIVATE SECTOR)
 

in Hongchon Gun, Gangwon Province (1977)
 

Number
Eup/Myon Population Population Number Number 

of of of Drug
Density 


per Km2 Physicians Herbalists Vendors
 

5 8 
 11

Hongchon 29,301 330 


3 2

Buk Bang 9,656 70 	 ­

1 1 1

Nae Chon 8,530 61 


1* 1 3

Hwa Chon 11,600 57 


1 1 2

Du Chon 7,760 59 


1* 2 2

Seo Seok 10,705 51 


Dong 10,160 72 1* 1 4
 

1* 
 - 2 
Seo 8,295 70 


1* 2 5

Nam 12,892 106 


Nae 8,491 20 1* - 2
 

TOTAL 117,390 69 13(6*) 19 34 

* Limited Area Practitioner 
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Table 4. NUMBER OF HEALTH PERSONNEL (PRIVATE SECTOR)
 

in Gunee Gun, Gyeongsang Buk Province (1977)
 

Myon Population 

Gunee 14,781 

Sobo 9,438 

Euihung 7,046 

Ubo 7,418 

Goro 5,969 

Hyoryong 7,917 

Buke 7,052 

Sansung 6,482 

TOTAL 66,103 

Population 
Densit 
per Km 

200 


86 


187 


83 


58 


104 


99 


144 


109 


Number 

of 


Physicians 


2 


1 


1 


-


-


-


1* 


-

5(1*) 


Number 
of 

Herbalists 

Number 
of Drug 
Vendors 

2 4 

2 

2 

3 

4 

1 2 

1 2 

- 4 

2 3 

1 1 

11 23 

* Limited Area Practitioner 
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Table 5. NUMBER OF HEALTH PERSONNEL (PRIVATE SECTOR)
 
in Okgu Gun, Cholla Buk Province (1977)
 

Myon Population 

Okgu 23,335 

Oksan 5,842 

Hoehyon 9,599 

Impee 9,069 

Seosoo 9,322 

Daeya 16,902 

Kaejong 8,512 

Songsan 7,318 

Napo 6,934 

Mee 12,567 

Islands 7,286 

TOTAL 116,686 

Population 

Density 

per Km 2 


409 


367 


230 


405 


379 


433 


499 


263 


221 


382 

365 

354 


Number 

of 


Physicians 


1* 


-


1* 


1* 


-

1 


-


-

-

1* 


-


5(4*) 


Number 
of 

Herbalists 

Number 
of Drug 
Vendors 

2 3 

1 1 

1 

1 

1 

2 

1 

1 

1 7 

-

-

2 

2 

2 1 

-

-

1 

2 

9 23 

* Limited Area Practitioner 
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Requirements for Medico-Surgical and Obstetric Equipment 
for KHDI MCH Center
 

Item 
No. DescriptionNo.Dscrition(lion) Q'ty Unit Unit Price Amount 

i Examination Table 1 ea 46,000 46,000 

2 Obstetric Examination Table 1 ea 190,000 190,000 

3 Delivery Table 1 ea 210,000 210,000 

4 Medical Instrument Cabinet 1 ea 50,000 50,000 

5 Oxygen inhaler 1 ea 46,000 46,000 

6 Refrigerator (200L) 1 ea 260,000 260,000 

7 Medical Instrument Table 1 ea 26,000 25,000 

8 Pressure Sterilizer 1 ea 250,000 250,000 

9 Patients Carriage 1 ea 18,000 18,000 

10 Wash Basin Stand (Stainless steel) 1 ea 33,000 33,000 

11 Examination Side Lamp 2 ea 15,000 30,000 

12 Irrigation Set 2 set 14,000 28,000 

13 Boilling Instrument Sterilizer 1 each 20,000 20,000 

14 Baby-suction 5 ea 2,000 10,000 

15 Stainless Basin 8 ea 3,000 24,000 

16 Hemostate 10 ea 3,500 35,000 

17 Surgical operation scissors 5 ea 4,500 22,500 

18 Placenta forceps 2 ea 3,000 6,000 

19 Pus-pan (Medium, Small) 4 set 2,000 8,000 

20 Tray (Large, Medium) 2 set 5,000 10,000 
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21 Stainless Bowl (Large) 4 ea 2,000 8,000 

22 t 4 ea 1,800 7,200 

23 

24 Stool Tray 2 ea 5,000 10,000 

25 Gauges Can (bowl) large, medium, small 3 set 5,000 15,000 

26 Sponge Can (bowl) large, medium, small 3 set 4,000 12,000 

27 Forceps, long 5 ea 3,000 15,000 

28 Forceps small 5 ea 2,000 10,000 

29 Forceps can 2 ea 1,800 3,600 

30 Dressing scissors 2 ea 4,500 9,000 

31 Dressing scissors curved 2 ea 4,500 9,000 

32 Bandage scissors 2 ea 5,000 10,000 

33 Enema syringe 2 set 4,00' 8,000 

34 Needle-holder 2 ea 5,000 10,000 

35 Syringe 5cc 15 ea 460 6,900 

36 Needle 10 ea 380 3,800 

37 Panel Screen (3 piece) 2 ea 33,000 66,000 

38 Vaginal speculum 20 each 1,800 36,000 

39 Baby-weight scale 2 each 15,000 30,000 

40 Measuring rod 2 each 10,000 20,000 

41 Sphygmonanometer 2 each 55,000 110,000 

42 Stethoscope 2 each 4,500 9,000 

43 Traube 2 each 1,800 3,600 

44 Pelvimeter 1 each 8,600 8,600 

45 Thermometer 20 each 250 5,000 
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Office Supplies (Desk, Chairs, 
Cabinet, etc.) 

500,000 

Quilt and Sheet 100,000 

Others 50,000 

46 Suction Apparatus w/cap (1, 2, 3, 4), 
electric type 

1 set 350,000 350,000 

47 Gloves, surgical, Rubber 160 pair 150 24,000 

48 Typewriter 1 ea 400,000 400,000 

49 Aircone, 12,000 BTU, Model GAI20, 
Gold Star 

1 ea 269,980 269,980 

Total W3,441,180 

50 "ATOM" Infant Incubator 
Model : V-75'MC' 
complete with standard acc. 

1 set US$1,860.00 

51 "ATOM" Automatic Resuscitator 
Model : OX-500 F type 
with standard accessories 

1 set $1,075.00 

52 ECHO - Sounder Model Es-102M 
(Ultrasonic Doppler Fetus 
Pulse Detection) 

$506.00 

Total $3,441.00 
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REQUIREMENTS FOR LABORATORY EQUIPMENT AND MATERIALS FOR VDRL AND TPHA TEST
 

Price 211y Amount Remark
 

3 1/8" x 4 3/4" 9Kg $9.70 6 $58.20 S/P, M6229-2
 

Nomenclature 	 Specification Unit 


o 	 Serological Ring Slides, 14 mn, diameter (12s) 

30 ml case $37.80 2 $75.60 S/P, B7760 
o Bottles, Stoppered, VDRL Antigen (12s) 


1.0 ml case $20.34 9 $183.06 S/P, 	P4330-IX
 
o 	 Pipets, Serological, Accu-Red, Color-coded (18s) 


case $23.22 6 $139.32 S/P, P4330-5
5.0 ml 


8 3/8"w x 8"d x 5"h ea $137.50 3 $412.50 S/P, R4139
 

o Pipets, Serological, Accu-Red, Color-coded (18s) 

o 	 Tec-Tator V Rotator, 120V, 60 Hz. 

15"w x 26"I x 16"H ea $315.00 3 $945.00 S/P, W3500 
o 	 Water Bath, Constant Temperature 

50 lamda ea $49.50 6 $297.00 S/P, P5062-50 
o Eppendorf Microliter Pipets, Brinkmfan 

pKg $48.00 6 $288.00 S/P, P5062-900
 
o 	Tips, Eppendorf Microliter Pipets 1,000 x 


ea $18.00 3 $108.00 S/P, P5062-950
 
o Racks, Eppendorf Microliter Pipets 


o 	 Interval timer, General Electric 3 3/4" sq x 2"d ea $15.95 i $95.70 S/P, C6505
 

$8.00 $48.00 S/P, T2220-2
-50' to 1001C 	 ea 


ea $8.00 6 $48.00 S/P, T2220-7
 

o Thermometer, Dial, Centigrade, Bimetallic 


0' to 2501C 


pKg $5.50 13 $. 50 S/P, B6720
 

o Thermometer, Dial, Centigrads, Bimetallic 


o 	VDRL Antigen, 0.5 ml x 10 with 60 ml PBS 

20 tests pKg W20,000 18 W40,OL Euji Zoki Co. Japan
TPHA Test Kit (Treponema Pallidum Hemagglutination) 


ea W20,000 9 W180,00O
 

o 


o 	 Plates Plastic, 8 to 12 hole 

ea Wl0,000 1 Wl0,000 
o 	 Merthiolate (Thimerosal, Lilly) 7 Gm (7,000 


ea W50 2,800 W140,000

O Test tube 



ea W80 1,500 W120,000

o Test tube 


ea W8,000 6 W48,000
o Rack, 5 x 10, Steel 


ea W1,000 56 W56,000
 
o Container, Styrofoam 


............... .................. $2.769.88
 Total .............................. 

W914,000
 

W2.257,540
 

http:2.769.88
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I. INTRODUCTION
 

The rationale for introducing new primary health care manpower
 

in the KHDI program has been eloquently explored with the actual
 

supportive description of soundess analysis in the CP Section III.
 

It has been assumed that from the current development of
 

health manpower resources and deployment patterns of health and
 

medical manpower, there exists and will persist an acute shortage 
of
 

health services at the rural community level in this country.
 

At the same time there is good evidence and theoretical consensus
 

that a large portion of the health service can be delivered by some
 

type of middle-level health workers with competency-based training
 
On the basis of the
 to deal with common conditions of needy people. 


US/Korea loan agreement the Minister of Health and social Affairs
 

granted the authorization to train CliPs for health care demonstration
 

project of KHDI.
 

Since this was an educational novelty for Korea-teaching specific
 

functions to perform professional skills to creat common conditions
 

and s mptoms of people-some intensive preparation took place at KIIDI,
 

including:
 

- Determining what role the CHP was to undertake
 

- Curriculum development with essential core skills
 
- Modular text-material development
 

- Trainer orientation training
 

- Technical copsultation with advisors
 

- Assimilation of training materials from abroad
 

The program encountered many contraints, not the least of 
which
 

was the short period of time (3 months) to develop and impart 
technical
 

education-training to instill competent skills, to produce a
 

multipurpose curative, promotive and preventive health-service 
worker.
 

The following is a resume of our CHP training program.
 

II. OBJECTIVES OF CHP TRAINING
 

The educational component of the training program is 
directed
 

toward attainment of the following five objectives.
 

First to devi& a training system with competency-based 
training
 

Toward this aim, the program
to develop an innovative health worker. 


has attempted to estab.ish acceptable levels of primary 
health care
 

in rural areas, with a health care delivery system which permits
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prcJressive evaluation of clinical performance of trainees throughout
 

training. 

second to instill necessary health care knowledge and skills 

for implementi ng the project. 

relating directly to the CliP'sThird to orgjxize teaching content 
care provider. In this regard,

functions as a competent primary health 

are-as (such as curative services including physical
several subject 

pr /entive health services regarding maternal & child
examinati,n, and 

disease control, and health "duca­
health, -%initation, communicable 

a given function, are in ratied
tion, etc), ess4-ntial to performing 


health services.
to deliv r comprehunsivu comanunity 

,ourth to provide a realistic environment in which to learn 
of the field

prima- ct independently. Therefore, mostcare 
health care setting the primary

training was carried out in an active 


health ::nits in the demnstration areas.
 

1i1.:lIy, the fifth objectives was to u;-r-ade the quality of 

to provide better health care services
Community i alth Practitioners 


for the r,:sidents in zural areas.
 

IT . 1,A1N.1 !1,(IT1 flIS OWF I' 

are a nw category of health personnel to Korea, and1"IS are 

sirlar to nurse practiti:ners or the Medex personnel now being 

work withi physicians or independently
utilized in other countries. cliPs 


under their direction.
 

T'h(!.r main function can be summarized as 

a. curative services, to 

- Ieliver primary and ambulatory health care including home 

visiting
 
- Identify mo',t cominon disease
 

- Take general medical histories
 
- P'jrforin physical examinations
 
- Handle frequently required laboratory tests
 

- Pro.'ide treatment for a defined range of conditions
 

- Provide treatmrnnt prcscribed by a phyiician including 

regular follow up of chronically ill, patients 

- make effic.kent referrals of complicated cases 
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b. Preventive Services, to
 

- Administex immunization
 
- Provide ante-and post-natal care
 
- Attend normal delivery
 

- Provide nutritional guidance
 
- Undertake public health education
 
- Carry out family planning
 

- Control communicable diseases: tuberculosis, venereal
 
disease, etc
 

- Enlighten the residents about sanitation
 

C. others, to 

- Plan and evaluate the performance of health services 
- Manage medical, health, and administrative supplies
 
- Educate and lead lower level health personnel
 
- Support and participate in the community agencies
 

- Supervise CHAs & VHAs
 
- Record & report data with accuracy
 

IV. SELECTION PROCEDURES
 

Qualified CHP applicants should be registered nurses with at
 

least one year of work experience in the health field. Applicants
 

are screened on the basis of applications, personal career and otxzer
 

documents recommended to KHDI by the Gun Health Care Steering Committee.
 

Preference is given to residents of the pilot demonstratior area,
 

with the first priority given to qualified nurses already working in
 

the area.
 

Additionally, the CHPs to be selected for training must agree 

to serve for the health project "Maul Geon Gang Saup" in the assigned 

area for a minimum of 2 years after the training. Candidates for 

positions as recommended CHP's are required to face the concurrence 

of the provincial authorities. 

Upon the recommendation of the provincial and county go-,ernor,
 

KHDI conducts the examinations and interviews of the candidates.
 

By reinforcing the levels of knowledge and skills of experienced
 

candidates, it is assumed to be advantageous for KHDI to develop the
 

new CHP in a short period of time-one year. Emphasis will be on
 

developing competence to perform specific tasks, rather than diploma
 

or degree. The focus of the interviews is placed on three areas:
 

health knowledge regarding technical aspects, personal characteristics
 

and other rele,,ant factors.
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To facilitate interview-evaluation, a rating formula sheet
 
is prepared on each applicant which includes information on formal
 
training, clinical experience, technical knowledge and other back­
ground information. Based on data from the summary sheet and the
 
interview itself, the interviewers assess the candidate according to
 
the following items:
 

a. Health knowledge and technical aspects
 

- General health knowledge 
Clinical experience
 

- Educational and training background 

b. Personal characteristics
 

- Motivation to be a CHP
 

- Enthusiasm and desire
 
- Attitude
 
- Expression & communication
 
- Sincerity/honesty
 
- Potential
 

c. Other relevant factors
 

- Place of growth
 
- Age
 

- Health status
 
- Appearance
 

At the end of the test, each interviewer rates each candidate
 
interviewed on a 10 point scale using a form on which the individual
 
indicators or assessments were listed, and the final CHP candidates
 
are selected by the order of rating from the top.
 

An examination regarding professional subjects such as clinical
 
practice, internal and surgical nursing, health administration and
 
sanitation, has been tested to preliminary screen applicants and the
 
interview has been additionally given to the candidate.
 

Actually, a total cf 25 CHPs was selected from three demon­
stration guns: 11 from Hongchon, 9 from Okgu and 5 from Gunee, 
14 CHPs (5 in Hongchon, 6 in Okgu, 3 in Gunee) were grouped in "A" 
batch and the remaining 11 CHFs in "B". batch. The concept of two 
batches of trainees- "A" and "B" - provides for early tield deploy­
ment of personnel, and a demonstrative impact in the community which 
they serve. 
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V. TRAINING SCHEDULE
 

The community health practitioner training program lasted
 

approximately twelve months. The one year training course was
 

separated into 3 months' classroom training, 3 months' clinical
 

practice and 6 months' field practice. The classroom training
 

(including orientation) was carried out in KHDI Headquarters. The
 

clinical practice was given at the referral hospitals located in or
 

near each demonstration area.
 

The field practice training regarding practical primary care
 

and prevention of disease for communities was carried out at the
 

community health centers and primary health units in the demonstra­

tion areas. The training program was actually divided into four
 

phases: orientation, theoretical classroom education, clinical
 

practice and field practice, as indicated below.
 

Year 1977 1978 

Month 

Training Phas~e .1111
JL A 

11MI 
S 0N D ]FM A 

Classroom orientation A 
B 

A 	 B
Theoretical classroom 


A 	 B
Hospital practice 


B 	 A
Field practicev c 


* 	 A = A Batch of CHP (14 persons) 

B = B Batch of CHP (11 persons) 
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The chronology of the training program carried out is summarized
 

as follows:
 

1. 	Dec. 38, 1978
 
Request of approval of the CHP training course from the
 

Minister of Health and Social Affairs.
 

2. 	Jan. 8 1977
 
One year CHP training course approved by MHSA.
 

3. 	May 20 - Jul. 1, 1977
 

45 CHP candidates recommended from the demonstration areas
 

to KHDI.
 

4. 	Jun. 8 - 31, 1977
 

Final training program FY 77 developed and reported to MHSA.
 

5. 	Jul. 2, 1977
 
The authorized number of CHPs (25 nurses) were selected by
 

KHDI through an examination and interview test, and reported
 

to MHSA.
 

6. 	jal. 4, 1977
 
The opening ceremony of the CHP training course held at the
 

kuditorium, the Korean Nursing Association.
 

7. 	Jul. 4 - 16, 1977
 

Selected CHP trainees in A and B batches received a two
 

weeks' orientation course.
 

8. 	Jul. 13 - 14, 1977
 

During the orientation, a field trip was made to observe
 

an existing health demonstration site, Chun Sung Gun,
 

conducted by School of Public Health, Seoul National
 

University.
 

9. 	Jul. 18 - Sep. 24, 1977
 

Theoretical classroom training for batch "A" conducted at
 

KHDI.
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10. 	 Sep. 29 - Dec. 24, 1977
 

Clinical practice for batch "A" in the following
 
referral hospitals for 12 weeks. 

a. 	Kang Won Medical Center (Chun Cheon city) = 5 persons 
b. 	Taegu City Hospital and Taegu MCH Center (Taegu City)
 

= 3 persons
 

c. 	Kun San Provincial Hospital & Seagrave Hospital
 
(Kun San City) = 6 persons
 

11. 	 Jul. 18 - Dec. 31, 1977
 

CHP 	 "B" batch deployed for field practice 

12. 	 Nov. 18 - 19, Nov. 23 - 24, 1977
 

11 community physicians from the three pilot guns (Hongchon
 
4, Okgu 3, Gunee 4) received a 2 day orientation at KHDI.
 

They made one day field observation trip to Kang Hwa
 
Health Demonstration Gun conducted by Yeonsei University.
 

13. 	 Jan. 4 - Jun. 28, 1978
 

CHP "A" batch trainees replaced the CHP "B" batch in
 
the field.
 

14. 	 Jan. 4 - Mar. 18, 1978
 

CHP 	 "B" batch classroom education at KHDI. 

15. 	 May 2 - 4, 1978
 

8 Community physician (Hongchon 3, Gunee 3, Okgu 2)
 

received 3 day orientation at KHDI. During the session,
 

a 2 day field observation tour was conducted to the
 

primary health unit in Hongchon.
 

16. 	 Mar. 27 - Jun. 17, 1978
 

The clinical practice under-the preceptor was given to
 

all CHP "B" batch in the Kang Won Medical Center.
 

17. 	 Jun. 23, 1978
 
The committee on training affairs for final training
 
review and approval held at KHDI, and as a result of
 

evaluation assessment in the committee, 21 trainees were
 

passed and 2 failed.
 

18. 	 Jun. 29, 1978
 
The 1st commencement ceremony for CHP training course
 

at KHDI conference room, with 21 graduates.
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19. 	 Jul. 1, 1978
 
21 cHP graduates (10 in Hongchon 7 in Okgu and 4 in Gunee)
 
assisgned to the field in the demonstration guns to carry out
 
their duties for the communities.
 

VI. 	 DEVELOPMENT OF MATERIALS 

It is very important for the training program to develop
 
competency-based curriculum and educational materials regarding primary
 
health care and community health services. Following studies of the
 
Thailand training materials, Hawaii & Seattle materials, the basic
 
health service program of Afganistan and flow charts issued by WHO,
 
the trainer team at KHDI decided to develop some training materials
 
by field or area of speciality. T.20-member task force was formed
 
to prepare draft manuscripts regarding competency-baoed training for
 
the CHP program.
 

The task force team consisted of specialists from medical 
departments in hospitals, professors in universities, researchers in 
related institutes and KHDI staff. 

The draft manuscripts received from the task force team members
 
were reviewed on the basis of modular approach and compiled by the
 
trainers of KHDI. Six volumes of educational materials were
 
published and distributed to the CHPs, lecturers and preceptors to
 
carry out the training more effectively.
 

The subjects of the six volumes were as follows: 

Volume I : 	Internal medicine (Respiratory, Circulatory,
 
Digestive, Urinogenital, Neuro-disease),
 
Pediatrics, Psychology.
 

Volume II : 	Surgery, Obstetrics, Opthalmology, E.N.T.
 
Dermatology, Dentistry, Emergency medicine 

Volume III 	 Diagnostics, Gynecology, Laboratory,
 
Pharmacology, Health education, Health nursing
 
practice, Rural sanitation.
 

Volume IV : 	 Health administration, Law and regulation 

Volume V : 	Emergency care
 

Volume VI : 	 Use & management of drugs 
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These materials will be continuously modified and improved by
 

trainer teams at KHDI and through on-the-job training of the CHP.
 

Additionally, slides and materials on a considerable number of
 

subjects, including the models of pelvis and genital organs, has been
 

developed and utilized for audiovisual education. Moreover, other
 

A.V. materials have been obtained to educate CHPs and other health
 

personnel and also to enlighten the residents.
 

Main types of materials are listed below:
 

1. Slides
 

1) Parasite control I. II.
 
2) Health management in field of industry
 

3) Dental hygiene
 
4) Maternal and child health
 
5) Sex education today
 
6) Nutrition and health
 
7) Tuberculosis control I. II.
 

8) Feeding the child
 
9) Medical Insurance
 
10) Family planning
 
11) Protection for eyes 
12) Health in the rural community
 

13) Sex education for young generation
 

14) Instruction to KHDI
 

2. Models
 

1) Pelvis
 
2) Genital organ of woman
 
3) Doll
 

3. Film & film strips
 

1) Human reproduction
 
2) Normal delivery
 
3) Family planning: vasectomy, tubal ligation
 

4) Emergency care
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VII. INSTRUCTOR AND PRECEPTOR
 

Ideally, it is essential to have a sufficiently high faculty­

to-trainee ratio to permit individualized teaching and monitoring
 

necessary to ensure competency. However, this affluence of training
 

manpower and experienced trainers was not available due 
to the rather
 

new methodology and to the innovative nature of the training 
project
 

as a whole.
 

Instructors and other personnel for CHP classroom training were
 

recruited from medical facilities, nursing colleges, health 
service
 

Most of them joined in the task force
 
institutes and hospitals, etc. 


team for material compilation and served as part-time instructors 
in
 

Preceptors were selected
their major subjects in the theory course. 

care in the hospitals.
from physicians who could provide primary health 


They were asked to utilize their hospital facilities for
 

didacting purposes on a personal basis during the three months'
 

The program has attempted
period of rotation practice in preceptorship. 


specific practice needs of preceptors as well as to the
 to respond to 

The


problem of primary care maldistribution in the rural area. 


preceptorship was considered to be a particularly effective 
pattern
 

of clinical teaching, a one-to-one relationship.
 

It is quite clear that the content and technique of guidance
 

and supervision practiced by each physician as preceptor 
exerted
 

great influences on the quality of training preceptorship. 
The factor
 

follows:
select an instructor and a preceptor are as
considered to 


- Interest and ability to teach
 

Receptive attitude concerning CHP and willingness 
to
 

-

collaborate with the program in teaching and learning
 

- Agreement to evaluate trainee performance
 

- Association with providing primary care
 

In order to provide efficient preceptorship, orientation 
training
 

for preceptor-supervisors was conducted at each hospital 
involved and
 

the subjects of the orientation were as follows:
 

- Background on the importance of CHP training
 

- How Maul Geongang Saup operates
 

- The roles and functions of CHP
 

- objectives of hospital practice 

- Evaluative and -Iministrative aspects of clinical practice 

for CHP 
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- Contents of classroom training
 
- Detailed explanation of the program, with particular emphasis
 
on the necessity for the preceptor to accept the CHP.
 

In field practice, the close field s4pervision of the activities 
of CHP trainees was conducted by the county health center directors, 
community health center directors, KHDI technical advisors, and KHDI 
field supervisory doctors and trainers during six months' field 
training. Community physicians (Gun health center directors, community 
health center directors, Myor, health subcenter directors, and 
physicians under resident course) received orientation regarding 
preceptor-supervisorship of CHP. 

They arranged to have some regular meetings, if not a weekly
 
meeting together, in addition to an on-the-spot check-guidance system
 
when they made field visits to each CHP's post. Also, the physician
 
provided guidance by telephone when needed by CHPS in certain areas,
 
plus a regular monthly joint session with CHP trainees, community
 
physicians, a KHDI technical advisor, and KHDI supervisory physicians
 
or trainers.
 

VIII. MANAGEMENT OF TRAINING COURSE
 

A detailed yearly training plan was designed to carry out the
 
program systemically and effectively, and the training procedures 
and steps were carried out in accordance with the yearly training 
plan. Also, a committee on training affairs was organized to discuss 
various important subjects such as curriculum, materials, schedules, 
evaluation, certificate and award, screening and selection.
 

The training team at KHDI initially consisted of two physicians,
 
a social development educator a nursing specialist andpublic health
 

specialist with a license of pharmacist. These trainers have been
 
actively involved and have participated in planning and running the
 
training course. They also lectured on various topics.
 

In training methodology, the emphasis was placed on group
 
discussion, audio-visual instruction, practical work, experiments,
 
observation and role playing. There was a scholarship system whereby
 
the CHP trainees received a scholarship or stipend covering housing
 

allowance instead of thei: salary during the six months' classroom 
and hospital training away from their assigned counties. Consequently,
 
they received their compensation as temporary government officials
 

of the assigned counties during the six months' of field practice.
 

- 92 ­



Unfortunately, 2 trainees in "B" batch selected from Okgu pilot
 

area dropped out for individual reasons. Moreover, by the aggregate
 
results of the final evaluation assessment, 21 trainees were passed
 
and 2 failed with the consensus of the academic and achievement
 

assessment committee or. training affairs. The average age of passed
 

CHPs was 27.8 years with a range of 23 - 45 years, and the average
 

duration of their experience in the field of health was 4.4 years with
 

a range of 1 - 18 years.
 

The per capita cost of CHi? training appears to be rather expensive 

for it is an initial experimentation project which requires a large 

capital investment for various training materials, modular texts, 

honoraria and training supplies. 

The unit cost of CHP "A" batch (the first trainee group) was
 

estimated approximately at $1,890, where as the "B" batch (the second 

group)was reduced to $1,450. It will be quite safe to assume that
 

the projected estimation of the unit cost per trained CHP will be
 

around $1,000 or less, when the training is run by an institutionalized
 

system.
 

IX. 	 CURRICULUM DEVELOPMENT
 

1. 	 Curriculum objectives:
 

(1) 	Identify the health status of the individual by taking a health
 

history, performing an appropriate physical examination,
 

initiating appropriate preventive, screening and diagnostic
 

procedures.
 

(2) 	Provide the knowledge and skills for the management of minor
 

trauma and common health problems of the individual with
 

appropriate intervention.
 

(3) Assume responsibility for on-going health maintenance and clinical
 

management of stable or chronically ill patients.
 

(4) 	Identify the need for continuity of care for individuals and
 

families and coordinate the health care needs of patients through
 

appropriate intervention, consultation and referrals based on
 

data obtained by the CHP or other members of health care team.
 

(5) Provide relevant health conseling and guidance to individuals
 

and families.
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(6) 	Relate individual and family health problems t(, the community
 
and identify emerging health problems by working and participating
 

with community development organizations.
 

2. 	 Curriculum content
 

A. Orientation phase:
 

The initial two-week phase of orientation included the
 

following objectives:
 

(1) To develop the right mental attitude as a service-change agent
 

in rem-nte rural setting.
 

(2) Be able to understand CHP's role and function in an innovative
 

health care delivery system.
 

(3) Be able to understand a new concept of health care approach and
 

other related factors to facilitate the community health
 

(4 	Bc able to provide preventive care delivered by existing health
 

center network continuously.
 

To meet the above mentioned objectives, every emphasis has
 

been placed on professional attitude, human relations and
 

understanding of community structure involved with the demonstra-


Several instructors from various institutes, such
tion project. 

as School of Public Health, Ministry of Health, and KHDI trainers
 

were made available for the training. During this phase, pre­

tests, written examinations, group sessions and observation tours
 

The curriculum of this orientation phase is
 were conducted. 

described in Annex (1).
 

B. Theoretical phases:
 

A total of 10 weeks of theory was divided into five major
 

content areas:
 

(1) 	Management of health and illness
 

(2) 	Diagnostic procedures
 

(3) 	Laboratory and medication
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(4) Related community health maintenance
 

(5) Community involvement and others
 

During this phase, the trainees were required to gain
 

understanding of, and increase competence in data 
collection
 

with analysis and synthesis, pathological processes 
related
 

to common primary care problems and manifestations 
there
 

The trainees were thus instructed intensively 
in basic
 

upon. 

knowledge and skills in order to provide comprehensive 

primary
 

care services.
 

(1) Management of health and illness
 

P This area was devided into five management components: medical 

problems, surgical problems, OB-GYN, Pediatrics 
and emergency care. 

The qualified nurses were in general familiar 
with the care of
 

the patient including observation, measurement, 
nursing assessment,
 

But in order to perform their
 education, counseling and so on. 


ability in managing patients and individual health 
independently, or
 

within their limitations.
 

For the managing of medical and surgical health 
problems,


a. 

the instruction was initially focused on minor 

diseases
 

common to the rural community, such as upper respiratory,
 

gastrointestinal problems, skin problems, would 
care
 

including I & D, suturing, dressing and other 
related
 

Also included were neurological, genitourinary,
would care. 

emotional, endocrine, musculoskeletal, ENT and 

dental
 

problems.
 

The management of disease included etiology, 
symptoms
 

indentification, assessment and treatment, follow 
up and
 

referral procedure.
 

b. Obstetrical health management was also emphasized 
during
 

this phase for the high home delivery rate of 
85%-90%:
 

is enlightening the 
one of the important roles of CHP 

mother to get a healthy baby bo-n and attending to 

direct delivery care at home, also the continued 
perinatal
 

care for normal delivery. Identification of normal
 

abnormal condition and newborn care were instructed 
with
 

lecture, films, slides and rodel as supplementary
 

teaching aides.
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c. Pediatric health management emphasi.ed care of the well
 
child, physical diagnosis, developmental aspects and common
 
medical problems encountered in childhood.
 

The trainees were instructed about ag' specific growth and
 
development, interviewing to obtain a health history, and
 
physical examination, through lecture and use of slides
 
and films.
 

Common signs, symptoms, and diseases such as diarrhea, fever,

gastrointestinal diseases, common cold, respiratory system

problems, skin disorders, rashes and identification of
 
communicable disease were also covered.
 

Care of the well child included: Accident prevention or
 

safety counseling, immunization, diet and weaning counseling.
 

d. First aid and emergency care aspect:
 

Instruction in first aid aims not only to teach the knowledge

base for managing emergency problems, but also to develop the
 
emergency skills necessary to respond to commonly encountered
 
emergency situations.
 

Contents of this area included:
 

-
Principles and procedures in the administration of first
 
aid
 

- Individual responsibility and legal implications in
 

emergency care
 

- Physical check of the injured
 

- Wounds, shock asphyxia, poison, bone, joint, and muscle
 
injuries
 

- Poisonous bites and stings such as snake and insect bite 

- Practical applications such as essential tecuhniques of 
bandaging and splinting, cautious transportation and use 
of first-aid supplies. 

- q6 ­

http:emphasi.ed


(2) Diagnostic procedures
 

A second content area concerncd instruction in physical 
diagnosis skills, by basic means of history taking and physical 

examination. This was imparted aL early s,possible becauseo the 

knowledge and skills are to reinforce for the CHP clinically-related
 
The contents
experiences most lacking from their previous training. 


included are as follows:
 

- How to obtain and record a complete medical history: 

identifying data, patient profile, chief complaint, present 

illness, past medical history, family history, thorough 
review of system, socio-cultural factors. 

- Identifying significant subjective findings (symptoms)
 

- Performing and recording a complete physical examination
 

- Increasing skill in the proper use of physical examination 

tools: Vital signs and measurements, general appearance 

and system review through use of techniques such as 

inspection, palpation, percussion and auscultation. 

,he trainees were taught the content or questions of basic
 

history and the appropriate sequence and technique for obtaining the
 

history. Instructional methods included lectures, demonstration and
 
stethoscope,
practicing on each other as pseudo client by using thr 


The use of SOAP (Subjective­hammer, ophthalmoscope and otgscope. 

Objective-Assessment-Plan) meCnod was introduced during the course
 

of health history and physical examination, and precise recording
 

and verbal presentations were dcne. The actual practicing with a
 

patient was done in the hospital clinical setting.
 

(3) Laboratory and medication
 

The trainees were instructed in utilizing laboratory tests basic
 

to primary health care. Most of txainees found that they had great
 

difficulty with laboratory work, so theinstruction was concentrated
 

collection and keeping of specimens and preparatory work for the
 on 

test, technique and theory of blood, urine and stool test.
 

The scope of the laboratory tests were based on the levels of
 

CHP's skills. The instructional methods included lectures, use of
 

The trainees were brought into the laboratory
slides and practicing. 
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institute, NIH, for practice in the use of microscope, parasite
 
examination in collected specimens and interpretation of findings.
 

Another content area concerned medications and particularly
 
understanding of drug action, side effects and toxicity essential
 
to provide adequate patient treatment.
 

The content related to medication included!
 

- General introduction to pharmacology 

- Administration of drugs 

- Management of drugs 

- Drug action, side effects, antagonistic action and 
toxicity; Local anti-infectives 

Vitamins 

SulfonamiOes 

Antituberculosis agents 

Antibiotics 

Antihistamines 

Local anesthetics 

Diuretics 

Respiratory stimulants 

Stomachics and digestives, antacid, emetics and 
antiemetics 

Drugs acting on circulatory system 

Sympathomimetics/Sympatholytic agents/parasymphatolytics 

Antiallergenic agents 

Throughout the instruction course, the CHP's were advised to
 

handle and administer such limited drugs for curative practices as
 

listed in attached annex (2).
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(4) Related community health maintenance
 

This area concerned instruction in the basic concept of community
 
health, health issues related to improving community health and
 
delivery of health care services. The aim was to provide effectively
 
for preventive health services and health maintenance services.
 

Topics covered are as follows:
 

- Epidemiology including communicable diseases
 

- Health education
 

- School health
 

- Applied nutrition
 

- Environmental sanitation
 

- Vital statistics
 

The instructional methods were with the use of slides, group 
discussion, lecture ahd use of pamphlets. 

(5) Community involvement and others 

Tho trainees were instructed to be able to provide clinic
 
organizaiC~n and management, home visiting, planning of worK program,
 
supervision of ntclth workers, organizing of voluntary health
 
resources in community, -articipating with community development
 
organization, family healt, caec, nrsing process and problem oriented
 
follow-up care. In addition, the techniques of group dynamics,
 
interview and counseling issues were included.
 

C. Clinical Practice
 

Clinical practice was the second phase of CHP training and
 

was a continual part of preceptorship or internship.
 

It directly followed the theoretical phase of training ana
 
lasted for 3 months.
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The primary educational goal of the preceptorship was to
 
learn to diagnose and manage commonly encountered acute, chronic,
 
emergent and health maintenance care problems.
 

Additionally, it is aimed to continue expanding the knowledge
 
and skills learned during the theoretical phase. Trainees are rotated
 
as scheduled through such departments as medicine, surgery, OB/GY,
 
pediatrics, emergency room, dermatology, laboratory, and pharmacy.
 
The basic framework for the CHP trainees in caring for a patient is
 
as follows:
 

- History taking 

- Physical examination
 

- Treatment plan, including diagnostic studies, medications
 
to he ordered or continued other specific treatments
 

- Teaching
 

- Counseling
 

- Referrals
 

- Follow-up
 

Performance Objectives for Preceptors:
 

1) Select patients as necessary
 

2) Assist in the CHP trainee's acquisition of clinical
 
skills a,
 

3) Help the CHP trainees work in an effective, efficient 
manner
 

4) Identify trainee's strengths and weaknesses
 

5) Evaluate the trainee's clinical performance
 

Performance Objectives for CHP Trainees: 

1) Take a health history and record it
 

2) Perform a physical examination and record it
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3) 	Formulate and implement a treatment plan, including

diagnostic studies, nursing procedures, teaching,
 
counseling, referrals, follow-up
 

A successful teaching-learning ecperience during the
 
preceptorship requires a close working relationship among pre­
ceptors, trainees, and trainer, KHDI. The initial step in
 
planning for the preceptorship was in a preceptor orientation­
conference prior to the beginning of this phase. 
During the
 
preceptorship period, KHDI trainers contated the preceptors

and trainees on a regular basis so that KHDI was able to obtain
 
information on progress and help in problem solving in
 
administrative and technical aspects.
 

In addition, the preceptor kept observing actual CHP
 
perfo-nance in dealing with patients, patient chart review,

and 	ust of the SOAP record format as included. among the ongoing
activities. Thepatient chart developed in line with the SOAP
 
format, provided a means of assessing the adequacy and
 
diversity of the types of patients seen. 
Each trainee maintained
 
a daily contact record form and the contact record was submitted
 
weekly for review by the KHDI.
 

According to the submitted record, each trainee was able
 
to have contact with approximately 5 - 10 cases/day during the
 
preceptorship period.
 

The 	following levels of skills assumed to be acquired by

CHPs throughout the didactive training phase
 

Ability to take general assessment:
 

- Record the findings of health history taking and physical
 
examination
 

-	 Inspection, palpation, percussion, and auscultation
 

-	 Examination of pupil reflexes, eye movements
 

-	 Inspection of the external auditory canals and ear drum
 

-	 Auscultation of the heart and lungs
 

-	 Palpation of the abdomen
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- Examination of the external genitalia
 

- Home visiting
 

- Counseling 

-	 Interviewing 

- Health education 

2. 	 Ability to perform the following tests
 

-	 Hematolcgy ESR. Hb. Ht. Blood cell counts. Blood typing 

Specimen collection and delivery for 

serological tests 

- Urindlysis: Sugar, protein, PH. Specific gravity 

- Stool examination: parasites 

- Rectal swab for bacteriological smear 

Ability to take specific assessment3. 


Obs: Pap smear
 

Bimanual pelvic examination
 

Normal delivery
 

Perinatal care
 

IUD insertion
 

Minor trauma, suturing, first aidEmergency care 

pediatric exainationPediatrics Immunizations, 

4. 	Ability to provide community health services
 

- community health planning
 

- Supervision
 

- Referrals
 

- community involvement
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- Mass immunization
 

- Work with community volunteers
 

5. Ability to provide partial and complete medical care as follows:
 

1) Respiratory disorders
 

- Cough
 

- Wheesing
 

- Acute bronchitis
 

- Upper respiratory infection
 

2) Gastrointestinal disorders
 

- Vomiting
 

- Abdominal pain
 

- Diarrhea
 

- Constipation
 

- Paresites
 

- Acute gastritis
 

- Gastric ulcer
 

3) Gardio-vascular disorders
 

- Hypertension
 

- Varicose vein
 

4) Neurological and emotional disorders
 

- Headache
 

- Fainting
 

- Vertigo
 

- Epilepsy
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- Hysteria 

- Depression 

- Nervousness 

5) Urinary tract disorders 

- Cystitis 

6) Endocrine disorders 

- Diabetes 

- Thyroid disorders 

7) Musculoskeletal disorders 

- Low back pain 

- Sprains, strains 

8) Trauma and other surgical problems 

- Lacerations 

- Abrasions 

- Puncture wounds 

- Burn 

- Insect bites 

Snake bites 

9) 	 Ob/Gyn 

- Menstrual irregularities 

- Vaginitis 

- Menopause
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10) Child health care 

Well baby care: 

- Growth and development deviations 

- Feeding problems 

Sick baby care: 

- Upper respiratory infection 

- Fever 

- Minor diarrhea 

11) 	 Eye disorders
 

- Foreign body
 

- Conjunctivitis
 

- Stye
 

- Hordeolum
 

12) 	 ENT/Dental disorders
 

- Ear ache
 

- Epistaxis
 

- Cerumen in ear canal
 

- Acute pharyngitis
 

- Acute tonsilitis
 

- Otitis media
 

- Rhinitis
 

- Stomatitis
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13) Skin disorders
 

- Dermatitis including Seborrheic, contact, neuro 

- Tinea capitis
 

- Infantile eczema
 

- Sycosis vulgaris
 

- Herpes simplex
 

- Allergic cheilitis
 

- Instertrigo
 

- Childhood atopic derm 

- Miliaria
 

- Atopic eczema
 

- Nurmular eczema
 

- Tinea pedis
 

- Kerataderma 

- Scabies
 

- Disper rash 

D. Field practice experience
 

The field practice for 24 weeks was carried out on the job
 
situation in each demonstration area.
 

The principal objectives oi this field practice are
 
as follows:
 

1. Provide an opportunity to apply attained knowledge and
 
skills to actual field setting in rural community.
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2. 	Provide curative care services to patients with minor and
 

chronic health problems.
 

3. 	Provide preventive and promotive health services to
 

individuals and families.
 

4. 	organize the primary health unit or post for daily work
 

preparation and supervision of health workers such as CHA 

and VHA. 

identify the health problem by working andparticipating
5. 

with community development organizations.
 

According to the training schedule, the trainees carried
 

out their daily work with carefully planned working programs.
 

the 	trainees were moreAt the beginning stage of practice, 
rather than health care servicescareconcerned with curative 

to the rural community. But gradually, the trainees shifted
 

their services to providing more preventive and promotive health 

services.
 

Main activities provided by CHP during field practice
 

were as follows:
 

1. 	Health assessment with history taking and physical
 

examination.
 

and 	minor health problems2. 	 Treatment of common 

3. 	Identifying the complicated health problems and referring
 

to the appropriate level.
 

4. 	Emergency care.
 

5. 	Perinatal care and normal delivery, IUD insertion 
in
 

Family Planning Services.
 

6. 	Child health care such as imnmnization and health
 

assessment and counseling.
 

7. 	Health education
 

8. 	 Supervision of health workers on regular basis. 

9. 	Regular meeting and conference with the village 
health agent.
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10. 	 Regular participating in conference with the community
 
development organization.
 

11. 	 Follow up for chronic patients and referred cases back
 
from a higher level through home visiting or clinic activities.
 

12. 	 Organizing and planning of weekly or monthly work
 
schedule.
 

13. 	 Keeping health-related records up to date.
 

14. 	 Maintain and request supplies such as drugs, materials
 
regarding the health services and administration instruments.
 

They were encouraged to expose themselves as much as possible
 
to various community organizations during their stay in the
 
assigned area, in order to improve their community-oriented
 
organizational involvement and their associations with local
 
leaders, so that they become familiarized with what other
 
development or social changes are taking place from time to time.
 

In accordance with the work schedule, the trainees were able
 
to supervise the health workers in their assigned area every
 
1-2 weeks, to maintain contact meetings with VHA and community
 
development organizatiors, maintain well baby and maternity
 
clinics in certain areas and participate in monthly meeting with
 
various health workers at Health Center, besides daily running
 
of the clinic.
 

To facilitate the CHPs activities and solve the problems
 
encountered in the field setting, the Field Officer of KHDI,
 
who stayed on full time basis in the field, guided and
 
supervised CHPs, and the Doctor-Supervisor of KHDI instructed
 
supervised them on a regular basis. In addition, the county
 
health center directors and trainers of IKHDI were also involved
 
in monitoring the field practice.
 

The trainees reported a summary of activities to the health
 
center monthly and were evaluated through self assessment forms
 
regarding skills and management for health care services and
 
general reaction toward the field practice.
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X. EVALUATION
 

A major purpose of evaluating any health educational program is
 
to objectively assess the degree to which program goals and objectives
 
have been achieved. The evaluation should measure generally cognitive
 
process, attitude, interests, motivations and skills of trainees.
 
Evaluation of the curriculum is a continuing process, whereby we
 
assess the effectiveness of the educational program and continuously
 
modify and improve the content. Pretest, midterm and final tests were
 
conducted during the theoretical phase, skill and management in the
 
clinical preceptorship phase; and knowledges, skill, management and
 
attitude in field practice.
 

Pretest: 	 It was conducted during the first week of orientation
 
and again at the end of the tenth week
 

It's purpose was to identify the strengths and limitations of
 
each trainee at the outset of training. It also allowed the trainee
 
and the planner to individualize training to the maximum extend possible,
 
an important factor in better understanding the level to which the
 
instruction most appropriately is geared. Actually, the written test
 
for pretest was done with 15 "open" questions in terms of the overall
 
health services basic knowledge needed for health management.
 

Theoretical phase:
 

This was a didactic intensive phase to attain knowledge and skills
 
for management of common illnosses and preventive health, related to
 
performing of actual roles and functions. Various test scores for rating
 
and level of completion and units of mastery were used. The evaluation
 
methods were written examination (open questions or multiple-choice),
 
interviewing, observation with skill practicing, and combined tests.
 
The evaluation was to determine the extent to which trainees can apply
 
the knowledge and skill in the real community setting as well as
 
comprehension of the subject.
 

In the curative subject examination, both "open" and "closed"
 
questions were combined for tests covering identification of symptoms,
 
diagnosis, treatment plan, nursing care and medication. Obstetrics
 
questions were particularly focused on perinatal care and management
 
of normal delivery. Interview and counseling skills were assessed by
 
instructor-observers as well as trainees interviewing one another.
 
Data collection skills such as history taking and physical examination
 
were tested with both written and practical procedures. The non­
curative subjects, such as community health and administration, nursing
 
management, were tested with applied questions which the trainees will
 
eventually encounter in the field.
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In summary of the theoretical phase evaluation, for all trainees,
 

there were
 

1. 	Pre-tests in first week of program
 

2. 	Observation and practicing, written examinations during
 
4th week, 6th week, 8th week and 10th week
 

Additionally the reaction of the trainees was checked regarding
 
the instructional method, contents of instruction and scope of subjects
 
and a few review conferences with the trainees and training staff held
 

to modify the training methodology.
 

Finally, the individual assessments were made regarding the
 
theoretical achievement of the trainee at the end of the 12th week to
 

determine whether the trainee could move to the next phase of training
 
or not.
 

clinical Practice
 

The evaluation for clinical practice was based on the skills and 

performance for history taking, physical examination, treatment plan 

for common diseases, recording finddings and counseling for further 
care. Preceptors of various departments in the clinical setting
 

assessed the above mentioned skills and performance during 12 weeks
 

practi;.e, each trainee was evaluated 6 times with form attached (No.3).
 

Field practice experiences
 

Durinq this phase, the trainees were in an on-the-job situation
 

to provide an opportunity for actual field practice in the rural
 

communities where clients came for mt~dicare services, imposing
 

supervisory workload for CHA & VHA and conducting preventive or
 

educational campaigns for villagers.
 

The following various aspects were taken into consideration
 

for evaluation during this phase.
 

Evaluation by Health Center Directors or Doctor-Supervisor
1. 

of KHDI using evaluation form 'Annex No. 9)
 

This evaluation focused on skill3 and performance in managing
 

common diseases and preventive tasks such as maternal care,
 

child care and Family Planning. In addition, administrative
 

management skills and performance such as supervision of low
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level health workers, organization of clinic setting, keeping
 

of health-related records and management of supplies were
 

tested. Also, adaptation and attitude of the CHP toward
 

performing their role and function in the community were included
 

2. 	 Field supervisory trainer-doctors of KIIDI visited the trainees
 

on a regular basis and were able to make commentary-evaluative
 

reports through the conference with the trainee after observation
 

of the trainee's performance, checking of the patient chart 
and 

their relationship with the comr nity. 

3. 	 The trainers from the .1anpower Division and field officers 
of
 

KHDI also supervised and made commentary-evaluative reports
 

concerning administrative aftd preventive performance and
 

adaptation to the community situation.
 

These various rating factors were synthesized to reach 
an overall
 

decision about the trainee's performance during this phase.
 

These reports were accumulated and processed from the class
 

instruction and field and clinical hospitals and calculated,
 
theory
tabulated and finalized with a weighting ratio of 30% 


field-community
instruction, 30% clinical practice and 40% 


practice.
 

The aggregate results of all these achievement and assessments
 

of each trainee were analyzed, and presented to the KHDI
 

scholastic Assessment Committee for final review and approval
 

in determining who "passed" and who "failed".
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Annex 1 

Summary of Didactic.Hours
 

1. 	 Orientation phase training: 2 weeks/66 

Subj ects Hours 

Introduction to Maul Geon Gang Saup 3 

Health care delivery system in Korea/Abroad 3 

Observation tour to existing health demonstration project 12 

Introduction to community health 2 

Community survey 2 

Introduction to health need 2 

Health center administration 3 

Medical insurance scheme 3 

Yoo Shin philosophy and Saemaul novement 3 

Social development and health services 4 

Community development and health-related resources 6
 
utilization
 

Role and function of CHP 3 

Supervision of health workers 4 

Report and record keeping 6 

Introduction to module approach 6 

Others including pretest and final test with short resume 4 
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10 weeks/330
2. 	 Theoretical phase training: 


Hours
Subjects 


A. 	 Community health related 
46
 

Communicable disease control including tuberculosis 12
 

10Health education 


3
School health 


8
Nutrition 


7Environmental sanitation 


6

Vital statistics 


B. 	 Community development 23 

9
Group dynamics 


6Counseling Techniques 


Organization of health resources and community 8
 

agencies
 

47
C. 	 Core skills 


11
History taking 


Physical examination 20
 

15

Laboratory 


D. 	 Management of health illness 
175
 

Medical problems including 
49
 

- Respiratory
 

- Gastrointestinal
 

- Cardiovascular
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- Neurological
 

- Genitourinary
 

- Dermatology
 

- Psychiatric
 

Surgical problems including 28
 

- General surgery
 

- Orthopedics 

- Eye ear nose throat
 

- Dental
 

Maternal and child health 	 68
 

Emergency care 	 12
 

Use of drugs and management 	 18
 

3. 	 Clinical practice phase: 12 weeks/456 39 

Weeks Hours 

Medicine 3-4 weeks 114-152 

Surgery 1 week 38 

Ob-Gyn 3 weeks 114 

Pediatrics 1-2 weeks 38-76 

Emergency care 1-2 weeks 38-76 

Laboratory 1 week 38 
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Annex 2
 

List of Drugs to be handled and administered 
by CHP for Curative Services 

1. Adrenaline
 
2. Alum 
3. Alupent 
4. Aluminium hydroxide gel 
5. Anmonium chloride 
6. Ampicilline
 
7. Antivemin
 
8. Assorbic acid
 
9. Aspirin
 
10. Ativan
 
11. Atropine, sulfate
 
12. Avil
 
13. Baralgin
 
14. Bactrim
 
15. Banzddine penicilline G.
 
16. Benzalkonium chloride
 
17. Bisacodyi
 
18. Boric acid
 
19. Buscopan
 
20. Calamine lotion
 
21. Cambisonet ointment
 
22. Chloramphenicol
 
23. Chlorphniramine maleate
 
24. Combantrin
 
25. Cough syrup
 
26. Dextran
 
27. Dextrose injection
 
28. Digoxine
 
29. Dramamine
 
30. Ephedrine sulfate
 
31. Ergot
 
32. Ferrous sulfate
 
33. Flagyl
 
34. Furazolidone
 
35. Gentian violet
 
36. Hydrogen peroxide solution
 

37. Hydrochlorothiazide
 
38. Irgarzrin
 
39. Kimotab
 



40. Lidocaine hydrochloride
 
41. Lugol's solution
 
2. Oxytetracycline Hcl
 

43. PAM (Pyridine Aldoxine Methiodide)
 
44. Phenobarbital
 
45. Piperazine citrate
 
46. Podophyllum
 
47. Potassium penicilline G.
 
48. Potassium permanganate
 
49. Prednisolone
 
50. Reserpine hydrolazine
 
51. Silver nitrate
 
52. Sulfamylon hydrochloride
 
53. Tetracycline Hcl
 
54. Thiamine hydrochloride
 
55. Thimerosal
 
56. Valium
 
57. Rheumaphiline
 
58. Fraberin Q syrup
 
59. Acetaminophen
 
60. A.P.C.
 
61. Vitamin C
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Annex 3
 

Practical Examination-Evaluation used by preceptors for Hospital
 
Practice
 

Scoring: Preceptor:
 
superior-5 Name of trainee:
 
above aberage-4 Date:
 
satisfactory-3
 
marginal-2
 
unsatisfactory-i
 

1. History taking 
S 4 3 2 1 

(1) chief complaints 

(2) present illness -

(3) past history 

(4) general physical condition -

(5) family history _ 
2. Physical Examination
 

A. Technique
 
5 4 3 2 1 

(1) vital sign
 

(2) head
 

(3) ears, eye, nose, neck
 

(4) chest & breast
 
(percussion, ausculta­
tion nodes, others)
 

(5) abdomen-percussion of
 
liver and spleen
 

(6) nodes
 

(7) back-spinal tenderness ­

117 ­



2 5 4 3 


(8)genitourinary
 

(9) extremities
 

(10) skin
 

B. Organization & use of instruments
 

(1) well organized
 

(2) use of instrument
 

3. Plans
 

A. Diagnostic
 

(1) appropriateness of
 
diagnotic plans
 

(2) appropriate use of
 
drugs
 

4. Patient education
 

(1) counseling techniques
 

(2) follow-up
 

5. Other comments
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Annex 4
 

Additional evaluation form used by preceptors
 

for obstetrics of Hospital Practice
 

Preceptor
Scoring: 

Superior - 5
 

Name of Trainee
Above average - 4 

Satisfactory - 3 

Marginal - 2 Date 1978 

Unsatisfactory - 2 

Areas
 

5 	 4 3 

1. 	 Prenatal care skill
 

2. 	 Normal delivery skill
 

3. 	 Management skill for
 
Gynecological patient
 

4. 	 IUD insertion
 

5. 	 Preparation for
 
instruments and using skill
 

6. 	 Other comments:
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Annex 5
 

Evaluation form used by Preceptors for
 

Laboratory test of Hospital Practice
 

Scoring
 
Preceptor
Superior 5 


Above average 4
 
Name of Trainee
Satisfactory 3 


Marginal 2
 
Date 1i78
Unsatistfactory 1 


Areas
 

5 4 3 2
 

1. Use of microscope
 

2. Specimen collection
 

3. i!emattologic examination
 

4. Urine examination
 

5. Stool examination 

other comments:6. 
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Annex 6
 

Record form for FgAP Data collection used by CHP
 

Name Date 

Sex Address 

Age Occupation 

Subjective (history taking)
 

Chief Complaint
 

Present Illness
 

Family History: father
 

mother
 

brother
 

sister
 

children
 

Tbc ( ). Heart disease ( ). Nephritis ( 

Diabetes mellitus ( ). Psychiatric ( 

Thyropathy ( 
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Past History: Diphtheria ( ). Mumps ( ). Mealses ( 

Small-Pox ( ). Pneumonia ( ). Tbc ( 

Thyphoid-fever ( ). Malaria ) 

Syphilis . 

Major Operation and Hospitalization: 

Yes ( ) No ( 

If any ( describe) 

Habits: Tobacco ( ). Alcohol ( ). Coffee ( 

Drugs C ). Aperitive ( ). Sleeping Drug ( 

Exercise ( 

Signs and: Fever ). Wweakness C ). Sweats ( 

Symptoms 
Chills ( ). Tremor ( 

Head: Headache ( 

Eyes: Pain ( ). Discharge C ). Double Vision ( 

Blind spots ( ). Sight ( 

Ears: Pain ( ). Discharge ( ). Ringing ( 

Hearing ( ). Vertigo ( 

Nose: Obstruction ( ). Discharge ( 

Bleeding ( ). Influenza ( 

Neck: Pain ( ). Stiffness ( ). Hyperthyroidism 

Lymphedema ( 
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). Dyspnea (Heart & Chest pain ( 
Respiratory
 orthopnea ( ). Palpitation ( 

cough ( ). Sputum ( ). Bloody ( 

Bloody sputum ( ). Asthma (
 

Edematous (
 

Appetite ( ). Digestion. (
Gastrointestinal: 

Constipation ( ). Stool ). Abd. pain 

Abd. distention ( ). Diarrhea " ). 

Nausea ( ). Vomiting ). JJaundice ( 

Bleeding C 

Genito-urinary: Frequency ( ). Dysuria ( 

Nocturia ( ). Urinated ( 

(Hematuria C ). Back pain 

Pain in urination (
 

Sensory disorderNeuro-musculary: Tremor ( ). 
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Objective (physical examination)
 

Temperature
 

Pulse/min
 

Respiratory/min
 

Blood pressure
 

Position & Posture
 

Height Cm. Weight Kg 

Head: Nose tenderness ( ). Hair ( 

Eyes: Sclerae ( ). Conjunctive ( ). Pupil ( 

Strabismus ( ). Vision: Lt Rt 

Ears: External canal ( ). Tympanic membrance ( 

Hearing: Lt Rt 

Nose: Obstruction 

Mouth: Tongue ( ). Gum ( ) Palate ( 

Teeth ( I. Set of teeth ( 

Throat: Uyula ( ). Pharynx ( ). Tonsils ( 

Neck: Lymph-node ( ). Nuchal rigidity 

Trachea ( 

Breasts: Size ( ). Mass ( ). Nipples . 

Discharge ( ). Tenderness . 

Chest: Edema ( ). Configuration ( 

Heart: Rale C ). Shock ( ). Heart apex sound ( 

Rhythm ( ). Heart sound ( ). Murmurs ) 
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Lung: Noise ( ). Resonance ( ). Breath sound (
 

Rale (
 

Abdomen: Tenderness ( ). Stiffness ( ). Liver (
 

Spleen ( ). Kidney ( ). Intestinal hernia ( 

Back: Abnomal ( ). Pain ( 

Extremities: varicose vein ( 

Skin: Sweats ( 

Tendon Reflex: Knee ( ). Ankle ( ). Biceps ( 

Triceps ( ). Achilles tendon ( ). Abdomen (
 

Babinski (
 

Laboratory finding
 

VDRL
 

Urinalysis: PH 


Color 


Blood 


Bile
 

Blood test: HB 


R.B.C.
 

Sedimentation
 

Sputum ex.
 

Stool ex.
 

Assessment:
 

Plan:
 
(Treatment)
 

Acid & Alkali
 

Sugar
 

Aceton
 

W.B.C.
 

- 125 ­



Annex 	7
 

Record form for OB/GY data of Hospital Practice
 

Past History 	 Used by CHP
 

1. Menstrual:
 

Onset of first menstruation:
 

Frequency
 

Duration:
 

Amount:
 

Irregular flow:
 

Characteristics:
 

L.N.M.P.:
 

Menstrual pain:
 

2. 	Obstetrics:
 

Labor conditions:
 

Puerperium condition:
 

New-born condition:
 

Abortion:
 

Etiology:
 

Progress:
 

Occurrence:
 

3. 	Vaginal Discharge:
 

Amount:
 

Nature:
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Odor: 

Color'
 

Continuous:
 

4. 	inspection:
 

Infection ( ). Neoplasia ( ). Artrophy (
 

Trauma ( ). Size of Clitoris (
 

Skoen's gland:
 

Bartholins gland:
 

Skin:
 

5. 	Pelvic examination: 

Cervix: 

Body: 

Size: 

Shape: 

Movement of Cx.: 

Pelvic Pain: 

6. 	Bimanual examination:
 

Hymen:
 

7. 	Married:
 

Date:
 

Number:
 

Duration:
 

Family planning methods:
 

Frequency of sexual contact: 

Sexual 	problems:
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8. 	 Operations history:
 

Date-


Kind:
 

Dr. in charge:
 

Hospital:
 

Frequency of operation:
 

9. Slack of genital organ: Heavy feeling over external genital organ
 

10. 	 Medical history:
 

Illness of childhoodi
 

General condition:
 

Incontinence:
 

Dysuria:
 

Pyelitis:
 

Past serious illness:
 

Past urinary disease:
 

Endo-rine:
 

Rerpiratory:
 

Gastrointestinal:
 

Cardio Vascular:
 

11. Vaginal examination:
 

Infection:
 

Artrophy:
 

Trauma: 

Bleeding:
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Swelling: 

Urinary hernia: 

Bladder hernia:
 

Rectal hernia:
 

12. Diagnostic Impression:
 

13. Laboratory test: 

14. Plan (Treatment): 
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Content 

1. No. of Contacts 

Date 
Monday 

Diary for Hospital Practice 

Tuesday Wednesday Thursday 

used by CHP 

Department: 
Name of Trainee: 

Friday Saturday Remarks 

History Taking 

Physical Examination 

Plan of Treatment 

Counseling & Education 

Other 

2. Sugical Treatment 

Suture 

I/D 

Wound Care 

First Aid 

Others (describe) 



Content 


1. Obstetric care
 

direct delivery
 

Delivery assisting
 

Prenatal care
 
(consultation &
 
examination)
 

Other
 

2. Gynecological care
 

No. of contact
 

History taking
 

Physical examination
 

Plan of Treatment
 

Counseling & education
 

Other
 

3. IUD insertion
 

Diary for Hospital Practice
 
Used by CHP
 

Department:
 
Name of Trainee:
 

Monday Tuesday Wednesday Thursday Friday Saturday Remarks
 



Content 

Date 

Monday 

Diary for Hospital Practice 

used 

Tuesday Wednesday Thursday 

by CHP 

Department: 
Name of Trainee: 

Friday Saturday Remarks 

i. Laboratory 
Dx & Tx 

for 

Hematologic 
examination 

Urine examination 
(describe) 

Stool examination 
(describe) 



Annex 9
 

Evaluation of CHP's Performance of Field Practice
 

Scoring
 
Name of Trainee
Superior 5 


Above average 4
 
Unit of Practice
Satisfactory 3 


Marginal 2
 
County
Unsatisfactory 1 


I. Medical care
 

A. 	History taking
 

5 4 3 2 1 
1) interview and counseling
 

2) chief complaints & present
 
illness
 

3) past history & family
 
history
 

4) record findings accurately
 

B. Physical Examination
 

1) 	appropriateness to
 
complaints
 

2) 	perform procedures
 
systematically
 

3) 	correctly uses the
 
techniques of inspection,
 
palpation, percussion and
 

auscultation
 

4) maintains privacy for the
 

individual during all
 
aspects of the examination
 

5) 	correctly uses the
 
instruments
 

6) records findings accurately
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C. 	Diagnostic tests 5 4 3 2 

1) 	adequately prepares the
 
individual and matters
 
related
 

2) urinalysis
 

D. Decision making and clinical
 
management
 

1) identification of normal &
 
abnormal condition
 

2) requests appropriate lab
 
and diagnostic test
 

3) effective treatment plan
 

4) records findings accurately
 

5) referral of patient to
 
appropriate level
 

E. Medication
 

1) accurate drug selection
 

2) explains about taking
 
medicine
 

3) drug management and
 
preservation
 

F. 	Education and Counseling
 

1) 	appropriate education and
 
counseling regarding Pt'
 
treatment
 

2) counseling with individuals
 
regarding nutrition,
 
personal hygiene, family
 
health care
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II. Preventive Care
 

A. 	Maternal care
 
5 4 3 2 

1) 	accurate preparation
 
for antenatal
 

2) 	accurate examination
 
and test
 

3) 	education about nutrition,
 
health maintenance and
 
delivery
 

4) adeqiuate techniques­
of ncrmal delivery
 

B. Child care
 

1) health assessment, teaching
 
and couseling
 

2) feeding and weaning
 

3) immunization
 

C. Family planning
 

1) preparation for IUD
 
insertion
 

2) adequate techniques with
 
IUD insertion
 

3) counseling
 

4) referrals in the
 
administration
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D. Environmental sanitation 5 4 3 2 1 

1) keeping of sanitation maps
 

2) 	participating in
 
sanitation improvement
 
activities (test and
 
chlorination of drinking
 
water)
 

3) 	education on improving the
 
latrine conditions
 

4) education on waste and refuse
 

disposal
 

III. Administration 

1) planning monthly work program 

2) management of supplies 

3) keeping of administrative 
documents up to date 

4) 	keeping of health-related
 
records up to date
 

5) supervision of health workers
 

6) 	orientation to new health
 
workers
 

IV. 	Participation with community
 
activities and relationship
 

1) winning patient's confidence
 

2) 	good working relations with
 
health workers
 

3) 	CHP/nursing professional
 
interaction
 

4) 	acceptance by health officers
 
in assigned area
 

5) 	get along well with doctors
 
in assigned area
 

6) relates well in community
 
affairs
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V. Other comments: 

Evaluator's signature 
(Doctor-Supervisor/County Heal th 
Center Director)
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Annex 10 

Rating Sheet for CHP Candidate 

1) On the basis of personal history record 

Classification Factors in detail Points Mark 

1. Educational record College of Nursing (3 yrs) 
College of Nursing at 
University (4 yrs) 

Dept. of Nursing at 
College of Medicine (4 yrs) 

5 

10 

10 

2. Place of birth At the same Gun, H. School 
At the same Gun, local city H.S. 
At the same Gun, large city H.S. 
At the local city, local city H.S. 
At the local city, large city H.S. 
At large city ditto 

10 
8 
7 
6 
5 
5 

S 

3. Presently living At the same Gun 
At local city 
At large city 

10 
7 
5 

4. Age factor 21 - 25 
25 - 30 
31 - 35 
36 - 40 

5 
7 
9 
10 

5. Handwriting 
capability 

Excellent 
Very good 
Satisfactory 
Need improvement 

10 
7 
6 
5 
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2) On the basis of interview
 

Classification 


1. Appearance 


2. Attitude 


3. Healthiness 


4. Art of speaking 


5. Desire and 

preparedness 


6. Motives behind 

applying for the 

job 


7. Awareness and 

understanding of 

health work 


3. Others
 

Factors in detail Points Mark
 

General impression 5
 
Make-up 5
 
Manner of dressing 5
 

Cultured manner 4
 
Manner of walking 3
 
Gu .ral attitude 4
 
Conversational attitude 4
 

Complexion 5
 
Briskness 5
 
Physical condition 5
 

Clear expression 3
 
Voice and nuance 3
 
Pleasant talking 3
 
Speedy or too slow 3
 

Easy to understand and 3
 
logical
 

Hobby 3
 
Understanding rural life 3
 
Understanding medicare need 4
 
Interest in rural health service 4
 

Why has she become nurse 4
 
Motivation for CHP 6
 
Understand "he role to play 5
 
Related awareness in general 2
 

Public health administration 10
 
Preventive health care 20
 
Nursing and treatment 20
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Community Health Aide (CHA) Training
 

1. Introduction 

Community Health Aides (CHA) are at the 3rd level in the health
 
delivery system of Maul Geongang Saup. 
These aides are drawn primarily
 
from the ranks of the present single-purpose workers in family planning,

tuberculosis control, and maternal and child health who are currently

assigned to carry out their activities at the Myon office or health sub­
center. Formerly, each of these workers had one job and covered an entire
 
Myon. Now they receive additional training with our project and are re­
directed to provide more comprehensive health services than in the past.
 

The 	 selected trainees with a nurse license or a nurse-o ide certificate 
were trained and assigned to the new posts in the demonstration areas in
 
order to carry out their innovative activities regarding "Maul Geongang

Saup". They will perform various functions under the guidance of the
 
community physicians & health practitioners.
 

2. Main Functions of CHA 

a. 
Provide ante and post natal care including assisting at normal
 
deliveries.
 

b. 	Treat minor injuries & illnesses.
 
c. 	Administer immunization.
 
d. 	Provide nutritional guidance and education.
 
e. 
Conduct health education including sanitation for VHA &
 

residents.
 
f. 	Assist family planning services such as dispensing pills or
 

condoms.
 
g. 	Undertake identification and control of tuberculosis patients.
 
h. 	Collect specimens for identification of illness.
 
i. 	To collect vital statistics and to record other necessary data.
 
j. 	Supervise VHA.
 

3. Training Program
 

The 	8 week training course was divided into 3 phases: 2 weeks
 
classroom education, 2 weeks clinical practice and 4 weeks field practice.

A total of 30 CHAs selected from 3 point Guns (6 from Hongchon, 11 from
 
Gunee, 13 from Okgu) received the 8 weeks course regarding a competency­
based training for performing their role and function better.
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The classroom training of the first course was conducted at the
 
nursing school in Kyung Buk Medical College, Taegu city, in July 1977.
 
Also, observation and field observation were completed at the existing
 
demonstration project area in Yongin Gun, Kyonggi-do, for a week. Clinical
 
practice training was carried out in three referral hospitals near the
 
demonstration areas. Finally, field practice for the first CHA training
 

course was conducted under guidance or supervision of a physician and CHP
 
at each gun health center, community health center, and primary health unit
 

The second CHA training was given to 18 ILAs who were assigned to
 
their health settings in Gunee Gun in May, 1978.
 

The classroom education training of the third training course for
 
28 CHAs who are assigned in Hongchon gun was conducted at the Farmer
 
Training School near liongchon health center for 2 weeks.
 

The chronology of CHA & general health worker training program carried
 
out is summarized as follows:
 

1) July 26 - Aug. 20, 1977 
Selected 30 CHA trainees received a classroom education at the 
Kyung Buk Medical College, Taegu. 

2) Aug. 22 - Aug 26, 1977 
iield orientation was followed by observation of an existing 
health demonstration site, Yongin Gun, Kyunggi-do. 

3) Aug. 29 - Sept. 3, 1977 
Clinical practice for these 30 CHAs in the following referral 
hospitals was conducted for a week. 
a. Kanguon Medical Center (6 persons) 

b. Jaenam IRural Aedical Center (11 persons) 
c. Gunsan Provincial Hospital (13 persons) 

4) Sept. 5 - 17, 1977 
Field practice was carried out at each health center and 
community health center 

5) Nov. 12, 1977 
One-day orientation for 42 general health workers including 
administrative staff was conducted at Hongchon gun. 

6) Dec. 7 & Dec. 13, 1977 
16 general staff and 24 general staff received the orientation 
training regarding "Maul Geongang Saup" at Okgu and Gunee 
health centers respectively. 

7) May 15 - 27, 1978 
18 CHA trainees received a 2 week classroom training at Gunee 
gun health center. 

8) June 12 - 24, 1978 
Clinical practice for these 18 CHAs was conducted under community 
physicians and CHPs at the gun health center, community health 
centers and primary health units. 
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9) 	June 6 - 19, June 20 - July 1, 1978 

28 CHAs divided into two groups received a week of classroom 

education pertaining to various practical subjects.
 

4. Development of Materials
 

Three volumes of educational materials were developed and compiled 

by the training personnel of KHDI. 

Other audio-visual materials including slides and models developed
 

for CHP also were utilized at the CHA training.
 

were texts which were issuedThe materials used for family planning 

by Korea Institute for Family Planning. 

The 	 subjects of the three-volume materials were as follows: 

Volume I : Structure and function of the body, MCH, Tuberculosis 
control 

Volume II : Rural sanitation, Health education, Health administration 

Volume III : Emergency care, Use and Management of drugs. 

5. Instructor and Supervisor 

In the first CHA training, the instructors for CHAs were made available 

from Kyung Buk Medical & Nursing Colleges, institutes, hospitals and 

rural health care authorities concerned such as the Health Division of 

Kyung Buk Province, TB association etc. They served as part-time instructors 

in their major subjects in the classroom education. 

In the second CHA training, a few personnel from health authorities 

and centers concerned joined in the 2 week classroom training as instructors
 

and most of the subjects for the training were covered by KIDI trainers,
 

staff of the gun health center and CHPs. 

In order to provide efficient training, an orientation session for
 

instructor and supervisor was conducted, and contents of the 
orientation
 

in general were in line with that of the CHP training.
 

the 	emphasis was placed on group discussion,
In training methodology, 
audio-visual instruction, practical work and role playing.
 

6. Curriculum Development 

to develop inthe CHA the necessaryThe 	purpose of the program is 
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and skill to provide service in three main fields as well as 
knowledge 
minor care, sanitation and health education for the residents in the rural 

areas.
 

The contents of curriculum were as follows:
 

2 weeks (84)
a. Classroom theoretical education: 


Hours

Subjects 


7attitude1) Development of service 

2
 
a) Introduction to Maul Geongang Saup 


b) Role and function of CHA 
1
 

2
 
c) 	Saemaul movement 


2 
d) 	Health administration and health service 

16
 
2) Health education 


a) Methodology of health education 	
2
 

2
 
b) Techniques of home visiting and counseling 


2
 
c) Guidance and Supervision of VHA 


2
 
d) Utilization & participation in the community 


3
 
e) Rural sanitation regarding water, toilet, 


insect & rodent control
trash and 

2
 
f) 	Recording, collection and utilization 

of 


various data
 

2chemicals 
g) 	Management of drugs including agricultural 

1
 
h) 	Nursing practice 


26
 
3) Maternal & child health 


2
 
a) Physiological aspect of pregnancy 


6
 
b) 	Maternal & child nutrition 


10
 
c) 	Ante-and post natal care 
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d) Delivery 6 

e) Use and management of delivery kits 
 2 

4) Family Planning 
 13
 

a) Necessity of F.P. 
 1
 

b) Summary of contraception 2 

c) I.U.D. insertion 
 1
 

d) Rhythm method 
 1
 

e) Oral pill 
 1
 

f) Vasectomy & tubal ligation 
 1
 

g) Other method of contraception 1
 

h) Techniques of F.P. enlightenment 4
 

i) F.P. practice in health service 
 1
 

5) Tuberculosis control 
 14
 

a) Concept of T.B. 
 1
 

b) Treatment of T.B. patient 
 2
 

c) Control of T.B. patient 
 4
 

d) Taking and keeping of specimen 2
 

e) B.C.G. Vaccination & practice 
 4
 

f) Practice of T.B. control 
 12
 

6) Emergency care 
 7
 

a) Minor care & treatment 
 2
 

b) First aid 
 5
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b. 	 Clinical practice : 2 weeks (88)
 

a) Activities in clinic
 

b) Disinfection & sterilization of medical instruments
 

c) Contact & management of patient
 

d) Keeping & Management of drugs
 

C. 	 Field practice : 4 weeks (176)
 

a) Home visiting
 

b) Health education
 

c) Participation of the community
 

d) Vaccination
 

e) Reporting & recording
 

7. 	 Evaluation
 

Evaluation of the CHA training is on-going process whereby 
the
 

trainer te.m assesses the effectiveness of the training program 
and
 

continuously modifies and improves the content of o-the-job 
training.
 

Four 	times assessment was carried out during the 8 week 
CHA training;
 

a pretest and final test were conducted during the theoretical 
phase, skill
 

and management in the clinical phase, and knowledge, skill, 
management and
 

attitude in field practice phase.
 

The method and simplified practical materials were used 
in line with
 

that of CHP training program.
 

The results of the achievement and assessments for the 
CHA trainees in
 

the 1st course were analyzed and presented to the KHDI Scholastic
 
Their average age was
 

Assessment Committee and all 30 CHPs were passed. 


22.1 years with a range of 17-28 years, and the average 
duration of their
 

experiences in health field was 2.2 years with a range 
of 6 months-14 years
 

The unit cost of the first CHA training completed in 
1977 was estimated
 

at approximately $260.
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The cost estimated included a lot of capital investment for various
 

development materials, texts, honoraria, perdiem and training supplies.
 
Consequently, the cost of the second CHA training will be considerably
 

reduced.
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Village Health Agents (VHA) Training Program
 

1. Introduction
 

The Village Health Agent (VHA) is a man or a woman who is literate
 
and selected by the Myon Health Development Committee or other village
 

authorities to deal with the simple health problems of individuals in their
 

villages.
 

They were appointed by the county (gun) governor and supervised by the
 

CHP and/or CHA. The scope of services and activities related with health
 

work of the VHA is strictly limited to what is instructed, in line with
 

the scope of duties indicated below, and they serve as volunteer workers.
 

2. Duties
 

1) Maternal care 	 - Assisting Pre- and post- natal care
 
- Assisting delivery
 

- Finding pregnant women
 

2) Child health - Infant feeding & weaning
 
- Knowledge in nutrition education or
 

promotion thereby
 
3) Communicable disease - Case finding & reporting
 

- Dose drugs (diarrhea, fever, digestive)
 

4) First aid - Minor treatment using mercurochrom or
 
hydrogen peroxide
 

- Burns, wounds, fractures, bites
 
- Bleeding control
 

5) Referrals - Refer to the upper levels 

6) Others - Individual hygiene 
- Sanitation in household environment 

3. Training
 

A total of 8 weeks training is to be given in original planning to
 

the VHAs throughout one year and a 2-3 days' refresher upgrading course
 

will be conducted each year.
 

The training phase is separated into two phases: the infornation-
The intensive classroomeducation class and field 	practice phase. 

the Gun office or the Gun 	healthorientation for all VHAs is carried out at 

center for 5 days, and a 1-5 hours'/a day session is given monthly to the 

VHAs at the Gun health center so that the schedule allows them to commute 

- 149 ­



every day. Additionally, the VHAs will receive a few hours field trainil g
 

in the health-service associated settings near by the village.
 

An initial training of 5 days for 62 VHAs was conducted at the 

Farmer Training School in Hongchon Gun. The purpose was to give orienta­

tion in "Maul Geongang Saup" together with a clear understanding of their
 

duties. Approximately 120 VHAs, selected from the myons of the expended
 

area in 1978, also will receive a 5 days' training at the Farmer School in
 

the near future.
 

In Gunee gun, a total of 99 CHAs selected from each village in the
 

pilot Myons was selected and divided into 4 groups taking account of the
 

geographical factors so as to conduct the training more effectively. A
 

2 days' training was carried out at the village culture center in 4 myons
 

respectively during the month of November and December 1977.
 

Also, 78 VHAs were selected from the expanded pilot myons in 1978
 

and will be receive the training as soon as possible. Usually, the time 

set for the training of the VIID is not considered the busy season for farming, 

because most of them are from the families of farmers. 

In Okgu gun, approximately 260 VIlAs were selected from the villages
 

and appointed by the gun governor in July, 1978. The orientation training
 

for them will be conducted in the coming August.
 

Instructors of the classroom training consisted of Gun health center
 

staff, personnel from related agencies or authorities concerned and KHDI
 

staff.
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Training Content of VHA in Hongchon Gun
 

1. Initial Training
 

Introduction to Maul Geongang Saup
 

Duties of VHA
 
First aid
 
Introduction to Dae Dong Cooperative
 
Introduction to VHA's operations manual
 

2. Secondary Training
 

Family planning
 
Introduction to tuberculosis
 
Maternal and child health
 
Finding patients and distribution of drugs
 

(common 	cold, headache, abdominal pain, mild diarrhea, chronic
 

gastritis, simple skin disorder)
 

Necessity of immunization
 
Care of wound
 
Introduction to rural sanitation­
drinking water, cleaning
 

Administration of drugs
 
Keeping of records
 

Training Content of VHA in Gunee Gun
 

1. Introduction to Maul Geongang Saup and Saemaul Movement
 

2. Tuberculosis control
 
necessity of X-ray taking
 

sputum test and family examination
 

3. 	 Family planning
 
enlightening the acceptance of F.P.
 

4. 	 Maternal and child care 
nutrition, regular examination of pregnancy and necessity of 

immunization for child 
5. 	 Rural sanitation
 

cleaning of house, drinking water, refuse control
 

6. Disease prevention
 
7. Health data collection and reporting
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Training Program of Community Physicians
 

1. Program purpose:
 

The aim is to reinforce the understanding on primary health care
 
approach through an innovative health care delivery team and to become
 
more cooperative and thus enable active Involvement in demonstration project.
 

2. Program design:
 

The program consists of one day information-theory and 2 days field
 
observation trip to demonstration areas or existing pilot projects.
 

3. Training content:
 

1) Introduction to Maul Geongang Saup

2) Overviews of the government and KHDI policies and program for
 

improving health services
 
3) Health care administration
 
4) Role and function of community physician
 
5) Preceptorship for community health practitioner
 
6) Supervision of health workers
 
7) Health promotion activities including health education and
 

community involvement
 
8) Saemaul movement and health care services
 
9) Observation trip and discussion on health issues of rural
 

community
 

18 physicians are selected from 3 demonstration areas; Hongchon 7,
 
Okgu 5, Gunee 6; and their backgrounds are; director of county health
 
center, director of community health cenv-e:, township and local private
physicians, who are involved in Maul Geongang Saup. 

The first training program was conducted for 10 physicians in Nov. 
1977 and the second training program was for 8 physicians in May 1978.
 
The orientation training emphasized health issues related to primary health
 
care providing, overall health care need of rural community, improving
community health status through community involvement and health-care-team 
work approach. This training was conducted as a seminar type including 
discussions and an observation trip.
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All of the 18 physicians were encouraged to be cooperative with our
 
program and actively involved in implementation and operation of Maul
 
Geongang Saup. To facilitate their activities with added enthusiasm, the
 
refresher training will. focus on further issues and problems to be
 
encountered in performing their tasks.
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The success of any innovative community plan depends on the 
mobilization of popular support at both the formulation and implementation 
stages. The techniques usually employed for this purpose are mass 
communication, traditional communication media and public information 
systems, and also through the involvement of political parties, interest 
groups, service organizations, and worker-agents. 

There are gaps, however, in the feedback of inforp.ation and public 
reaction. Too often, the organizational and institutional framework for 
public involvement is sprcad too thinly, without adequate attention to 
content of their activities, organizational cohesiveness and impact 
thereafter. Popular participation in some cases is even reduced to a
 
slogan or a ritual only with no clarification of its purpose, scope or a
 
clearcut strategy to carry out scrae project or development. Furthermore, 
the inarticulate silent majority-the rural mass is not effectively reached
 
They are often loosely organized, and their insufficient participation in
 
decision-making constitutes a serious deficiency.
 

There are many problems entailed in the process of involving people
 
of different social strata and interest groups at different levels of
 
decision-making for social change or development, especially when there 
are competing interests. In such instances the better organized groups 
are in a stronger position to exert pressure to make the development 
committee or the council respond tD their interests. It is worth 
considering whether popular participation from ll social strata is really 
practicble, without first attempting to tackle the inequalities of income, 
unequal opportunities and poor levels of living if those factors impinge 
too acutely on some segments of the community. 

The formulation of a strategy for popular participation or community
 
involvement for loosely-organized or unorganized segments of society
 
requires careful study of existing associations and ways of participation, 
leadership patterns, organizational interrelationships and interactional
 
networks as they exist in the conuaunity setting.
 

It is also necessary to bear in mind that in Korea, as in most Asian
 
societies, there has been a lack of traditional involvement of the masses
 
in developmental issues spanning boundaries of religion, kinship, or
 
village relations. It is only during the last few decades that tangible
 
attempts have been made to activate and widen the process of popular
 
participation in community involvement.
 

To cultivate and sustain popular participation in social development
 
(including health service improvement), it is necessary not only to ensure
 
the people's involvement in formulation and implementation of plans, but
 
also to assure their share in the distribution of benefits resulting from
 
the development.
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A. Some Factors Involved in Community Involvement and Participation
 

An effective communication channel (or dialog) must be established
 

for organized community effort to attain planned social changes with
 

health service and community development. It is imperative that adequate
 

community manpower be oriented, financial rcsources be mobilized to meet
 

needs, a health-sanitation-associaqed environment be developed, servicing
 

technologies be developed, and an appropriated educational and motivational
 

method practiced for favorable acceptance by residents. In order to
 

attain this magnitude of goals and factors for successful involvement,some
 

multi-level development committees or planning organizations are also
 

essential. If these development-oriented institutions are absent or mal­

functioning at the certain stage of community health development, they must 

be formed anew or reinforced.
 

Often pilot primary health care projects are criticized in the course 

of planning and execution, if they are loosely linked with the secondary
 

level or tertiary level support and service-provision, thus the primary
 

experimentation scheme is impelled to become rather self-propelling dynamism
 

often without line-linkage and satellite backsupporting.
 

In this plan of project implementation, these levels of line-supportive
 

organizational institution are bound to be shed with due attention and
 

recognition with the abundance of resource leaders together with inter­

disciplinary back-supporting network to be established by the related
 

agencies and resource organization.
 

As in the Korean setting attributed to dynamic implementation of
 

Saemaul Movement (Community Development) program, there may be additional
 

factors may arise through which how well should the health care program
 

be integrative in the long-run perspective, since the movement is
 

supported comprehensively by the pronounced coordination-planning organiza­

tional institution at each levels of administrative echelon from the
 

central level down to village community levels.
 

In enlisting the active involvement of community, behavioral and
 

attitudinal aspects of personnels participating to it are also of important
 

factor to exert popular influence, and for this changes of people, the
 

role of effective change-agents or well trained health workers deployed at
 

grass-root level are crucial factor to be taken into consideration.
 

Also important is the capability of community people to maintain 

and manage communal resources mobilized or facilities invested to insure 

the smooth maintenance of facility and services to be rendered and maintained 

as of their own community property together with local management of 

financial or cooperative body of medical-health service if it is installed in. 

B. Expected Role of Community Service and the PHC Approach
 

The community provides the link between the government agency and
 

individual families. One of the community's most important roles is to
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identify its own needs, problems, and priorities. In this context, the
 
community provides information to the various development-oriented agencies
 
and the role of the health worker or development agents is to listen, and
 

help residents determine programmes for action. It is also crucial for
 
the 	 community to participate in selecting candidates as primary health 
workers (or grass-root-level health agent and communicator), and support
 

training given by the health authority or state authority.
 

The general principles for ensuring simple, integrated, good health 

care at the community level (primary health care) which were recommended 
in a report submitted by the Director-General to the Twenty-eighth World 

Health Assembly are:
 

a. "Primary health care should be shaped around the life patterns 
of the population it should serve and should meet the needs of
 
the community.
 

b. 	Primary health care should be an integral part of the national
 

health system and other echelons of services should be designed
 
in support of the needs of the peripheral level, especially as
 

this pertains to technical supply, supervisory and referral
 
support.
 

c. 	Primary health care activities should be fully integrated with
 

the activities of the other sectors involved in community
 
development (agriculture, education, public works, housing and
 

communications).
 

d. 	The local population should be actively involved in the
 
formulation and implementation of health care activities so
 

that health care can be brought into line with local needs and
 

priorities. Decisions upon what are the community needs requiring
 
solution should be based upon a continuing dialogue between the 
people and the services.
 

e. Health care offered should place a maximum reliance on available
 

community resources. Especially those which have hither to
 
remained untapped, and should remain within the stringent cost
 
limitations that are present in each country.
 

f. 	Primary health care should use an integrated approach of pre­

ventive, promotive, curative and rehabilitative services for the
 

individual, family and community. The balance between these
 
services should vary according to community needs and may well 
change over time.
 

g. 	The majority of health interventions should be undertaken at 
the most peripheral practicable level of the health services 

by workers most suitably trained for Tierforming these activities." 
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Principle "b" would call for the special representation of peripheral
 

communities at the provincial and central levels where national health
 

problems are being identified and policies formulated to resolve them.
 

They would have to stress the following objectives:
 

- to reorient and extend the existing health services so as to
 

establish an integrated and comprehensive community approach at
 

all ievels.
 

- to ensure that the basic training of physicians, nurses, and
 

auxiliary personnel is community-oriented, with emphasis on
 

training for service.
 

C. General Assumptions
 

For the last decade this country has been under-going very rapid
 

socio-economic change with dynamic industrial development and an accompanying
 

social "Saamaul Movement". Korea is already obtaining some tangible
 

achievements from Community Development through implementation of the
 

Saemaul Movewent throughout the country. The national Saemaul Movement
 

experience has demonstrated that resources mobilization, maintenance of
 

communal facilities, equipment installation and even some financial burdeus
 

can be capably managed by effective village organizations.
 

Developmental approaches (including innovative health service) will
 

be far more successful if they follow this community development methodology. 

that the attitudes of residents and their behavioralIt is anticipated 
patterns associated with health and sanitation practices will undergo some
 

aredrastic changes if the community is to progress. All these factors 

closely linked together by motivation carefully initiated by a health 

agent's intervention, and supported by appropriate means and media at various 

levels of community action in KHDI project.
 

The Profile of the Agencies Associated with Community Involvement
D. 

or Development at Various Levels in Korea
 

This country has had an abundance of community developmental
 

A few of the different approaches introduced into
approaches since 1945. 

villages from 1945 to the mid-sixties include the inception of the 4-H
 

club village movement right after liberation, Ag-cooperatives in every Fi
 

(the lowest administrative unit) and currently in every Myon, Adult-

Community Advancement Movementeducation classes, as well as the overall 
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accompanied by the National Reconstruction Movement, and the Agricultural 
Extension Service programs.
 

Since the late 1950's various goveznment-initiated programs have 
been operated in rather a disjointed fashion until the direction of the 
National Committee on community Development (NACOM), the first well­
organized community development program which was integrated into the 
existing Agricultural Extension Organization in 1961 and covered 818 pilot
 
demonstration project villages. The Agricultural Extension Service and
 

the National Community Development Program then were combined under the program 
Office of Rural Development, Ministry of Agriculture and Forestry, and 
carried on until 1969.
 

Unlike previous agencies which emphasized agricultural productivity
 
or overall development, the Saemaul Undong, the New national community 
movement, inforced from 1970, put more emphasis on attitudinal re-orienta­
tion. It realized the need to encourage the rural populace to perceive 
that they alone are able to improve their conditions and surmount many 
obstacles facing them. The role of the government is perceived as that of 
injecting a stimulus to their efforts by providing material as well as 
necessary administrative support. The Ministry of Home Affairs has the 
major administrative responsibility for implementing the Saemaul Undong 
movement. Commanding an effective administrative machinery as well as 
large manpower, the Ministry is now on the forefront of this New Community 
Development Movement, aiming toward the goal of prosperity and overall 
betterment of rural and urban communities.
 

This national policy which is being implemented in the name of the
 
New Community Movement (Saemaul Undong), in which the government has
 
concentrated its assistance on a national scale, represents a significant
 
turning point in the history of overall community development in Korea ­
an all-out war against the centuries-old, stagnant and poverty-stricken 
conditions in raral Korea. Through this national Saemaul community
 
development movement tangible results and achievements have been attained
 
throughout the country during the last 8 years in the rural health sector 
and in sanitation in addition to increased productivity and income,
 
housing rennovations, small scale cottage industries, rural electrification 
and rural technical-vocational skill training.
 

he following table is provided for the principal achievements 
implemented in health-related and sanitary sector as of the end of 1977. 

1. Clean and potable water supply project 16,000 
2. Community sanitary well 120,000
 
3. Community laundry facility 60,000
 

4. Community bathing facility 6,800
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12,871 Km
 
5. Sewage system 


32,581

6. Community village center 


2,700

7. Community livestock raising center 


200,000
8. Housing rennovation 

30,000
9. Community micro-library 

12,429 Ri
10. Ri telephone (community operated 67%) 


259,239 (in 1978)

11. Sanitary toile*" project 


In the Saemaul Community Development framework, there 
are four levels
 

in accordance 
of Saemaul MovemenL coordination - Supportive councils set up 

with the Ministry of Home Affairs administrative ordinance; a built-in 
(Gun)at e.ch of the provincial levels county

intra-supportive mechanism 
(Myon) level ail Ri (lowest administrative unit) level­level, township 

to advise, coordinate and support project implementation. 
This institu­

sector representatives
tional set-up is unique in that the civic and public 

public support (grant-subsidy or 
are brought into function. In this way 

be smoothly mobilized 
material assistance) and the people's efforts can 

to the development project.and integrated implement 

of the village level Ri Development
As it stands now, the members 

are drawn from the private
(Saemaul Movement) Council, however, mostly 

the public sector. The Council's
and only the Ri chief representssector 

function is to support overall development activities 
and help plan and
 

resources to meet the need for community improvement, 
advancement
 

mobilize some sanitary
physical development. Although c-,,spicuous 

and material or 
family planning resulted, there appears to 

developmental activities and 
a kind of function in this Ri

absence of a sub-group orbe however 
development organizational set up for the 

pronounced development activities
 

associated with health care or medical services 
sector yet.
 

residentRi overall development council to induce
Beside this 

participation in the conurnity, there are 
two adult organizations in each
 

Ri (Saemaul agro-developmental society and Saemaul 
Women's (development)
 

society) and one junior citizens organization 
- the 4-H club.
 

The Saemaul Women's Society has five internal 
divisional sectors:
 

Livelihood improvement, Saving, Family Planning, 
Income raising (or
 

This sub-organizational frame
 
productivity) and Education or culture. 


work can be closely related and activated for 
the promotion of health in
 

the community if well-activated through 
VHAs or expanded future involvement
 

by our CHAs. 

of NHC, through the KHDI demonstration health 
On the recommendation 

care project, an administrative ordinance 
(No. 1038 Kangwon Province) was
 

put into effect in three provinces to establish 
and operate a Provincial
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Health/Promotion Council (Maul Geongang Saup promotional institution
 
public supportive nature) with 14 or less members representing concerned
 
bureaus and civic organizations or associations such as KMA branches, KNA,
 
or public & civic hospital representatives including one or two county

populace representatives. The principal functions of this provincial councils a
 
to resolve provincial policies to imple'ment Maul Geongang Saup, coordinate,
 
mobilize and enlist resources and participation of related agencies or
 
sectors involved in health care services in the province.
 

At the county (Gun) level each Gun established a health service
 
management committee to operute and support the KHDI project. 
The committee
 
is chaired by the Gun chief and consists of 14 representatives from villagers

officials and professional or development-oriented bodies in the area. The
 
committee coordinates and supports project planning, implementation,

supervision, budget and resource mobilization and other means involved in
 
the county's health care service.
 

At the Myon (township administrative unit) level a Myon Health
 
Development Committee was organized under the chairmanship of the Myon
 
chief with around 14 members representing health service consumers and
 
other professional or development oriented bodies in the area. 
The func­
tion of this Myon level committee is to define the health problems and the
 
needs of their community and resolve problems with support from outside or
 
by themselves, or refer to higher levels or government agencies for ultimate
 
solution. The Myon Health Development Committee can also keep close
 
coordination with Myon Saemaul Undong Coordination Committee, Myon health
 
sub-center and Myon sub-center of rural development and Women's organiza­
tions, Agricultural co-op, and other such development agencies.
 

It may be worth-while to take note, at this juncture, that some strong

recommendations were adopted at a National Seminar on Primary Health in
 
September, 1977, for the inclusion of one additional subdivisional function
 
in the above-mentioned Ri Saemaul Women's Society, to be charged with
 
activities of health care improvement. This recommendation apparently

purported to be a way to strengthen the tie of health care promotion with 
National Saemaul Movement. 

E. Grass-root Profile of Community Involvement in Health Care Promotion 

- - A Case of Mulgol Ri Village in Hongchon - -


Hongchon Gun is one of our pilot demonstration areas where an initial
 
trial in community involvement in health is being conducted. The Ri has
 
organized a formal development committee. There are two sub-organizations -

Saemaul Agro-Development Society and Saemaul Women's Society. Our village
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health agent (VHA) has membership in the Saemaul Women's Society but it 
is not represented at the Overall Ri Development Committee. 

Usually the VHA attends monthly routine meetings and performs
 
rudimentary health-related services; distributing simple medicine, 
com=unicating health-vital statistics, referring patients to CHU or PHC 
and attending some clinics run by CHP or CH2A in the village, and acting 
as a grass-roots health-sanitation communicator in the community. 

The VHA usually holds 3 to 5 other officer-duty roles: Saemaul 
leader (Women), Women's Asso's Village leader or sub-leader, Save the
 
Nation Women's Service Corps leader, Thrift movement leader for Ag-coop.
 
Although she appears to be carrying out some of the routine 1,rograms 
imposed by her roles, she is too heavily burdened to be very effective,
 
besides her role as a farm wife and mother. Farthermore being a woman,
 
she is not (in 4 cases of villages visited) represented at the formal Ri 
Overall Envelopment Council where 12 - 14 male leaders and Ban chiefs deal 
with comprehensive development plans and other important village affairs. 
Thus the VHA as yet has little impact or influence in community affairs.
 

It may be desirable to organize all the female members of the Daedong 
Hoe (medical insurance coop.) for educative or cooperative purposes while 
it may also serve as a pressure group to the Saemaul Movement program and R 
Overall Development Council. 

The accentuation of influence to the members of the Ag-coop and the 
Saemaul Saving Society is also inevitable by VHA and CHA because these 
two organizations (in terms of operational fund scale compared to Daedong 
Hoe) maintain operational strength and longer foundation standing in the 
past. 

The ultimate goal of the Saemaul Movement is no doubt the well-being 
of the people and it is quite logical to expect that this village or Ri­
level development organization is bound to fulfill its functioning with 
respect to promotion of health care service of villagers every-where in 
due course of time. 

Through the future opportunities to be created by our VHAs and CHAs 
at every occasion in their community involvement, ultimate and close links 
will be aLtained between community health service and the Saemaul movement 
at grass-roct level in this country.
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INTRODUCTION
 

The main objective of the KHDI health demonstration project is to
 
integrate the principles of community health with the concept of Saemaul
 
(community movement) which has played the significant role in modernizing
 
rural Korea. In harmony with this concept, the KHDI project has been
 
christened "Maul-Geon-Gang-Saup (Community Health Project). The Hongchon 
sub-project through "Maul-Geon-Gang-Dadong-Hoe (Community Health
 
Cooperative), is one outstanding example of this purpose.
 

The Saemaul movement, which was started to increase farm income is
 
now deeply involved in upgrading social development at the community
 
level. A farm house improvement program, physical rearrangement of
 
housing, envirormental and sanitation program, and diet improvement pro­
gram are a few of the many programs in which the movement is engaged.
 
The Hongchon Community Health Cooperative should be an example which
 
will present new directions for the Saemaul movement to pursue in the
 
field of public health.
 

What is Maul-G_&nn-Gang-Daedong-Hoe?
 

Dr. Newell wrote that "The arrangement for linking curative,
 
promotive, and preventive actions appear to be overwhelming, but those
 
for a linkage between financing and service are not so clear..... the
 
financing of primary health care may not be a separate issue. Instead,
 
it may be part of a complex that concerns the raising and use of resources
 
for community development in the very widest sense. (Kenneth W. Newell.
 
Health by the people, WHO, 1975, p. 195).
 

The Hongchon sub-project has created a "Maul-Geon-Gang-Daedong-Hoe",
 
a community institution which is operated by the community itself and is
 
sup orted by the local government, (i) as a solution to an unclear
 
linkage between financing and services; (ii) as a linkage between a
 
health care delivery system and community organization; and (iii) as a
 
means by which health services and community development are interrelated.
 

Why has "Maul-Geon-Gang-Daedong-Hoe been named?
 

The name "Daedong-IIoe" has long been recognized in the Hongchon
 
area as community gatherings where matters of common concern were dis­
cussed and decided.
 

In the 17th century, a new taxation law named "Daedong Bop" was
 
created. Until that time, the ruling kingdom had collected taxes from
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the people in kind, (such as goods, labor service) and tributes of 
Those who could not render labor
whatever they produced to the King. 


service at 'de government projects had to buy substitutes or pay in 

goods instead. Those who could not pay'tributes, because they didn't
 

produce or only produced little had tobuy them from other persons 
or
 

borrow them from loan sharks. From these malpractices, the powerless
 

poor majority of people were exploited beyond expression.
 

movements against such irregularitiesIn the 16th century, there were 

by estab" Ishing a iew taxation system under which all tributes would 
Chong(Office)"be substituted by rice. In 1608, the King created "Sunhae 

and implemented its new system in Gyeonggi Province for demonstration
 

purposes, which was cxpanded to Gangwon Province in 1624, to Bhunqchong
 
Thus, the rice
Province in 1651 ond to the rest of the nation in 1708. 


that was substituted for the other tributes was called "Daedong 
MiRice)"
 

and this system was named "Daedong Bop(Law)"
 

Based on this historical background and the people's 
pledge of
 

allegiance to Daedong-Hoe Concept, health, which is a matter 
of concern
 

to the whole community, will be discussed, decided and implemented 
through
 

community gatherings, i.e., Daedong-Hoe.
 

The Daedong-Hoe is expected to reduce the financial burden 
of a
 

family and community and at the same time raise their living 
standards.
 

It is intended that the co-nunity people will gradually 
realize the fact
 

that communizy health problems must be solved by the people 
themselves.
 

As a matter of fact, the services rendered by government or public 

seivices which may be free are regarded as low-quality. 
It is one of
 

the major objectives of the Hongchon sub-project to overcome 
these
 

constraints and instill in the mind of the people that 
their own health
 

must be taken care of by themselves.
 

Therefore, Hongchon Daedong-Hoe activities will 
be evaluated to
 

determine whether financial constraints and behavioral 
changes of the
 

In other words, the questions, i.e.,
communities have been diminished. 


"what will be accessibility to medical institutions 
when cost constzaints
 

are eliminated?" and "If accessibility turns out to be high, what will
 

resources and financial schemes,be the appropriate mixes of manpower 


etc.?" should be answered.
 

OBJECTIVE 

To provide convenient and economical health services 
to all
 

community people, and help accelerate community development 
programs
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for promoting the level of community health. 

PLAN OF ACTION
 

1) promote and foster community development programs; 
2) provide cooperative members with costs to cover primary
 

health care; 
3) create funds through collection of membership fees (premiums); 

4) conduct enlightenment campaigns and health education so that 

community people understand the objective of the project and 
participate positively 

5) support village health agents so that they will be able to 

functinn wit'vout difficulties; 
6) loan funds for farm income programs or Saemaul movement 

programs, etc.; 
7) loan fu.:2s to members for hospitalization; 
8) carry 1.,nirnfro,:tal sanitation programs or, diet 

improvement program '.;ith the support of Saemaul funds; 
9) c;_,-,ict parE<):' ? extermination campaigns twice a year; 

10) conduct measles vac.xinition campaigns for children. 

ORGANIZATION AND OPERATION
 

The Saemaul movement started in natural villages. Organization in
 

the vill,::o of a strong co,.-crative spirit was a dominant cause of 

success. However, "-,e .%rement sometimes risulted in too much competi­

tion between neighboring villages, or prevented programs involving 

several villages from effective implementation, or obstructed planners 

from developing long range and complicated programs. 

Based on this Sa,;. aul experience, the Hongchon "Maul-Geon-Gang­

Daedong-Hoe" was expanded to be organized at Myon level, covering a
 

population of 8,000 to 10,00O per Myon. Accordingly, three Myon
 
were
Daedong-Hoe, - Hongchon Eup, Nae Chon Myon and Buk Bang Myon, ­

organized and all residents are eligible for membership whenever they 

wish.
 

The Daedong Hoe is administered by an operating committee. The
 

operating committee in principle consists of Ri Chiefs, but Saemaul
 

leaders and/or community development members can become members of
 

necessity. Ris are Uhe lowest adm.nistrative units and Ri Chiefs act
 

as a bridge between community people and local government. In this
 

capacity, Ri Chiefs usually represent their community people at the
 

operating committee. The .rber of committee members for Hongchon Eup, 
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Nae Chon Myon and Buk Bang Myon arell, 12 and 20 respectively.
 

The Operating Committee holds plenary sessions and extraordinary
 

sessions, and elects a chairman and a vice chairman. The committee
 
deals with:
 

1) Budget and settlement of accounts.
 
2) Work plan and reports of activities.
 
3) Acquisition and disjosition of assets.
 
4) Management of funds. 
5) Amendment to rules and agreements. 
6) Appointment and dismissal of officers are employees. 
7) Recruitment and withdrawal of membership, collection of premiur 

8) oan of funds. 
9) Other matters necessary for implementing the Daedong-Hoe
 

Figure 1 shows a relationship between the Daedong-Hoe and agencies
 

concerned.
 

Gun He a l t h 
Health Steering Gunsoo $ 

Center
Committee (County Chief) 


Community Health
Health Develop- Eup/Myon 

mentent
 

Legend: Direction H 

-

-

Two-way referral 

Support 

Fig. 1: A Relationship between the Daedong-Hoe 

- 169 -

and Agencies concerned. 



Membership is obtained by submitting, through the Ri Chief or 
Village health agent, an application together with subscribed premiums 
to the Daedong-Hoe. Membership is terminated when the member dies, 
fails to pay premiums on time, or moves to another area. Any member 
moving to another area who has not received any benefits will be refunded 
the principal of premiums paid 

Hongchon, which is an agricultural area, is not a high income area
 
and has never been exposed to a prepayment system. Considering economic
 
geographical and social conditions, a minimum subscription fee (W1,500
 
per person) has been -et. Premiums can be paid in the form of cash,
 
grains, or labor and can be paid either at one time or on a quarterly
 
basis. Nevertheless, the majority of the nmbers prefer to make cash
 
payments in a lump sum.
 

The 	following are the types of benefits that the members receive:
 

1) 	Various preventive and primary health care services at primary
 
health units, community health centers and the health center.
 
All these services are given free of charge.
 

2) 	For hospitalization, a member can be compensated for up to
 
ten times the premiums he/she has paid. When a member is
 
hospitalized at a designated hospital, his/her medical
 
costs can also be discounted.
 

3) 	Patients can be provided with transportation (Health Center
 
ambulance) to the designated secondary hospitals.
 

These benefits are being provided at the initial stage of the
 
project but an increase of members will provide an increase of funds
 
which should cover almost all costs for secondary care.
 

As one of means of increasing funds, the Daedong-Hoe has adopted
 
a loan system. According to this system, all households whose entire
 
families are members of the Daedong-Hoe are eligible to apply for loans
 
in limited amounts under the following situations;
 

1) 	When any member of family is hospitalized, up to
 
W100,000 (US$210) per person once a year;
 

2) 	Cash for investment in income generating business, up to
 
W200,000 (US$420) per household once a year;
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3) 	Cash for investment in Saemaul program, up to W200,000 (US$420)
 
per household once a year;
 

For 	loans above these amounts, approval from the chairman of the
 

Myon health development committee is required. The main reason for
 

limiting the amount of loans is to induce more people to participate
 

in the project. Also in this way all members will equally benefit from
 

the system.
 

This rate is a little
An interest rate on a loan is 2% month. 

higher than that of a commercial bank but lower than the rural village
 

bank. The term of a loan is one year or less. The reason for seting
 

a short term is to revolve funds frequently and benefit more members.
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Fig. 2. > Organization and Operation of "Daedong-Hoe, 

// Orqanization0Healt
Center
 
o 	 Cormunity Health ' 

o 	 Primary Health Unit 

o 	Village Health 
Agent 

.o0
 

Daedog-Hoe -Maul-Geon-Gang 	 0 Membership 

Operation Committee: 	 Fees (for project life) 
Ri Chiefs 	 Annual: 2,400 Won (800
 

Chairman, Vice Chairman: Application for membership 	 Won)Each 	 In a Lump Sum: 
Secretary : 1 	 1,500 Won
 

Loaning 	 o Insurance of membership cared Meber's benefits
 

o For hospitalization: o Primary health care: 
W100,000 per Person o Loaning Free 

o For Farming incomes o Seconc ry care: Referral
 
W200,000 per Household o Compensation for hospitalization o Hospitalization: 10
 

o For others: W200,000 times premiums paid
 
per Household o Financing after 3 years
 



IMPLEMENTATION
 

The basic assumptions for establishing the Daedong-Hoe 
are as
 

follows:
 

Community people would feel obligated and 
positively participate


1) 

they invest in the project;
in the project if 


The government would provide professional 
and/or para-professional


2) 
manpower, equipment and facilities necessary 

for delivery of
 

primary health care services to the rural people;
 

3) 	 Community people would feel that primary health 
care is enough for
 

them in the initial stage;
 

on a 	sharp increase in the
 4) 	 Demand for curative service would be 

initial stage but preventive service would dominate 
in the later
 

stage. Health education would play a main role in 
bringing about
 

such 	a change;
 

5) It will take a long time to bring about changes in community
 

and/or social norms;
tradition, culture 

6) 	 Subscriptions would be made by 20% of the population 
in the first
 

in the third year, respectively;
 year, 25% in the second year and 15% 


7) 	 At the end of the project life period, the Daedong-Hoe 
would be
 

self-supporting except for manpower, equipment 
and facilities in
 

this 	project;
 

8) Data and information obtained from the project 
would be used as
 

raw data in planning regional health programs.
 

Based on the above basic assmuptions, the 
following implementation
 

stages have been established:
 

- Oct. 30, 1977):

1) 	 Social preparation stage (July 1, 1977 


A cormaunity general meeting was held at every 
administrative Ri 

of implementation were explained, as 
at which meanings, aims and methods 

follows:
 

(1) The Daedong Hoe is an organization of community people, by
 

and for community people;
community people 
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(2) 	Any resident living in the project area can become a member any
 

time 	when membership fees are paid;
 

(3) 	The member will receive free primary health care services;
 

(4) Fees collected will be used according to the will of community
 
people;
 

(5) 	Fees will be increased to be used to meet costs for health service
 
after termination of the project.
 

Through such village level meetings community people will be
 
motivated to participate positively in the project, credibility of trained
 
village health agents will be enhanced, and guidance will be provided so
 
that 	village health agents will play a role in changing attitudes of
 
community people. Furthermore, community opinion leaders such as Ri
 
Chiefs, village health agents, etc. will play a major role in the opera­
tion 	of the Daedong-Hoe so that the Daedong-Hoe will be operated by the
 
communities themselves. Myon adxinistrators will provide positive
 
support to operate the Daedong-Hoe and village health agents activities.
 

Prior to such activities-, Ri Chiefs and village health agents will
 
get together at each Myon to receive orientation on the meaning, aims
 
and methods of the Daedong-Hoe. They will also be given responsibilities
 
for recruiting members of the Daedong-Hoe. Efforts will be made to
 
promote the project through local newspapers and radios.
 

2) 	 Trial phase (Nov. 1, 1977 - Oct. 30, 1978):
 

For the first six months, three Muons will be covered. After
 
six months another seven Myons will be covered. Thus eventually all ten
 
Myons will be covered. Improvements will be made based on experience
 
and evaluation during these periods. Furthermore, the substance of
 
health care services will be modified according to the regional health
 
planning. Particularly, fees(premiums) will be adjusted with
 
adjustments of medical costs set by the government.
 

3) 	 Extension of activities (Oct. 30, 1978 - Sept. 30, 1979)
 

During this period, emphasis will be shifted from curative to
 
preventive services on a wide range, such as health and nutrition
 
education, MCH, family planning, etc.
 

4) 	 Expansion of coverage (Oct. 1, 1979 - 1980)
 

During this period, measures will be sought out to cover secondary
 
care and to make the committee operate the Daedong-Hoe without outside
 
support.
 

- 174 ­



Table 1. Membership Subscription & Status of Treatment
 

1977.11.1 - 1978.3.31
 

G/E H/E H/G F/F_
Eup Target Subscription C/A D/B Patients 	Refer- Visits Cost E/D 

rals
& 


oYCnIHH(A) Pop.(B) HH(C) Pop.(D) % % (E) (F) (G) (H) % Time Won Won %
 

2,445 1,485,730 39 2.6 1,596 607 6.2
Hongchon 1,165 7,029 696 2,358 59.7 33.5 931 58 


Eup
 

55.9 25.7 761 96 2,636 1,171,440 35 3.5 1,539 444 12.6
Naechon 1,451 8,296 812 2,136 

Myon
 

207 2,276 1,317,670 28 4.1 2,374 579 37.3
Bukbang 1,709 9,356 931 2,016 54.5 21.5 555 


3,974,840 34 3.3 1,768 527 16.0
Total 4,325 24,681 2,439 6,510 56.4 26.4 2,247 361 7,537 


Patient visit Cost Visit/patient Cost/patient Cost/Visit
 

Referral 361 1,240 1,191,440 3.4 3,394 960
 

(by Physician)
 

http:1978.3.31


Fig. 3. Age structure of Daedong-Hoe patients
 
Hongchon Community Health Center
 
(From Nov. 1, 1977 to May 31, 1978)
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1 to 4 and 5 to 9 were rather low but the trend was increasing 
steadily from 30 to 40 to 440. From this patient age structure, it is 
obvious that it is important to strengthen MCH programs. It is also 
assumed that a large portion of primary health care will be covered by 
a strengthened MCH program. 

Table 2 shows the classification of diseases of the patients being
 
treated at the Hongchon Eup Community Health Center during the same
 
period. This classification was made according to the 18 classification
 
method adopted by the Wo cld Health Organization.
 

As expected, the highest rate of iickness being treated was
 
respi.:1,'ry disease (26.9.), followed by ligestive organ disease(17.8%).
 
13.5% of the total was for unidentified symptoms. This phenomenon is
 
partially attributable to free treatment but it must not be overlooked
 
that rural people are unable to distinguish what is sickness or not.
 
On the other hand, skin and hypodermal disease occupied 8.9., indicating
 
that poor living conditions and unsanitary environments persist in the
 
rural areas.
 

All these diseases can, (from public health points of view) be
 
preventable, and therefore it is expected that the morbidity rate will
 
be reduced to a significant extent if health awareness of the conmnunity
 
people is promoted through health education.
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Table 2. Disease Classification of Patient's Treated at Hongchon-Eup
 
Community Health Center during a Seven Month Period of
 
Nov. 1977 - May 1978
 

Classification* Name of Disease 

1 Infectious & parasitic disease 

2 Neoplasms 

3 Allergic, endocrine system, 
metabolic & nutritional disease 

4 Disease of the blood & blood 
forming organs 

5 Mental, psychoneureotic & 
personality disorder 

6 Disease of the nervous system 
& sense organ 

7 Disease of the circulatory system 

8 Disease of the respiratory system 

9 Disease of the digestive system 

10 Disease of the genito-urinary system 

11 )eliveries & complication of 
pregnancy childbirth & puerpenum 

12 Disease of skin & cellular tissue 

13 Disease of the bones & organs 
of movement 

14 Cngenital malformation 

15 Certain disease of early infancy 

16 Symptoms of senility & ill 
defined conditions 

17 Accident, poisoning & violence 

18 Other 

Patient Ratio Order 

3% 8 

0.6 14
 

0.1 16
 

0.6 15
 

1.6 11
 

0.8 13
 

1.4 12
 

26.9 1
 

17.8 2
 

2.6 10 

4.2 7
 

8.9 4
 

7.2 6
 

-
-


13.5 3
 

13.5 3
 

2.7 9
 

80 5
 

* WHO classification of Diseases, Injuries, and Causes of Death. 
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Among the Daedong-Hoe activities, the most important are the
 
collection and management of fees (premiums). The project aims to collect
 
45,000,000 Won during the project life period.
 

As of March 31, 1978, about 10,000,000 Won (or 22% of the goal) had been
 
collected, and 30,000,000 Won is expected to be collected by the end of 1978.
 

Table 3 shows the status of funds and fees being collected by the end of
 
March 31, 1978:
 

Table 3. Status of Daedong-Hoe Fund Collection
 

Unit: Won
 

p/Myon Hongchon Naechon Bukbang
 

Division Eup Myon r-yon Total 

Total 5,489,400 4,990,050 4,990,700 15,470,150
 

Subtotal 3,489,400 2,990,050 2,990,700 9,470,150
 

Payment in a lump sum 3,435,000 2,808,000 2,955,000 9,198,000
 

Yearly payment 54,400 168,800 35,200 258,400
 

Installment payment - 13,250 500 13,750
 

Seed money 2,000,000 2,000,000 2,000,000 6,000,000
 

The project subsidized 2,000,000 Won to each Myon as seed money during
 
the project life period, in order to make the Daedong-Hoe self-sustaining
 
As shown in the Table three Myons have already been subsidized.
 

Table 4 shows loans of fees collected and seed money to the members.
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The project subsidizes 2,000,000 Won to each !,,on as seed money during
 

the project life period, in order to make the raedong-Hoe self-sustaining.
 

As shown in the Table three Myons have alread- :.*n subsidized.
 

d money to the members.Table 4 shows loans of fces collect...d and sne 

of ".:0 Won has been experided for
According to the Table, as May, 1978 -. ' 

I out for the procurement
hospitalization, and 2,800,000 Won has been loa 

-% the funds ha';': been 
of cows, and 4,480,000 Won for farming. Thus, of 

loaned to increase farm inccme. 

Table 4. Loaning for increase of farm income and hospitalization
 

Unit Won ''.00
 

e of Eup or Myon llongchon Naechon Bukbang Total 

Usdfor 

3,750 4,240 2,250 10,230
Total 


50 200 550
300
Hospitalization 


800 1,200 
 800 2,800

Cows 


650 4,480
2,650 1,180
Farming 


- 600 
 - 600
 
Land 


- 400 500 
 900
 
Hog raising 


- 200 ­ 200
 
Chicken raising 


- 200 ­ 200
 
Improvement of Walls 


- 200 ­ 200
 
Improvement of stables 


- 200 ­ 200
 
Carpentry equipment 


- 100 100 
Income program 
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It may be interesting to note the reaction of the members toward 

the Daedong-Hoe so far, summarized as follows: 

1) 	 They consider practitioners, whether physicians or community health
 

practitioners, as those who can cure every disease.
 

2) 	 TI-.. expect practitioners to attend to patients immediately. 

3) 	 When practitioners rail to meet such expectations, the community 
considcrs it a personal insult and fail to coopprate further. 

4) 	 Since they think medication, particularly injection, is the onl, 
mean5 for curi.g sickness, the v-mbers trke suggestions such as 
changing diet, or physical therapy as d refusal to treat. 

5) 	 Although serious j'atientq require direct examinations by physicians 
mosc o: tlem stay home while their families or neighbors come and 

explain their conditions and ask for medicine. When told of the 
necessity for diruct examinations and treatment, they take this as 
inattt:ntive, or a refusal to provide medication. 

6) 	 They want to know what will happen after the termination of the 

KIIDI project. 

7) 	 Treatment of chronic disease, particularly senility, has become an 

important issue. flow to deal with such conditions will be an 

important factor in bringing about a suiccessful project. It has 

become clear that any health project giving the first consideration 
to curative service has major limits in the primary health care 
deliviery system. 

FPILOGUE 

With only six months operating experience, it is premature for 

t.nyone tu judge the Hongchon Sub-project. 

There is room for debate on the validity of the basic assumptions,
 

but such a debate as this can be meaningful only after the project results
 

have 	 been attained. 

From wb-t has been done during the trial. phase, the situation is
 

not gloomy. We are confident that the Hongchon Sub-project has a bright 

future if we keep modifying the project, and everyone involved exerts
 

his/her effort.
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I. Preface
 

It is undeniable that the first three Economic Development
 

Plans contributed greatly to the growth of our national economy.
 

Starting from the Fourth Five Year Economic Development Plan the
 

Government began to give heavy emphasis to social development, thus
 

paving the way for the construction of a nation committed to
 

improving the general welfare of the population.
 

A requisite for realizing this society is the creation of a
 

comfortable and pleasant living environment and a policy by which
 

individual and collective social security can be guaranteed.
 

One of the main elements of social security is a guarantee of
 

medical care for all. In accordance with the Medical Insurance Law
 

(amended on December 22, 1976) from July 1, 1977 the government
 

started implementing a compulsory medical insurance scheme whereby
 

all workers at certain workshops are protected from sickness and
 

misfortune due to ill health.
 

The present Medical Insurance Law is primarily for the protec­

tion of working people and their families. community people and
 

employers may be protected (in theory) by a voluntary medical
 

However, there are only seven pilot community
insurance scheme. 

medical insurance unions, each on a very small scale, with a total
 

membership of about 60,000.
 

The largest one is the Busan Blue Cross Medical Insurance
 

Union with a membership of about 20,000. 

Those protected by the compulsory medical insurance scheme live
 

mostly in the urban areas. But it is anticipated that sooner or
 

later there will be an increased demand for medical care from the
 

community people in the rural areas.
 

Experiences of the pilot community medical insurance schemes
 

are inappropriate to apply to expanding the community medical
 

insurance scheme nationwide. Factors differ widely because
 

individual unions used whatever they felt appropriate. In view of
 

this there is a high risk in utilizing such experiences and factors
 

to plan a new community medical insurance system.
 

It is appropriate that a community medical insurance scheme 
level prior to planningbe demonstrated at the Gun a community 
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medical insurance scheme for nationwide application. It is also
 

appropriate that factors which are essential to planning a 
nation­

wide medical insurance scheme be grasped through a demonstration
 

project.
 

The Korea Health Development Institute is demonstrating 
a new
 

un, Gangwon Province; Okgu Gun,
health delivery system in Hongchon 


Chun-Buk Province; and Gunee Gun, Geong-Buk Province. 
KHDI has
 

selected okgu Gun, in which a community medical 
insurance scheme
 

has already been organized on a small scale, for 
testing a new
 

community medical insurance scheme, thereby contributing 
to
 

government efforts to improve and expand the community 
medical
 

insurance system.
 

II. Situation Analysis
 

1. Rationale for Analysis
 

In order to minimize possible errors it is desirable 
that a
 

situation analysis be made for planning a medical 
insurance scheme
 

to be based on the experiences of the existing 
medical insurance
 

programs.
 

Therefore, a number of existing research findings 
on medical
 

insurance programs were considered, and a comparison 
made between
 

the existing data and data collected from the 
Hankook Plywood Co.
 

Medical Insurance Union, the largest employee 
medical insurance
 

program in Gunsan city, adjacent to Okgu Gun.
 

various Indices in Connection with Utilization 
of Medical Care
 

2. 

Services
 

The most important information in planning a medical 
insurance
 

care.
scheme is an estimate of gross expenditure for medical The 

estimate covers such expenses as are required 
for treatment of
 

diseases by a proposed medical insurance scheme. 
However, for
 

convenience, benefits to be provided in this 
proposed plan are
 

presumed to be the same as those being covered 
by the first category
 

(employed workers) medical insurance program.
 

Estimation of gross medical expenditure depends 
upon rates of
 

Table I shows a comparison
utilization of medical care services. 
 Medical
 
of utilization rates obtained from the Hankook 

Plywood Co. 


Insurance union during the six month period 
from July 1, to
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lecember 31, 1977, with those of the second category (self-employed)
 
:nedical insurance demonstration programs.
 

Table 1. 	Annual Utilization Rates of Medical Care Services under
 
the 1st and 2nd Category Medical Insurance Unions
 

Care Outpatient Visit }uospitalization 
(Visits/Person/Year) (Cases/l,000 

By__UnionPersons/Year) 

Hankook Plywood ** 4.6 visits 29.7 cases 

Insured 6.3 33.4 

Family Dependents 3.8 27.3 

- Urban Area
 
(2nd Category)* 
 1.6 	 19.7
 

- Rural Area
 
(2nd Category)* 
 0.9 	 11.8
 

- okgu Blue Cross 0.7 21.6
 

** Source: Survey result which was carried out by KHDI 

* O.R. Moon: Recent Problems in the Rural Insurance 
Plans, Korean Journal of Rural Medicine,
 
Vol. 2, No. 1, 1977.
 

As shown in Table 1, the Hankook Plywood Co. Medical Insurance
 
Union has much higher utilization of out-patient clinic service
 
than the second category medical insurance schemes. The Company

Union also showed differences in utilization rates between sub­
scribers and their family dependents. The Company Union rates are

slightly higher than those of the U.S. 
(4.6 versus 4.2 visits by a
 
person per year).
 

The high rate of outpatient clinic visits is attributed to
 
the fact that the Company operates its own attached clinic,
 
providing free services to the employees. Even after implementation
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of the Medical Insurance Scheme, the Company 
designated the clinic 

an insurance medical care institute and bears 
the whole expense when
 

3ither employees or their dependents utilize 
the clinic.
 

3. Medical Expenditures
 

as and conditions of 
Under the Insurance Plan, the pattern 

changed, the members of Hankook 
medical care provision have not been 

are not likely to have made any significant 
difference
 

Plywood Co. of medical even aftur the implementation
in their utilization behavior anto be suchof expenditure seems 
insurance. Therefore, the amount 

in full.
that can meet their need for medical care 

expenditure for six monthsthat had been spent
2 shows medical expendituresTable 

from July 1st to December 31, 1977. 

Table 2. Medical Care Expenditures for Six Months*
 

(July - Dec. 1977)
 

(Unit: In Won)
 

By Patients Sickness

Total 


% Cost Sharing Benefit

Expenditure 


74.5 9,389,790 12,896,400

22,288,190
Outpatient care 


4,949,560
25.5 2,696,720
7,646,280
Hospitalization 


17,845,960
100 12,086,510
29,932,470
Total 


The total population under the scheme 
: 5,728
 
: 1,918


Subscribers 

: 3,810


Family dependents 


The original budget for the Union was 
W19,371,000 and its
 

Note: 

disbursement was 92.1%
 

KHDI survey result.
* Source: 

Significantly, 74.5% of the total 
medical expenditures were
 

for outpatient care, and the remaining 
25.5% for hospitalization.
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1 

ior. t.:t-se :iqtures, It L he sately said that premiums can be 
ned.ci :F.medical expenditures for outpatient treatment are reduced. 

As tJhe medical expenditures as shown in Table 2 were only for a 
qix montn period, annual expenditures for medical care were estimated 

in ,A.le 3. ,able 4 shows annual medical care expenditures per 
moem or, 

Table 3. 	 Estimated Annual Medical Expenditures for the Hankook
 
Plywood co.
 

.... ____ 	 (Unit: In Won)
 

Total Cost Sharing Sickness
 
1,ivision 	 Expenditures by Patients Benefit
 

Outpatient care 44,572,380 18,779,580 25,792,800
 

Hospitalization 15,292,560 5,393,440 
 9,899,120
 

Total 	 59,864,940 24,173,020 35,691,920
 

Table 4. 	Estimated Annual Medical Expenditures per Person
 

(Unit: In Won)
 

Total Cost Sharing Sickness
 
Division Expenditures by Patients Benefit
 

Outpatient Care 7,781 3,279 4,502
 

Hospitalization 	 2,670 912 
 1,758
 

Total 	 10,451 4,191 6,260
 

Based on data from July to Dec. 1977
 

A net medical expenditure (excluding expenses incurred for
 
collection of premiums as well as for operation of the Union) was
 
about W1O,000 per person.
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Table 5. Comparison of Annual Medical Expenditures 
per Person
 

and Second

Between First Category Insurance unions 


Category Medical Insurance Unions
 

Unit: In Won) 

outpatient iospitali-


Remarks
zation
Total Care
Division 

2,670
10,451 7,781
Hankook Plywood Co. 


Medical Insurance 
Union
 

Second Category
 
Medical Insurance
 
Union
 

1976 Busan
3,360 N/A N/A

Urban 
 Blue cross
 

expenditures
 

1,295 1976 Okgu
2,938 1,643
Rural. 
 Blue Cross
 
expenditures
 

N/A: Not Available.
 

As shown in Table 5, there is a 
remarkable difference in annual
 

Employee and Self-Employed 
medical expenditures per person between 

This supports the view that the 
self­

insurance programs. 


employed both in rural and urban 
areas would not utilize medical care


health 

as much as employees under the current 
health insurance system.
 

not
 
Detailed information on self-employed 

medical insurance is 


available because of differences 
in compiling statistics, and also
 

because of frequent dropouts.
 

Financing Self-Employed Medical 
Insurance Schemes (Second
 

4. 

Category Medical Insurance Scheme)
 

Medical insurance unions can be 
operated by collecting membership
 

premiums which are utilized to 
reimburse for medical services and
 

operating expenses.
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The existing pilot self-employed medical insurance programs
collect premiums ranging from W100 to W350 per person per month

but as shown in Table 6 the collection of such premiums in the
 
rural areas is very unsatisfactory.
 

Table 6. Collection of Medical Insurance Premiums by Region
 

(unit : %)
 
Year Rural Island Urban Average 

1973 41.4 - 96.7 75.7 

1974 32.8 58.7 74.2 57.4 

1975 29.7 92.9 90.9 72.4 

1976 46.0 73.8 87.3 71.8 

Source: 
 O.R. Moon; Financial Experiences of Private Health Insurance
 
Demonstration Plans in Korea, Journal of the Korean
 
Hospital Association, Vol. 5, 6, 7, 8, No. 7, 1976.
 

Table 7 shows how much medical benefits were provided and
the degree of financial self-sufficiency of such insurance unions.
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Status of MedicalTable 7. 1976 

Union 


Okgu Blue Cross 

chunseong Medical Insurance 


Koje Blue Cross 


Beakyong Red Cross 


Jungpyoeng Medical Insurance 


Sub-Total 


Busan Blue Cross 


Yongdong Medical 


sub-Total 


Total 


Benefits provided, Financial Self-employedSelf-Sufficiency 

Total 
Expenditures 

(1) 

Benefits 
Provided 

(2) 

Premiums 
Collected 

(3) 

Degree of Benefits 

Provided (%) 

Cols 2 x 100
1-

Percentage of 

operating 
100 - col 4 

(5) 

Financial Self 

Sufficiency (%) 

Cols 3 x 100 
1 

(4) (6) 

W13,578,95 
5 W5,188,420 W3,346,300 38.2 61.8 24.6 

4,237,108 2,303,200 2,116,536 34.4 45.6 50.0 

7,777,324 5,507,080 3,718,180 70.8 29.2 47.8 

23,577,277 14,790,540 4,324,000 62.7 37.3 18.3 

9,040,242 1,777,212 2,734,650 19.7 80.3 30.2 

58,210,907 29,566,452 16,239,666 50,8 49.2 27.9 

87,106,693 67,712,154 65,358,130 77.7 22.3 75.0 

6,607,002 1,615,848 3,441,500 24.5 75.5 52.1 

93,713,695 69,328,002 68,799,630 74.0 26.0 73.4 

151,924,602 98,894,454 85,039,296 65.1 34.9 56.0 

Medical Insurance Unionsof 

Recent problems in the Miral Medical Care Insurance 
Plans, Korean Journal of Rural Medicine, Vol. 

2,
 

Source: O.R. Moon: 

No. 1, 1977.
 



According to Table 7, for the most part both medical benefits
and financial self-sufficiency were unsatisfactory. 
This situation
 
was worse when the unions were located in the rural areas. 
The main
 purpose of medical insurance is to provide for medical benefits, but

the great portion of expenditures of some of the unions has been for
non-medical purposes. 
 This gives the impression thdt many medical

insurance schemes for the self-employed in rural areas 
are operat d

for the sake of the medical insurance unions rather than the members.
 

In Japan, membership in insurance programs and medical insurance

premiums are compulsory rather than voluntary. According to 1975
statistics, average operating expenses were but 4.7% of total axpen­
ditures for t'e National Health Insurance implemented by the city, town
and township offices; and only slightly more -
5.2L' for private

health insurance unions, respectively. This is significantly lover
 
than any of the Korean medical insurance unions.
 

5. Medical Care Expenditures by Farmers
 

In planning medical insurance schemes for rural populations,

current medical expenditures of farm households can be used to
xeasurd their potential ability to pay for premiums. According to
the 1977 Farm Household Economy Survey published each year by the

Ministry of Agriculture and Fisheries, the status of income, living
 
expenses by the size of farm household is as in Table 8.
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Table 8. 	Annual Income, Living Expenses, Medical Expenses by the
 

Size of Farming
 

(unit: In Won)
 

Average Medical
 
Medical Number of Expenses
Farming Income 	 Living 


Expenses Expenses Family Per Member
 

0.5 Chongbo 679,191 514,894 16,709 4.80 3,481
 

or under
 

0.5 - 1.0 977,223 683,367 23,258 5.45 4,268
 

Chongbo
 

1.0 - 1.5 1,318,888 829,756 .33,343 6.15 5,422
 

Chongbo
 

6.51 5,883
1.5 - 2.0 1,697,316 1,040,459 38,299 


Chongbo
 

2.0 2,523,302 	 1,263,622 45,914 6.82 6,732
 

Chongbo
 
or more
 

Average 1,156,254 749,183 26,841 5.63 4,767
 

Farm Household Economy Survey, Ministry of Agriculture and
Source: 

Fisheries, 1977.
 

Thus an average annual medical expense by a farm household was
 

W26,841, and an average annual medical expense by a person was
 

W4,767, which was about half of that of the Hankook Plywood Co. Medical 

Insurance Union. 

It was also found that households with smaller farm land spent
 

less for medical expenses than those with larger farm holdings. This
 

indicates that in implementing a health insurance 2rogram, the need
 

for subsidization is greater for the smaller farm households.
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6. 	 Farmers' Attitudes Toward Medical Insurance
 

It is natural that a sharp rise in medical care cost forces
 
everyone to seek a way by which the cost is shored. Table 9, examines
 
this aspect.
 

Table 9. Willingness to Join Medical Insurance echeme
 

(Unit: 1)
 

city Eup Myon Total
 

Yes 55.6 63.6 67.0 62.0
 

No 44.4 36.4 33.0 38.0
 

Total 100.0 100.0 100.0 100.0
 

N 90 89 91 270
 

Source: 	 K.W. Kim: Renovation of the Public Sectors' Health Care
 
Delivery System, Health Problems and Countermeasures in
 
Korea, Part II,KDI, 1977.
 

According to Table 9, more than half of the persons surveyed
 
expressed their willingness to join a medical insurance scheme.
 
Particularly, 67, of those living in Myon areas wanted to join.
 

Table 10, shows how medical expenses would be likely to be shared.
 

Table 10. Types of Cost Sharing Desired
 

(Unit:%)
 

City Eup Myon Total
 

Government Alone 20.2 14.8 23.9 19.6
 

Community Alone 14.6 11.4 19.3 15.1
 

Government and Community 65.2 73.9 56.8 65.3
 
Joint Sharing 

Total 100.0 100.0 100.0 100.0 

N = 89 88 88 [ 265 

Source: 	 K.W. Kim; Renovation of the Public Sectors' Health Care
 
Delivery System, Health Problem and Countermeasures in
 

Korea, Part II KDI, 1977.
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The table tells us that the majority of the people surveyed
 

wanted to have medical expenses shared jointly by the community people
 

and government. This also indicates that the second category medical
 

insurance scheme would be successful only if the government subsidizes
 

part of the premium.
 

7. A Summary
 

National medical expenditures are closely associated with the
 

utilization of medical care services, disease patterns and age
 

structures, because they are believed to influence frequency of
 

utilization.
 

If the Hankook Plywood Company Medical Insurance Union (which
 

provides complete medical care services to its members) is used as a
 

base for calculating medical expenditures, it is estimated that about
 

WlG,000 would be needed for annual medical expenditure per person, 
and
 

Therefore,
about 7?% of that expenditure is for outpatient care. 


curtailment of expenditures for outpatient care could help in reducing
 

both medical care costs and premiums.
 

Self-employed medical insurance programs have difficulties in
 

premium collection despite the low premium rates, ranging only 
from
 

The main cause of such difficulties
W100 to W350 per person per month. 


is believed to be voluntarism and inappropriate premium collection
 

methods as well as unattractive (unsubsidized and poorly managed) 
high
 

overhead programs. According to experiences made by advanced countries,
 

compulsion would be necessary in implementing medical insurance 
schemes.
 

In Japan, the government subsidizes the National Health 
Insurance
 

(which is equivalent to the second category medical insurance 
in this
 

country) to the extent of 48.8% of total medical care expenditures.
 

In Japan, there are two kinds of Insurance System, - Union type
 

for employees, and the National Health Insurance Plan for 
self-


The

employees operated by the local administrative authorities. 


Japanese Government subsidizes every Insurance Plan 40% 
of total
 

medical care expenditures.
 

A financial adjustment fund in their national treasury also 
sub­

5% of the total medical
sidizes the poor insurance plans which cover 

3.4% of the nation's total
 care expenditure of the whole nation. 


medical care expenditure are supported by the Government 
for free
 

medical care to the aged and for high cost medical care reimbursement.
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Therefore, the Government of Japan allows 48.4% of 
the total
 

Health Insurance Plan and
 
medical care expenditure for the National 


an additional 5% for subsidizing their admi.iistrative 
expenses.
 

Thus to make the second category (Self-employed) medical insurance
 

scheme successful in Korea, it is recommended that 
the present
 

changed to a compulsory one and that a 
voluntary enrollment system be 

amade more attractive by subsidizing
medical insurance scheme be 

part of the premiums.
 

Since the majority of the rural people want a 
medical insurance
 

scheme in one form or another it is quite within the realms 
of
 

possibility that a medical insurance scheme can 
be implemented in
 

rural areas if a low cost health care delivery 
system is developed.
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MEDICALA SELF-EMPLYEDFOR FIELD EXpERIM}'NTAL 	 STUDY ON 
III. 	 A PLAN 

IN IRUAL OF KOREAINSURANCE SCHEME THE AREAS 

i. General objectives
 

To develop a self-employed medical 
insurance scheme that can be
 

applicable nationwide and that 
is suited to rural conditions 

in our
 

country.
 

2. Specific objectives
 

Points Essential to implementation 
of a Self-Employed


A. 

Medical Insurance Scheme
 

specific Issues
 
Study Field 


1. 	Rate of medical care receipts 
at the time
 

Rates of Insurance 

of implementation of a medical 

insurance
 

scheme.
 

No. 	of days for medical care 
by outpatient


2. 

care, by hospitalization
 

3. 	Effect of out-pocket payment 
on the
 

rate of receiving medical care 
service.
 

4. 	Receiving medical care 
by age, by income
 

level.
 

1. Study how to impose premium 
- setting 

Imposition of 
premiums uniformly, according 

to income 
premiums 	

level, or a combination of 
both.
 

Scope of appropriate medical 
benefits.
 

1.
Provision of 
of additional benefits, such 

2. PossibilityBenefits 
as for delivery, or sickness 

income
 

allowance.
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Study Field 	 Specific issues
 

Medical care 1. 	Scope of appropriate expenses for
 

outpatient care and for hospitalization.
costs 


2. 	Appropriate operation expenses for medical
 

care facilities.
 

others 1. 	Relationships between rate of receiving
 
medical care services and regionalization
 

of health service district.
 

2. 	A way of simplifying insurance business
 

3. 	Methods of collecting premiums at low
 

cost.
 

B. Establishment of a financial mechanism by which a medical
 

insurance scheme continues after the completion of KHDI Loan demon­

stration project.
 

- 198 ­



3. Basic Design for the Insurance Scheme
 

Since Eup, Myon and Dong are the basic administrative units in
 

Korea it is appropriate that an insurance scheme be worked out based
 

on such units with a population of 10,000. With experiences obtained
 

therefrom it may be possible that a medic4l insurance scheme on a
 

larger scale could be worked out.
 

A. Designing Principle
 

Curtailment of exponses needed for primary care (outpatient
 

care) by utilizing an on-going comprehensive health and medical care
 

delivery sydlm.
 

B. As mptions 

1) Basic information for designing a medical insurance 

Scheme 

There are several assumptions applicable in planning a 

medical insurance system. The most important is the number of annual
 

or monthly outpatient visits or hospitalization incidents by insured 

persons or their family dependents, estimation of medical care costs
 

per case or per day, etc. The age structure is probably the main
 

factor that influences the rate of medical carrt utilization, but in
 

this plan the following rates have been adopte& for actual application.
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nasic information Applicable in planning a Medical 
Insurance Scheme
 

Source
Rates
Division 


the number of outpatient
0.7 was
outpatient visits 2.0214 times 

visits by per person/year in
 Persons insured/ 


year 	 Okgu Blue Cross. This will be
 

incieased to 2.0214 under the
 
of these
insurance scheme; 16 


cases should be referred to
 

specialists for specif t outpatient
 

treatment.
 

The rate of hospitalization of
2.16 cases
No. of annual 

i the okgu Blue Cross, since it has hospitalizations 


the highest rate among the second
 per 100 persons 

category insurance programs.

insured 


A national rate
No. of annual 24 cases 


delivery cases
 
per 1,000
 
persons insured
 

1,600 Won i The flankook Plywood Company
Expenses per 


Medical Insurance union 
%Utpatientvisit 

as above
Expenses per 81,000 Won Same 


hospitalization
 

Same as above
25,000 Won
Expenses per 

delivery
 

2) Population eligible for subscription
 

80% of the eligible popula­that almostIt is estimated in the 
tion will join the second category 	medical insurance scheme 

and public

this plan, excluding some industrial employees

last year in Public
 
officials/private school teachers and 

their depen.fnts. 


officials and private school teichers 
will be covered separately by
 

In this design,
 
an independent medical insurance scheme 

after 1979. 


however, medical care demand and expenditure 
would be calculated on
 

a 10,000 population basis for convenience.
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3) Medical Facilities and Staffing
 

In this plan the community health centers will 
be
 

utilized for primary care, and non-physician 
health workers as well
 

For primary care
 
as physicians will be utilized for patient 

care. 


referrals, clinics or hospitals with specialities 
will be designated
 

About 16% of total outpatient visits, (the
 
as referral sources. 

figure of the Okgu Blue cross Medical 

Insurance Union) has been set
 

for referral rate.
 

C. Demand for Medical Care
 

annual medical care demand 
The following table shows an from 

a population of 10,000 that must be covered 
by a medical insurance
 

scheme under the sickness benefit.
 

10,000 Population
o- Annual Medical Care Demand Per

Estimation 

Basis of Calculation
Demand 


Pop. x 2.0214
20,214 times
Utilization of CHC 


pop. x 2.0214 x 0.18
3,234 times
Referral cases for 


specialist
 

Pop. x 2.16/100
216 cases
Hospitalization 


Pop. x 24/1,000
240 cases
Institutional Delivery 


Meet Demand
Estimated Resources Requirement to
D. 


Resource requirements in this plan 
are classified into two:
 

1) cost for the operation of community 
health centers under a
 

comprehensive health demonstration project; 
2) cost for secondary and
 

tertiary care which cannot be handled 
at primary care facilities.
 

For the former, only operational expenses 
are required resources,
 

health centers are non-profit public ii.;titu­
because the community 
tions.
 

part of cost shared 
a total annual medical cost,

Table 11 shows 
by persons insured at the time of receiving it and payments by the 
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union, which all have been calculated based on a population of
 
10,000 and on various factors mentior'1 previously.
 

In short, a total medical cost required for the population in one
 
Myon annually is estimated at 56 million, comprising 32 million from
 
union payments and 18 million from payments in part by persons
 
insured.
 

Table 11. Medical Care Cost for a Population of 10,000/year
 

-unit:Wonl___ 
Total Medical Cost Share Sickness 
Care Cost by Patient Benefit 

Hospitalization 17,496,000 5,249,000 12,247,000
 

Institutional Delivery 6,000,000 2,400,000 3,600,000
 

Outpatient Care for 5,174,000 2,070,000 3,105,000
 
Specific Treatment
 

Outpatient Care at 26,952,000* 10,781,000 16,171,000
 
CHC
 

TOTAL 	 55,622,000 18,190,000 31,523,000
 

* This is the expense for operating Community Health Centers.
 

Remark: 	 In Article 34 (partial share of cost) of the Enforcement
 
Decree of Medical Insurance Law, there are discriminations
 
in payment of medical care, both outpatient care and
 
hospitalization, for insured persons and their family
 
dependents. However, since persons insured under the
 
second category (Self-employed) medical insurance system
 
pay the whole amount of premiums without an employer's
 
contribution, it is unwise to discriminate between ins~ired 
persons and their family dependents. Therefore, in this
 
plan the rate of payment by the union for hospitalization
 
has been set at 70%, and 60% for outpatient care,
 
respectively.
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E. Financial Design for a Proposed Health Insurance union
 

Table 12 shows a financial estimate for a medical insurance
 

union, based on Table 11. Financing this system is based on the
 

current rate of government subsidy, (W100 per household per month
 

for benefit assistance and W80 per householdper month for ad­

ministrative costs.)
 

According to the Okgu demonstration plan, there will be one
 

However it has been found that
community health center for two Myons. 


there should be one CHC for every Myon when a medical insurance
 
are based on
scheme is introduced. Therefore, figures in Table 12 


the assumption that there will be a CHC for each Myon.
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Table 12. 	 Revenue and Expenditure Estimates of Medical 
Insurance
 

Union for a Population 10,000
 

(Unit: Won)
 

Expenditure Revenue
 

Sickness Benefits (referral) 18,952,000
A. 


12,247,000
Hospitalization 

3,600,000
institutional Delivery 


Outpatient Care (specialist) 3,105,000
 

16,171,000
B. 	 Sickness Benefits (part of 


the CHC operating expense)
 

3,927,000

C. 	 National Subsidy 


40,243,000

D. 	 Premiums 


5,359,000
E. 	 Administrative Costs 


3,688,000
F. 	 Contingency 


44,170,000
44,170,000
TOTAL 


For medical care cost, the factors in Table 
11
 

calculation Basis: 


were 	applied.
 

= (A + B) x 17%
Administrative costs 


= 
(A + B + E) x 10%
Contingency 


= 
1,820 household x 180 x
National subsidy 

12 mos.
 

- 204'­



Purpose of Premiums by insured Persons
F. 


Payments by insured persons cover administrative 
costs and
 

contribute towards group sharing of 
medical care cost at the time a
 

member utilizes medical care services.
 

1) Premium (Contributions)
 

Table 13 shows monthly (or annual) 
contributions to be
 

made by each insured person or household 
to meet the financial
 

requirements of the system shown in 
Table 12.
 

Table 13. contributions per Person, per Household
 

Annually
Monthly
Contribution 


4,427 Won
370 Won
Per Person 


24,349 Won
2,035 Won
Per Household* 


* Note: One household with 5.5 members 

Calculation:
 

+ 0.1)
40,243,000 Won x (1
Annual contribution/person = 

10,000 population
 

= 4,427 Won
 

= 4,427 Won 
Monthly contribution/person 
 12 mos.
 

4 370 Won 

It is presumed that with a membership 
of 10,000, and a
 

contribution of 370 Won per person 
per month it is possible to
 

operate a proposed medical insurance 
scheme under the comprehensive
 

However, since this financial
 
health demonstration project system. 


estimate has been worked out on 
the basis of 1976 & 1977 indicators
 

and current prices, these rates 
mist be adjusted when the plan 

is
 

implemented.
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2) Partial Cost Sharing
 

In order to prevent an excessive utilization of medical
 
care services under a medical insurance system, partial share of cost
 
by insured persons is necessary at the time of utilization. Table 14
 
shows a fee schedule of partial cost sharing for a visit under the
 
program.
 

Table 14. 	 Partial Share of Cost at Time of Receiving Medical Care
 
Services
 

Kind of Services 	 Unit Cost
 

Outpatient 	Care (Referral) per visit 640
 

Hospitalization 	 per case 24,300
 

Hospital Delivery 	 per case 10,000
 

CHC visit 	 per visit 540
 

Partial cost sharing is presumed not to be a heavy burden
 

on the farm population.
 

G. Imposition of Premiums
 

In order to prevent possible adverse selection of risk,
 
subscription should be made by household, and initial benefits should
 
be given three months after subscription, or after three monthly
 
premiums have been paid.
 

A combination of flat rate and income-related differential
 
rate will be used in imposing premiums. However, close attention
 
must be paid to reactions from subscribers toward an income-related
 
differential rate system at the initial stage. As already mentioned
 
in the Section "Finance for the Self-employed Medical Insurance
 
Scheme", administrative costs for this type of medical insurance are
 
excessive, thus a plan must be drawn up to reduce expenses for
 
imposing and collecting premiums. Cooperation must be sought from
 
existing administrative organizations and/or voluntary community
 
organizations.
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Ssaer,iaul Village Women Club 

SEach Household 

Figure 1 Delivery channel of Premium Imposition 

Notice 

H. Collection of Premiums 

the problem is to use the existingperipheral organizations 
Bank to collect the premiums. That is, the medical insurance union 

One way to deal withof the Agricultural Cooperative and Saemaul 

of the amunt imposed perhousehold, if a insured person in a membernotifies the agricultural cooperative of the cooperative. The 
cooperative then collects the premiums at the time of distributing
 
manure or buying grains from the member and pays it to an account of 
the medical insurance union. For those who are not members of the 
agricultural cooperative or for those who want to pay in each, the 

Saemaul Village Bank can be used for payment 
which in turn pays in
 

an account of the medical insurance union 
in the agricultural
 

cooperative.
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IV. Implementation Strategies 

A. Testing To encourage low income people to subscribe, and
 
to supplement their payment ability, a graduated system in which part
 

of premiums is subsidized according to income level should be tested
 
as noted in Figure 2.
 

Fig. 2 Composition of Medical Care Costs
 

Total Medical care Cost
 

Share-at the
 
sickness BenefitsJ
time of 


receiving / Income 
Medical Care / Level 

Services / 

/ Gov't 
/ Subsidy 

/ for part 

/ of Premium 

Union Payment
 

A part of Premiums will be subsidized from the KHDI budget
 
during the Demonstration Period. This subsidy will be iven to the
 

insurance union only for those who have paid a portion of their
 

premiums.
 

B. Mobilizing Administrative authorities in demonstration
 
Guns should be used to induce early subscriptions.
 

C. The Saemaul movement organizations and village banks should
 

be urged to participate in the operation of a newly organized medical
 

insurance plan.
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The existing Okgu Blue Cross Medical Insurance Scheme
D. 

should be taken over and expanded.
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V. Funds Requirement
 

If the Government on KHDI subsidize a part of the premiums, the
 

funds required will depend upon the number of subscribers and their
 

income levels. It is recommended that the following rates of sub­

sidization (by the size of farm-land) in Table 15 be applied to
 

calculate requirements with total annual requirements ,based on the
 

number of subscribers as show in Table 16.
 

Table 15. Rate of Subsidization by the Size of the Farmland
 

Size of Farmland Plan A 	 Plan B
 

none 10% of premium
More than 2 ha 


1.5 	- 2.0 ha 10% of premium 20%
 
30%
1.0 - 1.5 ha 20% 

40%
0.5 - 1.0 ha 30% 


Less than 0.5 ha 40% 
 50%
 

Annual Funds Requirement for Subsidization by Number
Table 16. 

of Subscribers and Plan
 

(Unit in 1,000 Won)
 

Plan B
Number of Subscribers 	 Plan A 


12,250 16,800
 

20,000 24,500 33,600
 

30,000 36,750 50,400
 
49,000 67,200
 

10,000 


40,000 

50,000 61,250 84,000
 

73,500 100,800
60,000 

85,750 117,600
70,000 
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VI. Assessing Replicability of the Proposal
 

There have been several pilot health projects in this 
country,
 

but none has yet been proven so successful that it can 
be adopted
 

If a pilot project has no value for repetition, it is 
a
 

nationwide 

In view of this, it is
 waste of money, time, manpower and effort. 


worthwhile to examine the possible replicability of 
this plan.
 

1. Funds Required
 

It is presumed that the central government and local 
government
 

will subsidize the program in accordance with the 
income level of
 

the members. Therefore, a large amount of funds will be required 
if
 

this plan is successful and adopted nationwide. Exactly how much
 

money will be required for nationwide application 
will become clear
 

end.
after this plan comes to an 


When the second category (Self-Employed) medical 
insurance scheme
 

is implemented in an entire rural area, the target 
population would
 

exclude the first category medical insurance unions, 
public officials
 

and private school teachers and their dependents, 
as they will be
 

covered in 1979 under the Medical Program. It can be assumed that
 

about 80% of an entire rural population (Excluding 
the Medicaid
 

Program) will be covered by the second category self-employed medical
 

insurance system.
 

Resource requirer-ents would then be as follows:
 

Subsidy for premiums = 16,835,031 persons x 80% 
x W180 x
 

12 mos.
 
= 29,100 million won.
 

3 0 00
= x 17%
Subsidy for administration W29,090,93 ,
 
= W4,900 million 

Grand Total = W34,000 million
 

Thus, it is estimated that about 34,000 million 
won will be
 

required for extending the proposed medical insurance 
scheme to an
 

It is not clear whether the government can afford
 entire rural area. 

to allocate this amount to the health sector for 

this purpose, but
 

if the government tries to realize her social 
development goal
 

enunciated at the Fourth Five-Year Plan, the cost 
will be ofthis
 

magnitude.
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2'. Demand for Medical Care
 

Replicability assessment should also fo.us on demand 
projections
 
These


and the availability of manpower and physical resources. 


resources should precede, or accompany the expansion 
of the proposed
 

Annual medical care demand is estLmated as:system, Total 

= 27,224,263 visits
outpatient Care : 	 13,468,024 times 

persons
 

= 290,909

Hospitalization : 	 13,468,024 persons x 2.16 cases 

100 cases
 

24 = j?3, 2 33 cases
: 13,468,024 persons xDelivery 

100
 

Note: Target Population =
 
those under the Medicaid Program) x 80% 

(No. of farners ­
- 1,074,576) x 80% = (17,909,607 persons 


= 13,468,024
 

3. Manpower Requirement 

Manpower such as physicians and other auxiliaries 
is required to
 

Here, the number of physicians needed
 meet this medical care demand. 


to meet the demand for outpatient care is illustrated:
 

p= AOD 	 x 1 
Pat Rate working Days
 

No. of physicians required = Outpatient care 
demand 1 Average
 

No. of patients treated per physician per day 
No. of working days
-

= 2,618 physicians
per year = 27,224,263 ; 40 4 360 


Therefore, about 2,600 physicianF will be required 
in the rural
 

to work out. implementation of a
 
areas if the proposed system is 


medical insurance system should increase income 
for physicians in
 

the rural area and with appropriate workload 
of physicians guaranteed
 

by implementing a regionalized system of medical 
care, these measures
 

would contribute to national health policy 
on the deployment of
 

physicians, "to eliminate the doctorless Myon".
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INTRODUCTION 

Project evaluation is a process of comparing 
selected indicators of
 

and then analyzing the results in 
events with pre-established standards, 

a prescribed manner, in order to assist managers 
in determining future
 

course of action.
 

the KJIDI Demonstration Project will assess 
the
 

This evaluation of 

effectiveness of the overall project and 
the various sub-projects, at
 

fopir-'Levels" of managerial interest 
as follows:
 

Whether the personnel, funds, facilities 
and equip


1. INPUT ­
project were actuallyment planned to carry out the 

according to the amounts
provided as needed ­

necessary to implement the project in a timely
 

Also whether the planning estimates them­manner. 

selves were sufficiently accurate and within 

the
 
to


reasonable resources capabilities of the KDI 

acquire. 

Whether specific items programed by the project
2. OUTPUT - the 

were in fact completedmanager for completion 
according to the aunounts planned, in a technically
 

and in a timely manner.adequate form, 

the reason (or 	reasons) for undertaking the 
3. PURPOSE -	 Whether 

project was achieved, or whether some modification
 

the basic design is still necessary.
of the Outputs 	or 

GOAL - Whether there are indications that the broader 
4. 	

section goals, to which the project contributes, 
are 

likely to be achieved as a result of attaining 
the 

project purpose.
 

Although it is logical to conceptualize 
project evaluation in the
 

above sequential framework, for the purpose 
of thiG specific evaluation
 

above "levels" 	in 
plan, it is more convenient to discuss each of 

the 

Therefore, we will first outline the evaluation 
plan for 

reverse order. 

the overall KHDI Demonstration Project Goal. 
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End Statement (1) : 	To.improve the health, status of the Republic of 

Korea 

Indicators 	 Selected nationwide morbidity and mortality statistics
 

as follows:
 

Time period : 1975 through J985 
(hopefully, but not necessarily) 

below 1
1. 	Tuberculosis prevalence 3.2" 

44t below 10,
2. 	Ascaris infection 

0.8t 
 below 0.6 ,
3. 	Crude death rate 


4. Infant mortality 	 36 (per 1,000 births) below 20 (per
 
1,000 births)
 

of the above indicators on an annualMeans of Verification Track each 
with 1975, using annual hea].thbasis for a -n year 	period, beginning 

statistics reports and population reporl -,i;iitry of Health and
 

Planning IBo :rd official publication on national health statis-
Economic 
tics). This should provide a sufficient basis by 1985 to begin time 

in prevalence 	and mortality
series analysis of the data to detect trends 


of these curirent (1976) major diseases.
 

data can be usefully 	 analysedSince the time period at which this is 

project, a more intermediate way beyond the completion of the YdHDI 

examined, at the completion
measure to achieve the desired end should be 


of the project in 1980.
 

End Statement (2) : 	institutionalize successful models 
of integrated,
 

systems recomnended bylow-cosL, health deliv-ry 
KI-DI. 

by the Ministry to implement a
Indicators : 1. Directive issued 


and Means of program of replication of models recommended by KHDI
 

Verification
 
Means of Verification
 

Obtain a copy of the directive, and/or otler
 

implementing instructions.
 

the 	models2. 	 ROK funding for a program to replicate 

recommended by KDI. 

: a. Confirmation from the 5th 

year plan that funds are programmed 
Means of Verification 
national five 

by KHDI.for 	the replication of models recommended 

b. Confirmation from the national annual budgets for
 

1981, 82, 83, 84 & replication of models recommended
 

by KHDI.
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3. 	Numbers of Guns in vhich replication models are
 

actually implemented as recommended by KHDI.
 

Means of Verification : This would most probably 

be conductcd by a technical survey team during the 

period 1981 - 198G.
 

From the foregoing, it can be seen that for the most part, evalua­

tion of the KHDI project GOAL is not of immediate concern. Nevertheless, 

KHDI will begin the systematic assembly of national morbidity and 

mortality statistics for subsequent analysis and evaluation. 
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II. PURPOSE
 

The overall KHDI project has two purposes - Institution Building, 

Each of these will be evaluated separatelyand Research and 	Development. 


as follows:
 

To establish the 	capability within
 Statement : (1) 	 Institution Building: 


the ROKG to plan, conduct, and evaluate low-cost,
 

integrated health delivery projects directed prim- .ly
 

towards low-income families.
 

Indicators, and 1. A Permanent Research-Jriented Organization is 

Means of established and accepted by the ROK Government to 

conduct experimental projects in health deliveryVerification 

systems directed primarily towards low-income
 

families.
 

In 1981, a technical
Means of Verification: 

evaluation team with some health professionals
 

should assess the longevity of KHDI, or confirm
 

the existence of other organizations performing
 

similar functions for the ROK Government.
 

2. 	 That same permanent research-oriented organization 

(at this time assumed to be KHDI) is adequately staffed 

with personnel qualified in:
 

a. 	 health planning 
b. 	implementing health projects 

project analysis & evaluationc. 

a technical
Means of Verification: In 1981, 


evaluation team with health planning, project
 

management analysis and evaluation professionals
 

should review the formal professional training,
 

and 	skills of personnel in KHDIexperiences 
render a technical(or a similar organization) and 

to their competence and sufficiency.judgement as 
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Statement (2) 

End
 
Statement 


Research & Development 

components: an intermediate and
This really has two 
an ultimate purpose. Following the same general 

pattern of 	reversing the order in which the items are 

the long range purpose is:­discussed, 

at least one multi-gunTo demonstrate successfully 
low-cost integrated health delivery system that 

is
 

parts of Korea.replicable 	 in other 



Analytical Framework To axalyze purpose-level indicators, the guns 
will be categorized as follows:
 

Total # #
 
Gun pop- Healthy Sick
 
ulation
 

A. 	Receiving adequate health service* (Rl) H.RI S.R1
 

B. 	Receiving inadequate health (R2) H.R2 S.R2
 

service
 

C. 	Not receiving any health service, (3) H.R3 S.R3
 

but wanting health serviz.e
 

D. 	Not receiving any health service, (R4) H.R4 S.R4
 

and wanting no health service
 

Total 	 R totals H totals S totals
 

Different prefixes or suffixes can be ascribed to the various "R" 
categories above for analyzing different subgroups within the population. 

For example "H.RI" is the Healthy population receiving adequate health 

service; "R!.B" could be the number of births attended by health
 

professionals during the period, etc. Each use of a shred-out code such
 

as these will be specified.
 

Footnote:
 
* Definition of Terms 

1. Health Services Delivery: This is the provision of any
 

form of service (direct or indirect) of any type (educational,
 

promotional, preventive, consultative or curative) by any
 

individual (physician specialist, physician generalist, nurse,
 

nurse practitioner, coimnunity health practitioner, midwife,
 

laboratory technician, primary health worker - public or 

private; and/or self-treatment) at any place (hospital, clinic, 

workplace, home or residential environment) to an individual
 

or a group, which is designed to improve the recipient's
 

well-being.
 
2. Adequate Health Service: Any level of service which the 

rucipieant considers adequate for his/her needs, regardless
 

of the actual quality, appropriateness or effectiveness of
 

the service rendered.
 
(Note: This includes self-treatment).
 

3. 	Inadequate Health Service: Any level of service which the
 

recipient considers inadequate for his/her needs, regardless
 

of the actual quality, appropriateness or effectiveness of
 

the 	service rendered.
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model system than the 
1. 	 More people sebv~c by KHDI 

Indicators & 
existing (1976) system.Means of 


Ve-rification The basic data (A & B, below)
Means of Verification: 

will be obtained on a sample basis 

from the 1976
 

baseline survey, and a post-evaluative 
survey in 1980.
 

DA B C 
1976 1980 #Difference 

(B-A) 

%Difference 
(C x 100)
A 

(1) 	Number of people receiving
 

health care in Project
 Dl 
Gun (Ri + R2 above) Al 

(2) 	Number of people
 
receiving health care D2
 
in Control Gun 


be calculated, and the
 
a. 	Columns C and D above will then 


percentage difference between the 
Control and Project Gun
 

(i.e. D2-Dl) will be the percentage 
trend which can be
 

attributable to the project's impact.
 

This 	result, multiplied by Al,
will be the indication of the
 

b. 

number of additional people (if any) served by the KHDI
 

model system, 	over the 1976 system.
 and 	the amount
 
For 	cross checking, the type of 

services 

c. 

provided can 	be estimated by random sampling 
as follows:
 

(1) Relative healthiness indicator
 1980
1976 


= Formula: H total x 100 
 %j total 

Number of respondents free from 
sickness of
 

Where H = 
 to survey.
any 	kind during 15 days prior 

(2) Curative care coverage indicator
 1976 1980
 

S.R- + S.R2 x 100
 
"S" total 

_%_%
 
Formula: 


Where,
 
Number of sick patients actually 

served
 
S.Rl + S.R2 = 


with curative care during a 15 days, 
period.
 

kind 	of illness 
"S" total = 	Number of persons with any 

(whether serious or not) during the 

reference period (prior 15 days).
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(3) Professional attendant's delivery indicator
 

Formula: Rl.B + R2. B x 100 
"RB" total 

= 

1976 

% 

1980 

Where, 
Rl.B + R2.B = 	Number of births actually attended by
 

professional workers, during previous
 
one year period.
 

R.B Totals = 	Total number of birtns for the reference time
 

(4) Immunivation indicator
 
1976 1980 

Formula: R1.C + R2.C x 100 = 

"RC" total % 

Where,
 
RI.C = Number of children aged 3 or under actually given
 

immunization on schedule at the time of survey
 

R2.C = Number of children aged 3 or under actually given
 

immunization, but not on schedule, at the time of
 

survey
 
RC totals = Total number of children aged 3 or under
 

at the time of survey
 

(5) Family planning indicator
 

Formula: N.R3 x 100
 
R total
 

Tbere,
 
N.R3 = Number of currently married women aged 44 or
 

under not receiving any family planning service,
 

but wanting the service at the time of survey.
 

R totals = Total number of currently married women
 

aged 44 or under at the time of survey.
 

2. 	Greater Level of Saticfaction with KHDI model system, than
 

under the existing (1976) system.
 

The 	basic data (A & B, below) will
Means of Verification: 

be obtained on a sample basis from the 1976 baseline survey,
 

and a post-evaluative survey in 1980.
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A B C D 
#Difference %Difference
1976 1980 

(B-A) (Cx 100) 
A 

(1) Number of people
 
receiving adequate
 
health care (R.1 in the D
Alanalytical framework) 


in Project Gun
 

(2) Number of people
 
receiving adequate
 
health care in the
 D2
 
Control Gun 


Yill then be calculated, and
and D above
a. Columns C 

the percentage difference between the Control and 

Project
 

Gun (i.e. D2-Dl) will be the percentage trend which 
can
 

be attributable to the project's impact.
 

b. This result, multiplied by Al,will be 
the indication of
 

the number of additional people (if any) whose level of
 

HIDI model system is greater than
 satisfaction with the 


the 1976 system.
 
Note: It is important that this quantified" subjective
 

evaluation be cross-checked with the type 
and amount of
 

services provided (as outlined under the 
preceding indicator).
 

Peoples' subjective values tend to fluctuate 
periodically
 

Furthermore,

regardless of the actual level of service. 


expectations of service quality, and the 
amount of service
 

also tend to increase with the
 required to satisfy a need 

What was once desirable, when finally
 passage of time. 


provided, may quickly become inadequate.
 

Same, or lower Unit Cost for Delivery 
of Service, with the
 

3. 

KHDI model system, than under the existing 

(1976) system.
 

The "Unit Cost" for delivery of service 
is an
 

Definition 

(on the average) to provide
estimate of how much it costs 


adequate health service to an individual 
member of the project
 

gun population.
 

Unit Cost is a statistical "index" rather 
than a real cost, but
 

when derived consistently, it can 
be a useful measure for
 

Unit costs should be adjusted using 
1976
 

comparative analysis. 
 to account for inflation,
 
monetary valuations as the standard 


etc.
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Means of Verification: The basic data (Columns A & B) will 
be obtained as indicated; (1) + (3)on a sample basis from the 
(2) 	 + (4) from actual Gun budget and HDI Reports. 

A B 

1976 1980
 
(1) Number of people receiving
 

adequate health care
 
(R.1 in the analytical framework)
 
in project gun during control 
period (15 days) 	 Al B1
 

(2) 	 Total un Health Expenditures 
for the year in project gun 
(Gun Budget + KHDI Budget) 	 A2 B2 

(3) 	 Number of people receiving 
adequate health care 
in control gun. A3 B3 

(4)Total Gun Health Expenditures
 
for the year in control gun
 
(Gun budget only) A4 B4
 

a. A2, B2, A4 and B4 which are annual estimated costs
 
should then be divided by "24" (anumerical constant)
 
to obtain an approximate cost for a two week time
 
period.
 

b. The Unit Cost can then be calculated as follows:
 

(1) Project Gun Unit Cost for 1976; = A2 x 1
 
"124"1 A1 

for 	1980; = B2 x 1
 

"24" B1 

(2) Control Gun Unit Cost for 1976; = A4 x 1
 
"24" A3 

for 	1980; = B4 x 1
 
"124"1 3 

c. The above data can then be analyzed as follows:
 

A B C D 
1976 1980 #Difference %Difference 

(B-A) (C x 100)
A 

(1) Unit Cost of 
Project Gun Al _ _ _Dl 

(2) Unit Cost of 
Control Gun D2 
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and D above will then be calculated, 
and
 

d. rolurms Cthe percedt.n1e difference column between the project
 

be the percentagegun (i.e. Dl-u2) willand contl 
t b - to the project's impact. This

itrew1 alibd
 
is designated "F".
difference 

for 1976[-roject guncost of th, 
e. The adjusted unit 

as fallows:then be calculatedwill 

is costthe ?'JIDI model
"s" is positive,(1) If 

project percentage unit cost 
effective (i. . the 

of the control gun)than th:atis lessincrease 
To determine by how much, reduce 

the 1980 

Thus, the formula
 
unit cost by that percentage. 


is: 

x Bl)Bl - ( E100
 
costthe K1IDI model is not

is negative,(2) if "E" 
To determine the shortfall, 

increase
 
effective. 


absolute percentage.
1980 unit cost by thatthe 

Thus, the formula is:
 

B1 + ( E x Bl)
100
 

Develop a model, low-cost, 
integrated, Health
 

Means Statement: 

Delivery System to serve 

low income families.
 

Network of trained personnel 
placed


1.
Indications: 

and Means From the official
verification:
Means of
of Verification obtain the data outlined
Gun records, 

below for 1976 and 1980.
 A B 

1976 1980
 

(1) Total number of 

residents in Project
 
Al B1 

Gun 


(2) Total number of active
 

health personnel (by type)
 
A2 B2 

in the Project Gun 


(3) Total number of residents
 B3
A3 

in Control Gun 


(4) Total number of active
 

health personnel (by type)
 
A4 B4 

in Control Gun 


- 225 ­



a. 	From this data, the ratio of health workers (by type)
 
to population can be calculated, as follows:
 

Ri = Al or 	BI, and E2 = A3 or B3 
2 	 T2 4 4 

Where RI = Ratio of Population to Health worker 
in Project Gun 

and R2 = 	Ratio of Population to Hualth worker
 
in Control Gun
 

b. 	With these ratios, the calculations in columns C and
 
D below can be made:
 

A B C D 
1976 1980 #Difference %Difference 

(B-A) (C x 100) 

(1) 	 Ratio of popula­
tion to number
 
of health
 
workers (by
 
type) in 
Project Gun Al D1 

(2) 	 Ratio of popula­
tion to number 
of health
 
workers (by
 
type) in 
Control Gun D2 

c. 	The percentage difference between the control and project
 
gun 	 (Dl-D2) is designated "E". "E" indicates the net 
change in the network of health personnel deployment 
which can be attributed to the KHDI project.
 

d. 	If "E" is negative (i.e. a smaller population per health
 
worker ratio in the project area) this indicates an 
improvement in establishing a network of trained personnel,
 
for that particular category.
 

Facilities 	constructed, upgraded and/or equipped
 

Means of Verification: Two technicel inspectior surveys by 
a joint evaluation team, following up on basic Gun & KHDI 
reports: a baseline survey (1977) & post-evaluation survey, 
(1980). The data (for A and B below) will be obtained, &
 
calculations of data in C & D made.
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A B C D 
1977 1980 #Difference %Difference 

(B-A) (C x 100)
A 

(1) N:.nber of Referral 
Hospitals in
 
project ;trea
 

(2) Quality of Referral
 
Hospital
 

(a) Number Acceptable*
 

(b) Number of Below
 
Standard*
 

(3) Number of Community 
Health Centers in
 

project area
 

(4) Quality of CHC 

(a) Number Acceptable
 

(b) Number of Below 
Standard*
 

(5) Number of Primary 
Health Units in 
project area 

(6) Quality of PHU
 

(a) Number Acceptable
 

A narrative technical report (supported by 
statistical evidence)
 

will be made as part of the 1980 post evaluation survey 
by a team
 

of technically qualified medical personnel, on the 
status of
 

facilities in the project area.
 

to the technicalor Below Standard refersFootnote: Acceptable 
specifications for these facilities, as outlined 

in the Project Design
 

Assessment will be made by technically qalified 
medical personnel


Plan. 

using these specifications as a basic guide.
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3. 	Health Facilities Network Utilization by Community
 

Means of Verification: Stratified random sample s,rvey in 19H',
 

of various facilities in the Project Gun Network, to identif:
 

a) 	The average daily number (and standard dei ition) of
 

patients visiting each facility during the period
 

(prior 15 days)
 

b) 	The nur.'er and nature of the illnesses treated, during
 

the period
 

The number of referrals made to other facilities during
c) 

the period
 

The average daily number (and standard deviation) of
d) 

home visits by health workers assigned to the primary
 

health units during the period.
 

4. 	Effective referral system functioning
 

Means of Verification: Post-Evaluation Sample Survey of 

referral Hospitals, and community health centers in project 

area (1980,) and control area to determine: 

a) 	number of patients treated at facility during study period 

(past 15 days) 

number of above patients who were referred to Hospital,b) 

or Center by subordinate unit
 

referral
c) 	 percentage of patients at each facility who were 

patients. Calculated as
 

b x 100 

a 

d) 	number and nature of problems referred at each level.
 

5. 	A total of 500,000 population served in KHDI project
 

demonstration areas.
 

Means of Verification: A population estimation from Gun records,
 

and a sample post-evaluative survey of community residents in
 

project areas to determine their awareness of and utilization of
 

health center or health unit in their area.
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III. OUTPUTS
 

- Hongchon,The KHDI project will be carried out in three guns 


three distinct sub-projects. At the same time,
Gunee and Okgu - as 

areoutputs developed centrally by YIDI which

however, some will be 
Thus, first the common outputs will be 

common t ,Ii three areas. 
und then each sub-project's outputs ,e1dividually. Each

evaluated 
outlut wiil be evaluated both quantitatively and .ualitatively to determine 

whctl,er it was: 

1) 	Actually completed
 
(i.e. as scheduled)
2) 	completed in a timely manner, 


3) 	 Technically (substantively) adequate. 

Common futput Statements 

a Community Health Practitioner.1. 	 A Curriculum for 

.ndicator The completed curriculum lesson plans, texts, and
 

supporting aids and documents.
 

Means of Verification
 

A draft copy of the above "package" should be available for
a) 

review by June 1977, and a final copy by June 1978.
 

by an "expert" to
b) 	 The "package" should be reviewed 

determine whether it is technically adequate in both form and 

content.
 

IJIDI 	should conduct follow-up surveys
c) During 1978 and 1979, 

to determine whether their 
of graduated and deployed CHPs, 


for 	dealing with thetraining adequately prepared them 
with which they are working.major health problems 

Health Aide (CHA)2. A curriculum for a Communit 

The 	 completed curriculum lesson plans, texts, and
Indicator 
supporting aids and documents.
 

A draft copy of the abe-,e "package" should 
be available for
 

a) 	
review by June 1977, and a final copy by June 1978.
 

by an "expert" to determine 
b) 	 The "package" should be reviewed 

whether it is technically adequate in both form and content.
 

During 1978 and 1979, IMDI should conduct follow-up 
surveys


c) 

to determine whether their of graduated and deployed CHAs, 
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training adequaLely prepared them for dealing with the major 

health problems with vnich they are working. 

3 A Curriculum for a Village Health Agent (WHA) 

Indicator The completed curriculum lesson plans, texts, and 

supporting aids and documents. 

a) A draft copy of the above "package" should be available for 

review by June 1977, and a final copy by June 1978.
 

should be reviewed by an 'expert" to determineb) The "package" 
in both form and content.whether it is technically adequate 

During 1978 and 1979, KHDI should conduct follow-up surveysc) 
of graduated and deployed VHA' s, to determine whether their 

training adequately prepared them for dealing with the major
 

health problems with which they are working. 
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Sub-project Statement: 

Hongchon Outputs 

1. 	 Primar~y Health Units Established 

Indicator
 

The cumulative number of Units established, accordin, to the 

schedule in the implementation plan, outlined below: 

1977 1978 1979 1980 

7 20 20 20Plan: 


Means of Verification
 

(a) (1) From official KHDI reports, an evaluation team will
 

verify the actual number of Units established each year compared 

with the planned number.
 
1977 1978 1979 1980
 

Actual:
 

(2) 	 The cumulative percentage of achievement at any time 

will 	then be determined from the following formula: 

% Achievement - Actual/Plan x 100 

(b) A sample survey of those reported as established will be
 

visited by the evaluation team to determine
 

(1) Whether the Unit is actually completed as outlined
 

in the implementation plan, and
 
(2) hether the center is functioning satisfactorily as 

envisaged.
 

2. 	Community Health Centers Established
 
Indicator
 

The cumulative number of centers established, according to the
 

schedule in the implementation plan, outlined below: 
1977 1978 1979 1980
 

- 7 7 7Plan: 
Means of Verification
 

(a) (1) From official KHDI reports, an evaluation team will 

verify the actual number of centers established each year com­

pared with the planned number. 

1980
1977 1978 1979 


Actual: 
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(2) The cumulative percentage 	of achievement at any time 

will 	then be determined from the following formula:
 
%Achievement - Actual/Plan x 100
 

(b) A sample survey of those reported as established will be 

visited Ly the evaluation team to determine 
(1) Whether the center is actually completed as outlined 

in the implementation plan, and 
.unctioning satisfactorily as
(2) Whether the center is 


envisaged.
 

3. Gun Healti Center Reorganized 

Indicator
 

number of centers reorganized, 	 according to thL
The cumulative 


schedule in the implementation plan, outlined below:
 
1977 1978 1979 1980
 

1 	 1Plan: 	 ! 1 

Means of Verification
 

A s-irvey of those repo.ted as reorganized will be visited by 

the evaluation team to determine 
(1) Whether the center is actually completed as 

outlined
 

in the implementation plan, and 
(2) Whether 	the center is functioning satisfactorily 

as
 

envisaged.
 

Community Health Practitioners 	Trained and Deployed
4. 


Indicator
 

of Community Health PractitionersThe cumulative number 
trained and deployed according 	to the schedule 

in the implementation
 

1977 1978 
 1979 1980
 
plan outl-ned below: 


7 20 20 20
 
Plan: 


Means of Verification
 

(a) (1) From official KHDI reports an evaluation 
team will
 

community Health Practitioners 	 trained 
verify the actual number of 


and deployed compared with the planned number.
 

1979 1980
1977 1978 


Actual:
 

at any time
(2) The cumulative percentage of achievement 


will then be determined from the following formula:
 
x 100%Achievement - Actual/Plan 
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(b)A sample survey of those reported as trained 
and deployed
 

will be visited and interviewed by the evaluation 
team to
 

determine
 

(1) Whether they are actually deployed at the 
sites
 

outlined in the implementation plan, and
 

are performing the duties satisfactorily
(2) Whether they 


as envisaged.
 

5. Community Health Aides Trained and Deployed
 

Indicator
 

The cumulative number of Community Health 
Aides trained and
 

deployed according to the schedule in the 
implementation plan
 

outlined below:
 1979 1980
].977 1978 

51
16 51 51 


Plan: 


Means of Verification
 

(a) (1) From official KHDI reports an evaluation 
team will
 

verify the actual number of Community Health 
Aides trained and
 

deployed compared with the planned number.
 

1979 1980
1977 1978 


Actual:
 

(2) The cumulative percentage of achievement 
at any time
 

will then be determined from the following 
formula:
 

% Achievement = Actual/Plan x 100
 

(b)A sample survey of those reported 
as trained and deployed
 

will be visited and interviewed by the 
evaluation team to determine
 

actually deployed at the sites
(1) Whether they are 

outlined in the implementation plan, and
 

(2) Whether they are performing the 
duties satisfactorily
 

as envisaged.
 

Village Health Agents Trained and Deployed
6. 


Indicator
 

The cumulative number of Village Health 
Agents trained and
 

deployed according to the schedule 
in the implementation plan out­
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lined below:
 
1977 1978 1979 1980
 

Plan:
 

Means of Verification
 

(a) (1) From official KHDI reports an evaluation team will
 
verify the actual number of Village Health Agents trained and 
deployed compared with the planned rumber. 

1977 1978 1979 1980
 
Actual: 

(2) The cumulative percentage of achievement at any time 
will then be determined from the following formula:
 

% Achievement - Actual/Plan x 100 

(b)A sample survey of those reported as trained and deployed
 
will be visited and interviewed by the evaluation team to determine
 

(1) Whether they are actually deployed at the sites 
outlined in the implementation plan, and 

(2) Whether they are performing the duties satisfactorily 
as envisaged.
 

7. Community Cooperative Health System
 

Indicator
 

The cumulative number of Community Health System Cooperatives
 
organized (Hongchon KHDI/Saemaul CCHS) according to the schedule
 

in the implementation plan outlined below :
 

1977 1978 1979 1980
 

Plan: 40 100
 

(The Quota for 1979-1980 is dependent on the Gun chief and program 
success)
 

Means of Verification 

(a) (1) From official .ADI reports an evaluation team will
 

verify the actual number of Cooperatives organized under the
 
Hongchon CCHS compared with the planned number. 

1977 1978 1979 1980
 

Actual:
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(2) The cumulative percentage of achievement 
at any time
 

will then be determined from the following formula: 

% Achievement - Actual/Plan x 100
 

(b) A sample survey of those reported as organized 
will be
 

visited and evaluated to determine
 

(1) Whether they are actually organized -
as outlined
 

in the implementation plan, and
 

(2) Whether they are functioning satisfactorily 
as
 

envisaged.
 

OKGU OUTPUTS
 

Primary Health Posts Established
1. 


Indicator
 

to theof Posts established, according
The cumulative number 

outlined below:
schedule in the implementation plan, 

1979 1980
1977 1978 

13 13
13 13


Plan: 

Mer-ns of Verification 

(a) (1) From official KHDI reports, 
an evaluation team will
 

each year comparedPosts establishednumber ofverify the actual 

with the planned number.
 

1979 1980
1977 1978 


Actual:
 
time 

(2) The cumulative percentage of 
achievement at any 

will then be determined from the following 
formula: 

% Achievement - Actual/Plan x 100 

(b) A sample survey of those as established 
will be visited
 

by the evaluation team to determine 

the Post is actually completed as outlined 
(1) Whether 

in the implementation plan, and
 

(2) Whether the Post is functioning 
satisfactorily as
 

envisaged.
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2. Community Health Center Established
 

Indicator
 

The cumulative number of centers established, according to the
 

schedule in the implementation plan, outlined below:
 

1977 1978 1979 1980
 
5 6Plan: 3 6 

Means of Verification
 

(a) (1) From official KHiDI reports, and evaluation team will
 

verify the actual number of centers established each year compared
 

with the planned number.
 
1977 1978 1979 1980
 

Actual:
 

(2) The cumulative percentage of achievement at any time
 

will then be determined from the following formula:
 

% Achievement - Actual/Plan x 100 

(b) A sample survey of those reported as established will be
 

visited by the evaluation team to determine
 

(1) Whether the center is actually completed as outlined
 

in the implementation plan, and
 

(2) Whether the center is functionijig satisfactorily as
 

envisaged.
 

3. Community Health Practitioners Trained and Deployed
 

Indicator
 

The cumulative number of Community Health Practitioners trained
 

and deployed according to the schedule in the implementation plan
 

outlined below:
 
1977 1978 1979 1980
 

6 8 9 9Plan: 


Means of Verification
 

(a) From official KHDI reports an evaluation team will verify
 

the actual number of community Health Practitioners trained and
 

deployed compared with the planned number.
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1979 1980
1977 1978 

---Actual: 


(2) The cumulative percentage of achievement at 
any time
 

will then be determined from the following fornmla:
 

I Achievement - Actual/Plan x 100
 

(b) A sample sur'-y of those reported as 
trained and deployed
 

will be visited and interviewed by the 
evaluation team to determine
 

(1) Whether they are actually deployed 
at the sites outlined
 

in the implementation plan
 

(2) Whether they are performing the duties 
satisfactorily
 

as envisaged.
 

4. Community Health Aides Trained and 
Deployed
 

Indicator
 

The cumulative number of Community Health 
Aides trained and
 

deployed according to the schedule 
in the implementation plan
 

outlined below:
 
1977 1978 1979 1AgiO
 

91
37 66 91 

Plan: 


Means of Verification
 

(a) (1) From official KIDI reports 
an evaluation team will
 

verify the actual number of Community 
Health Aides trained and
 

deployed compared with the planned 
number.
 

1979 1980
1977 1978 


Actual:
 

(2) The cumulative percentage of 
achievement at any time
 

will then be determined from the following 
formula:
 

% Achievement - Actual/Plan x 1i0
 

(b) A sample survey of those reported 
as trained and deployed
 

will be visited and interviewed by 
the evaluation team to determine
 

(1) Whether they are actually deployud 
at the sites
 

outlined in the implementation plan, 
and
 

'2) Whether they are performing 
the duties satisfactorily
 

as envisaged.
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5. 	 Health Maintenance Organization (HMO)
 

Deviped and implemented
 

Indicator
 

Progress of the implementation of the HMO in Okgu can be
 
followed by assessing the events outlined below:
 

(a) Invitation of expert team such as Kaiser international
 

of California, U.S.A. to do a feasibility study.
 

On or 	about Feb. 1977
 

(b) 	Completion of an HMO, feasibility study and recommendations
 

by foreign expert team .
 
On or about May 1977
 

(c) Decision to accept, reject or modify recommendations by
 

Gun Steering Committee and KHDI. Ca or about June 1977
 

(d) 	If accepted, then the implementation of the program by
 
KHDI and Gun steering committee.
 

On or about Dec. 1977
 

Means 	of verification
 

AID advisor will monitor progress of the HMO project by
 

reviewing the events outlined above and KHDI will report the pro­

gress in quarterly progress reports. If HMO project is considered
 

feasible a detailed Evaluation plan will be developed in
 

conjunction with the HMO implementation plan.
 

GUNEE OUTPUTS
 

1. 	 Primary Health Posts Established
 

Indicator
 

The cumulative number of Posts established, according to the
 

schedule in the implementation plan, outlined below:
 

1977 1978 1979 1980 
8 16 16 16Plan: 


Means of Verification
 

(a) (1) From official KHDI reports, and evaluation tecim will
 

verify the actual number of Posts established each year compared
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with the planned number. 

1980
1977 1978 1979 

-Actual: ­

(2) The cumulative percentage-of achievement 
at any time 

will then be determined from the following fcrmula: 

100
%Achievement - Actlal/Plan x 

(b) A sample survey of those reported as established will be
 

visited by the evaluation team to determine
 

(1) Whether the post is actually completed 
as outlined
 

in the implementation plan, and
 

(2) Whether the Post is functioning satisfactorily 
as
 

envisaged.
 

Primary Health Units Established
2. 


Indicator
 

The cumulative number of Units established, 
according to the
 

schedule in the implementation plan, outlined 
below:
 

1980
1977 1978 1979 

5 52 5

Plan: 


Means of Verification
 

(a) (1) From official KHDI reports, an 
evaluation team will
 

verify the actual number of Units established 
each year compared 

with the planned number. 
19801977 1978 1979 


- ...Actual: 


(2) The cumulative percentage of achievement 
at any time
 

will then be determined from the following 
formula:
 

% Achievement - Actual/Plan x 100
 

those reported as established will be
 (b) A sample survey o 


visited by the evaluation Leam to determine
 

as outlined
 
(1) Whether the Unit is actually completed 


in the implementation plan, and
 

functioning satisfactorily as
 (2) Whether the Unit is 


L-tvisaged.
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3. 	 onn,,.ity 14alth ,enters Lstablished 

i ii c ator 

'The cumulative number of Centers established, according to
 
the schedule in the implementation plano, outlined below:
 

1.977 1978 1979 1980
 

Plan: 2 3 3 3
 

Means of Verification 

(a) (1) From official hKHDI reports, as established, according
 

to the schedule in the implementation plan, outlined below:
 

1977 1978 1979 1980
 

Actual:
 

(2) The cumulative percentage of achievement at any time 

will then be determined from the following formula: 

% Achievement - Actual/Plan x 100
 

(b) A sample survey of those reported as established will be
 

visited by the evaluation team to determine
 

(1) Whether the Center is actually completed as outlined
 

in the implementation plan, and
 

(2) Whether the Center is functioning satisfactorily as
 

envisaged.
 

4. 	 Community Health Practitioners Trained and Deployed
 

Indicator
 

The cumulative number of Community Health Practitioners trained
 

and deployed according to the schedule in the implementation plan
 

outlined below:
 
1977 1978 1979 1980
 

8 	 8Plan: 	 2 8 

Means of Verification
 

(a) (1) From official KHDI reports, an evaluation will verify 
the actual number of Centers established each year compared with the
 

planned number. 
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1977 1978 1979 1980
 

----Actual: 


(2) The zumulative percentage of achievement at any 
time
 

will then be determined from the following formula:
 

% Achievement - Actual/Plan x 100
 

(b) A sample survey of those reported as established 
will be
 

visited by the evaluation team to determine
 

(1) Whether the Center is actually completed 
as outlined
 

in the implementation plan, and
 

(2) Whether the Center is functioning satisfactorily 
as
 

envisaged.
 

Community Health Practitioners Trained and Deployed
4. 


Indicator
 

Health Practitioners trained
 The cumulative number of Community 


and deployed according to the schedule in the 
implementation plan
 

outlined below:
 
1979 1980
 

2 8 

1977 1978 


8 8
 
Plan: 


Means of Verification
 

(a) (1) From official KHDI reports an evaluation 
team will
 

verify the actual number of Community Health 
Practitioners trained
 

and deployed compared with the planned number.
 

1977 1978 
 1979 1980
 

Actual: 
(2) The cumulative percentage of achievement 

at any time
 

will then be determined from the following 
formula:
 

% Achievement - Actual/Plan x 100
 

(b) A sample survey of those reported as trained 
and deployed
 

will be visited and interviewed by the evaluation 
team to determine
 

(1) Whether they are actually deployed at 
the sites
 

outlined in the implementation plan, and
 

(2) Whether they are performing the duties 
satisfactorily
 

as envisaged.
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IV. INPUTS 

The following table displays the vital information about KHDI 
program Inputs.
 

input statement
 

The left hand column of the table of Inputs is a general break­
down of budgeted inputs and they serve as the input statements. 

Indicators
 

The right hand side of the table is a budget breakdown by year. 

These figures serve as the indicators in this section.
 

Means of Verification
 

KHDI financial reports.
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TABLE OF INPUTS 

CKG + USAID Combined Projected Budget for KHDI
 

STATMENT 


Itefized Demonstration
 

Project Expenses
 
A. 


I. Hongchon
 
1. Personnel 

2. Facilities 

3. Equipment 


(DRA) 

4. Services Expenses 


5. Miscellaneous 


Sub-total 


II. Okgu
 
1. Personnel 

2. Facilities 

3. Equipment 


(DRA) 


4. Services Expenses 


5. Miscellaneous 


Sub-total 


1977 - 1980
 

with U.S. AID funds covering 75% of these
 

estimated expenses
 
- Unit $1,000 U.S.*
Projected Budget 
 $1 U.S. = W485 

INDICATOR
 
1980 
 TOTAL
1979
1978
1977
1976 


586.9
89.4

53.9 168.6 275.0 


5.3
129.0
1340-- ­82.5
30.2
16.3 
 (22.0)-4.0
1.3 

(10.4)
(11.6) 


365.8
50.5
101.0
149.8
64.5 
 191.4
33.5
59.0
61.4
37.5 

173.4 1,300.4
517.5
424.4
185.1 


813.7
111.4
371.3
232.7
98.3 

- 69.527.2
22.7
19.6 

- 9.93.9
3.3
2.7 


(73.9)

(37.0) (24.6) (12.3) 


336.7
83.4
139.1
81.7
32.5 
 103.4
19.6
38.6
27.2
18.0 

214.4 1,407.1
592.4
392.2
208.1 




$i U.S. = W485 

STATEMENT 1976 1977 

INDICATOR 

1978 1979 1980 TOTAL 

III. Gunee 
1. Personnel 
2. Facility 

3. Equipment 

(DRA) 
4. Serv ice Expenses 
5. Miscellaneous 

Sub-total 
TOTAL 

36.3 
14.7 

2.6 

(4.5) 
88.9 
28.9 

175.9 
569.1 

108.4 
1.1 
2.5 

83.5 
103.1 

298.6 
1,115.2 

130.0 
-
-

96.1 
24.5 

250.6 
1,360.5 

39.0 
-
-

65.9 
15.5 

120.4 
508.2 

313.7 
15.8 

5.1 

(4.5) 
334.4 
172.0 

845.5 
3,553.0 

B. KHDI organization & Staff 

I. KHDI Staff 369.1 369.1 369.1 184.0 1,291.3 

II. Office Operation 98.2 98.2 98.2 49.1 343.7 

III. 

TOTAL 

Project Support 240.0 

707.3 

220.0 

687.3 

197.0 

664.3 

100.0 

333.1 

757.0 

2,392.0 

C. NHS 
TOTAL 

365.0 

102.7 
102.7 

70.0 
70.0 

70.0 
70.0 

114.3 
114.3 

357.0 
357.0 

365.0 

Grand Total (A + B + C) 365.0 1,379.1 1,872.5 2,094.8 955.6 6,667.0 

Means of Verification: Official KHDI budget accounting and other project records will be reviewed 
annually by evaluation team to determine whether amounts programmed were: 
1) Provided as planned (Amount, and on time)
 
2) Realistic and adequate for accomplishing programmed OUTPUTS.
 



Si'LECTION OF CONTROL AREAS TO EVALUATE KHDI'S DEMONSTRATION 
PROGRAM
 

Introduction
 

In any research project, it is extremely important that the major
 

cause/effect relations, or changes induced by the project's 
"change
 

agents" be isolated, measured and documented as clearly 
and quantitatively
 

as possible. In laboratory experiments, it is possible to establish two
 

similar situations, identical in all respects except 
a single variable;
 

a "control" group
then use one as the experimental model, and the other as 

to precisely measure the before and after effects. 

Although we need to measure results in sociological 
experiments,
 
in a laboratory.


unfortunately it is not possible to do so as precisely as 


they may be similar in many respects, thte-e arc no two 
Althcugh 
communities in which conditions are geographically, sociologically 

and
 

economically alike. Furthermore, the social situation in a community
 

isolate or direct
 
is constantly evolving, and it is not possible 

to fi-, 


particular conditions at specific points 
in time for the purpose of experi­

mentation. Nevertheless, there still exists the belief 
that particular
 

Given this belief, the need
 
tactics will cause certain results to follow. 


remains to demonstrate with some degree of confidence 
that the result
 

was induced by the experimental tactic rather 
than some combination of
 

other variables at work in the community.
 

[or this reason, despite obvious limitations, 
certain areas must be
 

for the M{DI demonstration project.

designated to serve as "control" areas 


Scope of Control Area
 

In 1977, Health Demonstration programs will 
be undertaken in three
 

guns, after mutual agreement between the 
provincial governors and KHDI.
 

Other guns within the provinces will be 
unaffected by KHDI'S program,
 

but may receive continuing assistance in 
improvement of health services
 

from national, provincial, gun and/or local 
initiatives.
 

M{DI program, it is quite likely
In the provinces which agree to a 


that by direction, observation, or emulation, 
the health status in
 

In order to avoid problems of
 
neighboring guns may also be affected. 


"spillover effect" bias, no single gun 
will be selected as a "control".
 

(myons) will be selected from several guns
 Instead, a number of areas 


both within and outside the demonstration 
provinces.
 

The total control group area will be limited 
to the size oZ a single
 

gun.
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Using similar criteria as in selecting the demonstration areas,
 

two guns were selected from each province. From each of these "candidate"
 

guns, two myons were subselected as "candidate areas" for the control
 

group, as follows:
 

1) Kangwon
 

Whengsung and Pyongchang guns were selected as control "candidates"
 

for Hongchon, the demonstration gun in Kangwon province. These two guns 

located at almost the same distance from both Chunchon, (the capital
are 

the large cities in this province).
of Kangwon province) and Wonju, (one of 


Furthermore, the county road passes through these two counties.
 

The sub-selection of "candidate areas" from these guns resulted
 

in Kamchun and Chungil myons from Whengsung gun, and Daewha and Banglim
 

myons from Pyongchang gun.
 

2) Kyeong Buk
 

Kumnung and Seongjoo guns were selected as the control candidates
 

against Gunee demonstration gun in Kyongsang Buk Do. These two guns
 

They are at the same
have geographical features similar to Gunee. 


distance from Taegu, the capital of the province, as Gunee, and are also
 

connected directly with the county road, and indirectly with the highway.
 

Kusung and Bubang myons were sub-selected candidate areas from
 

Kumung county, and Ohojeon and Byokji myons from Seongjoo.
 

3) Jeon Buk
 

This province is rather flat compared to Kangwon and has many
 

traffic networks all over the province. Since the demonstration gun
 

in this province, Okgu, also includes islands, special attention 
was paid
 

to include candidate guns containing islands. Haseu and Wido myons of
 

Buan gun and Hamryul and Yonghan myons of Icksan gun were selected as
 

candidate areas.
 

4) Kyeonggi
 

This province surrounds the capital city of Korea, - Seoul -, and
 

contains two large cities, Inchon and Suwon, as well as several 
other
 

cities (such as Anyang, Sungnam, Bu:hon and Euichungbu). Therefore,
 

people in this province h -e a comparatively good chance of being 
exposed
 

In order to keep the similarities to
 to sufficient medical services. 


the other demonstration areas in terms of health and medical service
 

conditions, Numshu and Kangchun myons from Yeoju gun and Bubon 
and
 

Shindun myons from Iechon gun were selected as their candidate 
areas.
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5) Chung Buk
 

This is the smallest province on the Korean peninsula and 
trans-

This
 

portation systems are relatively poor throughout 
the province. 


- Cheon ju, the capital of the province, and
 province has two cities 


Chungju. Though the Busan-Seoul rail-road passes through 
two guns
 

(Ockchun and Youngdong) these two guns have 
easy access to other provinces
 

Hence Naesockli and
 
the cities in Chungchong Buk Do province.
but not to 


Euisock myons in Boeun gun were selected 
as the candidate areas for the
 

control group.
 

6) Chung Nam
 

are the two major cities in this province 
which
 

Daije'n and Chunan 
 However, areas
 
important centers of both railroad and 

highways.

are 

a% y from the Busan-Seoul railroad and 

highway are still not easily
 

Thus Seusan gun located on the west 
coast
 

reached from these two cities. 


of Korean peninsula was selected as 
the candidate gun from which Eunsan
 

and Eumam myons are selected as the 
candidate areas.
 

7) Kyeong Nam
 

This province is located at the most southern parr 
of the peninsula.
 

The province contains three cities, 
Masan, Kyungju, and Pohang, and
 

Considering the
 
surrounds Busan, the second largest 

city in Korea. 


distances from these cities and traffic 
conditions to these cities, Whenwha
 

and Macum myons of Kosung gun and 
Sanam and Yonghyun Myons of Sachun 

gun
 

candidate areas.
 were selected as 


8) Jeon Nam
 

From this province, Wolya and Haebo 
myons in Hampyong gun were
 

the candidate areas, because of 
their reasonable accessibility
 

selocted as 


to the two cities, Kwangju and Mokpo.
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Selection of Control Areas
 

From this pool of candidate areas, the following areas were
 
finally selected by random sampling (drawing without replacement):
 

Province Gun Myon
 
(county level) (Township level)
 

Kangwon Pyunchang 1. Dawha 
2. Banglim 

Kyeong Buk Geumneung 3. Koosung 
4. Boobang
 

Jeon Buk Booahn 5. Hasuh
 
6. Wooido
 

Kyeonggi Yeojoo 7. Noongsuh
 
8. Kangchun
 

Chunnam Hampyong 9. Wolya
 
10. Haebo
 

Total: Ten Myons
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by 
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I. INTRODUCTION 

.e -.oreai-, merican Loan Agreement (AID L"AN No. 489-U-092) 

low cost. ;.talth care delivery demonstration projects and presidential 

itrc.: oC the law on the Korea Health Development Institute (KHDI) require 

an external evaluation of health demonstration projects by the National 

liealth Secretariat of the Korea Development Institute (NHS/KDI).
 

Furthermore, the loan Agreement specifies the submission of the evalua­

tion scheme by concerned agencies as one of the pre-conditions for the
 

In order to meet these specific requirements, this
delivery of the loan. 


paper is prepared to present a proposed evaluation framework for KHDI
 

demonstration projects by the NliS/KDI.
 

An evaluation of demonstration projects may be carried out in many
 

different types and levels, depending on the nature and objectives of the
 

evaluation. The NHS/KDI evaluation of KHDI demonstration projects will
 

be confined to fulfilling the mandatory requirements of the Agreement,
 

trying not to duplicate the internal evaluation to be conducted by the
 

The major focus of NHS/KDI evaluation will be the determination of
KHDI. 

Thus, the operation of
 program efficiency and of goals for the future. 


projects and internal evaluation by the task force of KHDI will be
 

carefully reviewed and screened by the evaluation team cf NHS/KDI since
 

these results would be used as inputs to the external evaluation by the
 

NIS/KDI.
 

The primary objectives of the KHDI demonstration Projects, as
 

expressed in the ioan-Agreement and other legal requirements, are to
 

develop a comprehensiva health care delivery system (herein abbreviated,
 

CHCDS) and to demonstrate successfully the multi-gun health care delivery
 
In
system that would be replicable in other parts of rural Korea. 


conformity with this stated goal, the NHS/KDI have developed four broad
 

evaluation ohjectives.
 

Four 	Broad Evaluation Objectives.
 

1. 	 To measure consumer accessibility to and acceptance of services
 

in the experimental and control areas over time.
 

2. 	 To assess the performance of health personnel and to study the 

operations and management of the health delivery system.
 

To measure the efficiency of the KHDI demonstration projects,
 

and to test the economies of scale with respect to KHDI three
 

tiered system and to crosscheck the marginal productivity of the
 

various types of employees.
 

- 252 ­



To measure the impact of services on the population's 
health
 

3. 

in terms of changes occurring in base-line status 

indicators over
 

time, and to compare planned targets with actual 
achievements.
 

To assess the financial, social, and administrative 
feasibility of
 

4. 

replicating the key features of the health delivery 

system of the
 

project.
 

A more detailed ,I.cus~'o, of eAch objective follows in part III.
 

The term project efficiency identifies whether 
the dcrionstrated
 

comprehensive health care delivery system 
meets the efficiency criterion
 

= E/C), where E,, E, and C are, respectively, 
the rate of efficiency,


(E 

efdectiveness, and the cost of service, whereas 

the project replicability
 

assesses the socio-economic implications of 
the demonstrated CHCDS in
 

to ascertain its applicability in the rest of the nation.
 order 


In the systematic confrontation of theory and 
fact that is the
 

method of econometrics, the point of departure 
for this evaluation study
 

far as possible
 
on the KIDI projects is an economic model, which has as 


been derived from economic theory or past 
experience. After being
 

expressed mathematically, statistical. techniques 
are used to quantify the
 

In
 
parameters of the model and to test hypotheses 

about its structure. 


some instances, however, economic theory 
and past experience are either
 

poor guides or virtually nonexistent, so 
common sense must bear the burden
 

In
 
of constiucting evaluation scheme for Demonstration 

Projects of KHDI. 


still other instances, the data themselves 
may be rich enough to suggest
 

a research strategy, however, allowing 
the data to
 

As
the models to use. 


select the model is usually frowned on both 
because experimentation and
 

because it is often said that a tenacious 
evaluator will in the end always
 

Yet a certain amount of experimentation 
is
 

find what he wants anyway. 


inevitable, since many of the questions 
surrounding the construction of
 

In general, the strategy of
 
model are ultimately empirical in nature. 


the present evaluation study will stress 
flexibility, will not prejudge
 

the results, will lend itself to the sobering 
test of common sense, and
 

Of necessity the analysis

of course, will follow scientific approach. 


has been tailored to the data at hand--that 
is, all hypotheses and model
 

facts were collected.
 
could not be formulated before the requisite 


This paper will describe cost-effectiveness 
model and statistical
 

(economic or
The underlying rationale 
techniques which will be used. 


otherwise) of the hypotheses to be tested 
is discussed, and several
 

statistical problems that usually accompany 
the use of cross-section data
 

In addition, this study presents the structure 
of empirical
 

are tested. 

data and data themselves that were and will 

be obtained in several
 

preliminary analysis.
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In section II,
Therefore, the plan of this paper is as follows. 


I will present the description of the analytic model being employed, and
 

In section III, I will discuss the empirical
will discuss its operation. 

basis for the evaluation study, and also will discuss the brief descrip­

tion of means of discussion of the empirical application. But at this
 

stage of evaluation study, the results will not be discussed since the
 
In section IV, the general
demonstration projects are going on 1977-80. 


statistics of the demonstration area (Okgu, Gunee, Hongchon) and also the
 

control area which were collected so far will be presented.
 

t l, OLMY'OxTwb1?PUtI CW.7YvwJ rI 

YD ONOY o bli
I el DeI4UI COIYlo ~ tr/l ~ Sel SI f 

N Y Olc*aP 
. ~*l.PP ~ p. "ttoI £tg - I i rltoyill -eLbibilty 

i Iqli 0Livi~bN of 07
N updE - P.CiiitlS iI y lie (Owl) 

Ia .
I- A o~niiiSo)i 

o Sot.a-rai, LH
i1 

t 
ivt,i CWeiSSTmc "% ltO 

osi he Vli0l IJ h mf S hI - OOVSOO* 

It pPPW-io o h- o.0150 o 
I I br.Si 0a) 

- 9­illS,I-

-9 .11" hii ht.
I. T. S0il itliSS iM t- -5.Mi J. 

.NiiY bilityWASodall~ l 
:t i-iSlsO ISi fof h.15 5.ldt o* P iWiitWy0.01 (CON iiS 

S­
tOilOfti . o 

or t. poOJOSS. ~ tto W54 t. opw..iinS-

LtS, - .-4ttepwa 

bl,1-. --254 

-254­

http:iWiitWy0.01


II. EVALUATION MODEL
 

1. OBJECTIVE No. 1 : Accessibility and Acceptability
 

To measure consumer accessibility to and acceptance of services
 

in the experimental and control areas over time 

"Accessibility" refers to the actual availability, 
or presence
 

of services in a given area, and the characteristics 
of those services
 

which facilitate or obstruct utilization of them by 
consumers.
 

Accessibility constitutes the factors which make 
it easy or difficult
 

for consumers to secure services they need.
 

These factors are:
 

The presence (availability or non-availability) 
of at least a
 

primary entry point to health services within each 
village area,
 

backstopped by a referral system which will bring 
patients to the
 

This will include all govern­appropriate level of service required. 

When all components of
 ment and health post volunteer services. 


integration have been completed in a given area, 
then services are
 

considered "available".
 

"Acceptance" is considered to be a major behavioral 
end-point of
 

Project effort which will largely be measured by 
the patterns of service
 

However, acceptance could be viewed as the
 utilization by consumers. 


expected result of interaction between the members 
of the community
 

and the health services system; it is the final outcome in a chain of
 

behavioral events which constitute the community's 
response to the
 

The consumer reponse follows the
 innovative health service system. 


classical pattern of innovation diffusion:
 

- Trial ___)Adoption
Awareness ____,Interest 


This pattern of diffusion is modified slightly to 
encompass the
 

The modified diffusion sequence
 concepts of importance to the Project. 


may be viewed as follows:
 

Adoption
Initial (Trial)
Knowledge/Positive 
 - (Acceptance)- UtilizationAttitude 


Acceptability
Accessibility of
I Availability and 
 of Services
Services
appropriateness of 

-Services
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Given health services that are both available and appropriate,
 

first becomes aware of these services.
the potential consumer 


Knowledge, then, is the stage when the potential consumer recognizes
 

the availability of services and positive attitude is the potential
 

consumer's favorable subjective evaluation of the services alternatives
 

of which he is aware as available and appropriate to serve his health
 

needs.
 

Accessibility to services is a necessary element in this sequence
 

to acceptance and is defined to be the presence or absence of factors
 

which facilitate or deter utilization of available health services.
 

The trial stage, or initial utilization, is the point at which
 

the first service interaction between the consumer and the health care
 

system occurs (a service interaction refers to the consumer reception
 

of any one of the integrated health services which are provided by
 

government service personnel and community health volunteers).
 

This stage, then is the initial utilization of services derived from
 

It is also the strategic point in deter­the acceptance sequence. 


mining the probability of adoption, or continued utilization of
 

If the effectiveness of the service and
accessible health services. 


the quality of personal interaction of the service provider are viewed
 

as satisfactory by the consumer during his/or her trial contact, then
 

the likelihood of further interactions is enhanced.
 

While accessibility is most directly measured by initial
 

utilization of services, acceptance is most directly measured by
 

repeated utilization of services. Both accessibility and acceptance
 

may be measured by the following key indicators:
 

Target Population Coverage
 

Number of target population
 

receiving service at least once
 
in a given year 	 i0
 

A. 	 Accessibility Ratio inagvnya= 0
 

Total number of target population
 

(in the area)
 

Number of target population
 

receiving service at least 5 times
 

in a given year 	 x_100
B. Acceptance Ratio 
 Total number of target population
 

(in the area)
 

Number of patients expressing
 

satisfaction with service received
 

Number of consumers receiving
 

services
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Acceptability of services will 
be explored through studies 

of
 

(1) consumer satisfaction, (2) 
clinical services at sub-centers, 

(3)
 

community coordinating committee 
activity, (4) medical and health centers
 

with MD/CHP, and (5) volunteer services provided.
 

Performance of Health Personnel 
and
 

2. OBJECTIVE No. 2 : 
Health Demonstration Project
 

To assess the performance of 
health personnel and to study 

the
 

health delivery system.
operations and management of the 


Aside from accessibility to and 
acceptance of services, the
 

assess the innovative system's 
operations and manage-


Project wishes to 


ment, and the health personnel 
performance.
 

"Performance" refers to both 
the actual tazks completed (per 

unit
 

of a time) and the actual achievement 
of health services delivered 

by
 

type. Indicators to be used include:
 

The ratio of actual achievement 
of staff to planned targets
 

1. 


by type of services.
 

"Operations and Management of 
the System" refers to the process
 

toward actual achievement of 
targets and the cost effectiveness 

of the
 

to be used include:
 system. indicators 


The ratio of actual achievement 
of the system and the
 

1. 

targets,
 

Target population coverage by 
type of facilities,
 

2. 


3. 	Proportion of referrals 
completed,
 

and
 
4. Cost-effectiveness study (will 

be discussed later on), 


Cost by type of facilities.
5. 


Performance of Health Personnel 
and Cost-Effectiveness
 

A. 


The model is constructed from equations 
describing the tech­

niques for delivering specific 
medical services, the demand 

for medical
 

services, and the objective 
of cost minimization. Suppose 	there are
 

= 1,...,n
 
= l,...,m) and producing N 

medical services Qi (i 

M inputs Xk (k 
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and assumed that there are existing prcduction functions for the medical 

practice relating the amounts of various inputs used to the amount of each 
service produced. In general form, these functions may be written as;
 

(1) Qi = Fi (Xl'...,Xm) for i = 1,...,N
 

Here, i can be classified as curative and preventive services or
 
can be subcategorized more in detail (see appendix), and also m can be
 
classified as labor and capital inputs or can be subcategorized more in
 

detail (see appendix).
 

It is convenient to represent thepproduction function for each
 

medical service as a set of linear activities in which each activity
 

rerresents a fixed technical coefficient defined in terms of both labor
 
and capital inputs to produce medical service.
 

More specifically, assume there are a total of N activities for
 

curative and preventive services, i.e., Ar (r = l,...,n) activities
 
available for producing all the necessary medical services.
 

In order to identify each activity with its corresponding service.
 
let the activities Ar (r = 1,...,R) be techniques for producing the
 
first service (Ql) associate with unit level of operation of each activity
 

(Ar = 1) requires input vector;
 

L- K1L1 

Ar = 

"L m 	 Kmi 

Where element L1 K1 is the amount of resources (Labor and capital) 
required by activity Ar in producing one unit of the corresponding service. 

Suppose that the output of service i is required to be Pi units '(Pi is the 

required level of output of service Qi) l/ 

The 	practice then faces with the following equation.
 

(2) 	 Pi = F(AI,...,An)
 

1/ 	More precisely Pi represents the demand for medical service and
 

Qi represents the supply of medical service.
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These relations may be written more concisely 
as;
 

n 
Ar = Pi (i=l,...,n) 

r=l
 

n
 
Total medical service demanded
n/ Pi = 

r=l
 

Therefore, the following condition 
must be satisfied to achieve
 

the success of the comprehensive health 
care delivery system.
 

nn 
Qi (demand = supply)
~F Pi = 


r=l-


The practice is assumed to minimize 
the cost of producing the
 

required vector of medical services. 
As I mentioned before in the
 

introduction, one of the objectives 
of this evaluation study is the
 

cross-checking the marginal productivities 
of various employees by area
 

and also by period.
 

The condition of the cost minimization 
should satisfy the following
 

first order condition.
 

MFC 1
= = MFC
AC MC - 2
 
(3) 


MPI MP2
 

Where AC, MC, MFC1 , and MP1 , 
respectively, represent the average
 

cost and, marginal cost of unit 
of output, marginal factor cost 

of input
 

and marginal product of input 
one for producing one unit of 

medical
 

service. 2/
 

In application of the following 
cost-effectiveness model, the 

more
 

aggregative notion of a medical 
service rather than the concept 

of task
 

Aside from choosing a proper criterion, 
it is also
 

is employed. 

necessary to specify an appropriate 

level of aggregation.
 

2/ See appendix for proof of this 
equation (3).
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The most defensible procedure of aggregation appears to be similar-ty
 

in the mix of inputs used, since the purpose of the classification is to
 

approximate the underlying production functions as closely as possible.
 

We will follow these dicta for our evaluation study and using the
 

classification criteria adopted on the basis of data availability in both
 

the demonstration and control area.
 

B. Cost-Effectiveness
 

The number of patients 	receiving a medical treatment and its
 

effectiveness in terms of improving health have different implications
 

as commonly used terms. Production costs will be allocated to treatments
 

or activities so that we may compute cost per unit of activity. Such
 

costs are helpful for assessing health service efficiency. We will 

discuss the method of estimating unit cozt and measurement of effective­

ness later on. Efficiency 3/ is a ratio concept related either to the 

units of service or to 	the units of effectiveness:
 

(4) 	 Efficiency = Cost
 
Effectiveness
 

The cost/unit of activity is a useful measure where the target 

population and treatment activities are homogeneous, as in inununiza~ion 

or screening campaigns; but most target population and treatment 

activities are heterogeneous, and the cost/unit of effectiveness should 

be used for allocating health resources. For example, consider the 

costs for treating two different types of hypothetical patients (See 

Table 1). 

The Table 1 demonstrates the inappropriateness of the cost/activity
 

ratio for decision-making when activities are not homogeneous.
 

Although the cost/patient treated is lower for service type 2, the
 

cost/unit of effectiveness is lower for service type 1, and where
 
Although
resources are limited, 	patients of type 1, should be treated. 


a full discussion of efficiency 4/ in health service (theoretically and
 

also empirically) is beyond the scope of this paper, the proposed
 

following section of the measurement of effectiveness will be fit
 

meaningfully into an efficiency framework that relates the effectiveness
 

of an &ctivity to its cost.
 

3/ It is important to realize that the efficiency ratio in this study is
 

"index" which is a useful measure for comparative
a statistical 
analysis only. 

4/ In the traditional cost-benefit analysis, units of the both 
(money terms), but in our studydenominator and numberator are same 


that can not be same. 	 Therefore, the operation of the efficiency 

ratio will be considered for tie purpose of cross-check comparison only
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TABLE 1
 

EFFICIENCY RATIO
 

Total activity Cost/unit Cost/unit
Total activity
Average
Activity Type Number 

of Activity Effectiveness
Cost
Treated Effectiveness Effectiveness 


* Ei = ni Si (Ci) (Ci/ni) (Ci/Si)
(ni) (Si) 


1977 1979
1979 1977 1979 1977 1979 

1977 1979 1977 1979 1977 


Curative Services
 

W4,800 W60 W 100
0.6 4.8
(1) Consultation 80 


Drug
 
Injection
 
Dressing
 
Simple surgery
 
Laboratory 
X-ray 
others
 

Preventive Services
 

Health Education
 
Sanitation
 

3.2 W4,00 NS0 W 125 
(2) TB Control 80 0.4 


Family Planning
 
MCH
 
Vaccination
 
Others
 

Note : (1) The data on the table are hypothetical.
 

(2) * Come from page 20, equation 6.
 

(3) 1979's unit cost will be adjusted using 1977 
constant price to account for inflation.
 



C. 	Measurement of Effectiveness
 

Analyses of health activities have been conducted in a variety of
 

disciplines, resulting in a variety of terms for productivity, effective­

ness, efficiency, benefit, output, profit, and others. Although the
 

differences among these terms are occassionallyi semantic, more frequently
 
they reflect subtle differences in underlying concept. Therefore, we wish
 

to postulate a precise mathematical function to help clarify the term
 

of effectiveness and serve as a reference point for cost effectiveness
 

analysis.
 

(5) ET = F(ni, Si) for i 1,...,K1 

Where ET = 	 total effectiveness in arbitrary health units con­

tributed to a target population. 

i = 	 1,2,...,K = index of health service activities, 

where each activity is defined to be a specific 
course of treatment for subcategorized type of 
patient. 

Si = 	 average effectiveness in health units associated 
with activity type i and average effectiveness will 

be defined by index. 5/ 

ni 	 the level of health service activity i, that is
 

the number of patieits of a particular disease/
 

demographic type who receive a specified service
 

or course of treatment.
 

5/ 	The average effectiveness (Si) of an activity i is the number of
 

units of improvement in the objective function (E), equation (1),
 

attributable to that activity.
 

The measure of average effectiveness is a weighted index of
 

output based on common units weights, ie., degree of satisfaction
 

of patients which will be gathered from random s mple survey
 

and also from base line survey which was done by KHDI in 1976 and
 

will be done in 1980. 

k k 

i=l 
Ti ni -

i=l 
Ui n i 

k 
- T i ni 

i=2 
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k Si ni " 


i=1
 

'k
 

- Ti ni
 

degree of perfect satisfaction (adequate treatment)
 

Ui: degree of unsatisfaction (inadequate treatment)
 

index of the degree of patient satisfaction after treatment.
 

Ti 


S. 

and "1", and can be
This coeffecient will be between "o" 

obtained from page 5 in KHDI internal evaluation p per
 

(adequate and inadequate data).
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Maximize
 

(6)k = + S2 n2 + ,..., +S k nkE(6) Si ni S1 n 


i=l
 

In this formula the total effectiveness of a health program
 

cases treated, (2) the
system depends on : (1) the total number of 


average effectiveness measure in the usual terminology of operation
 

(Si), and the number of physical units
rescarch, frequently refers to 


But in health, the word "effectiveness" inherently involves
produced. 

a value component... not how many persons were treated but how much
 

benefit was contributed to each patient (ni).
 

Since effectiveness, in the health sense, has not been defined
 

with sufficient mathematical precision to be used in optimization
 

(maximization) formula, the expression used for the coefficient 
(Si)
 

in the basic formula represents the crux of the definitional 
and
 

as a proxy of effectiveness, we will
 measurement problem. Ilowever, 


use our definition of average effectiveness, since we want 
to compare
 

the results of project in cross-section
the efficiency ratios to see 

In thc course of our review
between demonstration and control areas. 


we will discuss a series of properties that an ideal effectiveness
 

index should pnssess. The effectiveness of a health servica must
 

ultimately be experienced by a patient with a particular 
problem.
 

Therefore, the number of patients of a particular type 
receiving a
 

particular treatment is a countable activity (ni) that serves as a
 
The service or
 

unit to which effectiveness and cost can be assigned. 

the number of office, inpatient or
 activity level may be expressed as 


Health center or 
similar measure.
outpatient visits, days spent in 


Even though in health services, disaggregation of 
the target
 

population is forced by large differences in diagnostic/demographic
 

characteristics which produces sharp variation in the 
effectiveness
 

coefficient (Si) by patient type, we will use the concept 
of the
 

aggregate

total effectiveness of a health program where E is some 


for subgroups of a heterogeneous
of varying effectiveness measures Si 


target population for the purpose of cross-section comparison 
to
 

evaluate the KHDI projects
 

Although the interdependencies, which we discussed 
previously
 

- A, among the activities may complicate the
 in the section II - 2 


model and epidemiological constraints may limit the 
total effective­

a program, these factors should not be confused with 
the units
 

ness of 
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The decision about which
 
for defining and measuring effectiveness. 


patients and how many to treat constitutes 
the decision variable (ni),
 

whereas the average effectiveness 
of treatments is a separate parameter
 

(Si).
 

In the scope of this paper, the 
proposed measure of effectiveness
 

an efficiency framework that relates 
the
 

should fit meaningfully into 


an activity to its cost.
 effectiveness of 


D. Measurement of Cost
 

case of some multiproduct firms 
such as Health center,
 

In the 


Health subcenter and Health 
post, not only are products 

not clearly
 

on costs, inputs, and
 
distinguishable but separate 

accounting data 
The absence of analytical
 are not obtainable. 
outputs by product line 


and estimating techniques for 
this cost of medical service 

give us a
 

In this
 
serious problem in the evaluation 

of demonstration project. 


attempt to make some suggestion 
to the specification and 

section, we 

estimation of multiproduct 
(medical service) cost functions 

and this 

method will be used for our 
Cost-Effectiveness model in the process of 

projects.of the KHDI demonstrationevaluation 

To account for the effect of 
both the specialized and common 

cost
 

on demonstration project cost 
variation, a cost function 

can be
 

spcffified appropriately as;
 

C = F(A,P, C1I)
 

Like previous effectiveness 
model, without loss of generality, 

a
 

simple linear objective function 
will serve as a reference 

for dis­

cussionI;
 
= n Ai Pi 4.CH 

(7) TC _ -_ 


= Ai Pi + A2 P2 + '.. An Pn + CH 

UC = TC 
N 
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In this formula the total cost of a health program system depends
 

on: 

A : the total number of special patients treated.
 

P : the average cost by type of special patients.
 

CH : the input cost common to all target patients. 6/
 

TC : total cost
 

UC : unit cost per patient
 

N: n + n2 +,..., + nn
 

We will collect the cost on the line of the following concepts.
6/ 


CH : Buildings, facilities and equipment, Wages for employees,
 

ambulance, administration cost, training cost (OJT),
 

and maintenance cost, etc.
 

P : The average cost of an specific activity or medical service,
 

ie., cost for medicine and drugs, etc. Here, specific
 

activity cost means that Ai Pi only, that is excluding
 

inputs cost common to all target patients.
 

- 266 ­



Another Approach to check the Cost and Productivity 
of CHCDS
 

I. 


Before considering the frame work for dealing with 
the multi­

product character of CHCES, we must define two basic 
units of output
 

measurement and the cost measurement to compare 
the performance of
 

health demonstration project over time.
 

A. Cost index
 

We shall use the case-mix cost index and define 
it as a Pasche
 

index numbers
 

J nij Cij 

Ci = 

J nij CJ 

where Ci : case-mix cost index of Health Center
 

nij : 	number of cases of type j treated per 
year
 

in area i
 

Cij : average cost per case of type j in 
Health
 

Center i
 

Cj : 	average cost per case of type j in all Health
 

Centers
 

Cost index in thus an index number comparing 
the Health Center's cost
 

for specific case types with the corresponding 
average costs, weighting
 

Ci* can also be interpreted in
 by the composition of the casemix. this
 
terms of an underlying linear model of Health 

Center cost; 


interpretation provides the basis for the 
estimation procedure described
 

using 	a single value to represent the cost 
of each case type


below, 

implies that each average cost is constant, 

i.e., that the total cost
 

function is a linear combination of the individual 
cost types (total
 

a linear combination of the individual cost
 cost in Health Center) is 

i = J nij Cij).

types 	(total cost in Health Center 


B. Productivity index
 

A productivity index provides an additional 
way of assessing a
 

Instead of examining the costs incurred
 Health Center's performance. 
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by the hospital to prcduce a particular output, we now consider tl'e
 

output which the Health Center produces with a given set of inputs.
 

To simplify the discussion, we disregard the crucial problem of
 

aggregating the Health Center's heterogeneous mix of cases and assume
 

that there is a single-valued measura of output,
 

= N J nij 

j's indicate the marginal social values of the individual cases;
The N 
society's marginal rate of substitution of cases of type j for cases of 

type K is the ratio ofA k to )X\ j (i.e., MRSjk = N, k' j) 

The Health Center's production function may b. expressed as:
 

Pi = 9' (Xil, Xi2, ... Xi3, i) 

where the Xir are the inputs used by Health Center i per annum, P. is
 

the "output" per annum and Li is a random term indicating the output
 

that each Health Center would obtain from given inputs will not be the
 
Douglas
same. More specifically, at this point we shall assume a Cobb ­

production function 

,.r 

P i = A( T Xir ) 

r 

I's. The parameters of equa­with no restriction on the sum of the 


tion can be estimated by ordinary least squares if P. and the Xir are
 

We measured a Health Center's procuctivity
first transformed into logs. 

as the ratio of its actual output, Pi to the output expected from a
 

Health Center of "average" productivity l'sing that set of inputs, Pi.
 

Because we assume that the production function of all Health Centers
 

have the same values for the, 's, the measured productivity is equal
 

to
 

Pi
 
Thus, -268
 

P.
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To summarize, for example (using hypothetical data), 
we might obtain
 

data as follows
 

Project area Non-project area
 

1.5
 
1. 	procuctivity index 2 


1.5
1
2. 	Cost index 


3. 	Productivity index 1
2
Cost index 


Then, the project will be
 

considered successful.
 

Base-Line Status
3. OBJECTIVE No.3 : 


To measure the impact of services on the population's 
health
 

in terms of changes occurring in base-line 
status indicators over
 

time, and to compare planned targets with actual 
achievements.
 

As a longer term result of project interventions, 
changes in
 

These changes will be measured by the
 health status are expected. 


following indicators.
 

Besides the annual rate of increase
 1. 	Changes in Fertility. 

measure to be used are:
 

a. 	Crude Birth Rate (CBR)
 

b. 	Total Fertility Rate (TFR)
 

c. 	Adjusted Crude Birth Rate (ACBR)
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Relative Healthiness Indicators
2 


a. Healthy Persons Rates 7/
 

= 	 No. of healthy Persons x 100 
Sample Population 

b. Per Capita sickness Days During a 15 day Period.
 

c. Morbidity 	Rate of Acute Condition
 

= 	 No. of Acute Conditions During a 15 day x 1,000 
Sample Population 

d. Morbidity 	Rate of Chronic Condition
 

= 	 No. of Chronic Conditions During a 15 day x 1,000 
Sample Population 

4. 	 OBJECTIVE No.4 : Feasibility of Replication
 

To assess the financial, social and administrative feasibility
 

of replicating the key features of the KHDI Project health
 

delivery system
 

Replicability refers to the ability or demonstrated potential
 

of the key features of the KHDI Project into the health care system
 

The key features which have been identified for
throughout Korea. 

possible replication by KHDI are the following:
 

1. The comprehensive health infrastructure,
 

2. Management and health information system,
 

3. Cadres of 	community health volunteers (VHA or VHW),
 

4. CHP (Community health practitioner), and
 

5. Active community participation.
 

7/ 	 See page 2 in the 1976 KHDI baseline survey (first draft) for
 

the definition of health person and per capita sickness 
day.
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Analysis of replicability emphasizes cost 
factors, because
 

whatever success the Project may produce, 
if the cost of applying its
 

features in other parts of Korea exceeds available 
government resources,
 

government decision makers cannot support 
it.
 

The project emphasized development of 
a low-cost health delivery
 

system, meaning that the system will 
include key features replicable
 

nationally within the resources available 
to the Government. 
From a
 

management perspective, "low-cost" means 
that the cost per unit service
 

delivered under the new delivery system 
will be less than under the
 

it does not mean that health expenditures 
can
 

former delivery system. 


be reduced or even remain at present levels, 
since government budget
 

Rather, low-cost refers
 
allocations to health would normally 

increase. 


to increased cost-effectiveness (the increased output will be greater
 

than the increased input) of the comprehensive 
health delivery system.
 

Cost indicators which will be used are:
 

1. Estimating cost per unit service by type
 

2. Health expenditure by source of fund
 

- by type of health center
 

- by primary health unit (PHU) 

- by primary health post (PHP) 

(CHC)
- by community health center 

3. Cost per episode of illness
 

- by type -f illness
 

by type of health center
-


but not the only one
 
Cost is an immediate, concrete concern 

­

in considering replication. The integrative features of the project
 

must be adaptable to the KHDI administrative 
system, correspond to
 

the availability of human resources, and 
responsive to current social
 

needs.
 

Assessment of social and administrative 
feasibility will be made
 

in part, by subjective judgements of Project 
and other government
 

More substantive qualitative indicators 
will also be uced:
 

leaders. 
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1. 	Efforts to remove legal restraints from new categories
 

of community health practitioners (CHP) and provision
 
of salary incentive scales for them.
 

2. 	Ministry of Health and Social Affairs approval and
 

adoption of health center/three-tiered system infras­

tructure for primary health care on a country-wide basis.
 

3. 	Level of community participation, to be monitored through­

out the life of project.
 

4. 	Response to the KHDI project by both public and private
 

providers over time.
 

5. 	Incorporation of the key features of the project in the
 

next Country Health Program (1982-1986) of the National
 

Fifth 5 year Economic Development Plan.
 

6. 	Change in consumer perception of government health
 

services. With the recent trends in government politics
 

toward stronger popular representation and participation,
 

the government has become more aware of and responsive
 

to needs and demands of the populace. If consumer
 

perception of the government is enhanced by improved
 

delivery of health services to the rural population through
 

the key features of the project, it is assumed that this
 

would promote favorable government decision - making
 

concerning future nationwide replication.
 

Upon the completion of the demonstration projects, KHDI will
 

make the recommendations on the models of low-cost comprehensive health
 

care delivery system for national replication. These recommendations
 

could be the models demonstrated or the modifications of the demonstrated
 

In either case, KHDI will specify the resource requirements,
models. 

inclusive of the necessary inputs of personnel, supplies, equipment and
 

facilities, which will be the basis for estimating the total resource
 
Should KHDI recommend the
requirements for national replication. 


modified versions for replication, the plausibility of these models must
 

be ascertained in the light of the demonstration experiences.
 

A. Tests for National Replicability
 

In this evaluation framework, the recommended or demonstrated
 

models should meet two tests for the feasibility of national replication.
 

The first test is economic feasibility to show that the total resource
 

requirements for their replication are within the possible range of 
an
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The
 
extended effort for comprehensive 

health care by the government. 


second test concerns with the behavioral 
implication of the recommended
 

and demonstrated models for comprehensive 
health care delivery system.
 

In order to be replicable, the services 
from these models should be
 

acceptable to the community and 
the responsiblu ministry should 

be
 

conductive to adopt the recommendations 
a- its pclicy and to incorporate
 

In as­
their national replication into 

the formal health sector plan. 


sessing the project replicability, 
the economic feasibility is regarded
 

as the necessary condition, but 
not necessarily the sufficient 

condition,
 

unless the socio-political feasibility 
is established and met.
 

Economic Feasibility
B. 


Given with the resource requirements 
for the recommended or
 

demonstrated model (3) for national 
keplication by KHDI at the concluding
 

year, the evaluation team at NHS/KDI 
will first estimate the number 

of
 

feasible sites for replication 
by each type of demonstration. 

Then, the
 

time span required for gradual 
implementation of the demonstration
 

determined referring to the guidelines 
of the Fifth Five­

models will be 


Year Economic Development Plan, 
1982-1986.
 

The total resource requirements 
for the scheduled replication 

can
 

easily be computed by multiplying 
the unit costs of relevant input
 

by summing the
 
elements to the numbers of units 

of such inputs and 


However, these resource requirements 
will have to be
 

products up. 

estimated in two broad categories 

of fixed investment and recurring
 

expenditures because of the 
difference in their financing 

mechanism.
 

of recurring expenditures, the 
expenditures for training will 

only be
 

allowed for no more than necessary 
lead time for the existing and
 

educational institutions to 
plan for the necessary curriculum 

changes,
 

to institutionalize them and 
to train their graduates under 

the new
 

curriculum.
 

In order to derive the net resource 
requirement, which is the net
 

investment requirement for national 
replication, the estimated value
 

of existing underutilized and 
idle facilities within the public 

sector
 

and the outstanding public and 
private expenditures on health 

care
 
In
 

service need to be deducted 
from the total resource requirement. 


fact, the difference between 
the total resource requirement 

and the
 

deductions of the incurred expenditures 
and investment will be the
 

additional government and private 
outlays for replication, which 

is
 

subject to the analysis of 
economic feasibility. In short, the net
 

resource requirement for a 
given year over the period 

of national
 

replication may be expressed 
as follows:
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NRRt TRR - (GEt + PEt + VEFt) 

where 

NRRt: Net resource requirement for'year t,
 

TRRt Total resource requirement for year t, 

VEFt Value of existing public investment facilities 
absorbed in year t, 

GEt Government expenditures on health care in year t, 
and 

PEt Private expenditures on health care year t.
 

To establish the economic feasibility of national replication,
 

the annual net resource requirement will be compared against the
 

increases in the annual investment in the health sector ovex the period
 

of the Fifth Five-Year Economic Development Plan. Should the net
 

resource requirement proves to be less than the increases in the planned
 

investment, then the national replication is undoubtably economically
 

feasible. Otherwise, the magnitudes of additional effort primarily by
 

the government sector and to a lesser degree by the private sector should
 

further hz .ialyzed by carefully assessing the trade-off between the
 

additional investment required and the extended availability and use of
 

health care services by the general public.
 

C. Socio-Political F?asibility
 

Even ".ith the ascertaiihad economic feasibility as discussed above,
 

comprehensive health care services provided by the recommended and/or
 

demonstrated health care delivery system must be acceptable to the
 

community residents and be consistent with the public policy and develop­

ment strategy of the government. To a certain extent, these considera­

tions are implied in the preceeding analysis of economic feasibility.
 

Without the 'acceptance by the community residents and their active
 

participation, no positive results would transpire out of the analysis
 

of economic feasibility and, with such beneficial and economically
 

there would be little difficulty persuading the policy
feasible result, 

makers to adopt the recommendations under the prevailing favorable
 

climate in short-run.
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The important consideration in this context 
is that of long-run
 

ramifications that would follow after the 
national replication
 

as a lasting health care institution.
 

In order to obtain the analysis for socio-political 
feasibility,
 

NHS/KDI will collaborate with KHDI in conducting 
regular surveys
 

during the demonstration project period 
in order to obtain the data
 

the following attitudinal changes:
and information relevant to 


(1) Whether or not the community residents 
accept community
 

health practitioner, community health 
aide, and village
 

health agent as providers of health care 
services;
 

(2) Whether or not people are willing 
to utilize the
 

facilities of the CIICDS and, if they are 
not, what
 

are the reasons;
 

Based on the findings on attituaLnal 
changes through the regular
 

survey, the level of acceptance by general 
public will be forecasted
 
At the same time, the
 

as a basis for socio-political feasibility. 


progress of and findings from the KHDI 
project will be continually
 

brought to the attention of high level 
government officials throughout
 

the demonstration period for the formulation 
of follow-up policies,
 

particularly the national replication.
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III. EMPIRICAL EVALUATION DESIGN AND METHODOLOGY
 

With the evaluation objectives, concepts, and indicators
 

identified PART II, it is clear that the scope of the evaluation
 

activity must include:
 

(1) evaluation of the health delivery system with particular
 

reference to accessibility (both real and perceived) and acceptability
 

of services provided, performance (efficiency and effectiveness) of
 

the system, and %hecost-effective feasibility of replicating the
 

key features of the system; (2) evaluation of the health status,
 

health knowledge, and practices of the population under surveillance;
 

and (3) evaluation of the environment in which both the delivery
 

system and the community interact.
 

The general approach taken incorporates the following type
 

of evaluation: (1) impact (outcome) evaluation, focussing on
 

measurements of impact-referenced, objectively-verifiable indicators
 

relating primarily to the health status and behaviorial changes
 

expected to occur in the population served; (2) process evaluation,
 

focussing on measurements of targetted project outputs, the network
 

of project innovations, features, and integrated functions, and their
 

linkages: a potentially-replicable feature of this process evaluation
 

will be an innovative management information system to promote
 

appropriate action-oriented decision-making and effective management
 
and (3) structural
of the integrated health services delivery system; 


evaluation, focussing on measurements of inputs and the organization
 

of the CHCDS.
 

The evaluation design is basically a quasi-experimental pre-test,
 

post-test design; experimental areas and comparable control areas have
 

been selected to identify and differentiate the changes due to the
 

Project interventions over time, and the changes due to other
 

uncontrolled events.
 

There are three sequentially phased experimental areas (Okgu,
 

Gunee, Hongchon) for implementation and these will be mitched with
 

we have 5 myons).
one aggregate control area (actually 


The application of the proposed model for the evaluation of
 

demonstration projects requires a substantial volume of highly
 

detailed information, estimates must obtained of the effectiveness
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and cost of medical care. In order to accomplish the evaluation
 

objectives, the evaluation design incorporates a variety 
of component
 

studies which include the following: KHDI 1976 base-line survey,
 

KHDI post evaluative survey in 1980, KDI evaluation 
team's direct
 

observation of the health center surroundings from 
field study, and
 

the vital events monitoring and management information 
systems(MIS).


K11P! 

Little empirical research will be frcused on the 

activities of the
 

three-tiered care practice to test the hypothesis 
of the economies of
 

In other words, we want to test whether the size 
or scale
 

scale. 

volume, (Health center, Health subcenter, Health post) have 

positive
 

A major effort of this study,
and negative impacts on unit cost. 


consequently, has been to conceptualize the cost-effectiveness 
analysis
 

in an empirically interesting fashion to devise a 
data collection
 

protocol, and to estimate the parameters of the model 
from the data
 

collected.
 

This section briefly reviews the major features of 
this effort
 

and describe the empirical basis for subsequent analysis.
 

Two sets of parameters must be estimated in order 
to apply the
 

First, the cost of medical services
 model of cost-effectiveness. 

expected in a particular type of community must 

be identified.
 

secondly, the effectiveness of medical care must 
be described.
 

Detailed informations cn the activities of a general 
practice supplies
 

the necessary data for estimating each set of parameters. 
The
 

effectiveness for medical services may be identified 
from information
 

on the model II - 2 -. C.
 

The cost of medical service may be identified 
from information on the
 

In the interest of efficient data collection 
and
 

model II - 2 - D. 

maximum information, these data requirements will 

be satisfied
 

1977 base-line survey and a post
simultaneously by using the KIHDI 


evaluation survey in 1980 and some items of information will be
 

obtained from KDI evaluation team's direct observation 
of the health
 

center surroundings and interviews on the demonstration 
project and
 

The instrument and
 
also the control area to cross-check the results. 


statistical table will be designed to profile 
the activities of
 

practice in terms of services and detailed 
task to reveal evaluation
 

scheme as fully as possible (See appendix).
 

The observers also will obtain less datailed 
information
 

(age, sex, status of visit, income distribution) 
on all target
 

population or on all target patients entering 
the practice during
 

These data exceed the immediate requirements
the observation period. 


of the model but will be obtained in order to 
provide the basis for
 

facilitate
 
editing the data where information are lacking 

and to 


future research in which the demands for medical 
service might be
 

determined endogenously as functions of patient 
and community characteristics.
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cross section techniques will be used to evaluate the activities
 

observed in detail because of infeasibility of recording activities in
 

continuous time.
 
Work sampling (cross section comparison) obviously implies that no
 

single one shot observation will provide a complete, accurate description
 

of an' activity. Therefore, we will compare quantified subjective
 

evaluation indicators by area and also by'period.
 

In applications of the model, the more aggregate notion of a
 

medical service rather than the concept of a task is employed to avoid
 

the diff ulties of the data collection. The concept of a service is
 

substantially more restrictive than that of a task in the context of the
 

model. It restricts delegation of tasks to subset of these tasks which
 

are known to be delegated in order to assure that delegation is acceptable
 

medically in producing a particular service. The statistics which will
 

be needed for the final evaluation paper by NHS/KDI 
should be collected
 

- C and II - 2 - D. The estimates
based on the models II - 2 - B, II - 2 


of the number of patients of treatment by service type are shown in
 

table A - 3. This list of services captures about 80% of the total
 

activities of the representative practice. The remaining activities
 

were not classifiable with available infornation, so they will be in the
 

category of others.
 

The prices of labor inputs into medical care vary substantially,
 

however in the application of the proposed evaluation scheme, the normal
 
5 are regarded as
and customary monthly salaries reported in table A ­

costs of labor input so we are assuming the wages for various employees
 

are given exogeneously.
 

In the statistical estimation of effectiveness and cost, one of the
 

most important tasks is the development of classification schemes for
 

medical services and in the development of classification schemes, there
 

are lots of interrelatid problems which must be considered such as
 
of aggregation. On the basis of
selection of proper criteria and level 


- - - 2 - D,both effectiveness and cost function mudels, II 2 C and II 

our classification schemes of specific activity are based on the availability 

of data collection of the demonstration project and also control areas. 

The interpretation of the empirical evaluation data is a process of
 

comparing selected quantified indicators of events with pre-established
 
a following manner.
standards, and then analyzing the results in 
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of the M4odel : (Means of ')iSCussiln).. Application 

from systematic
Major evaluat n findings will be derived 

data drawn from all evaluation components;
analysis and synthesis of 

done withia each individual,wil) also beseparat. anali5ishowever, at testing hypotheses' b directly primarilywie
The anal 
; viflstudy. 
- among thtimajor variables suggested 

,ind estabiishing 
 'The uimentions of 
r4Iii,ssed previously.
in the four objvctivLq linkagesto investigate the

thus provide the meansanalysis -ill (4) effects,(2) inputs, (3) outputs,
base line ,ond.-Itionsbetween (1) thewhich are hypothesizEd in 

impacts, and (6) replicability(5) 
project design. 

Analysis I : accessibility and 
acceptability ratio
 

2. 


The meas 7,ument of consumer accessibility to and acceptance 

and control areas over time. timentalof sc.rvi. ' in the 

test major followiny
this analysis is to 

The obective 
 and per­

;ssumptior ol thu 
consumer accessibility


1 : "If the numbers, distribution 

onnel are increased, thcn 

formaInce of hath major assumption

Q vices will increase". "This 
to and 


e-a.ds to two 'hyot)., J:
 

.i,oth.,si. s A
 

provider

A: distribution of htalth care 
Incre.,sisiq the number 


.sumersto health services.
 will increase accesa of 


services by 
:h, project i- exp;clanding the reach of health 

andvolunteers (ViI5) 
t .. a Narq :umber of co n:nity heith

iini ng 
every 'illg. hese volunteers, together with 

dcpo!iJ them i 
 coirmunityt ~heulth -.,orkurs and newly trained
re-orientcd g3over 

consumer
 
are expected to strikingly increase 
he.th ;ractioners (CMP) 


i crea-ing the availability of health
 
. ~SS to services. '.hat is, by to
 

time and service costs should 
decrease leading 


c:)r providers, travel 

incre l5s'd u.,til i:atin of services.
 

! acceptability of health services 
will increase 

0,-,ut~9 icce!:ttance t t-hese services) 
increas: 

to reach every
health care providers
:ncreasing the number of 
But byrural consumers. 
more accessible to
will make services
-
 health volunteers (IViA),beand training villagers to community

r-cruditin 
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by re.-orienting existing health workers, by adding new clinical
 

service (by CHP and extended VHA) desired by the villagers, and by
 
seeking support from village leaders, it is expected that consumers
 
will be more satisfied with health services than in the past. This
 

increased satisfaction with services (acceptability) will lead to
 

further and continued utilization of the available services (acceptance).
 

The analysis be carried out to test this hypothesis will be illustrated
 

as follows:
 

Distribution of . Decreasing 
eealth Care 
Providers 

Travel 
Time 

Increasing
Potential 
 Health
Consumers 	 ]i services1 

Utilization
 

Number of ealth 	 Decreasing

Care Providers 	 services
 

cost
 

These are operationalized as follows:
 

Variable 	 indicator
 

(i) Distribution of 	 No. of myons with Government
 

Health Care Providers Health Care Provider
 
Total No. of Myons
 

(2) Number of Health 	Care No. of Target Population in area
 

No. of Health Care Providers in
Providers 

That Area (Volunteer + Health
 

Personnel)
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Health Service 
Utilization 

Number of Target Population
 
Receiving Service at Least once
 

x 100
(3)Accessibility Ratio in a Given Year 

Total Number of Target
 

Population (in that-area) 

Number of Target Population
 
Receiving Service at Least 5 Times
 

x 100in a Given Year 

Total Number of Target Population(4) Acceptability Ratio 
(in that area)
 

No. of Patients Expressing
 

Services Received 
x 100
 or Satisfarcion with 
No. of Patients Receiving Service
 

changes in these variables will be compared between the 
demonstration
 

and control areas, and in the same area, over 
time by cross tabulation
 

of the significant variables; as follows:
 

TABLE 2
 

1. Accessibility and Acceptability Ratios
 

OKGU GUNEE HONGCHON CONTROL AREA
Area/Time 

1977 1979
1977 1979 1977 1979 1977 1979


variable-. 


Distribution
 
of Health care 
 0.5 0.9
 

Providers
 

Number of
 
270 150
Health Care 


Providers
 

HEALTH SERVICE 
UTILIZATION
 

5 10
Accessibility 

Ratio
 

0.5 0.8
Acceptance 

Ratio
 

The data on the table are hypothetical.Note : 
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All tabulations of analysis I, coupled with tests of significance,
 

will highlight the differences of achievement in the demonstration
 
changes in the same area.
and control areas over time as well as 


(2), and (3) in demonstration
If the indices for variables (1), 


areas in 1979 prove to be larger than in 1977, and the 1979 
indices
 

larger than control areas, and also the index for variable 
(2)


are 

areas in 1979 prove to be smaller than in 1977,
in demonstration 


are smaller than in the control areas, then
and the 1979 indices 

project will be considered successful.the KHDI demonstration 

Analysis II : Performance of Health Personnel and Health
 

Demonstration Project:
 
3. 


of health personnel and to study
To assess the performance 

health delivery system.the operations and management of the 

Assessing operations and management relates to testing 
following
 

a comprehensive health infrastructure is established,
assumption: "If 

and management system will be more effective".

then the operation 

Assessment of the performance of health personnel relates to
 

testing the following major assumption: "If the operation and
 

effective, the performance of health
 
management system are then 

personnel will be increased".
 

Hypothesis A
 

Health personnel trained by KHDI supervised in a comprehensive
 

health delivery system will perform at higher level than
 

those in existing system.
 

The analysis related to this hypothesis is illustrated by the
 

following diagram:
 

Performance Achievement by

Health Personnel by category 


Type of Services

and by type of Facility in level 


CHCDS 

Indicators and data are listed as follows:
 

Indicator
Variable 


(1) The ratio of actual achievement and planned
Achievement 

targets.
 

(2) Target population coverage by type of facilities.
 coverage 

Referral (3) Proportion of referrals completed
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Cross tabulation will also be made to show 
changes over time.
 

TABLE 3
 

Performance Level
 

Area/Time OKGU GUNEE HONGCHON CONTROL AREA
 

1977 1979
1977 1979
1977 1979
1977 1979
variables 


(1) Achievement 
 0.5 0.7
 

(2) Coverage 100 p200
 

(3) Referral 0.5 0.8
 

The data on the table are hypothetical.
Note: 


(2), and (3) in demonstration
 
If the indices for variables (1), 


areas in 1979 prove to be larger than 
in 1977, and the 1979 indices
 

are larger than control areas, then 
the KHDI demonstration project
 

will be considered successful.
 

Hypothesis B
 

system in comprehensive health
 
The operation and management 


delivery system will be more effective 
than existing system.
 

The analysis be carried out to test 
this hypothesis will be
 

illustrated as follows:
 

Cost effectiveness
 

Resources inputs Management Increasing Marginal
 

nuCDS Elements Productivity
in 3i 


Economies of Scale
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A. Efficiency Ratio (Cost-effectiveness Study)
 

The basic data used to calculate the efficiency ratio will
 

be obtained on a sample basis from the 1976 KHDI baseline survey,
 

a post-evaluative survey in 1980, from direct observation of the
 

health center surroudings, and interviews taken from the KDI
 

evaluation team's field study.
 

TABLE 4
 

Efficiency Ratio (1)
 

(Ee=E/Uc)
Efficiency Ratio 

" /Time 


Unit Cost Efficiency Ratio
Effectiveness 


1979 1979 1979
Area 1977 1977 1977 


Egl Eg2
Gunee E1 E5 C1 C5 


Okgu E2 E6 C2 C6 Eol E°2
 

Hongchon E3 E7 C3 C7 Ehl Eh2
 

Ecl Ec2
control area E4 E8 C4 C8 


Columns 5 and 6 will then be calculated, and these quantified
 

subjective evaluation indicators will be cross-checked by 
area
 

(demonstration and control) and also by period (from 1977 to 1979).
 

If either the efficiency ratio in 1979 proves to be larger
 

if the efficiency ratios in demonstrated areas
than that in 1977, or 

are larger than in control areas, then the KHDI demonstration
 

project will have been a success.
 

B. Economies of Scale
 

The basic data used to calculate the efficiency ratio by 
scale
 

basis
 
of different health service units will be obtained on 

a sample 


from the KHDI post-evaluation survey in 1980, from direct 
observa­

the health centers, health sub-centers, and health posts'tion of 
taken from the KDI evaluationsurroundings, and from interviews 

team's field study. 
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TABLE 5
 

Efficiency Ratio (Ee=E/Uc) (2)
 

GUNEE HONGCHON CONTROL AREA
 . Area/Time OKGU 
1979
1979
1979 1979
scale 


Health center El E4 E7 El
 

Health sub-center E2 E5 E8 Ell
 

E1 2
Health post E3 E6 E9 


Columns will then be calculated and these quantified subjective
 

evaluation indicators cross-checked by the 
scale of health service
 

significant differences in the
 units to discover whether there are 

If there are economies of scale in
 efficiency of health facilities. 


medical service (production), the efficiency ratio in the 
larger
 

health centers will be larger than that 
in smaller-scale units.
 

However, our hypothesis is that the efficiency 
ratio in the larger
 

health centers is significantly less than 
in smaller-scale units,
 

because of the relative under-utilization 
of employee time and capital
 

stock in rural primary health care.
 

C. Marginal Productivities of Employees
 

on the basis ofwill be calculatedThe figureb in the columns 
was discussed in equation (3) and

condition whichthe first order 
The basic data used to calculate the marginal
in the appendix. 


productivities will be obtained from the 
results of the questionnaire
 

which will be distributed by the KDI evaluation 
team to officials in
 

health centers.
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TABLE 6
 

Marginal Productivity
 

Area/Time Okgu Gunee Hongchon Control
 

Employee 177 179 177 179 177 179 '77 '79
 

Physician MP1 MP2 MP1 MP2 MP1 MP2 	 MP1 MP2
 

Nurse MnI Mn2 Mn1 Mn2 Mnl Mn2 	 Mnl Mn2
 

Nurse aid Mai Ma2 Mal Ma2 Mal Ma2 	 Mal Ma2
 

Mml Mm Mml Mm2 Mml MmMidwife 	 MmI Mm2 2 2 

X-ray technician MxJ Mx2 Mx1 Mx2 MX12 Mx2 	 Mx1 Mx2 

Lab.-technician Ml1 M12 M 11 M12 MI1 MI2 	M 11 MI2 

Mdl Md2Dental-technician Md1 Md2 Md1 Md2 Md1 Md2 


Mhl Mhl Mh2 Mhl Mh2iiealth worker 	 Nhi Mh2 Mh2 

worker Mw MW Mw Mw2 MWl Mw2 MWl Mw2 

Mol Mo2 

Administrative 	 I 2 I 

others 	 Mo1 Mo2 Mo1 Mo2 Mo1 Mo2 

Columns will then be calculated and these quantified subjective 

evaluation indicators of marginal productivities will be cross-checked
 

by area and also by period.
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4. ANALYSIS III: HEALTH STATUS
 

The measurement of the impact of service on the population's
 
health in terms of changes occuring in base line status
 

indicators over time, and comparing of planned targets with
 

actual achievements
 

Major assumption is : "If accessibility and acceptance are increased,
 

then fertility, morbidity and relative healthiness indicators will
 

be changed", will be tested through this analysis. The following
 

diagraim illustrates the analytical procedure.
 

TIME I (1977) TIME II (1979)
 

'Achievements Achievements 
Planned Targets Planned Targets 

Populationin CHCDS Fetiit'FertilityFetly 
Morbidity 

Fertility 
Morbidity 

Relative Relative 
Healthiness Healthiness 

The data sources are as follows:
 

Variables Indicator
 

Fertility (1) Crude Birth Rate (CBR) 
(2) Total Fertility Rate (TFR) 
(3) Adjusted Crude Birth Rate (ACBR) 

Morbidity (1) Morbidity Rate of Acute Condition
 
(2) Morbidity Rate of Chronic Condition
 

Relative Healthiness (1) No. of Healthy Persons x 100
 
Sample Population
 

(2) Per Capita Sickness Days
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Analysis also made to measure changes over time will be suggested 
by the following cross-tabulation.
 

TABLE 5
 

Health Status
 

Area/Time, OKGU GUNEE HONGCHON CONTROL
 

Variable 1976 1979 1976 1979 1976 1979 1976 1979
 

(1) C B R 19.5 18.0* 18.8 23 20.8
 

(2) T F R 	 3.4 3.0* 3.5 4.1 3.6
 

(3) A C B R 25.2* 24.9* 25.3* 28.8* 27.9*
 

(4) Morbidity 110.9 100 87.6 147.3 96.0
 
(acute)
 

(5) Morbidity 100.3 90*123.4 161.3 152.7
 
(chronic)
 

(6) Healthiness 78.9 90* 78.9 68.8 76.0
 

(7) Per capita 2.5 2.0 2.6 3.7 2.9
 

Sick days
 

Note : (1) 	Data in column in 1976 are come from KHDI 1977 base line
 

survey.
 
C B R (crude birth rate) = 	 No. of births x 100 

mid-year population 

T F R (total fertility rate) : sum of the age-specific 
birth rates for women aged 15-49, multiplied by five,
 
and divided by 1,000.
 

A C B R = adjqsted crude birth rate 

(2) Data with stars (*) are hypothetical.
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If the indices for variables except healthiness 
in demonstration
 

areas in 1979 prove to be smaller than 
in 1976, and the 1979 indices
 

than in the control areas then the KHDI 
demonstration
 

are smaller 

project will be considered successful.
 

Tests for National Replicability
5. ANALYSIS IV : 


The assessment of the financial, social 
and administrative
 

features of the comper­feasibility of replicating the key 


hensive health care delivery system.
 

Analysis of replicability is a much 
more qualitative, subjective
 

process, but it will derive supportive 
di1-a from other parts of
 

"If the project effectiveness
 one major assumption is:
evaluation. 

is high then the replicating feasibility 

will be high".
 

However, the crux of assessing the 
feasibility of replication is
 

not necessarily to prove hypotheses, 
but rather to clearly and per­

suasively demonstrate to government 
professional and political
 

features are compatible with government budget 
leaders that the 

and budget limita­local), bureaucratic forms
limitations (central or 

tions, and that the resulting achievements 
and benefits make rep­

lication in other parts of the country 
highly desirable.
 

At the first level, the project 
will establish that the existing
 

health delivery system can indeed 
be modified to incorporate the
 

This is confirmed simply by the
 
key KHDI comprehensive features. 


completion of infrastructure reorganization, 
the training and
 

deployment of various innovative 
categories of health providers,
 

and the development of community 
participation.
 

Secondly, analysis of the short-term 
system effects of CHCDS
 

discussed under analyses I and II, 
will serve to demonst ate the
 

This will also include the
 
unique achievements of the project. 


analysis of cost-effectiveness.
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IV. CONCLUSION
 

The KHDI project has now entered into beginning of its opera­
tion and every effort is now being made to a'tsemble information
 
needed formmodifying and strengthening the delivery system for the
 
remainder of the nation. Yet a certain amount of experimentation
 
is inevitable, since many of the questions surrounding the demonstra­
tion projects are ultimately empirical in nature. Therefore, the 
strategy of present operational and evaluation study has to stress
 
flexibility, and should not prejudge the results. Therefore, the
 
paper which we present here is not the final version of the evalua­
tion scheme, but the intermediate evaluation scheme for discussions
 
only. The foregoing discussion outlined a procedure (for the research
 
phase) which will enable the KDI staff to proceed systematically in
 
devuloping evaluation scheme to ultimately improve the delivery of
 
rural health service. It is not an easy task, for much of the
 
hard data is not currently available and it will take time to apply 
this theoretical framework to a real world situation. But the end 
objective warrants our earnest efforts in proceeding as meaningfully 
as we can. We are helping to develop national health policy, and 
in the long run, policy decisions can only be as good as the data 
upon which they are based. 

The progress to data in mobilizing community resources and
 
developing community health practioner by KHDI for primary health
 
care is very encouraging. However, there are three major tasks
 
that remain: to find the means to inculcate the general population
 
with the concepts of primary health care, to gain the support of
 
national leaders for the organizational changes that are needed to
 
support the primary health care effort, and to develop and appropriate
 
technology for primary health care. If these are accomplished
 
rural people will be helped to help themselves. "If rural people
 
are helped to help themselves.., a genuine development will insure".
 

A firm national policy on primary health care for the under ­
privileged will involve a virtual revolution in most health service
 
system. Fundamental changes of this kind in health care in Korea
 
will require correspondingly far-reaching changes in the organiza­
tional structure and management prarl-i-es of the health services.
 
The entire health service will need to be mobilized to strengthen
 
and assist the primary health workers by providing them with train­
ing, supervision, referral facilities, and logistic support, in­
cluding a simplified national health technology appropriate to
 
heir needs.
 

- 290 ­



The Sequence of Analysis
 

According to our time-phased evaluation 
plan, analysis will be
 

completed in three stages:
 

First Stagc - Comprehensive analysis of OKGU, GUNEE, HONGCHON 
and
 

control area base-line data and findings 
synthesized from all
 

This analysis will also indicate the 
level
 

evaluation* components. 

of compiarability between experimental 

and control areas.
 

The first stage will be completed by 
June, 1978.
 

After follow-up data collection and amendment 
of
 

-

analysis scheme if it is necessary, changes 

occuring over time in
 

base-line measures in both experimental 
and control areas will be
 

analyzed, again synthesizing data from 
all component sources.
 

This stage will be completed by June, 
1979.
 

Second Stage 


Third Stage - In this stage, base-line data will 
be compared with
 

the data from post-evaluative survey 
to be conducted in 1980.
 

A final comprehensive analysis of 
base-line and follow-up study will
 

also be made, followed by final interpretations 
and report writing.
 

This stage will be completed in mid-1980.
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V. 	 APPENDIXES
 

APPENDIX I 
 Proof 	of First Order Condition
 

APPENDIX II 	 Statistical Tables
 
Operational Definition of Curative
 
and Preventive Services
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APPENDIX I
 

W_ W2
 
Proof : AC 
= MC MP MP2 

From equation (I), and we are assuming capital stock is fixed,
 

(I)Q = F(L, L2 , K) 

Let us say TC is the total cost of a unit of medical service 

(2) TC = CL1 + CLI +" 

Here, C : cost of type L employee 

C : cost of type L employee
 

TC = CLI L1 ­+ ,CL2 + K
L2
 
L1 L2
 

TC = WIL1 + W2L2 + K
 

Here, W1 : average factor cost of L1
 

W2 :average factor cost of L2
 

The objective of the health center is to minimize the total cost
 

subject to the given output, Q.
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Usj.ng 	the Lagrange multiplier,
 

L = WIL 1 + W2L2 + K + \ Q - F (LlL2 , K)j 

Here, = marginal cost l/
 

(3) 	 d_ = w 1 +Ll - - }MP,--0 

dLl L1 

W 	 - / MP 2 0
(4) 	 dL = W2 +L 2

dL	 L2
2 


From 	equation (3) and (4);
 

1
W (l+_1) N MP1 

W2 (l+i) = \ MP2 
e2 

l/ R.G.D. ALLEN "Mathematical Analysis for Economists"
 

pp 500-508.
St. Martins Press, New York 1970 
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Here, ei : the price elasticity
 

= L1 W1
 

LlW1 

Wi (i+ 1 )=MFCi (1 1,2)
 
ei
 

MFC 1 =/ MP1 

MFC 2 = \MP2 

MFC 1 MFC 1 
(5) = MC = MP1MP1 


the wages of the factors remainIf the output varies while 
fixed (We are assuming that all the wages of various type of employees
 

in Health center are given exogeneously), average cost and marginal
 

cost are equal. 

W1
 

MFC 1 

L9
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MFC1 =+W 

Here, el = 

MFC1 =W 1 

From equation (3), 

Wl W2(6) 	 = MC = 

MP MP21 

We are assuming the production function is linear homogeneous, 
and
 

the price of factor is constant
 

WIL 1 + W2L 2
 

Q
AC 


From equation (6) 

W = MC MP11 


W2 = MC MP2
 

AC = MC (L1 MP1 + L2 MP2)
 

Q 
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= L1 MP1 + L2 MP2 

* . AC = MC 

.. AC MC W1 = W2 
MP1 MP2 
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APPENDIX II. STATISTICAL 

APPENDIX TABLE A-I 

GENERAL CHARACTERISTICS OF 

Characteristics/Year 	 1973 


Area (Km2 ) 	 330.36 


No. of Myon (Eup) 	 10 

79
No. of Ri 


Total Population 120,920 


Male 	 60,736 


Female 
 60,184 


No. of Household (A) 
 20,670 


No. of Farm Household (B) 17,886 


B/A (%) 78.3 


Average Family Size 5.8 


Population Density (Km
2 ) 
 361 


Telephone Subscribers 1,026 


Set per 1,000 persons 8.5 


Newspaper per 1,000 persons 34.0 


" 152.1
Radio 

TV Set 
 1
10.0 


Water Service Population 9,837 


Water Supply Service Ratio (%) 8.1 


Amount of Local Tax (1,000 won) 208,415 


Annual Expenditure of General
 

Budget (1,000 won) 776,291 


Annual Health Expenditure
 
(1,000 won) 49,882 


TABLES 

OKGU AREA 

1974 1975 1976
 

330.36 330.36 330.36
 

10 10 10
 
79 79 79
 

120,352 118,858 116,686
 

60,415 59,102 58,406
 

59,937 59,556 58,280
 

20,411 21,597 21,027
 

16,185 16,577 16,089
 

79.2 76.8 76.5
 

5.9 5.3 5.5
 

364 349 353
 

1,118 1,209 1,371
 
9.3 10.2 11.7
 

34.5 40.8 37.9
 

175.1 197.5 242.5
 

14.9 23.8 41.8
 

10,287 13,100 14,542
 

8.5 11.0 12.5
 

296,327 530,788 753,623
 

989,405 1,214,902 1,412,366
 

36,519 50.809 76,993
 

Sources : Okgu Gun, Statistical Yearbook of okgu Gun, 1974, 1975, 1976, 1977
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GENERAL CHARACTERISTICS OF GUNEE AREA
 

1973 1974

Characteristics/Year 


608.99 608.99

Area (Km2) 


8 8 

No. of Myon 


92 92 

No. of Ri 


70,451 68,8Z9
Total Population
male 35,490 34,550 


34,960 34,279
Female 

12,494 12,425


No. of Household (A) 

10,668
No. of Farm Household (B) 


85.4
B/A (%) 

5.6 5.5


Average Family Size 

2) 117.8 113.2


Population Density (Km


653 769

Telephone Subscribers 


9.3 11.2
Set per 1,000 persons 


Newspapers per 1,000 peroons 

13/.- 147.9


Radio " 

5.6 11.7


TV Set " 

2,195 2,501


Water Service Population 

3.1 3.6 


Water Supply Service Ratio (%) 


77,321 91,416

Amount of Local Tax (1,000 won) 


Annual Expenditure of
 
412,637 475,814


General Budget (1,000 won) 


Annual Health Expenditure
 
22,303 26,695
(1,000 won) 


Sources : Gunee Gun, statistical Yearbook of Gunee 
Gun,
 

1974, 1975, 1976, 1977.
 

1975 


608.99 

8 

92 


67,269

34,031 


33,238 

12,709 

10,198 


80.2 

5.3 


110.5 


870 

12.9 


134.7 

23.5 


3,100 

4.6 


125,867 


858,815 


33,813 


1976
 

608.99
 
8
 
92
 

66,103

33,212
 

32,891
 
12,698
 
10,270
 

80.9
 
5.2
 

108.5
 

938
 
14.2
 
26.8
 

150.6
 
38.4
 
3,235
 
4.9
 

204,896
 

1,061,519
 

70,763
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GENERAL CHARACTERISTICS OF HONGCHON APEA 

Characteristics/Year 


Area (Km2 ) 


No. of Myon (Eup) 


No. of Ri 

Total Population 


Male q 


Female 

No. of Household (A) 


No. of Farm Household (B) 


B/A (%) 

Average Family Size 


Population Density (YM
2) 


Telephone subscribers 

Set per 1,000 persons 


Newspapers per 1,000 persons 


Radio " 


TV Set " 


Water Service Population 


Water Supply Service Ratio (%) 


Amount of Local Tax (1,000 won) 


Annual Expenditure of General
 

Budget (1,000 won) 


Annual Health Expenditure
 

(1,000 won) 


Sources : Hongchon Gun, Statistical 


1974, 1975, 1976, 1977.
 

1976
1973 1974 1975 


1,673 1,718.8 1,718.8 1,718.8
 

9(1) 9(1) 9(1) 9(1)
 

105 105 105 105
 

121,828 123,134 120,790 177,390
 

62,517 61,916 61,916 60,361
 

59,311 60,218 58,837 59,029
 

21,258 21,200 22,019 21,761
 

14,593 12,511 14,134 14,432
 
66.3
64.8 60.0 64.2 


5.7 5.8 5.5 5.3
 

72.8 71.6 70.2 68.2
 

714 964 1,737 1,963
 

5.9 7.8 14.4 16.7
 

56.4 66.7
38.5 42.2 


136.0 147.3 171.7 172.1
 

5.3 	 9.8 13.1 21.6
 
12,248
 

10.4
 

83,218 121,840 158,882 233,998
 

590,663 1,088,596 1,507,392
 

32,009 19,916 54,224 90,819
 

Yearbook of Hongchon Gun,
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APPENDIX TABLE A-2 

HEALTH FACILITIES AND PERSONNEL IN OKGU AREA 

Classification/Year 1973 1974 1975 1976 

Health Facility 

Hospital 

Clinic (Limited) 

-

8(4) 

-

4(4) 

-

5(4). 

-

5(4) 

Dental Clinic ( ) .. .. 

Herb Clinic ( ) 1(1) - - -

Private Midwifery Station - - " -

Iealth Center 1 1 1 1 

Health Sub-center 

Pharmacy 

Druggist Medicine 

Druggist IHerb-medicine 

Restricted Drug Dealer 

9 

13 

12 

5 

9 

13 

12 

5 

9 

13 

9 

3 

8 

12 

9 

3 

Health Personnel 

Physician (Limited) 

Dentist. ( " ) 

4(4) 

-

8(4) 

-

6(4) 

-

i(4) 

-

Herb Doctor ( " ) i(i) - - -

Nurse 

Pharmacist 9 9 10 8 

Medical Ti chnician 

Okgu Gun, Statistical Yearbook of Okgu Gun, 1974, 1975, 
1976, 1977
 

Sources : 
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HEALTH FACILITIES AND PERSONNEL IN GUNEE AREA 

Classification/Year 1973 1974 1975 1976 

Health Facility 

- - - -
Hospital 

Clinic (Limited) 3 3 6 6 

Dental Clinic(") 1 1 1 1 

Herb Clinic(") 1 1 1 1 

Private Midwifery Station 1 1 1 1 

Health Center 1 1 1 1 

Health Sub-center 4 6 7 7 

Pharmacy 6 6 6 

Druggist Medicine 17 11 17 

Druggist Herb-medicine 12 10 10 

Restricted Drug Dealer - - 6 -

Ilealth Personnel 

Physician (Limited) 7 3 4 7 

Dentist ( ) 1 1 1 1 

Herb Doctor(") 1 1 1 1 

Midwife 1 1 1 1 

Nurse 3 3 5 6 

Pharmacist 24 6 6 6 

medical Technician 

Sources : Gunee Gun, Statistical Yearbook of Gunee Gun, 1974, 1975 1976, 
1977 
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HEALTH FACILITIES AND PERSONNEL IN HONGCHON AREA 

1973 1974 	 1975 1976
Classification/Year 


Health Facility
 

----Hospital 


Clinic (Limited) 12(6) 12(7) 12(5) 13(6) 

Dental Clinic (" ) 1 1 1 2 

Herb Clinic (") 2 1 2 1 

Private Midwifery Station 2 2 2 2 

Health Center 1 1 	 1 1
 

8 8
Health Sub-center 


15 14 14 13
Pharmacy 


Druggist : Medicine 19 18 18 17
 

19 16
Druggist : Herb-medicine 24 18 


6 4 5 4
Restricted Drug Dealer 


Health Personnel
 

Physician (Limited) 13(6) 14(7) 12(5) 13(6)
 

Dentist ( " ) 1 	 1 2 2
 

2 2 1
Herb Doctor ( " ) 	 2 

2 2 2 2Midwife 


4 4 4 4
Nurse 


15 14 	 14 13Pharmacist 

Sources : Hongchon Gun, Statistical Yearbook of Hongchon Gun, 

1974, 1975, 1976, 1977
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APPENDIX TABLE A-3
 

NUMBER OF' PERSONS TREATED BY ACTIVITY (OKGU) 

Activity Type/Year 1973 1974 1975 197C 1977
 

CURATIVE 
Consultation 
 734 929 1,809
 
Drug 
 1,229 363 6,070
 
Injection 
 584 320 1,206
 
Dressing 
 495
 
Simple surgery 
 170
 
Laboratory 
 4,920
 
X-ray 
 1,763
 

PREVENTIVE
 
1. TB control
 

a) Chest X-ray 
 5,209 5,362 4,455 5,204 5,204
 
b) Sputum test 5,476 5,230 5,022 3,057 3,896
 
c) Patients treated 565 
 584 590 612 6,620
 

2. Family Planning
 
a) Vasectomy and Tubaligation 103 155 137 
 92 231
 
b) Contraceptives 1,065 939 9,647­855 700 

c) Consultations 7,200 8,400 1,56
8,040 9,000 


3. Vaccination
 
a) B C G 
 13,397 13,019 13,493 11,281 11,070 
b) D P T 6,439 3,752 8,015 7,613 7,284 
c) Small pox 16,904 11,069 10,677 11,120 7,064 
d) Polio 8,334 4,296 3,062 3,780 3,601
 
e) Others 159,694 119,990 129,488 111,941 94,858
 

4. Mother and Child Health
 
a) Delivery assistance 
 878
 
b) Delivery kit 720 600 840
720 878
 
c) Pre(post)-natal care 
 14,400 12,000 13,200 15,600 5,282
 

5. Health Education
 
a) Home Visiting 748 558 
 786 473 391
 
b) Lecture and conference 14,960 11,160 15,720 12,866 
 3,566
 

6. Others
 
a) Stool test 
 31,686 1'0,251 21,623
 
b) Vermicide 
 11,682 6,412 6,958
 

Sources 
 Above figures are obtained by direct observation of health center's
 
surroundings and interviews.
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NUMBER OF PERSONS TREATED BY ACTIVITY TYPE 
(GUNEE)
 

Activity Type/Year 1973 1974 1975 1976 1977 

CURATIVE 
Consultation 
Drug 
Injection 
Dressing 
Simple surgery 
Laboratory 
X-ray 

295 
8,096 
1,150 
1,106 

84 

254 
7,665 
1,187 
1,258 

124 

472 
9,272 
1,480 
1,620 

108 

466 
10,658 
1,850 
1,805 

112 

24 
5,146 

237 
310 
2 

684 
1,563 

PREVENTIVE 
1. TB control 

a) Chest X-ray 
b) Sputum test 
c) Patients treated 

2. Family Planning 
a) Vasectomy and 

Tubaligation 
b) Contraceptives 
c) Consultations 

3. Vaccination 
a) B C G 
b) D P T 
c) Small pox 
d) Polio 
e) Others 

4. Mother and Child Health 
a) Delivery assistance 
b) Delivery kit 
c) Pre(post)-natal care 

5. Health Education 
a) Home Visiting 
b) Lecture and conference 

6. others 
a) Stool test 
b) Vermicide 

4,135 
729 
715 

72 
2,063 

795 
688 

6,596 

8,715 

3,180 
1,790 

534 

58 
2,356 

1,213 
1,017 

11,440 

9,483 

3,669 
1,176 

389 

43 
2,194 

5,796 
2,456 
5,391 
1,387 

1,167 
955 

10,274 

10,855 

2,824 
1,440 

382 

52 
1,829 

3,564 
2,287 
2,883 
3,680 

746 
746 

9,244 

11,046 

1,386 
1,338 
3,546 

142 
11,158 
19,484 

2,255 
3,157 
2,805 
1,257 
32,376 

870 
128 
865 

2,568 

4,801 
8,083 

Above figures are obtained by direct observation 
of health center's
 

Sources : 

surroundings and by interviews
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NUMBER OF PERSONS TREATED BY ACTIVITY TYPE (HONGCHONj
 

Activity Type/Year 
 1973 1974 1975 1976 1977
 

CURATIVE
 
Consultation 
 90 180 750 120
 
Drug 7,530 11,350 14,325 19,575 22,742
 
Injection 
 4,110 4,320 7,355 8,720 4,052
 
Dressing 
 799
 
Simple surgery 
 14
 
Laboratory 95 
 118 183 358 2,300
 
X-ray 20,060 1,115 1,534 2,575 9,014
 

PREVENTIVE
 
1. TB control
 

a) Chest X-ray 5,055 4,804 3,808 6,524 311
 
b) Sputum test 9,772 2,169 1,260 1,836 4,913
 
c) Patients treated 846 1,045 1,059 
 809 6,308
 

2. Family 	Planning
 
a) Vasectomy and
 

Tubaligation 107 117 97 
 132 290
 
b) Contraceptives 24,096 26,377 29,388 26,524 
 22,848
 
c) Consultations 25,231 27,891 30,452 27,356 1,647
 

3. Vaccination
 
a) B C G 12,247 9,910 9,339 5,550 6,700
 
b) D P T 3,378 3,740 4,428 3,600 7,293
 
c) Small pox 11,868 11,899 11,400 11,500 7,648
 
d) Polio 3,144 5,268 3,603 4,000 3,722
 
e) Others 	 32,500 43,500 65,900 75,950 61,685
 

4. Mother 	and Child Health
 
a) Delivery assistance 1,582 2,103 1,704 1,374
 
b) Delivery kit 1,369 1,915 1,302 
 1,143
 
c) Pre(post)-natal care 
 11,520
 

5. Health Education
 
a) Home Visiting 20 18 30 50 1,050
 
b) Lecture and conference 	 600 
 3,100
 

6. Others
 
a) Stool test 500 800 1,300 1,600 8,133
 
b) Vermicide 
 80 120 150 250 3,670
 

Sources : 	Above figures are obtained by direct observation of health center's
 
surroundings and interviews.
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Operational Definition of Curative
 

and Preventive Services
 

Curative Services
 

No. of medical consultation which could be
1. Consultation 

managed by consultation alone including
 

immediate referral without treatment, and
 

family planning consultations were excluded. 

No. of prescription of drugs excluding
2. Drugs . 

distribution of contraceptive pills,
 

vermicides and medicines for TB control.
 

No. of injections for patients in addition
3. Injection 

to drugs excluding vaccination shots,
 

anesthesia injections for surgical operation.
 

No. of minor surgical treatment without
4. Dressing 

injection and prescription of drugs, and
 

of referral after treatment such as emer­

gency or palliative treatment.
 

No. of simple surgery includes use of such
 5. Simple Surgery 

minor surgical techniques as suturring and
 

incision and drainage. In these case,
 

injection and prescription of drugs were
 

often used in conjection with the operation.
 

No. of all laboratory tests for medical
 6. Laboratory 

care except sputum and stool tests.
 

No. of all X-ray examinations and treatments
 7. X-ray test 

except chext X-ray for TB patients.
 

Preventive Services
 

1. TB control
 
No. of chest X-ray test for finding out
 1) aiest X-ray 

new TB patients or for diagnosis.
 

No. of sputum test for healthy person and
 2) Sputum test 

TB patients.
 

- 307 ­



: No. of patients registered 	in Health
3) Patients treated 

Center or sub-center and treated regularly.
 

2. 	Family Planning
 
No. of person who had operation of
1) Vasectomy and 

vasectomy and tubaligation.
Tubaligation 


No. of persons who were provided with
2) Contraceptives 

contraceptives from Health center and/or
 

sub-centers.
 

: No. of persons vaccinated in eac, type.
3. 	Vaccination 


4. 	MCH; Mother and
 
Child Health
 

1) Delivery 	 No. of delivery assisted by health worker
 

except those which assisted by family
Assistance 

member or other health personnel in
 

private clinic.
 

No. 	of pre and post natal care by health
2) Pre(Post)-natal : 

workers of Health Center or sub-center.
care 


No. of persons who were provided with
3) Delivery kit : 

delivery kit from Health Center and/or
 

sub-center.
 

5. 	Health Education
 

No. of home visits for the purpose of
1) Home Visiting 

health education except the visiting for
 

TB control, family planning, vaccination
 

and 	mother and child health.
 

No. 	of person wh¢ participated in the
2) Lecture and : 

conferences and lecture for health educa­

tion, not for administrative affairs.
 

6. 	Others
 

No. of stool test to check parasitic
1) Stool test 

infection.
 

No. 	of person provided with vermicide.
2) Vermicide 


Il Soon Kin and others, "Development and Organization
References 

of MYUN Level Health Care Services 

in Korea"
 

Seoul : Yonsei University, College of Medicine, 1977
 

pp. 762-764.
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APPENDIX TABLE A-4 

NUMBER OF PERSONS TREATED AND UNIT COST BY ACTIVITY TYPE (1977) 

Activity Type 

Unit 
Cost 

OKGU 

No. of 
Persons 

Cost Unit 
Cost 

GUNEE 

No. of 
Persons 

Cost Unit 
Cost 

HONGCHON 

No. of 
Persons 

Cost 

CURATIVE 
Consultation 
Drug 
Dressing 
Injection 
Simple surgery 
Laboratory 
X-ray 
Photoroentgenography 
Sub-total 

0 

414 
220 
356 
318 
32 

800 
80 

-

1,809 

6,070 
495 

1,206 
170 

4,920 
374 

1,389 
16,433 

0 

2,512,980 
108,900 
429,336 
54,060 

157,440 
299,200 
111,120 

3,673,036 

0 

32 
220 
250 
318 
32 

800 
80 

24 

5,146 
310 
237 

2 
684 
941 
622 

7,966 

0 

164,672 
68,200 
59,250 

638 
21,888 

752,800 
49,760 

1,172,208 

0 

1,875 
220 
270 
318 
32 

800 
80 

-

22,472 
779 

4,052 
14 

2,300 
5,706 
3,308 

38,901 

-

4,264,125 
171,380 

1,094,040 
4,452 
73,600 

4,564,800 
264,640 

10,437,037 

PREVENTIVE 
T.B. control 
Chest X-ray 
Photoroentgenography 
Sputum test 
Drug 

800 
80 
37 

3,886 

1,034 
4,470 
3,896 
6,620 

827,200 
357,600 
144,152 

24,512,888 

800 
80 
37 

3,886 

1,129 
257 

1,338 
3,546 

903,200 
20,560 
49,506 

25,725,320 

800 
80 
37 

3,806 

3,606 
3,308 
4,913 
6,308 

2,884,800 
264.640 
181,781 

13,779,756 

Family Planning 
Vasectomy 
Tubaligation 

I.U.D. Inserticn 
Rhythm 
Oral pill 
Condom 
Consultation 

5,350 
15,350 

700 
7,000 

250 
350 

0 

150 
81 

1,052 
51 

5,757 
2,838 
1,565 

802,500 
1,243,350 

736,400 
357,000 

1,439,250 
993,300 

0 

5,350 
15,350 

700 
7,000 

625 
875 

0 

77 
65 

686 
12 

6,404 
4,068 
19,484 

411,950 
997,750 
480,200 
84,000 

4,002,500 
3,599,500 

0 

5,350 
13,350 

700 
7,000 

250 
350 
0 

86 
204 

1,265 
92 

11,749 
9,834 
1,647 

460,100 
1,131,400 

885,500 
644,000 

-2,937,250 
3,441,900 

0 



NUMBER OF PERSONS TREATED AND UNIT COST BY ACTIVITY TYPE (1977) : CONTINUED 

OKGU GUNEE HONGCHON 

Activity Type Unit No. of Cost Unit No. of Cost Unit No. of Cost 

Cost Persons Cost Persons Cost Persons
 

Vaccination
 
B C G 4 11,070 44,280 4 2,255 9,020 4 6,700 26,800
 

D P T 13 7,284 94,692 13 3,157 41,041 13 7,293 94,809
 

Small Pox 4 7,064 28,256 4 2,805 11,220 4 7,648 30,592
 

Polio 21 3,601 75,621 21 1,257 26,397 21 3,722 78,162
 

Others 5 94,858 474,290 5 32,376 161,880 5 61,685 308,425
 

Mother and Child Health
 

Delivery Assistance 750 878 658,500 750 870 652,500 750 1,374 1,030,500
 
" Kit 330 878 298,740 330 128 42,240 330 1,143 337,190
 

Pre & Post natal care 0 5,282 0 0 865 0 0 11,520 0
 

Health Education
 
Home Visiting 0 391 0 0 - 0 0 1,050 0
 

Lecture and conference 0 3,566 0 0 2,568 0 0 3,100 0
 

Parasite Control
 

Stool test 43 21,623 979,789 43 4,801 206,443 43 8,133 349,719
 

Vermicide 258 6,958 1,795,164 256 8,083 2,085,414 258 3,670 946,860
 

Sub total 190,967 35,803,972 96,231 39,470,641 160,050 31,814,184
 

TOTAL 207,400 39,477,008 104,197 40,642,849 198,951 42,251,221
 

Sources : Above figures are obtained ! ! direct observation of health center's surroundings and interviews.
 



APPENDIX TABLE A-5 

COMMON HEALTH COST (CH) IN 1977 
Unit 1,000 Won 

OXGU GUNEE HONGCHON 

Classification Number 

(1) 

Unit 

Cost 

(2) 

Total 

Cost 

(3)=(l)x(2) 

Number 

(1) 

Unit 

Cost 
(2) 

Total 

Cost 
(3)=(i)x(2) 

Number 

(1) 

Unit 

Cost 
(2) 

Total 

Cost 
(3)=(i)x(2) 

BUILDINGS 
Health Center Building 

V.D. Center 

Health Sub-center 

Health Post 
Maintenance cost 
Sub-total 

1 
1 

8 
12 

22 

15,000 
12,000 

600 

15,000 
12,000 

21,500 
7,200 
1,115.5 

56,815.5 

1 
-

7 

8 

13,000 
-

13,000 
-

19,700 

801 
33,501 

1 
-

8 
3 

12 

14,000 
-

2,250 

14,000 
-

21,300 
6,750 

157.3 
42,207.3 

FACILITIES AND EQUIPMENTS 

Refrigerator (300L) 
(180L) 
(150L) 
(120L) 
90L) 
77L) 

Incubator I 
II 
II 

Centrifuge 1 
" 11 

Microscope I 
" II 

Hematometer 
Photo Fluoro Graphy Unit 

X-ray Film Viewer 
X-ray Apparatus 

1 

2 
5 
1 

2 
1 
1 
2 
1 

2 
1 

3 
2 
2 

350 

75 
48 
94 

50 
20 

180 
30 

150 

200 
300 

5 
1,000 

15 

350 

150 
240 
94 

100 
20 

180 
60 
150 

400 
300 

15 
2,000 

30 

6 

5 
1 

1 
2 

1 

1 
1 

1 

150 

94.2 
52.8 

20 
60 

80 
400 
500 

3,000 

900 

471 
52.8 

20 
120 

80 

400 
500 

3,000 

4 
1 
1 

1 

1 
1 
1 

2 

2 

200 
192.5 
15 

8.6 

20 
60 

150 

5 

3,000 

800 
192.5 
15 

8.6 

20 
60 

150 

10 

6,000 



COMMON HEALTH COST (CH) IN 1977 (CONT.) 

OKGU GUNEE HONGCHON 

Classification Number 

(1) 

Unit 

Cost 

(2) 

"otal 

Cost 

(3)=(i)x(2) 

Number 

(1) 

Unit 

Cost 
(2) 

Total 

Cost 
(3)=(l)x(2) 

Number 

(1) 

Unit 
Cost 
(2) 

Total 
Cost 
(3)=(1)x(2) 

Resuscitator I 
II 

Sphygmomanometer I 

Electric Sanitizer 

Auto Clave I 
II 
III 

IV 

Dryer I 
" II 

1 
2 
7 
1 
6 
2 
3 
1 
1 
1 
1 

50 
480 

6 
7 

12.5 
150 
18.3 
63 

485 
15 

170 

50 
960 
42 

7 
75 

300 
55 
63 

495 
15 

170 

1 
2 
1 
1 

1 

1 
1 

50 
480 

6 
7 

200 

63 
485 

50 
960 

6 
7 

200 

63 
485 

1 

1 
1 
1 

1 

6 

10 
100 
14 

15 

6 

10 
100 
14 

15 

Dry Oven 
Otoophthalmoscope 
Sanitizer I 

II 
Suction Thermo Drain Unit 
Water Bath I 

II 
III 

PH Meter 
Camera 
Stethoscope 
Operation Set 
Laryngoscope I 

II 

1 
6 
1 

2 
1 
1 

1 
2 
5 
1 
1 

30 
15 
19.8 

20 
31 
80 

490 
1,592 

3.7 
246.4 
29.5 

30 
90 
19.8 

40 
31 
80 

490 
3,184 

17.1 
246.4 
29.5 

1 
2 
2 
1 

1 

1 
1 
1 

4 
10 
20 
2 

31.6 

3.7 
246.4 
29.5 

4 
20 
40 
2 

31.6 

3.7 
246.4 
29.5 

2 

1 
1 

1 
1 

20 

48 
230 

10 
2.4 

40 

48 
230 

10 
2.4 

Grid 2 9.6 19.2 



COMMON HEALTH COST (CH) IN 1977 (CONT.) 

Unit : 1,000 Won 

OKGU GUNEE HONGCHON 

Classification No. U.C T.C No. U.C. T.C No. U.C T.C 

(1) (2) (3)=Il)x(2) (1) (2) (31=(1)x(2) (1) (2) (3)=(i)x(2) 

Health Sub-center Set I 
,, II 

4 265.1 1,060.4 8 119.3 954.4 1 
6 

119.3 
200 

119.3 
1,200 

Bed for MCH Care 
Cabinet 1 

" II 

8 
6 
4 

10 
40 
18 

80 
240 
72 

7 
1 

40 
5 

280 
5 

Table for MCH Care 

Table for 'tensile 
Examination Table I 

II 

Scale for Babies I 
" II 

4 
10 
1 
1 
5 

20 
17 
33 

110 
3 

80 

170 
33 

110 
15 

1 

7 
1 
8 

13.5 
3 

33 
1.5 

13.5 

21 
33 
12 

1 
2 

3 
1 

12 
2 

12 
1 

12 
4 

36 
1 

Automorile 
Motor Bicycle 
Sewing Machine 
Slide Projector I 

" II 

1 
1 
1 
1 

1,000 
200 
15 
8 

1,000 
200 
15 
8 

1 

1 
1 
1 

1,000 

15 
8 

41.8 

1,000 

15 
8 

41.8 

1 
1 
1 
1 
1 

1,000 
282.9 
10 
5 

180 

1,000 
282.9 
10 
5 

180 

Film Projector 
Generater 
Smoke Machine I 

II 

1 
1 
6 

80 
150 
200 

80 
150 

1,200 

1 

7 

80 

480 

80 

3,360 
4 1,000 4,000 

III 1 1,500 1,500 

Sprayer 

Bicycle (for male) I 
" II 

1 
5 
3 

30 
9 

21.5 

30 
45 
64.5 

3 15 45 

Cicycle(for female) 

Typewriter 

4 28 112 1 
1 

22 
200 

22 
200 

12 
1 

22 
154 

264 
154 



COMMON HEALTH COST (CH) IN 1977 (CONT.)
 

Unit : 1,000 Won 

OKGU GUNEE HONGCHON 

Classification No. U.C T.C No. U.C T.C No. U.C T.C 

(1) (2) (3)=(1)x(2) (i) (2) (3)= (1)x (2) (1) (2) (3)=(l)x(2) 

Recorder I 
" II 

1 15 15 1 
1 

15 
85 

15 
85 

Lound Speaker 
Amplifier 
Calculator 

1 
1 

5 
10 

5 
10 

1 
1 
1 

5 
36.5 
65 

5 
36.5 
65 

Microphone 
Telephone 
Other 
Maintenance Cost 

230 862.6 
12,417 

351 3,666.7 
1,091 

1 
3 

82 

8.5 
13 

8.5 
39 

2,230 
479.2 

Sub-Total 
AMBULANCE 

Antomogile 
Maintenance Cost 
Sub-Total 

PERSONNEL EXPENDITIURE 

372 

1 4,333.6 

28,613.3 

4,333.6 
1,688 
6,021.6 

440 

1 4,333.6 

20,025.4 

4,333.6 
1,063 
5,396.6 

157 

1 

18,027.1 

4,333.6 
208 

4,541.6 

Physician 
Nurse 
Nurse Aid 
Midwife 

5 
3 

33 
-

10,320 
2,600.8 

25,036.8 
-

5 
16 
26 
4 

9,864 
11,351.4 
19,848.8 
2,192 

9 
9 

31 
-

16,000 
7,844 

21,448 
-

X-ray Technician 
Lab. Technician 
Dental " 

1 
2 

1,378.4 
1,840.4 

-

1 
1 
1 

689.2 
775.4 
696 

2 
2 
-

1,066 
2,241 

-

Health Worker 
Administrator 
Others 
Sub-Total 

TRAINING COST 
SANITATION COST 
ADMINISTRATIVE COST 
OTHERS 
TOTAL COST 

4 
8 
2 

58 

3,545.6 
7,912 

956 
53,590 

-
2,532 

439.8 
42,533.5 

190,545.7 

1 
11 
4 
70 

800 
9,404 
1,982 

57,602.8 
-

2,578.7 
1,019 
8,623 

128,746.5 

2 
12 
3 

70 

1,838 
15,516 
1,641 

67,594 
2,361.2 
1,885 
3,795.6 
1,621.5 

142,033.3 

Four.ev : Above figures are obtained by observation of health center's surroundins and interviews
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I. 	INTRODUCTION
 

The Korea Health Development Institute (KHDI) is currently under­

taking a project to improve the delivery of health services to the
 

rural areas of three selected Guns (Counties). Although many different
 

activities are been undertaken by KHDI, the Management Staff wishes to
 

obtain a systematic view of the situation in these areas on a regular
 

basis.
 

A Management Information System (MIS) is a means for obtaining,
 

recording, reporting and analysing specific pre-designated elements of
 

statistical data for monitoring and controlling a program or project in
 

a timely, systematic manner.
 

KJIDI utilizes a "control" type MIS .... whereby a limited number of
 

pre-determined key data elements are selected for continuous observation,
 

recording, monitoring, statistical analysis and summarizing of project
 

activity ... supplemented by a periodic statistical record survey (based
 

on existing service statistics 1/ system) to measure health systeRm perfor­

mance in the project area. The MIS design conceives of program manage­

ment as 
including the function of program evaluation. With that frame
 

of reference, the MIS can aid in both program management and evaluatiol,
 

even though these two functions are conceptually descrete.
 

The MIS's purposes are to assist managers in making decisions to
 

1) allocate current resources to improve program effectiveness
 

and efficiency.
 
2) estimate program coverage in terms of the percentages of the
 

target populations served or not served by the program.
 

3) assess program effectiveness-the degree to which a program
 

accomplishes its goals 2/.
 
4) 	estimate program efficiency-the ratio of program output to
 

input; where output can be estimated by a variety of key
 

program indicators such as the number of contacts with patients
 

or clients, units of performance of the various health services.
 

5) 	identify those areas where selective supervision is likely
 

to contribute most to program improvement.
 

1/ Data routinely generated from the delivery of medical care and
 
infant health care, maternal health care,
health services - such as 


family planning service, and tuberculosis control.
 

2/ We have no targets or standards at this point. However we can use
 

the estimated target populations of the communities served, as the
 

common base for comparing relative activity levels of each Primary
 

Health Unit.
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In order to achieve those purposes, we have devised three channels
 
of data collection as follows:
 

Frequency of
 
Channel data 


collection
 

1. 	Monthly Monthly 

Report 


2. 	Quarterly Quarterly 

Record 


3. 	Household Once a year 

Survey 


Method 


PHU Report to 

KHDI through HC 


Record (various 

data files gener-

ated by health
 
workers while
 
providing service)
 
survey by
 
surveyors 
visiting PHUs
 

Sample Household 

interview survey 
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Contents
 

Summaries of new
 
occurrences­
number of contacts
 
with patients or
 
clients by field­
workers
 

Performance of
 
the health system
 

1) Consumer
 
satisfaction with
 
medical care
 
service rendered
 
by CHP
 

2) Attitude towards 
needs and expectations 
of CHP 

3) Checking against
 

over-or under­
recording or
 
reporting by field­
workers through
 
matching with
 
response data by
 
interviews
 



2. MONTHLY ACTIVITY REPORT
 

a. An outline
 

since we are measuring activity levels in the project rather than
 

effectiveness, we have to select one or two key indicators (which most
 

generally relate to what we are ttying to accomplish) that can be observed,
 

recorded and reported regularly without too much difficulty.
 

The most meaningful indicator of project activity in terms of 
accomplish­

contacts with patients (or potential. patients) by the 
ment is the number of 

This is based on the assumption we have
health workers in the system, 

that in order to improve performance of the health delivery
implicitly made ­

system, more health workers are required to dispense advice, 
consultation,
 

and/or treatment.
 

b. Working Levels in the Delivery System
 

Looking at our "System" schematically, we have several working 
levels,
 

between the community popul. tion and KHDI Headquarters as 
shown in Fig. 1.
 

KHDI HQ
 

HONGCHON
GUNEE 


PRIMARY HEALTH UNITS 

COMMUNITY POPULAIN 

Several working levels in the Delivery System between the ComimnityFig. 1. 
Population and KHDI Headquarters
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Furthermore, each of these working levels - Health Center and
 
Primary Health Unit - performs essentially similar tasks to a different
 
level of quality; - patient contacts and treatments. Thus, the type
 
of data recorded at each level and reported to next higher level can
 
be more or less standardized into three major categories: individual
 
treatment or referrals; individual prevention contacts, and group contacts
 
for education and immunizations of the conunity target population.
 

C. Data Formats
 

There are two basic types of formats used at the working level­
worksheets for recording data and reports for transmitting summaries of
 
the data recorded.
 

In order to develop data formats for the contacts with patients
 
by health workers, a three-month trial was conducted in the demonstration
 
areas. As a result of this trial, it was found that much of the desired
 
data could be obtained by adding these new items to an existing daily
 
worksheet which was already being prepared for a monthly achievement
 
report to the Ministry of Health through the Health Center.
 

Two new report forms, A and B, were finally established; Report
 
form A is for the PHU Report to Health Center; Report form B is for
 
the Health Center Report to KHDI Headquarters, as shown in Table 1 and
 
Table 2.
 

The new data formats will be used in the demonstration areas
 
beginning August 1, 1978. The deadline for receiving this report is
 
by the 5th day of the month at the Health Center and the 10th day of the
 
month at KHDI.
 

d. Analysis 

When the reports are received at KHDI, the Planning and Evaluation
 
Division will analyze the data for KHDI's Project Division and the
 
other KHDI management staff. The Field Coordinators for each of the
 
project areas nay also wish to analyze the data they have received from
 
their Health Center and the PHUs in a similar manner.
 

- 322 ­



Essentially, each item of data reported will be analyzed in separate
 

rank-ordered tables and/or graphed (or otherwise charted as appropriate) to
 

be able to detect activity trends. Work units performing essential similar
 

functions will also be reviewed to compare relative levels of efforts.
 

Since we have no targets or standards at this point, probably the best we
 

can do for experimental study is to utilize the estimated target population
 

of the community served as a common base for comparison of relative activity
 

levels.
 

For example:-


Contacts as 

Rank Number of Total target percent of total 

order PHU's contacts population targetLopulation 

1 Name XXX YYY %
 

2 Name XXX YYY %
 

3 Name XXX YYY %
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Description 


Medical care activities
 

a. No. of registered
 
(1) New registered
 
(2) Cumulative reg. 

b. No. of visits to
 
clinic
 
(3) Consultations
 

and counselling
 
(4) Treatments
 
(5) Referred

(6) ( ) 
(7) Total
 

Health Service Activities
 

a. Consultation and
 
follow-up (in the 
clinic)
 
(8) Infant & child
 

health
 
(9) Maternal health 

(10) Family plin.ing 
(11) TB control
 
(12) Other
 
(13) Total
 

b. Consultation and
 
follow-up (outside
 
the clinic)
 
(14) Infant & child 

health 
(15) Maternal health
 
(16) Family planning
 
(17) TB control
 
(18) Other
 
(19) Total
 

c. Group contacts
 
(20) Immunization
 
(21) Education
 

Table 1. Report Form A: 
PHU ACTIVITY MONTHLY REPORT 

(PHU Report to HC) 
As of (month): 
Date submitted: 

Name of PHU: 

I Cumulative Number of Names of MD, CHP 
totals as cases in and CHA RcLark 

of last month this month 
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- continued ­

of Names of MD, CHP andCumulative Number 
Remarkof in CHA

Description 	 totals as cases 

last month this month
 

(Working Days) 

(22) 	 In the clinic 
(23) 	 Outside the 

clinic
 
(24) 	Other*
 

(training or
 
Iother job) 


(25) 	Total -

Submitted by:
 

includes number of 	cases with (3) consultation 
and
 

Footnotes: (6) 	 ( ) 
counselling or/and (4) treatments plus referred. 

(7) 	= (3) + (4) + (5) 

(21) 	= Number of participants in upper side/Number of meetings held 

in lower side. 

(25) = (22) + (23) 	+ (24) 
Number of working days for training or other job 

irrespective

* 	 = 

of medical care or health activities.
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Table 2. Report Form B:
 
HEALTH CENTER ACTIVITY MONTHLY REPORT
 

Description 


Medical Care Activities
 

a. No. of registered
 
(1) New registered
 
(2) Cumulative reg.
 

b. No. of visits to
 
clinic
 
(3) Consultations and
 

counselling
 
(4) Treatments
 
(5) Referred
 
(6) 	( 
(7) Total
 

Health Service Activities
 

a. Consultation and
 
follow-up (in the
 
clinic)
 
(8) Infant & child
 

health
 
(9) Maternal health
 

(10) 	Family planning
 
(11) 	TB control
 
(12) 	Other
 
(13) 	Total
 

b. Consultation and
 
follow-up (outside
 
the clinic)
 
(14) 	Infant & child
 

health
 
(15) 	Maternal health
 
(16) 	Family planning
 
(17) 	TB control
 
(18) 	Other
 
(19) 	Total
 

c. Group contacts
 
(20) 	Immunization
 
(21) 	Education
 

(HC Report to KHDI) 
As of (month): 

Date submitted: 
Name of HC: 

Cumulative Number of Name of PHU 

total as of cases in Remark 

last month this month 
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- continued -

Cumulative Number of Names of PHU
 
Remark
Description total as of cases in 


last 	month this month
 

(Working Days)
 

(22) 	In the clinic
 
(23) 	Outside the
 

clinic
 
(24) 	Other* (training ,
 

or other job)

(25) 	Total
 

Footnotes: (6) = ( ) includes number of cases with (3)consultation and 
counselling or/and (4) treatments plus referred. 

(7) = (3) + (4) + (5)
 

(21)= Number of participants in upper side/Number of meetings
 

held in lower side.
 
(25)= (22) + (23) + (24)
 

Number of working days for training or other job irrespective
 

of medical care or health activities.
 
* = 
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3. QUARTERLY RECORD SURVEY
 

a. An Outline
 

There is an existing service statistics system which gathers a variety 
of different elements according to several health programs, such as medical 
care, maternal and child health, family planning, and tuberculosis control. 
The Quarterly survey is baspd on these data sources, particularly the 
patient's clinical chart and various client registration cards. 

The clinical chart and client registration file cards are individually
 
prepared by the health worker at first contact with the client. Successive
 
contacts with the client are also doculmented in these charts or cards by
 
the health worker. Thus, they are the basic documents for providing service
 
and recording it as a new occurrence, follow-up service or treatment at the
 

working level.
 

Based on such data sources, the Quarterly Record Survey aids in measuring
 
performance of the health delivery system in terms of costs, availability,
 
accessibility, acceptability, quality, and continuity.
 

As its title implies, Surveyors 	(employed by KHDI) visit all primary
 
health units in the demonstration areas on a quarterly basis with survey 
schedules. 

b. Data Sources 

There are several types of client registration cards for different health
 

programs, such as patient clinical chart, maternal health card, infant health 
card, family planning client card, and tuberculosis patient card.
 

These are filed at each PHU in the demonstration areas for recording
 

services provided by health workers:
 

Patient clinical chart : 	registration, consultation, counsellinq,
 
medications, dressing, other (such as
 
clinical or laboratory test).
 

Maternal health card 	 registration, consultation, guidance,
 
physical checking, supply of delivery
 
set, birth attendance, supply of
 
medicines.
 

Infant health card : 	registration, physical checking,
 
consultation through his or her mother,
 
immunization, supply of medicines.
 

Family planning client card 	 registration, consultation, motivation,
 
issue of coupon for IUD insertion or
 
sterilization, supply of contraceptives.
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Tuberculosis patient care registration, consultation, medication, 

X-ray or sputum checking. 

these data sources.The Quartely Survey collects key data elements from 

c. Method of Data Collection
 

Survey Schedules
 

Simple survey schedules are structured and used for data collection from
 

each different client card. The schedules involve limited numbers of key
 

data elements or variables as follows:
 

Medical care from Patient Clinical Chart 

1) Date of registration or first contact
 

PHU and residence)2) Residence (name of Li or distance between 

(in Okgu)3) Memberships of Daedonghae (in Hongchon) or health insurance 

of visits during the period (quarter)4) Frequency 

5) Major complaints or symptoms
 

6) Type of treatment
 

7) Costs paid by consumer
 

8) Referral 

9) Service provider (MD, CliP, or CHA) 

10) Other (demographic variables of consumers such as age and sex) 

Maternal health services from Maternal Health Client Card
 

1) Date of registration or first contact
 

2) Residence (name of Li or distance between PHU and residence)
 

3) Month of pregnancy when registration or first contact made 

4) Frequency of services provided, by type, and whether in the 

prenatal or postnatal period 

5) Birth attendant or use of delivery set 

6) Results (normal or abnormal) of delivery
 

7) Other (age of mother) 
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Infant health services from Infant Health client Card 

1) Date of registration or first contact
 

2) Residence (name of Li or distance between PHU and residence)
 

3) Month of age when registration or first contact made
 

4) Frequency of services provided, by type, during the period (quarter)
 

5) Immunizations as scheduled by type
 

6) Other (current age of infant or child)
 

Family planning services from Family Planning client Card
 

1) Date of registration or first contact
 

2) Residence (name of Li or distance between PHU and residence)
 

3) Number of living children when registration or first contact made
 

4) Frequency of services provided, by type, during the period (quarter)
 

5) Current users of contraception according to method of contraception,
 
provided by field workers 

6) Other (current age of woman) 

Tuberculosis control from Tuberculosis Patient Card 

1) Date of registration or first contact 

2) Residence (name of Li or distance between PHU and residence) 

3) Severity of disease (sputum positive or negative) 

4) Frequency of visits to PHU during the period (quarter) 

5) Types of treatments rendered 

6) X-ray taken 

7) Sputum examination 

8) Treatment continued or discontinued 

9) Duration of treatment 
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10) Outcome of treatment 

11) Other (sex and age) 

Field Operativn 

Surveyers will be employed and trained by KHDI. They will visit each PHU
 
the desirable keyin the demonstration areas and search the records to enter 

elements on the schedules from each client card as appropriate. The field work
 

v;ill be supervised by KHDI personnel.
 

The field operation will be conducted on a quarterly basis.
 

d. Analysis
 

Data collected will be analyzed comparatively by PHU's in separate rank­

order tables in order to measure performance of the health system as follows:
 

Component factor of
 
health system
 
characteristics Key Indicators Table
 

1. Accessibility a. Ratio of population per health worker or 1
 

medical personnel
 
b. Client registration rate of estimated target 2
 

population by Li (distance between PHU and
 

residence)
 
c. Outreach service (home visits by health worker) 3 

rate per 100 estimated target population 
d. Membership of financial mechanism (in case of 4
 

medical care service)
 

2. Acceptability a. Use rate by type of service 5
 

b. Use rate by frequency of service rendered 6
 

c. Use rate by sex, age, or chief complaints 7
 

8

3. Quality a. Continuation rate of treatment or practice by 


type of service
 
b. Complete immunization rate as scheduled 9
 

c. Proportion of desirable practice 10
 

(loop, sterilization, or women having under
 

three children)
 
11
d. Referral rate of treatment 


4. Availability a. Ratio of Population per PHU 12
 

b. PHU personnel structure or working days 13
 

c. Potential capacity to produce service 14
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5. The Costs* a. Unit cost of service produced 1, program

component
 

b. Unit cost of service paid by consumer
 

The costs, particularly unit cost of service-producing, will be
 
calculated with data from the Activity Accounting System. See "An
 
Activity Accounting System for Analyzing the KHDI Denrnstration Project 
Expenditures".
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4. SAMPLE HOUSEHOLD INTERVIEW SURVEY
 

a. An Outline
 

To increase the supply of medical services, 
a new type of health pro­

being trained and deployed
Community Health Practioner (CHP), is

fessional, 
The increasing use of CHP's in the
 by KHDI in the demonstration areas. 


be affected by the patient's perception and need for 
community served will 
CHP's medical services.
 

to:

The purpose of the Sample Household Survey 

is 

1) collect data of patient's perceptions of the 
newly deployed CHP
 

2) determine consumer satisfaction of treatments 
rendered by the CHP
 

3) analyze factors affecting utilization of CHP'S 
medical service
 

In addition, accuracy of service statistics 
will be examined by matching
 

client records with response data from interviews 
with sample households.
 

b. Data collection
 

Survey schedules
 

Major items
 
A closed (or structured) questionnaire will be developed. 


(tentative):
of the questionnaires are as follows 


1) Demographic variables (age, sex, education, 
residence)
 

2) Attitude or perception towards CHP
 

3) Expectation of CHP'S medical services
 

4) Satisfaction or outcomes of treatment 
rendered by CHP
 

5) Health worker's home visits and services 
provided by them
 

The Sample
 

A random sample of the population in the 
demonstration areas currently
 

being served by the PFU.
 

The appropriate size of the samp i will 
be determined later, based on
 

standard statistical sampling methodo gy.
 

Method of Data collection
 

The Household interviews will be conducted 
during September-October 1978
 

by a team approach, with operations under 
control of roving KHDI personnel.
 

c. Analysis
 

By frequency distribution, percentage 
& standard deviation, mean, median, 

and correlation analysis. 
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1. Introduction
 

The Korean Health Demonstration Loan Project, which stemmed from a
 
loan agreement signed between the governments of the Republic of Korea
 
and the United States in September 1975, has two purposes:
 

1. To establish the capability within the Republic of Korea's
 
Government to plan, conduct, and evaluate low-cost integrated
 
health delivery projects directed primarily toward low-income
 
families
 

2. To demonstrate successfully a multi-gun (county) low-cost
 
integrated health delivery system that is replicable in other
 
parts of Korea.
 

To accomplish the latter, Korea Health Development Institute(KHDI)
 
has had field projects in three selected areas (demonstration gun areas)
 

since 1977. The 1976 KHDI Baseline survey's objectives were to collect
 
and analyze basic data for evaluation of the KHDI Project activity as
 
follows:
 

a. To determine key indicators in terms of performance of the
 
KHDI project activity and its impact as a basis for comparison
 
before and after the project, as outlined in the KHDI project
 
evaluation plan.
 

b. To provide basic data for situation analysis in demonstra­
tion and control areas.
 

c. To analyze factors affecting differences or changes in key
 
indicators over time or between areas.
 
This report contains results of the first of these objectives
 
(a) derived from the 1976 Baseline Survey.
 

2. Methodology
 

a. Analytical Framework
 

Classical controlled experimental design was used. The KHDI
 
project is intended to improve the accessibility, quality,
 
costs, acceptability, continuity, and availability of the health
 
delivery system. The effect of exposure to this activity
 
(or treatment) is determined by comparing any changes in those
 
exposed (experimental or demonstration group) with changes in
 
those not exposed (control group) as well as before and after
 

comparison. This design is diagrammed as follows:
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Exposure to Measurements
Measurements 

before proqram after
 

Experimental
 
group 01 X
 

04
Control group 03 


The total effect of an activity (the changes 
in the experimental
 

group which do not appear in the control group) is
 

02 - 01 100 04 - 03 100 
040 100)


01 1 03 x
 

The baseline survey determined primarily the measurements 
of 0l
 

area of
 
and 03 before the project. The measurements cover a broad 


health service such as medical care, maternal 
and child health, and family
 

Health service and its
 
planning to be produced by the health system. 


outcome are categorized by eight cells in the 
following model.
 

Outcomes of the health service
 

Category	 
Total Positive(p) Negative(N) 

1. 	Receiving adequate N.Rl
P.Rl
RI
health service 


R2 	 P.R2
2. 	Receiving inadequate 
N.R2
 

health service
 

3. 	Not receiving any
 
R3 P.R3 	 N.R3
health service but 


wanting health
 
service
 

4. 	Not receiving any
 N.R4
P.R4
R4 


wanting no health
 
service
 

health service and 


NR Totals
PR Totals
R Totals
Total 
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Different prefixes or suffixes ca:. be assigi.ed to the various "R" 
catleqories abo.-e for a:ial-zing different subgroups within the population. 
.or example "..i" is the sick populatioii receiving adequate health 

udical care) sur ce; "i.Prk" totals are the healthy population; "B.PRI,' 
co Id be the :<.nd of births attended b:, health professionals, etc. 
:ach ise of a shredot code such as these will be specified according
 
to the nacure of a particular health service. 

b. The Qestiomiai res
 

Three questionnaires were used in the baseline survey: 
 1) the
 
household schedule, 2) the morbidity questionnaire (including medical
 
care utilization and costs questions), 3) the MCH questionnaire (in­
clidi ,jfertility, family planning, maternal health, and child health
 
qu-estiots) . Each of these questionnaires have many subdivisions broken
 
down into closed or structured questions.
 

A great deal of attention vas given to the design of the 
questionnaires. The U.S. H.E.W~s'"Health Interview Survey Procedure",
 
1975, the 1974 Korean National Fertility Survey's "Household Schedule",
 
and the questionnaires of Child Health KAP Survey and Maternal Health
 
Practice Survey of the Danfa Comprehensive Rural health Project
 
(conducted by Ghana and the University of California at Los Angeles) were
 
used as major guides in designing questions.
 

c. The Sample
 

The sample design for the baseline survey aimed for a local
 
(at gun level) representive and probability sample using a two stage

design, first-stage or primary sampling units for ED's 
(enumeration
 
districts) and second-stage for the households. The list of the 1975
 
census ED's, available at the Bureau of Statistics, EPB, served as the
 
sampling frame.
 

The sampling fraction applied the rate of 0.063 (6.3%)* to the
 
households of each sub-po*ulation. The universe to be studied and
 
experimented with is located in three selected Guns 
(counties) chosen after
 
careful analysis of certain criteria, together with a control area of ten
 
.-'ons, ecquivalent to an average Gun. Six sub-populations were agreed
 
upon, to divide the demonstration and control areas into analytically
 
manageable units. Of these, 
four were from demonstration areas and two
 
from control areas. One sub-population was designated for each of the
 
demonstration Gun areas 
(3 total) and one sub-population was chosen 
from an island in the demonstration Gun. For the control area, one 
mainland and one island area were assigned as sub-populations to be 
surveyed. (See table I). 

* The sampling rate applied to the universe of households of 0.063(6.3%)
 
was determined after considering the homogeneity of the cluster, to
 
assure less than five percent relative error among the major survey items.
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Next, the actual number of househcids were listed. (ccl. C). , rom 
these ,oiumns, the desired number o households to be surveyed in eacl. 
sub-population was calculated by appiying the sampling 'ractior, of 0.063 
(col. D). Column E was determined by using ajpproximcL:ly ten percent of 
the ED's in each sub-population, (excerpt in the cas: c,: the island cCntrCl 

area where a minimum of two PSUs were allocated to be sampled in each 

Myon). Column F was calculated by dividing figures in col. D by those 

in col. E. Finally the particular househclds to be surveyed were decided 

by taking the households in their ordinal number (as assigned in census) 

and filling the quota (the figures in col. F).
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Table 1. Sample Design of Baseline Survey 

Sub-population Number of 
1975 census 
enumeration 

Total 
number of 
households 

Number of 
households 
sampled 

Number of 
PSUs sampl-
ed in base-

Average number 
of households 
sampled in each 

districts in census line survey P.S.U. 

(A) 

(EDs) 
(B) (C) (D) (E) (F) 

control, mainland 211 17,204 1,080 20 54 

Control, island 9 821 52 2 26 

Hongchon 281 21,885 1,372 28 49 

demonstration, 
mainland 

Gunee 158 12,706 800 16 50 

demonstration 
mainland 

Okgu 250 20,252 1,274 26 49 

demonstration, 
mainland 

Okgu 21 1,347 84 2 42 

demonstration, 
island 



d. The Organization and Execution of the Field Work
 

The household interviews were conducted during a 40-day period
 

of November 12 to December 21, 
1976, by a team approach. mach team was
 

comprised of five interviewers and one supervisor, with field operations 

under control of roving KHDI personnel. The nine, six-mmber t-ams 

covered a total of 94 PSUs, averaging 10 or 11 PSUs per team. 

KHDI selected and trained the survey personnel. First, resumes
 

interested applicants wero solicitad through the newspapers. Cut of
o: 
290 replies, about 145 women were invited to personal interviews on the
 

basis of age, education level, place of birth and grcwth, axperience in
 

conducting surveys and the legibility of their handwriting. During the
 

interview, the candidate's personal appearance, general attitudes,
 

health and personal sensitivity towards others were considered. From
 

these interviews, 66 candidates were chosen to attend 4 days of orienta-


The final screening ,t the end of the
tion and training given by KHDI. 


training period was a written examination which yielded 45 qualified
 

interviewers.
 

Two were from
The nine supervisors came from three sectors. 


KIDI staff, four women were chosen by virtue of past field operation
 

experience, and three men were selected from the School of iublic Health,
 

Seoul National University. All received specific training for a five day
 

period.
 

At the local level, interviews were coordinated by team supervisors
 

The interaction among neighborhood leaders,
and local community officials. 


interviewers and household members enhanced introductions and cooperation.
 

In each case a household was visited twice, with visitations spaced
 

At the first home visit, information about the household,
one week apart. 

This


fertility, family planning and Maternal/Child Health was gathered. 


was the "single round" inquiry. In most cases the housewife was the
 

During this first visit giving special attention to the
only respondent. 

morbidity survey, a questionnaire and special calendar with both lunar
 

and solar time periods printed on it was given to the respondent. 
These
 

tools were then discussed with the respondent and marked in red 
pencil to
 

Because the 15 day
specifically indicate the time period of concern. 


period is the most common reference time span in rural Korea this 
interval
 

was used. 
It began 7 days before the first visit and ended on 
the last
 

Events relating to morbid conditions were recalled and other
visit. 

morbid conditions were recorded by tle respondent for discussion 

with
 

The deliberate marking of the
the interviewer on the second visit. 


calendar was used to stress to the subject the importance of both 
the
 

critical time period and his notation of any morbid condition 
at that time.
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On the 15th day (eight days after the -.irst interview) another 
survey was used to collect data for morbidity rates. At this time the 
interviewer and subject reviewed the calendar together. If the calendar 
had not been used by the sunject, the interviewer carefully inquired 
about morbid conditions for the entire 15 day period prior to the second 
visit. 

On the other hand, if a morbid condition was noted, the in­
terviewer proceeded to secure specific data on tliu health problem, its 
treatment and medical expendiitue. All of the initial questiors were 
devised from condition approach-that is, which kind(s) of morbid conditon(s) 
had affected routine activity. After the calendar was completed and those
 
questions asked, another questionnaire utilizing the personal approach 
was used. With this approach, the primary concern was Lhe resultant
 
restrictions upon routine activity caused by the previously categorized
 
conditions.
 

As in many population surveys it was necessary to rely heavily
 
on proxy interviews, since all household members were rarely on hand for
 
questioning. In these cases the housewife was considered the most
 
reliable source ot information.
 

This "double round" interview was deemed most appropriate for 
several reasons. In two sessions the idea of the calendar could be 
explained thoroughly, used, and checked for reliability. '1hu calendar 
format is believed to minimize the omission of certain details of acute 
(morbid) conditions due to oversight or lapse in memory. The second 
interview was also likely to be more relaxed and more productive hecause 
of rapport established in the first session. in this way infor7,iation 
could flow more easily and corrections and additions for thp entire 
questionnaire were made possible. 

In .uth demonstration and control areas, interviews were
 
completed with a total of 4,621 households, giving an overall response
 
rate of 99.1! (see table 2).
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Table 2. The Results of Sampling Implementation by Area
 

Area 


Demonstration area
 

Hongchon 


Gunee 


Okgu 


Total 


Control area 


Households 

sampled 


1,372 


800 


1,358 


3,530 


1,132 


Interviews Response
 
completed rate (%)
 

1,368 99.7
 

795 99.4
 

1,356 99.9
 

3,519 99.7
 

1,102 97.3
 

The mean time of completion of interviews by type of questionnaire
 

is shown in Table 3.
 

Table 3. 	Mean Time Taken for Interview Completed by Type of
 

Questionnaire and Area
 

Type of 


QueHongchon 


First visit 


Household survey 


Fertility, MCH, and 


family planning survey
 

Total 


Second visit
 

Morbidity, utiliza-

tion and costs
 

survey
 

Demonstration area Control
 

Gunee Okgu Total area
 

- minutes ­

8.6 13.2 8.0 9.4 10.2
 

14.2 17.4 15.9 16.3 18.4
 

22.8 30.6 23.9 25.7 28.6
 

11.3 13.4 9.6 11.1 13.5
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3. 	Major Findings
 

a. 	Perceived Morbidity or Relative Healthiness
 

1) 	The survey findings show high perceived morbidity, sex­
age differential, and high prevalence of chronic conditions
 
in three demonstration areas and a control area during a
 
15-day period. The perceived morbidity level was higher
 
in females than males in terms of perceived morbidity
 
rate and mean sickness days. Age-specific perceived
 
morbidity rate has a U-shape, showing high rates in
 
infants and the aged. Most prevalent conditions are
 
different in the nature of their condition group: res­
piratory conditions are found in acute; arthritis or
 
joint pain in chronic.
 

2) 	For evaluation of the KHDI project, major indicators of
 
perceived morbidity or relative healthiness (See Appendix
 
for Operational Definition of Healthy and Sick Persons)
 
as a comparison basis are also shown. Each indicator
 
represents a percent or mEan with a statistical significance
 
of difference (X2 test) between each survey area. Several
 
symbols are used: 0 for no statistical difference,
 
* significant at P<0.05, and ** significant at P 0.01, 
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(a) Proportion of persons with conditions causing activity
 

limitation or receiving medical treatment per 100 persons
 

during a 15-day period.
 

Hongchon Gunee Okgu All dem. Control 
area area 

26.4% 18.4% 19.1% 21.8% 21.0% 

N=7,451 N=4,058 N=7,347 N=18,856 N=5,956 

Hongchon 

Gunee ** -

Okgu ** 0 

control ** ** **0 

area 

(b) 	Incidence rate (morbid conditions onset per 100 persons)
 

during a 15-day period
 

All 	dem. Control
Hongchon Gunee Okgu 

area
area 


10.5% 8.2%
12.6% 7.6% 9.8% 

N=7,347 N=18,856 N=5,956
N=7,451 N=4,058 


Hongchon
 

-Gunee ** 

**Okgu ** 

** **Control ** 0 
area 

N 	 Sample size.
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(c) Acute morbidity rate (acute conditions per 100 persons)
 
during a 15-day period
 

Hongchon Gunee Okgu All dem. Control 
area area 

14.9% 8.7% 11.1% 12.1% 9.6% 
N-7,451 N=4,058 N=7,347 N=18,856 N=5,956 

Hongchon 

Gunee ** 

Okgu ** **
 

Control ** 0 ** **
 
area
 

(d) Chronic morbidity rate (chronic conditions per 100 persons)
 
during a 15-day period
 

1longchon 

16.3% 
N=7,451 

Hongchon 

Gunee ** 

Okgu ** 

Control ** 

area 

Gunee 

12.4% 
N=4,058 

Okgu 

10.0% 
N=7,347 

All dem. 
area 

13.0% 
N=18,856 

Control 
area 

14.4% 
N=5,756 

-

** -

** ** 
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(e) Mean restricted activity days per person with morbid condi­

tions during a 15-day period
 

All. dem. Control
Hongchon Gunee Okgu 

area
area 

8.59 days 8.51 days 9.63 days
8.49 days 8.44 days 

SD=6.27 SD=6.05
SD=6.22 SD=6.49 SD=6.21 


N=4,119 N=1,253
N=1,969 N=750 N l,400 


Hongchon
 

0 
 -
Gunee 

Okgu 0 0 ­

**Control ** 	 * ** 

area
 

100
(f) Proportion of the mean un-restricted activity da s as 


of mean sickness days per person with morbid conditions
 

All dem. Control
Hongchon Gunee Okgu 

area
 

9.6% 12.2% 9.6%
 

area 


12.7% 15.3% 

N=750 N=1,400 N=4,119 N=1,253
N=1,969 


Hongchon
 

Gunee 0 
 -

Okgu ** 	 ** ­

** 0Control ** 


area
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b. 	Utilization of Medical Care Service and The Costs
 

1) 	The utilization of medical care survice was cLii.t rizud 
by a low medical treatment rate, a hiyh rate of uni. ::t 
needs, long treatment days per sickness, a high
 
utilization rate of pharmacists or druggists for
 
treatment, heavy burden of medical expenditure~s, and
 
relatively high rate of satisfaction of treatment.
 

2) Low medical expenditures, easy accessibility (in terms
 
of time taken to reach the pharmacy or druggist), and 
high satisfaction of outcomes of treatment resulted in
 
high utilization of the pharmacy or druggist as a
 
source of treatment under the patient-initiated system.
 

3) 	Most patients who were administered hospital care were
 
not referred by a physician. Hospital fees usually
 
resulted in incurrence of debt. A high proportion of
 
medical expenditures flowed ouL to the cities.
 

4) 	Major indicators concerning utilization of medical care
 
service and the costs as a comparison basis for evaluation
 
purpose are as follows:
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(a) 	Medical treatment rate per 100 morbid conditions 
during
 

a 15-day period
 

1) 	All kinds of morbid conditions
 

All dem. Control

Hongchon Gunee Okgu 


area
 

55.9% 51.0% 41.5%
 

area 


47.6% 50.1% 

N=2,312 N=8z5 N=1,552 N=4,719 N=1,430
 

-Hongchon 

Gunee 0 ­

**Okgu ** 

**control ** ** ** 

area 

2) Acute conditions
 

All dem. Control

Hongchon Gunee Okgu 


area
 

58.6%
 

area 


72.8% 67.4%
66.4% 63.5% 

N=815 	 N=2,268 N=572


N=1,078 N=355 


-Hongchon 


0
Gunee 


Okgu ** 
 ** 	 ­

** ** Control ** 0 


area
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3) Chronic conditions
 

Hongchon Gunee Okgu 	 All dent. Control 
area area 

31.3% 40.6% 37.3% 35.6% 30.1%
 
N=1,214 N=500 N=737 N=2,451 N=858
 

Hongchon
 

Gunee ** -

Okgu ** 0 -

Control 0 ** ** **
 
area
 

(b) Receiving Rate+ of medical treatment per 100 medical
 

treatment needs perceived during 15-day period.
 

1) All kinds of morbid conditions
 

Hongchon Gunee Okgu .11 dem. Control
 
area area
 

61.9% 64.0% 66.5% 63.8% 50.6%
 
N=1,799 N=669 N=1,306 N=3,774 N=1,172
 

Hongchon -

Gunee 0 -


Okgu * 0 -

Control ** ** ** ** 

area 

+ Receiving rate = Ed/D x 100 
Ed = number of morbid conditions which received
 
medical treatment during a 15-day period
 
D = Ed + number of morbid conditions which did
 
not received medical treatment but wanted treatment.
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2) Acute conditions 

Hongchon Gunee Okgu All dem. 
area 

Control 
area 

79.8% 
N=919 

80.1% 
N=281 

81.1% 
N=371 

80.3% 
N=1,931 

71.6% 
N=468 

Hongchon 

Gunee 

-

0 -

Okgu 

Control 
area 

0 

** 

0 

** 

-

** ** 

3) Chronic conditions 

Hongchon 

43.2% 

N=880 

Gunee3 

52.3% 

N=388 

Okgu 

47.8% 

N=575 

All dem. 
area 

46.6% 

N=1,843 

Control 
area 

36.6% 

N=704 

Hongchon 

Gunee ** -

Okgu 

Control 
area 

0 

** 

0 

** ** ** 
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(C) Medical treatment rate rendered by physicians per 100
 
medical treatment including all sources of treatment
 
during a 15-day period.
 

Hongchon Gunee Okgu All dem. Control 
area area 

11.7% 13.7% 13.4% 12.7% 10.8% 

N=1,195 N-456 N=968 N=2,621 N=658 

Hongchon -

Gunee 0 -

Okgu 0 0 -

Control 0 0 0 0 
area 

(d) Mean time (in minutes) taken to reach all sources 
medical treatment employed during a 15-day period 

of 

Hongchon Gunee Okgu All dem. 
area 

Control 
area 

43 
SD=97.8 
N=1,160 

44 
SD=78.0 
N=456 

36 
SD=69.8 
N=961 

40 
SD=84.9 
N=2,577 

59 
SD=88.7 
N=656 

Hongchon -

Gunee 0 -

Okgu 0 0 

Control 
area 

** *. ** ** 
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(in minutes) taken to reach physician's offices
(e) 	Mean time 

for out-patient care during a 15-day period
 

All dem. Control
Hongchon Gunee Okgu 

area 
 area
 

105
41 61 

SD-59.0 SDL=153.3
 

75 73 


SD=72.5 SD=61.5 SD=26.5 

N=51
N=51 N=102 N=268
N-II5 


-Hongchon 

Gunee 0 

Okgu ** ** -

Control 0 0**
 

(f) Utilization rate of all sources of medical treatment
 

(employed in a Myon or Eup the same as the resident's)
 

per 100 medical treatments during a 15-day period
 

All dem. Control
Hongchon Gunee Okgu 

area
 

61.1% 47.3%
 

area 


75.4% 64.6% 41.6% 

N=456 N=968 N=2,621 N=658
N=1,195 

Hongchon 

Gunee ** -

** 

* ** 

Okgu ** 	 -

Control ** ** 


area
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(g) 	Statisfaction Rate of rutcomes+ of medical treatment
 
employed during a 15-day period
 

1) medical treatment employed by all sources
 

Hongchon Gunee Okgu 	 All dem. Control
 
area area
 

71.2% 66.7% 71.3% 70.4% 64.3%
 
N1,192 N=461 N=968 N=2,621 N=658
 

Hongchon -

Gunee 0 -


Okgu 0 0
 

Control ** 0 * ** 

area 

2) Out-patient carD rendered by physicians
 

Hongchon Gunee Okgu 	 All dem. Control
 
area area
 

G4. 60% 67% 63% 63%
 
N=115 N=51 N=102 N=268 N=51
 

Iongchon ­

-
Gunee 0 


Okgu 0 0 -

Control 0 0 G 0 
area 

+ 	 Outcomes of medical treatment, in which the recipient himself or 

herself considers the result of medical treatment, are divided 
into two categories: satisfied includes complete recovery and 

feeling some restoration to health; not satisfied contains no 

restoration to health and feeling worse than prior to treatment. 

- 354 ­



(h) 	 Mean medical expenditures for out-patient care rendered
 
all survey areas.
by physician during a 15-day p)eriod in 

Per case 4,249 won (SD % 6,70C)
 

N = 268
 

Per visit 1,800 won
 

(i) 	Rate of patients with hospital care referred by ihysician
 

during one year in all survey areas.
 

37, 

N = 143
 

c. Maternal and Child Health 

1. Data are from interviews with women having an infant 
or
 

child aged under three years at the time of the survey, 
in three
 

area. 
The data cover prenatal
demonstration areas and a control 

care, maternal health, and
 care, pregnancy, delivery, postnatal 


child health.
 

A high proportion of women experienced severe symptoms 
in


2. 

Among the symptoms "severe
relation to pregnancy and delivery. 


during pregnancy and "severe pain"
dizziness" was much seen 

most 	women did not want to get help

after delivery. However 
Only 	of few
 

from professionals for prenatal and postnatal 
care. 


births were actually attended by health professionals. 
In home
 

delivery, most equipment for cutting the umbilical cord 
was not
 

sterilized.
 

Most women were aware of or had heard of at 	least 
one name
 

3. 

Health field workers were greatly influential
of a 	vaccination. 


There was a close correlation
in this exposure of information. 


between the women's knowledge and actual vaccinations 
given.
 

long 	and

For infant health the breast-feeding period 	was
4. 


and the starting time of supplement feeding for 
the baby was
 

late. The supplement foods contained much starch with 
little
 

protein, iron, and vitamins.
 

During the past three months, many infants 
or children (aged
 

less than three years) had severe fever or 
severe diarrhea.
 

However only a small proportion of the infants 
or children had
 

medical treatment rendered by physicians, while 
self-medication
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without doctor's prescription was mostly used for treatment.
 

5. Major indicators of maternal and child health (with stati­
stical significance for evaluation purpose) are as follows:
 

(a) Proportion of births attended by health professionals
 
(doctor, health worker, midwife, and nurse) during
 
1973-1976.
 

Hongchon Gunee Okgu All dem. Control
 
area area
 

16.9% 14.0% 25.5% 19.6% 10.2%
 
N=461 N=193 N=401 N=1,055 N=333
 

Hongchon
 

Gunee 0 -

Okgu ** ** -

Control ** 0 ** ** 

area 

(b) Complete vaccination rates by type and age of infant and
 
child (actually vaccinated as a schedule)
 

Smallpox (based on age 2-3)
 

Hongchon Gunee Okgu All dem. Control
 
area area
 

67.2% 57.1% 39.2% 54.3% 50.2%
 
N=134 N=56 N=125 N=315 N=102
 

Hongchon -

Gunee 0
 

Okgu ** * -

Control ** 0 0 0 
area 
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Polio (based on age 2-3) 

Jlongchon Gunce Okgu All dem. 
area 

Control 
area 

19.4% 
N=134 

32.1% 
N--56 

22.4% 
N=125 

22.9% 
N=315 

11.8% 
N=102 

Hongc *cn 

Gunee 

-

0 -

Okgu 

Control 
area 

0 

0 

0 

** 

-

* 

BCG (based on age one) 

longchon Gunee Okgu All dem. 
area 

Control 
area 

40.0% 
N=160 

78.7% 
N=61 

23.9% 
N=138 

40.4% 
N=359 

25.0% 
N=112 

Hongchon 

Gunee ** 

Okgu 

Control 
area 

** 

** 

** 

** 

-

0 ** 
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DPT (based on age 6-12 months) 

Hongchon Gunee Okgu All demn. 
area 

Control 
area 

3.6% 
N=84 

18.6% 
N=43 

13.5% 
N=74 

10.4% 
N=201 

6.0% 
N=67 

'Hongchon 

Gunee 

Okgu 

control 
area 

** 

* 

0* 

0 -

0 0 

Measles (based on age one) 

Hongchon Gunee Okgu All dem. 
area 

Control 
area 

20.6% 
N=160 

32.8% 
N=61 

23.2% 
N=138 

23.7% 
N-359 

8.0% 
N=112 

Hongchon 

Gunee 0 -

Okgu 

Control 
area 

0 

** 

0 

** 

-

* ** 
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d. 	Family rlanning
 

1. Interviews were conducted with currently married women
 

aged under 45 for data covering their fertility, attitude
 

toward childrun, fertility control practice, and characteristics 

of 	users or non-users of contraception.
 

2. The fertility level is slightly different according to 

survey area. The total fertility rate is comparatively high 

in liongchon (4.1 per women), but low in Gunee (3.5) and
 

Okgu (3.6) while it is 3.9 in the control area.
 

Women experiencing induced abortion constitute a range
 

of 23-29 percent in four survey areas.
 

3. 	Current users of contraception are 36-41 percent of the
 

respondents, but there is a wide gap between current practice
 

and the need of family planning practice, as shown in the
 

following table:
 

Demonstration areas 	 Control
 
Category _______ __________ 	 oto 

Hongchon Gunee Okgu 	 All dem. area
 
area
 

1) 	Current user 40.1 35.5 40.7 39.4 40.2
 
35.5
Satisfied 37.6 	 32.3 36.9 36.2 

4.7
Non-satisfied 3.5 3.2 3.8 3.2 


2) 	Non--user
 

1) Wanting contraception
 
15.6 8.3 11.6 	 12.8 14.7
 

a. 	 Wanting no 
more children 13.0 6.6 10.4 10.8 13.5 

b. Wanting
 
more children 2.6 1.7 1.2 
 2.0 1.2
 

2) Not wanting contraception
 
35.3 44.1 48.1 	 37.7 31.9 

a. 	Wanting no
 
13.5 10.7
more children 11.3 18.9 13.1 


b. 	Wanting
 
24.2 21.2
more children 24.0 25.2 25.0 


9.9 13.2
3) Infecund 9.0 11.5 9.6 

100 100
Total 100 	 100 100 


(947) (471) (797) (2,215) (667)
(N) 


(See operational definition 	of users of contraception on Appendix)
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4. Major indicators of Family planniri,9 

significance) are as follows: 

(with statistical 

(a) Current practicing rate 
currently married women 

of family planning 
aged under 45 

for 

Hongchon G'inee Okgu All dem. 
area 

Control 
area 

40. 1 
N=947 

35.5% 
Nz471 

40.7% 
N=797 

39.4% 
N=2,215 

40.2% 
N=667 

IIcngchon 

Gunee 0 -

O1gu 0 0 -

Control 
area 

0 0 0 0 

(b) Ratio of current users of loop and sterilization 

as % of current users of contraception 

Hongchon Gunee Okgu All dem. 
area 

Control 
area 

37.6% 
N=380 

45.2% 
N=166 

51.1% 
N=305 

44.2% 
N=871 

44.4% 
N=268 

Hongchon -

Gunee 0 -

Okgu ** 0 -

Control 
area 

0 0 .0 0 
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(c) 	Ratio of current users of contraception as % of women
 
having three or less children
 

Hongchon Gunee Okgu 	 All dem. Control
 
area area
 

38.3% 25.2% 17.4% 	 29.5% 31.5%
 
N=428 N=239 N=322 N=1,130 N=273
 

Hongchon
 

Gunee ** 

Okgu ** * -

Control 0 0 **0
 

area
 

(d) 	The unmet needs+ of contraception as % of women needing
 
contraception
 

Hongchon Gunee Okgu All dem. Control
 
area area 0
 

40% 43% 38% 40% 39%
 
N=635 N=295 N=521 N=1,455 N=438
 

-Hongchon 


-Gunee 0 


-Okgu 0 0 

Control 0 0 0 0
 
area
 

+ The unmet needs = (a + b + c) - Cu/(a + b + c) x 100 
a = Number of fecund women wanting no more children 

and wanting or currently practicing contraception. 
b = Number of fecund women wanting more children, 

but wanting or currently practicing contraception. 
c = Number of fecund women wanting no more children 

and wanting no contraception. 
Cu = Number of women currently practicing contraception. 
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4. Summary
 

This report contains key indicators for comparison before and after
 
the KHDI project. The data collected were derived from interviews with
 
respondents in the sample in both demonstration and control areas during
 
a 40-day period of November 12 to December 21, 1976.
 

The survey findings show high needs for medical treatment, but low
 
utiliztion of existing medical service for treatment. There is also 
a high need for maternal and child health and family planning services.
 
More detailed statistics and their interpretation will be published
 
separately in a comprehensive report.
 

The 1976 data in these key indicators will be compared with the
 
1979 post-evaluation survey for detailed analysis and evaluation of the
 
KHDI Field health projects.
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------------

l 

Graphic Explanation of Healthy and Sick Persons
 

Variable
concept 


Absence of all
 

Healthy sick
 
indicators 

. . .ai--lth 

noFunctionally- Reccived 
'No 	restricted
healthy medical treat-


Munt 	 Iactivity days, 
'but felt minor
 

condition
 
'days
 
-sick 


ieceived medical 

treatment 

.Sick
sickness .
 

Presence of
 
restricted ac­
tivity or bed­
disability days
 

Robert Kohn and Kerr L. White, Health Care:

rIferences: 1) 


An Intrnational Study, pp. 62-63, 1976
 

2) 	U.S. Department of health, Education, and welfare, 

Health Interview Survey procedure: 
1957-975, pp. 127-135, 1975. 

3) Kenneth 1'. smith, Improving the Delivery of nealth 

An Analytical Framework.Services in Korea: 
1976 (Mimeo)Korea Health Development Institute, 
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APPENDIX
 

Operational Definition of
 

Healthy and Sick Persons
 

a. H.PR. Healthy
 

1) Healthy 	 Absence of all sick indicators listed
 
below.
 

2) Functionally No restricted activity days, presence of
 
healthy minor condition but received no medical
 

treatment.
 

b. 	S.NR. Sick Presence of any bed days and/or restricted activity
 
days and/or no restricted activity days with medical
 
care treatment within a 15-day period.
 

1) S.NR1 Received Adequate Treatment:
 

Recipient himself or herself considers the result of
 
medical treatment adequate regardless of type of
 
services rendered:
 

a) complete recovery
 
b) feeling some restoration to health
 

2) S.NR2 Received Indequate Treatment:
 

Recipient himself or herself considexs the result of
 
medical treatment inadequate regardless of type of
 
services rendared:
 

a) feeling no restoration to health
 
b) feeling worse 	than prior to treatment
 

3) S.NR3 Not Received Any Treatment, but Wanted Treatment:
 

Client wants to receive medical treatment, but does
 
not receive it because of economic reasons, too busy,
 
fear about going to physicians or intended to receive
 
it but had Laken 	no action at the time of survey.
 

4) S.NR4 Not 	Received Treatment and Wanted No Treatment:
 

Client doesn't want to and doesn't receive any medical
 
care treatment because he feels his is only a minor
 
illness, feels he will recover spontaneously or feels
 
that recovery will be too difficult.
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Operational Definition of
 

Users of Contraception
 

Current Users
 

at the timr. (- survevCurrent users of contraceptionSatisfied 

and satisfied with method of contraception using
 

of contr.1ce;.tion at the timu surv.',Non-satisfied: Current users 
method of ccntrace, ticra sing:but not satisfied with 

to another.intended to switch current method 

Non-Users
 

Wanting contraception:
 

c: surv'v,
Non-users of contraception at the tim(: 
-
but intended to use contraception in 197-. 117.
 

Excluded women intending use of contraception in
 

the non-defined future.
 

Wanting contraception:
 

time survey'Non-users of cc iceltion at the c 

and not intendin3 to use contraception. 

Included women intending use cf contraception in
 

the non-defined future.
 

Infecund:
 

responded
Perceived infecundity which women 


to the question: spontaneously sterile, menopause,
 

operation (not for sterilization), and other.
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The Present Status
 

The three consecutive five-year Economic Development Plans,

started initially in 1962, resulted in the rapid growth and

development of our economy which was accompanied by a tremendous
 
increase in the national income and remarkable improvement in the

living standard. Nevertheless, many problems remained to be
 
solved in the field of health and medical care, partly because

the Government could not afford to divert the resources needed for
 
economic development to other sectors.
 

However, the 4th five-year Economic Plan, initiated in 1977,

made a stride toward a new developmental stragegy stressing the

social development in order to maintain a social balance with the
 
steady economic growth.
 

Furthermore, the 5th five-year Economic Development Plan has
been prospected to concentrate the Government's total effort to

reach an equivalent level 3f economic and social development as that
 
of the developed countries.
 

This developmental strategy of the 4th five-year Economic Plan,
enforced by specific objectives for the health policies, are
 
formulated as follows:
 

1. Establishment of an efficient health care delivery system

for the low income people in large cities and the people in
 
rural areas.
 

2. Reinforcement of the pre-existing preventive health services
 
such as improvement of MCH services and control of disease
 
of public health importance.
 

3. 
 Protection and improvement of the living environment by

reinforcing fundamental facilities for environmental
 
sanitation in the rural areas and by systematically controlling

the industrial pollution.
 

In other words, the expansion of the medical care services,

reinforcement of public health activities, and preservation and

improvement of living environment are the major issues of the health
 
service policy.
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The Expansion of Medical Care :ervices 

end of 1977, we preseitlyAccording to the statistics at the 

have 12,747 medical institutes of all category and '2,421 hospital 
However, a seriousbeds, approximately 150 beds per 100,000 people. 


problem encountered is that these medicaC institutes are conccuntrated
 

For example, 76-: of the hospital beds arc
 mainly in urban areas. 


distributed in urban areas where only 481 of total Korean population
 

reside.
 

Among 251 general hospitals furnished with more than 80 
beds,
 

(76%) medical institutes
and hospitals with more than 20 beds, 191 


to the private sector, and are located mostly ii.urban 
areas.
 

belong 

Ilost of the rural population have to depend upon public medical
 

institutes, which lag far behind the private medical 
institutes in
 

their facilities.
 

well as
Therefore, reinforcement of medical equipment as 


facilities for public medical institutes has become one of the major
 

In order to solve this
issues in governmer.tal health service policy. 


problem, the Government has planned to reconstruct 308 healti
 

subcenters, 8 health centers, and 33 municipal and 
provincial
 

hospitals during the 4th five year Plan, for which 22.4 billion won
 

This plan is presently in progress. During 1977
 
has been allocated. 


one health center was newly built, four provincial 
hospitals
 

reconstructed, and 901 health subcenters fully supplemented with
 

appropriate medical equipment.
 

While the quantitative expansion of the public medical 
facilities
 

is being executed, the Government also intends to 
devise a proper
 

measure to ensure their functioning as competent 
medical institutes
 

in terms of quality, with the hopes that the quality 
control of the
 

public medical institutes may counteract the growing 
medical expenses.
 

the first step, the research to investigate the 
actual
 

Thus, as 


operational situations of these public medical institutes, 
muncipal
 

and provincial hospitals, has been undertaken by 
Korea Development
 

The result of the research is expected to be ready 
by


Institute. 

The Government is determined to take the
 

late August of this year. 


necessary actions for the rationalized operation of the hospitals
 

in accordance with the recommendations proposed 
by the research
 

institute.
 

Also, to iaintain a balanced health care delivery 
system,
 

proprietary general hospitals and university hospitals 
located in
 

urban areas are encouraged to construct branch-hospitals 
in 13
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industrial plants where a rapid increasc in medical demands has buen
 
noticed, and in 12 medically vulnerable rural areas.
 

By 1981, 25 additional hospitals with 2,500 beds will be 
constructed with long-term low-interest funds and financial loans 
provided by the Government. 

Proprietary foundations, including enterprises, are persuaded
 
to construct hospitals in remote rural areas: now 16 hospitals with
 
a total of 666 beds are under construction. Some incentives in
 
taxation and financing systems are under consideration for the benefit
 
of hospital founders. To provide equitable medical care services to
 
all the people of the nation, the Government plans not only to increase
 
the number of medical institutes hut also to decentralize the
 
existing urban medical facilities evenly throughout the nation.
 

By 1991 total number of hospital beds will number 120,000 as
 
compared to 52,000 in 1977, and the number of persons per one
 
hospital bed will be reduced to 300 persons from 677, a level of the
 
developed countries.
 

Health Manpower
 

Comparing the level of health manpower in Korea with that of
 
other countries, all categorical health manpower are insufficient
 
in number to meet the demands of the Korean people with the exception
 
of the pharmacists. Needless to say, adequate supply of qualified
 
health manpower is an essential task to be achieved in order to
 
provide a low cost, high quality medical service for all. There are
 
18,913 medical doctors as of the end of 1977, and 1,200 medical
 
graduates from 16 medical schools each year will increase the present
 
number. The number of persons per doctor is 1,927. only 87% of
 
these licenced doctors are engaged in delivering medical care, among
 
whom 74% are working in urban areas, especially in Seoul and Busan
 
(59%). This maldistribution of medical doctors results in an extreme
 
discrepency of medical care services between large cities and
 
provincial areas; there are still numerous doctor-less Myons and it
 
is one of the most difficult problems to recruit qualified doctors
 
for public medical institutes.
 

A similar phenomenon is also apparent in the distribution of
 
other categories of health manpower. Accordingly, the Ministry of
 
Health and Social Affairs will have to establish a reasonable and
 
comprehensive health manpower development plan in close coordination
 
with the Ministry of Education to correct the unbalanced supply as
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of the health manpower.
well as maldistribution 


To cope with the situation, the Government has tentatively set
 

up a long term objective to supply a sufficient number of doctors,
 

1 : 1,200 ratio, by 1991. Meanwhile a possibility of
up to 

utilizing paramedical personnel is under active discussion as one of
 

Also as a short-term measure
the comprehensive counter measures. 


to eliminate doctor-less Myons, a "conditioned doctor" system has
 

been adopted, which offers health center directorship to those 
medical
 

After the two-year service
graduates who have failed to be licensed. 

According to this system,
the medical licenses are granted to them. 


115 medical school graduates in 1976 and 57 gradudtes in 1977 were
 

In addition to the system, a government provided
recruited. 

scholarship was founded in 1977 for the selected medical students
 

who will be assigned to direct the health subcenter in doctor-less
 

areas for the period of time equivalent to the awarded period 
after
 

In 1977, 199 students were selected for the
the graduation. 

scholarship, and accordingly it is expected that there will 

be no
 

more doctorless Myons by 1982.
 

Also exempting these doctors who serve in health subcenters 
of
 

selected areas from military obligation is under study. On the
 

other hand, assigning hospital house staff to such health 
subcenters
 

twice a year for 6 months, as a pre-requisite for the eligibility 
of
 

special board examination, will be eventually abandoned.
 

Health Care Delivery System
 

Private hospitals and clinics are playing the major roles 
in
 

The public sector is
the health care delivery system in Korea. 


rather complementary to the private sector for medical 
care service,
 

but it is playing the major role in preventive health care.
 

Since the private sector is taking a major part in personal
 

medical care services, and there is no distinct separation 
between
 

A large number of
 medical practice and dispensary in this country. 


patients utilize drugstores including herb medicine for 
medical care.
 

Among these private sectors, profit making private clinics
 

constitute the major part, most of which are located in or around
 
This also aggravates the problem of maldistribution
urban areas. 


and functional duplication of medical facilities.
 

Nevertheless, functional allotment between health manpower 
and
 

medical fcilities has been attempted, and public and 
private sectors
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have been encouraged to complement each other through recently
 
introduced medical assistance and medical insurance programs.
 

For an efficient operation of the medical assistance program,
 
the whole country is divided into 56 medical districts based on the
 
location of public medical institutes. This integration of niches
 
for living and economic activities of the people was one of the
 
major considerations in making such districts for medical care.
 

To establish a systematized health care policy, the medical
 
care system is so organized that health centers, sub-centers, pro­
vincial and municipal hospitals, and national medical institutes
 
are linked together functionally: health centers, subcenters
 
and private clinics of the district as assigned to primary medical
 
care, the provincial and munici.il hospitals including government
 
affiliated proprietary hospitals to secondary medical care for those
 
patients who are referred from the secondary medical care institutes.
 
3ven though the functional allotment among regional medical insti­
:utes with referring system has been established, it may take
 
-onsiderable time for efficient operation.
 

Therefore, it is suggested that the government may have to
 
prepare an alternative medical care system that should be more
 
pra..Li'al and unique to provide economical yet quality medical care
 
for ever'lone in the country.
 

As of the end of 1977, the Korean medical care network for
 
medical assistance programs was composed of 2,027 primary care
 
institutes, 165 secondary care institutes, and 11 tertiary care
 
institutes.
 

Maternal and Child Health Program
 

According to the nationwide population census of 1975, 38.5%
 
of the total population were children under age 15 yrs, and over
 
45% of the total female population were women of reproductive age,
 
15-44 yrs. They are subject to the MCH program.
 

Infant mortality and maternal mortality rates in 1975 were
 
estimated to be 38 per 1,000 li,!e births and 56 per 10,000 births
 
respectively, both being higher than those of the developed countries.
 

To improve the MCH program more effectively, the Government
 
has enforced the following programs; an intensive health education,
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introduction of hygienic delivery, and extensive vaccination for
 
eligible children to be carried out by MCH workers of health centers
 
and subcenters with special emphasis on rural and low-income people.
 
There are also 9 MCH centers operating to provide hygienic delivery
 
care for low-income people. The government plans to reduce the
 
infant and maternal mortality rate to 30 and 47.2 respectively, by
 
the year 1981, and to 10 and 31.4 by 1991.
 

Communicable Disease Control
 

The incidence of acutt, communicable disease appears to be
 
decreasing every year in thircountry. This trend is mainly due to
 
the extensive efforts by Government to prevent the diseases by
 
massive vaccination program, isolation of patients as well as strict
 
quarantine, and maintenance of proper environmental sanitation.
 

Consequently diseases such as cholera, smallpox, pest, typhus
 
fever, and relapsing fever have been eradicated, although sporadic
 
cases of typhoid fever and diphtheria still occur in limited areas.
 

The prevalence of these diseases was 52.7 per 100,000 in 1972,
 
but it has been reduced to 33.2 in 1977. The Government expects to
 
decrease the cases to 20 by 1981, and eventually to 5.8 per 100,000
 
by 1991.
 

Although tuberculosis, a chronic disease, is decreasing in its
 
prevalence gradually, the prevalence rate of the disease in this
 
country is still higher than that of developed countries. Through the
 

health center network, the Government is carrying out chest X-ray,
 

BCG vaccination, ana patient care programs by utilizing tuberculosis
 
health workers. The total number of registered patients was 153,000
 

in 1977. Continuous efforts to decrease the prevalence rate of the
 

disease to a level as low as 2.17% and 0.8% by the year of 1981 and
 
1991 respectively, from 3.19% in 1976, is in progress. Infection
 

rate of parasitic diseases has also been decreased from 54% in 1971
 

to 41% in 1976, and will be reduced to 1.6b by 1991.
 

For the elimination of the sources of venereal disease infections,
 
the Government has been concentrating its effort to detect and treat
 

the hidden VD cases through 2,052 medicaid institutes and 60 VD
 
clinics free of charge and without violation.
 

As already mentioned, MCH health workers, TB control workers, and
 

family planning workers assigned to these health centers and subcenters
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throughout the country are approximately 5,400 persons working indepen­

dently in their field of responsibility. A training program of these
 

health personnel to make multi-purpose frontline health workers for
 

the efficient inteyration of the local health services began in 1977
 

and the program will be completed by the end of ).979. Thereafter,
 

these trained workers will play a major role in preventive health
 

services in their community.
 

Medical Insurance anid Medical Aid Programs
 

It would be worthwhile to note that the Government made a
 

historical milestone by initiating the health insurance system quite
 

successfully in the first year of the 4th five-year Economic Develop­

ment Plan, to provide medical security for all Koreans. The great
 

improvement of living standard of the people due to the rapid national
 

economic growth since 1960's, has resulted in a prominant increase
 

of medical care demand in both quantity and quality. This fact even­

tually brought a rise of medical expenditure to a critical extent.
 

Accordingly, the Government has started the medical aid program primarily
 

for the indigent and low income people to meet the necessity for a
 

Among the people under the provisions of
medical security system. 

this program, the Government pays total medical expenditures for those
 

indigent people, whereas it pays the expenditures for primary medical
 

care and 30% of secondary care (hospitalization) for low-income people.
 

The rest of the expenses (70%) will be also paid by the Governmental
 

long-term loans to the ho3pital, which in turn the patient pays to the
 

During 1977, 2,095,000 people benefited from this program
sovernment. 

The number of persons
'ohich cost the government 5,572 million won. 


who received medical care at an out-patient cl:xnic were 4,350,000; and
 

hospitalized, were 2,834,000 persons among the recipients of the
 

program. This indicates that one person attended, on the average,
 

2.2 times to medical institutes in 1977. Of the major diseases, when
 

classified by 17 ICD, 66.7% of total illness were diseases of the
 

nervous system and sensory organs, diseases of the respiratory system,
 

diseases of the digestive system, and diseases of skin and subcutaneous
 

It was noticed that bronchities, pneumonia, appendicitis,
tissues. 

gastritis, meningitis, epilepsy, and dermatitis were the major reasons
 

for the medical care.
 

The medical insurance system emerged from the experiemental
 

model to be a program of practice on July 1, 1977. Since then the
 

insurance program has been expanded into industrial plants which employ
 

more than 500 employees. Today there are 1,199,000 persons insured
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with 2,004,000 dependants, which make 3,203,000 members enrolled in
 

the program.
 

The operatiol" of the medical insurance system is carried out by
 

the unit of medical insurance union, which is founded by the manager
 
the charter approved by the Government.
of the enterprise according to 


i1he costs of tie ii sured medical services and drugs are formulated 

and presented to the Government to be evaluated. 

The medical insurance unions are advised to contract more than 
As of the end of 1977, 5,406 medical institutes
one medical institute. 


(67.3, of the total) were engaged in the contracts, and each union has
 

a contract with 52 medical institutes on the average. There are
 

three kinds of allowances which include medical treatment, funeral
 

The allowance for medical treatment is
costs, and delivery costs. 

longer than six months, and the insureds and
limited to the period no 


their dependant family members are obligated to pay a portion of the
 

costs for medical services.
 

The insurer and the manager of the enterprise are each respon­

sible for 50% of the premium. The premium is determined according
 

to the insurer's ability, ranging anywhere from 3 to 8% of his salary.
 

The operational cost, as well as additional funds, 10% of the total
 

premium collected by the union, are subsidized by the Government as
 

far as the national budget will permit.
 

During the last 6 months of 1977, there were 1,715,000 reci­

pients of the allowances for medical treatment, and they utilized
 

this program on the average of 2.5 times.
 

The Government plans to enlarge the scope of coverage to the all
 

enterprises employing more than 300 employees, civil servants, and
 
In such case,
teaching staff of the private schools in 1979. 


10,159,000 persons will receive the insured medical services, which
 

calculates to 19.3% of total Korean population.
 

Including the low-income people who benefit from the medical
 

aid program, 41% of the total population will receive the insured
 

medical services by 1981, and 80% by 1991.
 

Summary
 

These are the general summaries of the major health policies.
 

However, in carrying out these programs major difficulties are
 

inevitable. Trial and errors, unpredictable events, and required
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countermeasures may result in waste in terms of cost-effectiveness.
 

Also, due to lack of time, extensive analysis, evaluation, and
 
review of the given data are not sufficiently implemented. This 
causes difficulties for the officers of Ministry of Health and Social 
Affairs in designing and establishing effecti-,e policy. 

Under these circumstances, Korea ilealth Development Institute 
should function as Korea Development [iistitute functions for 
Economic Planning Board, and enlarge its function to assist the 
Ministry of Health and Social Affairs in establishing the national 
health policies and natioi, .1 health planning by investigating and 
studying the health programs and supplying the baseline data. 

The Korean Government regards health and medical care services
 
as a fundamental right of the people, a..: is ready tc do its best to
 
establish such a health care delivery sy. em that all the people may
 
receive low-cost, high quality health care services regardless of
 
their residencies or economic status, and to realize a medical security
 
system which socialize the medical expenses.
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1. Background and Purpose
 

The Korea Development Institute(KDI) was established 
on March
 

1971 by President Park Chung Hee as a non-profit research 
organiza­

11, 

tion devoted to the stud' of public issues and to assist 

the Government
 

in order to fulfill this objective,
in making strategic policy decisions. 


KDI systematically conducts research on policy matters 
concerning the
 

helps develop the nation's five-year
overall socio-economic development, 

plans, and assists in policy making. KDI is largely financed by an
 

this reason, its autonomy and independence are
 endowment fund. or 


guaranteed to the maximum possible extent in the 
performance of its
 

KDI maintains a close working
policy-oriented research activities. 


relationship with the Economic Planning Board.
 

The National Health Secretariat NHS) was established 
in the Korea
 

Development Institute in October 1975 under the 
Health Loan Agreement
 

signed between the governments of the Republic 
of Korea and the United
 

The Health Loan Project concerns itself with
 States of America. 

Its major concern is to develop,


innovation in health care delivery. 


through the Korea Health Development Institute, 
innovative methods of
 

low-income people who
 
delivering health care, at a reasonable cost, 

to 


The key issues to be researched and evaluated
 are not presently served. 

They are primarily problems related
 are not primarily medical problems. 


to resource allocation, logistics, administration, 
task analysis and
 

manpower rationalization.
 

To provide broad supervision over the health 
demonstration project
 

and to promote a coordinated health improvement 
effort, the National
 

At
 
Health Council(NIC) was created within the 

Economic Planning Board. 


the policy level, the Council is to provide 
a focal point for inter­

ministerial and private-public sector discussions 
of national health
 

The role of the National Health Secretariat
 needs and opportunities. 


is to assist the Council(NHC) by providing 
data and research findings
 

The Secretariat will support

needed for making policy recommendations. 


and conduct research aimed at providing better 
information to support
 

Such research includes evaluation and
 health planning and improvement. 


analysis of on-going health demonstration 
projects, estimation of the
 

socio-economic benefits to be derived from 
investments in health, and
 

The NHS
 
alternative methods of financing the provision 

of health care. 


with the participation of economists and 
other specialists is the key
 

to effective secLir-wide planning and 
evaluation.
 

2. Organization
 

The Secretariat activities are coordinated 
and directed by Secretary
 

General Chong Kee Park, Research Director 
of the Korea Development
 

The National Health Secretariat consists 
of two major


Institute. 
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f:r!crio'nal divisions: 
 Division of Research Coordination and
 
Administration headed by Mr. Jae-Sung Min and Health Economics and 
Analvs~s Division headed by Dr. Ha Cheong Yeon. There are eight other
 
staff members who are engaged in research and other activities. They
 
were 
trained in economics, public health, statistics and public
 
adnini stration.
 

3. 	 FUNCTKiNS 

Functions of the National Health Secretariat
 

(1) 	To undertake evaluation and analysis of health
 
demonstration projects being conducted by the Korea
 
Health Development Institute(KIDI)
 

(2) 
To engage in a program of policy relevant research
 
that. will assist n;ational health planning, research, and
 
policy formulation activities.
 

(3) To conduct other policy-oriented health research, as
 
requested by Economic Planning Board(EPB) or the
 
National Health Council(NHC), for the purpose of
 
providing needed information for macro-planning and
 
policy formulation.
 

(4) To analyze local and foreign experiences of relevance
 
to the formulation of national health programs and
 
alternative strategies to be implemented in
 
coordination with the Korea Health Development Institute.
 

(5) 	To prepare policy and program recommendations for the
 
National Health Council(NHC), the Korea :ealth Develop­
ment Institute(KHDI) and the Economic Planning Bcard(EPB)
 
based on research and program review results. The
 
National Health Secretariat is especially concerned with
 
the compiling and reporting of research findings and
 
field demonstration results relevant 
L,:national health
 
policy formulation and program development.
 

(6) 	To conduct policy-oriented seminars on relevant health
 
issues for policy makers and opinion leaders.
 

(7) 	Developing a broad framework for classifying national
 
health problems and establishing a comprehensive cross­
file and data bank on completed studies and work in
 
progress related to these health problems.
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(8) Facilitating contacts between domestic and foreign
 

researchers, institutions, and organizations active
 

in the health planning field.
 

4. ROLES OF NHS AND NHC IN IMPLEMENTING HEALTH LOAN PROJECT ACTIVITIES
 

Major Activities 


Review of health 

issues and needs: 

establishment of
 
priorities 


Policy & macro 

program (KHDI & 

non-KHDI 

recommendations) 


Roles of N.H.S. 


1. Recommending guidelines 

to NHC for analysis 


2. Analyzing existing data 

and KHDI report on 

existing projects and
 
report results to NHC
 

3. Providing NHC & KHDI 

with analysis of 

national health needs
 

4. Recommending results 

of policy oriented 

seminars, conferences, 

workshops, and sympo­
siums on health issues
 
to NHC
 

1. Reviewing & evaluating 

KHDI projects and other 

recommendations and 

preparing staff paper
 
for NHC 

2. Preparing NHS work pro-

gram and submitting
 
for approval to NHC
 

3. Preparing policy orient-

ed reseach for the 

purpose of providing 

needed information and
 
recommendation to NHC
 

Roles of N.H.C.
 

1. Approving guidelines
 
for analysis
 

2. Reviewing/approving
 
results of analysis
 

3. Reviewing/approving
 
results of analysis
 

4. Approving results
 
and instructing KHDI
 
to design program
 

1. Reviewing/approving
 
and transmitting
 
recommendations
 

2. Approving NHS program
 

3. Reviewing/approving
 
results of research
 
and recommendations
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Major Activities 


Review of KHDI 

program 


Design of KHDI 

Demonstration 

Projects 


Implementing and 

evaluating KHDI 

Demonstration 

Project 


Review and 

revision of KHDI 

overall program 


Roles of N.H.S. 


1. Preparing staff review 

of KHDI program for
 
NHC based on conducting
 
general review and
 
evaluation of the
 
overall experiences of
 
KHDI
 

1. Preparing staff review 

of projects if re­
quested by NHC
 

2. Analyzing local and 

foreign experiences
 
of relevance to the
 
formulation of KIIDI
 
demonstration projects,
 
if requested by NHC
 

1. Exercising monitoring 

activity to obtain 

data fok macro report
 
on KHDI
 

2. Reviewing and pre-

paring report for NHC 

on KHDI project
 
evaluation rcports
 

1. Reviewing KHDI and 

other reports on 

overall KHDI program
 

2. Comparing KHDI 

program with similar
 
local or foreign
 
efforts
 

Roles of N.H.C.
 

1. Reviewing/approving
 

1. Reviewing/approving
 

2. Reviewing/approving
 

1. Exercising and
 
general overviewing
 

2. Reviewing/approving
 
NHS report
 

1. Reviewing KIDI, NHS
 
and other evaluations
 

2. Approving revisions
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Activities, 1975-1978
 

A. Research Activities
 

(1) 	Evaluation of KHDI Demonstration Project:
 

a. Development of an analytical framework for
 

evaluating KHDI Demonstration Project.
 

b. Assessment of project efficiency through cost­

benefit analysis.
 

c. Testing the feasibility of project replication by
 

determinating the net cost of the demonstration
 

project, appraising the adequacy of the community
 

health center (CHC), and estimating total
 

investment requirements.
 

(2) 	Analysis of Existing Health Data:
 

Data collection and the analysis of national health
 

indicators for the National Health Plan.
 

B. Policy oriented Seminar, Symposium and Workshop:
 

(1) Symposium: "Health Planning and the Policy Measures
 

of the Fourth-Five-Year Economic Development Plan",
 

December 1975
 

(2) 	Seminar: "Health care Delivery System and Health Care
 

Resources", December 1976
 

"Trends in Social Security and Health Insurance
(3) Workshop: 

throughout the World", June 1977
 

Health Planning:
C. Support Provided to the National 


At the request of the Economic Planning Board and the
 

Ministry of Health and Social Affairs, NHS/KDI convened
 

eight meetings of the Health Planning Task Force Committee
 

to formulate the National Health Plans and Programs for
 
Through
the Fourth-Five-Year Economic Development Plan. 


these meetings, NHS/KDI recommended alternative methods
 

for the improvement of urban and rural health care delivery
 

systems, manpower development programs, and establishment
 

of health insurance schemes.
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D. Contacts with Foreign Organizations:
 

(1) 	Dr. Chong 'ee Fark, Secretary General of NHS/KDI
 
traveled t, - ro;e. the United States, and Japan to 
study fcrv: <xeriences in health care system 
and health : ra.ce during November 1976 

(2) 	Dr. Chong 'et: Park, Secretary General of NHS/KDI had 
attended the ;; Study Group Meeting on Methods of 
Financing Health Services which was held in Geneva
 
between November 18 and 29, 1977. 

(3) 	Dr. Ha Cheong Yeon, Chief of Health Economics and
 
Analysis Division and Mr. Jae-Sung Min, Chief of
 
Research Coordination and Administration Division
 
participated in the Third Annual Review of the
 
Thailand Ministry of Public Health's Lampang Health
 
Development Project which was held from November 15
 
to December 5, 1977, in Lampang and Chiengmai.
 

E. Publications:
 

a. 	 Hakchung Choo, NHS/KDI Evaluation Framework for the
 
KHDI Demonstration Project, NHS/KDI, Feb., 1977
 

b. 	 Ha Cheong Yeon, Analysical Framework For Evaluating
 
Health Demonstration Projects, NHS/KDI, Feb., 1978
 

c. 	 James R. Jeffers, Economic Issues: Health Planning and
 
Policy Formulation, NHS/KDI, 1976
 

d. 	 D.S. Han and J.Y. Park, A Comparative Study of the Patient
 
Care Services System in Korean Hospitals, NHS/KDI, 1976
 
(In Korean)
 

e. 	 Chong Kee Park, Financing Health Care Services in Korea,
 
NHS/KDI, 1977
 

f. 	 Hakchung Choo, A Feasibility Study of the National Health
 
Data and Information System in Korea, NHS/KDI, 1977
 

g. 	 Chong Kee Park and Jae-Sung Min, Health Problems and
 
Policies in Korea(I), NHS/KDI, 1977. (In Korean)
 

h. 	 Chong Kee Park and Jae-Sung Min, Health Problems and
 
Policies in Korea(II), NHS/KDI, 1978. (In Korean)
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