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Purpose: The purpose of this study is to provide basic data for the development of the most appropriate and effective
educational materials for patients and their caregivers through the educational experiences of patient safety officer.

Methods: This study is a qualitative analysis that involves using the focus group interview to understand the patient safety
education experience of the patient safety officer.

Results: The patient safety education experience of the patient safety officer is divided into four topics: (1) patient
safety education content (2) patient safety education method (3) patient safety education status (4) activation and
improvement of patient safety education. Additionally, the study incorporated twelve subtopics: (a) falls (b) speak up
(c) patient safety campaign (d) patient safety rounding and a one on one training (e) education through medical staff
(f) education using broadcast, video, post, among others (g) a lot of education in patient (h) patients not interested
in patient safety education (i) patient safety education is less effective (j) human and medical expenses support (k)
provision of standardized educational materials (I) patient safety culture for patient participation.

Conclusions: This study indicate that education for patients and the caregivers should be inclusive and protective of
stakeholders from the risks involved in patient safety events. The experience of patient safety officer is necessary for
patient safety education for both patients and the caregivers since it is the source of basic data for the future development
of patient safety education.
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Experience working Experience of patient

Experience of educational

No. T2 Location Mo, oif betl Lo () of hospital (yrs) safety work (yrs) needs survey
1 Tertiary hospital Gyeonggi-do 1,017 44 24 13 no
2 General hospital Seoul 450 31 8 2 no
3 General hospital Gyeonggi-do 710 45 22 2.1 no
4 Tertiary hospital Gyeonggi-do 914 54 30 10 no
5 Tertiary hospital Seoul 1,356 50 18 10 no
6 Tertiary hospital Seoul 814 49 27.4 16 no
7 Tertiary hospital Seoul 1,110 57 33 14 no
8 General hospital Gyeonggi-do 524 41 13 1.1 no
9 Tertiary hospital Gyeonggi-do 1,108 51 29 12 no
* No, Number; yrs, years
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The Primary Care Performance of Three Types of Medical Institutions:
A Public Survey using the Korean Primary Care Assessment Tool

Hye-Min Jung, Min-Woo Jo, Hyun-Joo Kim, Won-Mo Jang, Jin-Yong Lee, Sang-Jun Eun

| . Introduction

Since Lord Dawson established the concept of
the organized healthcare system in 1920, there
have been two different approaches to organizing
primary, secondary, and tertiary care within the
healthcare system. The first approach is a highly
structured and regionalized system, which is mainly
adopted in Northern European countries, including
the United Kingdom [1]. Medical institutions in this
system provide services that represent a specific
level of healthcare. Furthermore, their location
within an area is carefully chosen according to the
distribution of patients. In general, local clinics
that are operated by a general physician provide
primary care, general hospitals provide secondary
care, and tertiary hospitals provide tertiary care.
Patients who visit local clinics are usually referred
to a higher-level medical institution until they
reach the “right place” that can provide them with
the appropriate care that they require, irrespec-
tive of their preferences. On the other hand, many
other countries, including the United States, have
adopted a dispersed model of care, which allows
patients to visit specialists or higher-level medical
institutions without a primary physician’'s recom-
mendation [1]. This system is frequently criticized
because it results in high costs and a waste of re-
sources. However, it can maximize the convenience
of patients who wish to quickly address their health
problems [2-4].

The South Korean healthcare system is often
perceived to have adopted an extreme version of
the dispersed model of care. Despite the universal
healthcare coverage that is provided by the Nation-

al Health Insurance Program, there are a few reg-

ulations that restrict patients from directly visiting
a hospital without a referral [5-6]. Moreover, South
Koreans generally prefer hospitals to local clinics
because they believe that the quality of care that
is provided by hospitals is better than that of local
clinics, even with regard to basic care [7-8]. As a
result, patients who require only basic outpatient
care also visit hospitals; thus, a large proportion of
the outpatient services of hospitals are devoted to
primary care [9]. It has recently been reported that
many other countries are facing a similar situation
and struggling to find a way to ease the herd be-
haviors of their patients [10-14].

The definition and attributes of primary care have
been discussed for a long time [15-17]. In sum,
primary care is a forefront point of the healthcare
system, Typically, it privides care to individuals
with common illnesses such as the common cold
(first sontact). Further, it provides preventive ser-
vices to the entire community and helps patients
with chronic diseases manage their condition (i.e.,
comprehensiveness). Primary care providers also
refer patients who require further evaluation or
treatment to higher-level medical institutions (i.e.,
coordination) and for follow-up care (i.e., continu-
ity). In addition to these traditional “gatekeeping”
functions, primary care recently has expanded its
boundaries to incorporating various healthcare
services [2,18]. It is well known that the provision
of better primary care within a healthcare system
is associated with better overall healthcare quali-
ty and lower healthcare costs [19-20]. As medical
practices become more complex and fragment-
ed, the importance of primary care is being in-
creasingly emphasized. In this regard, the Korean

healthcare system cannot sustain without establish-
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ing and reinforcing its primary care services.

Some changes to the healthcare system are im-
perative to strengthening primary care in South
Korea, and the support of the general public is also
essential to a smooth transition to the new sys-
tem. For example, in France, the “preferred doctor
scheme” was more easily accepted by a majority
of those who already had a regular family doctor
before the system was launched [10]. Therefore,
understanding the general public’'s experiences of
primary care will play a helpful role in identifying
which aspects of primary care should be further
strengthened. In this manner, this study aimed to
investigate the general public’s perspectives on the
primary care services that were provided by local

clinics and general and tertiary hospitals.

||. Methods

We aimed to recruit a sample that was represen-
tative of the population of adults in South Korea.
We used quota sampling because it is not only
time- and cost-effective but can also provide the
equivalent result compared to probability one [21-
22]. The number of participants who belonged to
each stratum was ascertained based on the sample
size and the proportion of the population that was
constituted by those who belonged to a given stra-
tum [23]. In this study, age, sex, and residence were
used as the strata, and the proportion of the strata
was calculated based on the 2014 Population Cen-
sus that was undertaken by Statistics Korea. A total
of 1000 adults who were older than 18 years and
were living in six major cities in South Korea (i.e.,
Seoul, Busan, Daegu, Incheon, Kwangju, Daejeon,

and Ulsan) were recruited in this study, irrespective

18 Quality Improvement in Health Care

of their past experience of visiting medical insti-
tutions. The sampling error was = 3.1% at the 95%
confidence level.

Professional interviewers, who had been trained
by the research agency, Gallup Korea, conducted
face-to-face interviews with members of the gen-
eral public. Individual interviews were conducted
using a computer-assisted questionnaire that had
been developed for the general public. The re-
sponses were reviewed by supervisors for quality
control. If there were errors in recording even one
response, the entire interview data of the respec-
tive participant was discarded, and a new partici-
pant was recruited and interviewed. The question-
naire required participants to provide the following
information: age, sex, residence, educational level,
self-reported socioeconomic status, presence of
chronic diseases, frequency of visits to medical in-
stitutions, and their assessment of the primary care
performance of the three types of medical insti-
tutions (order: local clinics, general hospitals, and
tertiary hospitals).

The Korean Primary Care Assessment Tool (KP-
CAT), which has been developed by Lee et al., was
used to quantify participants’ assessments of pri-
mary care performance in an objective manner [24].
The subject and object of each KPCAT question
were changed from “this” to “local clinic,” “general
hospital,” or “tertiary hospital” in order to assess
the primary care performance of the three differ-
ent types of medical institutions. All the modified
questions of the KPCAT are presented in table 1.
The 21 questions of this assessment are classified
into five domains: first contact, comprehensive-
ness, coordination, personalized care, and family/

community orientation. First contact was the only
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composite domain that consisted of five subdo-
mains, each of which was assessed by a single
item. The other domains consisted of three to five
items. Our participants were required to record
their response to each question on a 5-point Likert
scale (1 = strongly disagree, 2 = disagree, 3 = neu-
tral, 4 = agree, 5 = strongly agree). A “don’t know”
option was also presented, and it was assigned a
score of 3 during data analysis. In accordance with
the scale developer’s recommendation, the 5-point
Likert scale was converted into a grading scale that

ranged from O to 100 to enhance the ease of inter-

Table 1. Korean primary care assessment tool

pretation [24]. For each domain, the final score was
computed by averaging the individual item or sub-
domain scores. One-way analysis of variance and
Scheffe’s post hoc test were used to compare the
domain and subdomain scores across the different
types of medical institutions. All statistical analyses
were conducted using SAS Enterprise Guide 7.1 and
p-value over 0.01 was considered significant.

This study was approved by the institutional re-
view board (IRB) of Chungnam National University
School of Medicine (IRB No.14-02).

Domains (number of items)

Questionnaire items

First contact (5)
First contact utilization
Facility accessibility
Cost appropriateness
Demographic accessibility
Basic health care

Comprehensiveness (4)

I will visit (LC/GH/TH) first when a new health problem arises.

It is easy to access (LC/GH/TH) geographically, temporally and economically.
Out-of-pocket cost is appropriate.

(LC/GH/TH) sees patients regardless of their age and sex.

1 will visit (LC/GH/TH) first when I need basic health care like dressing, suture, or splint.

I will visit (LC/GH/TH) when I need medical check-up like blood pressure.

I will visit (LC/GH/TH) when I need counsels for cancer prevention and screening.

I (or my family member) will get periodic Pap smear tests at (LC/GH/TH).

I will get periodic health examination at (LC/GH/TH).

Coordination (3)

(LC/GH/TH) recommend health care resources appropriately.

(LC/GH/TH) recommend another doctor I need to visit appropriately.

(LC/GH/TH) review the referral results.

Personalized care (5)

(LC/GH/TH) treat mental health problems as well as physical health problems.

(LC/GH/TH) understands patients’ words easily.

(LC/GH/TH) explains test results to the patient easily.

(LC/GH/TH) is well aware of the importance of the patients’ medical history.

I trust (LC/GH/TH)’s decisions on diagnosis and treatment.

Family and community orientation (4)

(LC/GH/TH) concerns about my family and living environment.

(LC/GH/TH) knows about the health, well-being and environmental problems of my community.

(LC/GH/TH) is active in promoting the health of my community.

(LC/GH/TH) surveys and reflects people’s opinions on health care.

Note. LC, local clinic; GH, general hospital; TH, teaching hospital
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Ill. Results

Table 2 presents the general characteristics of the
participants and the total KPCAT scores for the
three types of medical institutions. The sex ratio
was exactly 1:1, and the forties were the majori-
ty (23.2%). Almost half of the participants (43.9%)
were residing in the capital city of South Korea
(i.e., Seoul). The distribution of these three char-
acteristics reflected that of the whole population in
South Korea. Most of the participants reported that
they belonged to a middle (55.9%) or low (34.7%)

socioeconomic status. With regard to education-

al level, a majority of them had at least graduated
from high school (i.e., graduated from high school:
45%, above university: 50.9%). Only 10.7% of them
had chronic diseases, and 20.4% of them had fam-
ily members with chronic diseases. All participants
except a meager 1% had frequently visited medical
institutions, and a majority (85.5%) of them re-
ported that they had visited local clinics for simple
health problems. There was no significant demo-
graphic difference in participants’ total scores
on the KPCAT. However, participants who lived
in Incheon and Daejeon provided relatively lower

scores than others did.

Table 2. General characteristics of the respondents and KPCAT total score

KPCAT total score

Variables Category N % Local clinic General hospital Tertiary hospital

Mean S.D. Mean S.D. Mean S.D.

Total 1000 100.0 61.0 11.4 61.0 11.1 59.4 12.4
Sex Male 500 50.0 61.1 10.9 61.0 11.0 59.4 12.5
Female 500 50.0 60.8 11.9 61.1 11.2 59.4 12.2

Age 19~29 190 19.0 61.9 10.4 61.0 10.1 60.1 12.7
30~39 212 21.2 59.6 11.3 60.3 11.1 58.8 11.8

40~49 232 23.2 60.5 12.2 62.0 11.5 59.6 12.9

50~59 224 22.4 61.4 11.3 60.5 11.6 59.2 12.0

over 60 142 14.2 61.9 11.8 61.7 10.9 59.3 12.5

Residence Seoul 439 43.9 62.1 10.2 62.3 9.9 60.2 12.1
Busan 153 15.3 59.7 11.1 60.4 10.6 59.2 11.8

Daegu 106 10.6 63.1 12.1 61.8 12.4 55.6 15.0

Incheon 125 12.5 56.4 14.1 56.1 11.5 59.3 13.0

Kwangju 62 6.2 65.6 12.7 65.0 12.2 60.8 9.8

Daejeon 65 6.5 56.8 9.9 55.1 11.7 57.3 11.3

Ulsan 50 5.0 61.9 8.4 65.3 9.7 61.9 11.5

Standards of living High 84 8.4 59.4 11.6 60.3 10.9 61.3 10.8
(self-reported) Middle 559 55.9 61.9 11.0 61.8 11.1 60.0 12.6
Low 347 34.7 60.0 11.8 60.2 11.2 58.0 12.2

Refuse to reply 10 1.0 56.2 15.4 55.6 9.5 56.2 12.9

Education Under middle school 41 4.1 62.3 12.2 63.7 11.7 62.0 12.4
High school 450 45.0 62.1 11.3 61.1 11.1 59.2 12.0

Above university 509 50.9 59.9 11.4 60.8 11.1 59.3 12.7

Chronic disease Yes 107 10.7 61.1 11.3 61.1 10.5 58.7 11.2
(self) No 893 89.3 61.0 11.4 61.0 11.2 59.5 12.5
Chronic disease Yes 204 20.4 60.4 11.9 60.1 11.6 58.9 12.6
(family) No 796 79.6 61.1 11.3 61.3 11.0 59.5 12.3
Frequently visiting Local clinic 853 85.3 61.9 10.9 61.1 11.2 59.2 12.4
medical institution General hospital 74 7.4 56.5 12.0 63.5 9.1 59.9 12.2
Teaching hospital 36 3.6 52.7 14.8 57.0 11.5 63.8 10.1

Others 27 2.7 58.6 13.7 58.9 12.2 57.4 13.8

None 10 1.0 52.6 10.2 57.4 7.7 57.5 11.7

Note. KPCAT, Korean Primary Care Assessment Tool; S.D., standard deviation
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Table 3 presents the KPCAT scores (i.e., total, do-
main, and subdomain scores) that emerged for lo-
cal clinics and general and tertiary hospitals. With
regard to the total score, a significantly lower score
emerged for tertiary hospitals (59.38) than for local
clinics (60.97) and general hospitals (61.05). How-
ever, the domain-specific results were very het-
erogeneous. Among five domains, local clinic got
the highest score in “first contact” (73.84), general
hospital in “comprehensiveness” (63.37), and ter-
tiary hospital in “personalized care” (65.11). When
domain scores were compared across the three
institutions, the highest scores on the first contact
domain and its subdomains emerged for general
hospitals (73.84) and the lowest scores emerged for
tertiary hospitals (59.38). Scores on the compre-
hensiveness domain were significantly lower for
local clinics (55.85) than for the other two types

of institutions, but there was no significant differ-

ence between general (63.37) and tertiary (61.81)
hospitals. Scores on the coordination domain were
also the lowest for local clinics (59.88) and highest
for tertiary hospitals (62.43), but it was hard to say
there was a clear-cut point. Scores on the person-
alized care domain were significantly higher (and
the highest) for tertiary hospitals (65.11), but there
was no significant difference between local clinics
(62.69) and general hospitals (62.75). Finally, sig-
nificantly lower (and the lowest) scores (52.61) on
the family/community orientation domain emerged
for local clinics; similar scores emerged for the
other two types of institutions (general hospi-
tals: 54.71, tertiary hospitals: 55.98). This section
should be divided into sections using subheadings.
It should provide a concise and precise description
of the experimental results, their interpretation,
and experimental conclusions that can be drawn

based on the findings.

Table 3. KPCAT scores of the three types of medical institution by domain and subdomain (n=1,000)

Local clinic

General hospital

Teaching hospital

Domains of KPCAT Mean S.D. Mean S.D. Mean S.D. F P Scheffe?
Total score 60.97 11.43 61.05 11.11 59.38 12.37 6.53 .0015 ca.b
First contact 73.84 13.01 63.30 12.72 51.60 16.32 621.13 <.0001 c{b<a
First contact utilization 70.73 19.37 60.15 18.54 50.88 25.33 217.52 <.0001 c{b<a
Facility accessibility 79.93 19.12 63.18 20.00 45.88 25.80 607.73 <.0001 c(b<a
Cost appropriateness 69.73 18.39 55.78 20.80 39.83 23.85 501.22 €.0001 c{b<a
Demographic accessibility 78.63 19.92 74.85 18.17 72.35 21.70 24.99 €.0001 c{b<a
Basic health care 70.18 20.71 62.55 20.23 49.08 25.97 226.44 <.0001 c{b<a
Comprehensiveness 55.85 17.41 63.37 15.78 61.81 18.55 52.69 <.0001 alc.b
Coordination 59.88 16.47 61.12 15.35 62.43 16.18 6.31 .0018 a.b{b.c
Personalized care 62.69 14.24 62.75 13.46 65.11 15.30 9.22 .0001 a.b{c
Family and community orientation 52.61 16.60 54.71 15.53 55.98 16.96 10.76 <.0001 acb.c

Note. KPCAT, Korean Primary Care Assessment Tool; S.D., standard deviation

T F-statistics of one-way ANOVA
T Scheffe post-hoc test.
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IV. Discussion

It has only been twelve years since the Korean
version of primary care concept was established.
Therefore, both doctors and patients are still un-
familiar with this concept [7,25]. Gatekeeping role
of the primary physician is ambiguous because
the specialist can run the outpatient clinic as
well as there is no limitation on local clinic hav-
ing high-level equipment and facilities [6,26-27].
From public healthcare center to tertiary hospitals
compete with each other to attract patients with
primary care sensitive condition [28-29]. Howev-
er, there has been no attempt to apply PCAT to all
medical institutions. Such studies are necessary
because local clinics are not the only medical insti-
tutions that provide diverse primary care services.
Given this context, this study aimed to assess the
strengths and weaknesses of the primary care ser-
vices that were provided by the three types of med-
ical institutions.

We found that the total scores on the KPCAT were
similar for local clinics and general hospitals, but
they were slightly lower for tertiary hospitals. How-
ever, domain-wise analyses revealed more complex
patterns. ‘First contact” was the only attribute that
the score was drastically lowered as the level of
the medical institution increased in the order of
local clinic, general hospital, and tertiary hospital.
Analyses of the subdomains revealed that the in-
stitutional differences were the widest for facility
accessibility and cost appropriateness, followed by
first contact utilization and basic healthcare. These
trends were caused by relatively less number and
more expensive cost of the upper-level institution.

Although the patients felt burdened about visiting

22 Quality Improvement in Health Care

higher-level institutions, these barriers did not oc-
clude those who wished to visit such institutions.
The narrowest institutional difference emerged for
the subdomain of demographic accessibility. In a
past study, a very high score (96 out of 100) had
emerged for this item [24]. This subdomain was
originally designed to measure whether an institu-
tion is equipped to treat the general conditions of
a wide range of patients. However, it can also be
interpreted as the question for special conditions
suitable for the upper-level institution. In addition,
South Korea has adopted the “mandatory designa-
tion system,” whereby all authorized medical insti-
tutions were automatically contracted with a single
insurer; thus, they cannot refuse treatment to any
patient without providing a legally valid reason.
Such a situation in South Korea would have result-
ed in a relatively high score with less deviation.

In contradistinction to the trends that emerged
for the first contact domain, the lowest scores on
the other four domains emerged for local clinics.
Theoretically, if the primary care works well, not
only the overall scores for all domains are high, but
also local clinic gets the highest score among the
three levels of medical institution. Therefore, these
results are showing the dysfunction of primary care
and the healthcare delivery system of South Korea.
With respect to comprehensiveness and family/
community orientation, local clinics performed
worse than general and tertiary hospitals did.
Scores on the coordination and personalized care
domains were not significantly different between
local clinics and general hospitals, but the differ-
ences between local clinics and tertiary hospitals
were significant. Extremely short consultations

and a shortage of manpower in local clinics may
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account for these findings because these domains
are generally related to labor-intensive services. In
Korea, a doctor who works in a local clinic typi-
cally sees more than 50 outpatients, and there are
little incentives for doctors to provide preventive
counseling [30]. As a result, they cannot afford to
take an interest in anything other than the chief
complaint of the patient. On the other hand, gen-
eral and tertiary hospitals have abundant manpow-
er, and these professionals can provide these kinds
of counseling services (i.e., instead of the doctor).
Among the various areas of primary care that need
to be addressed, training healthcare workers to play
the role of a gatekeeper and providing incentives
to primary care providers whose patients witness
excellent outcomes should be the highest priority
in order to facilitate an improvement in healthcare
quality [26].

This study has some limitations. First, there is a
possibility of participant bias because our partic-
ipants were asked to participate freely according
to their will. Second, quota sampling was used, but
characteristics other than age, sex, and residence
were not used for stratification. Therefore, there
is potential for systematic sampling error. Third,
the order in which the medical institutions were
presented in the survey questionnaire may have in-
fluenced the results because people tend to feel fa-
tigued as the survey progresses and, consequently,
they may roughly answer. Finally, participants were
included in the sample, irrespective of their past
experiences of visiting the three types of medical
institutions; therefore, some of their answers may
be based on their perceptions rather than their
experiences. Notwithstanding these limitations,

this study is significant because it used the KPCAT

to various levels of medical institution which take
a role in primary care service. Further research
is needed to examine the relationships between
scores on the KPCAT and outcome measure of pri-
mary care.

In conclusion, local clinics are generally perceived
to be medical institutions that are responsible for
providing primary care, but only one domain (i.e.,
first contact) of their primary care performance
(i.e., assessed using the KPCAT) was superior to
that of the other medical institutions. National ef-
forts should be taken to improve their performance
in the other four domains. This can be accom-
plished by training the workforce and providing
appropriate incentives. This will strengthen the role
that local clinics play as primary care providers

within the healthcare system in South Korea.
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Purpose: The objective of this studywas to identify the conceptual constructs of patient centeredness from the perspective
of patients and family members in Korea, and to compare them with those included in the Picker Institute framework.

Methods: Two focus group discussions were conducted. Each focus group consisted of six participants who had
experienced being either a patient or a caregiver. We carried out a thematic analysis, and then compared the contents of
our focus group discussions with the components of patient-centered care outlined by the Picker Institute.

Results: Six conceptual constructs of patient centeredness emerged from the focus group discussions. Five of these
overlapped with those outlined by the Picker Institute: 1)respect for patients’ values, preferences, and needs, 2)
coordinationand integration of care, 3) information, communication, and education, 4) physical comfort, and 5) emotional
support and alleviation for fear and anxiety. A new component that was not mentioned in the Picker Institute framework
emerged from this study: “ease of making a complaint.” Currently, “involvement of family and friends” and “continuity
and transition” were not prominent components of patient centeredness according to our focus group discussions.

Conclusions: This study presents the conceptual constructs of patient centeredness, five of which overlap with those
outlined by the Picker Institute, and provides a qualitative basis of the patient experience survey currently being
implemented by the Health Insurance Review & Assessment Service in Korea.
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Table 1. Characteristics of participants

Group # Name Age Gender Patient/Carer
A 41 Man Carer
B 40 Woman Carer
C 54 Man Patient
: D 41 Man Patient
E 54 Woman Carer
F 52 Woman Patient
A 37 Man Patient
B 26 Woman Carer
C 41 Man Carer
? D 27 Man Carer
E 27 Woman Patient
F 49 Man Carer
ATAEBL BAFAY B 72 4% 4TS AT T
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=A%t Aol
1 coding Researcher A’s text-code list (example)
Transcript by Researcher A - Code 1
(Collection of Text) " - Code 2, Code 7
- Coding unit: - Code 1, Code 11, Code 29
factors important to patients
when using the hospital
- Exclusion criteria: s
factors related to technical 123| - Code 8, Code 12
care —
2’ coding
by Researcher B
- Coding unit: Code 1~29 derived
from 1’ coding by Researcher A
Comparison between
Research Aand B's Researcher B’s text-code list (example)
text-code list
Complete match 1" Text 1 - Code 1
Text2 - Code 2, Code 20
Complete mismatch =" Text3 - Code 10
Complete match ——
¢ Text 123 - Code 8, Code 12
Discussion between
5 ResearcherA, B, C
about text-code relationship
3’ coding
by Researcher A, B, C
Final text-code list (example)
Text 1 - Code 1
Text 2 - Code 2, Code 20
Text 3 - Code 1, Code 10, Code 11
Text 123 - Code 8, Code 12
A
Code 1 - Text 1, Text 3
Code 2 - Text 2
Code 3 - Text 4
Co-de 29 - Text 10, Text 50, Text 100
Comparison between Code 1~29 (with text)
and 7 conceptual components of patient-centeredness
from the Picker Institute (USA, 2002) [7]
\ 4
Total # of code: 29
Complementary code: 18
I Non-complementary code: 1
I
Deduction of new conceptual components of patient-centeredness
from this study (based on 3 codes)
Figure 1. Schematic flow of thematic analysis
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1. 2Ee] 714, A%, E Q E5(respect for patients’ values,
preferences, and needs)

2. A7 9412t 53K coordination and integration of care)
3. HJE, AF
4. XA HMoFgHphysical comfort)

5. A& A x|} &9t ASHemotional support and
alleviation of fear and anxiety)

-3{information, communication, and education)

1t A)7]19] -8-0]4(ease of making a complaint)

7. 718

* Continuity and transition

Picker Institute

* Involvement of family and friends

o] & 1~5FAE NAAFLY o T4 R4 B
549 A0 ekl whal, oyl AToH 2¥PT
Eololq e R FAR Sl 6. B 470 &

o]A(ease of making a complaint)= TAAFA T+
A4 ga0M= Z3HEA] 2 Ao|tk(Figure 2). 1 29
T o8 AH|AL YAl S B4 FARE 7-1)
P92 A9l M Xd(convenience of administra-
tive process), 7-2) FA 9 ¥ A AHquality hospi-
tal food), 7-3) 983 9 AY9 AsHkindness of
non-medical staff)#} 22 FAE =&t} otf=
o] 77HA] FAof sl =5 HAEE F4ACE HS 4
ot}

*  Physical comfort

Respect for patients’ values, preferences and needs
Coordination and integration of care
* Information, communication, and education

Emotional support and alleviation for fear and anxiety j

¢«  Others

- Quality hospital food

e

* Ease of making a complaint
- Convenience of administrative process

- Kindness of non-medical staff
- Convenience of administrative process

This study

Az

Figure 2. Comparison of the conceptual components of patient-centeredness between this study from Korea [4] and the

picker institute from the USA [7]
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(ease of making a complaint)
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Purpose: To investigate whether changes in Medical Aid (MA) status are associated with unmet need and

catastrophic health expenditure (CHE).

Methods: Data from the 2010 to 2014 Korea Health Panel (KHP) were used. The impact of changes in annual
MA status (‘MA to MA,” '"MA to MA Exit,” ‘MA Exit to MA,” and ‘MA Exit to MA Exit’) on unmet need (all-cause and
financial) and CHE (10% and 40% of household capacity to pay) were examined using the generalized estimating

equation (GEE) model. Analysis was conducted separately for MA type | and Il individuals.

Results: In 1,164 Medical Aid type | individuals, compared to the ‘MA to MA" group, the ‘MA to MA Exit" group
had increased likelihoods of all-cause and financial unmet need. This group also showed higher likelihoods of
CHE at the 10% standard. The "MA Exit to MA Exit" group showed increased likelihoods at the 10% and 40% CHE
standards. In 852 type Il recipients, the ‘MA to MA Exit’ group had higher likelihoods of CHE at the 10% standard.

Conclusions: Type 1 MA exit beneficiaries had higher likelihoods of all-cause and financial unmet need, along
CHE at the 10% standard. Type | ‘MA Exit to MA Exit” beneficiaries also showed higher likelihoods of CHE at the
10% and 40% standards. In type Il recipients, MA exit beneficiaries had higher likelihoods of CHE at the 10%
standard. The results infer the importance of monitoring MA exit beneficiaries as they may be vulnerable to

unmet need and CHE.
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Impact of Changes in Medical Aid Status on Unmet Need and Catastrophic Health Expenditure

: Data from the Korea Health Panel

Woo-Rim Kim, Chung-Mo Nam, Sang-Gyu Lee, So-Hee Park, Tae-Hyun Kim, Eun-Cheol Park

| . Introduction

South Korea operates a Medical Aid (MA) program
guaranteeing the provision of appropriate health
care services to selected low-income individuals
to [1]. In contrast to the National Health Insurance
(NHD system that covers around 97% of the popu-
lation funded through income level insurance pre-
mium contributions, the MA program is a public
medical assistance program funded entirely by the
government under the National Basic Livelihood
Security Act [2]. In Korea, MA beneficiaries are clas-
sified into types I and II based on work capacity.
Specifically, the type I category encompasses indi-
viduals or households without labor capability and
other specific cases whereas the type II category
embraces households with work-capable individ-
uals [3]. Unsurprisingly, recipient copayment levels
differ between type I and II individuals, with type
II beneficiaries being subject to higher amounts of
copayment for outpatient and inpatient services.
In brief, type I individuals are not subject to paying
for inpatient services while type II individuals are
responsible for 10% of the total costs. Regarding
outpatient services, type I individuals are required
to pay between 1,000 and 2,000 Korean Won (KRW)
depending on the level of medical institution, and
are provided a monthly health maintenance fee of
6,000 KRW to support copayments, with a maxi-
mum ceiling being applied to limit out-of-pocket
expenditure. In contrast, type II individuals pay
1,000 KRW for outpatient services at primary clinics
and 10% of the total costs for services at secondary
or tertiary hospitals.

Public assistance is important to ensure that socially

vulnerable individuals maintain adequate living stan-

dards. Concurrently, social security systems need to
prevent individuals from falling into poverty traps,
which requires the implementation of self-sufficiency
rather than income transfer programs under necessary
conditions [4]. Similarly, the MA system aims to guar-
antee appropriate access to health care services and
assist needy individuals to attain economic indepen-
dence [5]. In fact, a self-sufficiency program largely
targeting MA individuals, particularly those with work
capacity, is currently operated by the government to
decrease welfare dependency [6-7]. The government
aims to decrease welfare expenditure, promote better
use of health care services, and alleviate welfare de-
pendency of work-capable beneficiaries by pursuing
appropriate MA exits.

Under such circumstances, health care utilization of
MA beneficiaries has been of concern as beneficiaries
are reported to be utilizing higher amounts of health
care services than NHI covered individuals, even af-
ter adjustment for health-related characteristics [8].
It is known that certain characteristics are shared by
the MA group, including old age, low education lev-
el, higher likelihood of disability, and poor health
partially impacted by low health literacy and man-
agement skills [9]. However, the fact that beneficia-
ries have been reported to utilize around three times
higher medical costs than their NHI counterparts,
along with the increasing trends in total expenditure,
has led to concerns for moral hazard [10]. This is be-
cause recipients can use medical services by paying
only a part of the total medical costs, which can result
in unnecessary medical overuse [11].

Simultaneously, the likelihood of increased unmet
needs and mild catastrophic health expenditure
(CHE) also needs to be considered because the NHI

program is operated under a low cost - low benefit
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policy, which may lead to high out-of-pocket costs
[12-13]. Health care spending is regarded as being
catastrophic when the amount exceeds a certain per-
centage of a household’s capacity to pay [14]. As the
MA benefit package is fundamentally identical to that
of the NHI, lower income individuals, including type
II recipients subject to higher co-payments, may face
higher levels of barriers in accessing medical care [12].
However, few studies have investigated the effect of
MA beneficiary exits on unmet need and CHE using
longitudinal, nationally representative data. There-
fore, the aim of this study was to investigate whether
transitions in MA status among beneficiaries were
associated with higher likelihood of unmet need and

CHE.

|l. Materials and Methods

1. Study population and design

This study used data from the Korea Health Panel
(KHP) from 2011 to 2014. The KHP is provided by the
Korea Institute for Health and Social Affairs (KIHA-
SA) and the Korea National Health Insurance Service
(KNHIS). The 2008 to 2014 KHP data selected nation-
ally representative sample households using a two-
stage cluster method [15]. All members of the selected
households were interviewed by researcher using
a Computer Assisted Personal Interviewing (CAPI)
technique to record information on health care uti-
lization, health expenditure, socioeconomic char-
acteristics, demographic characteristics, and other
health-related behavior [15].

Information on unmet need and CHE was available
from 2011 to 2014 in the KHP data. As this study

aimed to investigate the effect of MA status change
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on health care utilization, unmet need, and CHE,
data from 2010 to 2014 were utilized. Of the 17,035
individuals recorded in 2010, 443 had MA type I sta-
tus and 415 type II status. Among type I individuals,
421 were followed up until 2011, of which 331 were
aged 20 years or above. Similarly, among type II in-
dividuals, 402 were followed up until 2011, of which

222 were aged 20 years or above.

2. Outcome variable

The outcome variables of this study were unmet need
and CHE. Unmet need was further categorized into
unmet need due to all causes and unmet need due to
financial reasons. Unmet need was measured based on
self-reports to the question “Did you experience un-
met need?” If individuals responded “yes” to the ques-
tion, they were further asked about reasons behind
their experience of unmet need. Available options
included finance-, access-, health-, and time-related
responses. Individuals who reported an experience of
unmet need were classified into the “yes” unmet need
category, and those who responded with having unmet
need due to financial reasons were categorized into
the “yes” unmet need due to financial reasons catego-
ry. CHE was measured using the Xu method proposed
by the World Health Organization (WHO), and calcu-
lated based on the percentage of health spending over
a household's capacity to pay [14]. Two different stan-
dards were used as thresholds for CHE—10% and 40%
of a household’s capacity to pay. The 40% standard
was applied as proposed by the WHO [16]. The 10%
criteria was additionally considered to denote mild
CHE based on previous Korean studies that identified
health care spending exceeding 10% of the effective

household’s income as an overburden [17].
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3. Interesting variable

The interesting variable of this study was annual MA
transition status. MA beneficiaries at the 2010 base-
line were identified. Beneficiaries were then followed
up in the subsequent year to check whether they re-
mained as beneficiaries or lost their beneficiary status
("MA to MA” or “MA to MA Exit"). In other words, as
the baseline consisted of only MA beneficiaries, par-
ticipants were only classified into the “MA to MA” or
“MA to MA Exit” groups at the first year of follow-up.
Afterward, individuals who were followed up could be
categorized into four groups depending on the transi-
tion status (‘MA to MA,” “MA to MA Exit,” “MA Exit to
MA,” and “MA Exit to MA Exit” groups [Figure 1]).

4. Covariates

The covariates of this study were sex (male or fe-
male), age (20-29, 30-39, 40-49, 50-59, 60-64, 65-
74, 75-84, or 85+), region (Seoul, metropolitan, or

rural), disability status (no or yes), number of chron-

Recipient status
continued

Baseline Year

Recipient status
discontinued

ic diseases (none, one to three, or four or above),
rare disease status (no or yes), Charlson Comorbidity
Index (CCI) (zero, one, two, three, four, or above),
admission status (no or yes), year (2008 to 2015), ed-
ucation level (high school or below, or university or

above), and household size (one to four or above).

5. Statistical analysis

The general characteristics of the study population
were examined using chi-square test to examine
differences between groups. In studying the effect of
MA status change on occurrences of unmet need or
CHE, logistic regression models were fitted using the
generalized estimating equation model with log link
function with calculations expressed as odds ratio
(OR) and 95% CI (Confidence Interval). Analysis was
adjusted for covariates, and all calculated p-values
were two-sided, considered significant at p-values
.05 or if the 95% ClIs of risk point estimates exclud-
ed one. Analysis was performed using the SAS soft-

ware, version 9.4 (SAS Institute, Cary, NC, USA).

1st Year of Follow-up

Figure 1. Categorization of the interesting variable.

2"d+ Years of Follow-up
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Ill. Results

The general characteristics of MA type I study

subjects are shown in Table 1. A total of 1,164 sub-

jects were analyzed, of which 305 (26.2%) expe-

rienced unmet need and 188 (16.2%) experienced

unmet need due to financial reasons. In the case of
CHE, 284 (24.4%) subjects reported CHE at the 10%
standard of a household’s capacity to pay and 58
(5.0%) subjects reported CHE at the 40% standard.

Table 1. General characteristics of study observations in medical aid type 1

N (%)
N Unmet Need p-value Financial unmet need p-value CHE 10% p-value  CHE 40%  p-value
Medical Aid Status
MA -) MA 1049 265 (25.3) .069 162 (15.4) .090 233 (22.2) <001 47 (4.5 .001
MA -> MA Exit 53 21 (39.6) 14 (26.4) 23 (43.4) 2 (3.8
MA Exit -» MA 9 4 (44.4) 3 (33.3) 0 (0.0) 0 (0.0
MA Exit -) MA Exit 53 15 (28.3) 9 (17.0) 28 (52.8) 9 (17.0)
Sex
Male 464 100  (21.6) .003 63 (13.6) .052 108 (23.3) 468 26 (5.6) 428
Female 700 205 (29.3) 125 17.9) 176 (25.1) 32 (4.6
Age
20-29 45 8 (17.8) .015 7 (15.6) 753 14 (311 226 2 (4.4 385
30-39 22 3 (13.6) 2 9.1 3 (13.6) 0 (0.0)
40-49 118 38  (32.2) 24 (20.3) 30 (25.4) 4 (3.4
50-59 142 34 (23.9) 25 17.6) 43 (30.3) 12 (8.5
60-69 175 34 (19.4) 25 (14.3) 33 (18.9) 6 (3.4
70-79 469 123 (26.2) 77 (16.4) 113 (24.1) 24 (5.1)
80+ 193 65 (33.7) 28 (14.5) 48  (24.9) 10 (.2
Region
Seoul 150 35 (23.3) 238 26 17.3) 481 51  (34.00 .00l 14 (9.3) 013
Metropolitan 294 69 (23.5) 53 (18.0) 82 (27.9) 17 (5.8)
Rural 720 201 (27.9) 109 15.1) 151 (21.0) 27 (3.8
Education level
High school or below 1060 286  (27.0) .054 171 (16.1) .955 251 (23.7) .068 52 (4.9) .699
University or above 104 19 (18.3) 17 (16.4) 33 (31.7) 6 (5.8)
Household size
442 136 (30.8) .036 78 17.7) 459 91  (20.6)  .024 19  (4.3) .062
2 438 104 (23.7) 65 (14.8) 115  (26.3) 31 (7.1
3 167 35 (21.0) 23 (13.8) 39 (23.4) 5 (3.0
4+ 117 30  (25.6) 22 (18.8) 39 (33.3) 3 (206
Disability
No 725 196 (27.0) 407 128 17.7) .073 191 (26.3)  .047 39 (5.4) 424
Yes 439 109  (24.8) 60 (13.7) 93 (21.2) 19  (4.3)
Chronic Disease
0 351 101 (28.8) 282 63 (18.0) 504 89 (254  .025 18 (5.1 .936
1 508 122 (24.0) 76 (15.0) 106 (20.9) 24 (4.7)
2+ 305 82  (26.9) 49 (16.1) 89  (29.2) 16 (5.3)
Rare Disease
No 1132 297  (26.2) .875 181 (16.0) 372 275  (24.3) 619 58  (5.1) .189
Yes 32 8 (25.0) 7 (21.9) 9 (28.1) 0 (0.0
Charlson Comorbidity Index
0 804 209  (26.0) 391 129 (16.0) 408 169 (21.0) <001 35 (4.4 .023
1 175 46 (26.3) 28 (16.0) 47 (26.9) 9 (.1
2 125 29 (23.2) 17 (13.6) 43 (34.4) 6 (48
3+ 60 21 (35.0) 14 (23.3) 25 (41.7) 8 (13.3)
Outpatient visits
None 67 19  (28.4) .239 9 (13.4) 274 9 (13.4) .000 4 (6.0 522
Q1 219 53 (24.2) 32 (14.6) 49 (22.4) 9 4.1
Q2 285 63 (22.1) 40 (14.0) 60 (21.1) 12 (4.2
Q3 300 82  (27.3) 48 (16.0) 67  (22.3) 13 (4.3)
Q4 293 88  (30.0) 59 (20.1) 99  (33.8) 20 (6.8
Admission status
No 843 220 (26.1) .895 130 (15.4) 273 142 (16.8) <001 29 (3.4 <.001
Yes 321 85  (26.5) 58 (18.1) 142 (44.2) 29 (9.0
Year
2011 331 67  (20.2) .028 52 15.7) .954 88  (26.6)  .122 21 (6.3) 177
2012 303 82  (27.1) 51 (16.8) 80  (26.4) 9 (3.0
2013 273 80  (29.3) 42 (15.4) 52 (19.1) 12 (4.4
2014 257 76 (29.6) 43 16.7) 64 (24.9 16 (6.2
Total 1164 305 (26.2) 188 (16.2) 284 (24.4) 58 (5.0

*“MA=Medical Aid

Admission status refers to admission at corresponding year
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Similarly, Table 2 presents the general characteristics
of MA type II individuals. A total of 852 subjects were
included in the analysis, of which 217 (25.5%) report-

ed unmet need and 154 (18.1%) reported unmet need

due to financial reasons. Additionally, 188 (22.1%) in-
dividuals had experiences of CHE at the 10% standard
of a household’s capacity to pay and 35 (4.1%) indi-
viduals had experiences of CHE at the 40% standard.

Table 2. General characteristics of study observations in medical aid type 2

N (%)
N Unmet Need  p-value Financial unmet need p-value CHE 10% p-value CHE 40% p-value
Medical Aid Status
MA -> MA 564 160 (28.4)  .035 115 (20.4) .081 106 (18.8)  .003 19 (3.4) 062
MA -) MA Exit 116 27 (23.3) 18 (15.5) 39 (33.6) 10 8.6)
MA Exit -) MA 12 2 16.7) 2 16.7) 2 16.7) 0 0.0
MA Exit -) MA Exit 160 28 17.5) 19 (11.9) 41 (25.6) 6 (3.8)
Sex
Male 378 91 (24.1) 404 70 (18.5) 764 91 (24.00 213 17 (4.5) .609
Female 474 126 (26.6) 84 17.7) 97 (20.5) 18 (3.8)
Age
20-29 189 18 9.5) <.001 12 6.4) <.001 45 (23.7)  .033 8 (4.2) 115
30-39 72 20 (27.8) 11 (15.3) 9 12.7) 0 0.0
40-49 169 49 (29.0) 39 (23.1) 30 (17.8) 3 1.8
50-59 167 66 (39.5) 42 (25.2) 35 (21.0) 7 (4.2)
60-69 132 34 (25.8) 27 (20.5) 29 (22.0) 10 (7.6)
70-79 89 23 (25.8) 21 (23.6) 29 (32.6) 5 (5.6)
80+ 34 7 (20.6) 2 (5.9) 11 (32.4) 2 (5.9)
Region
Seoul 108 32 (29.6) 377 21 (19.4) 446 34 (31.2) <001 9 8.3) 042
Metropolitan 198 54 (27.3) 41 (20.7) 22 11.1) 9 (4.6)
Rural 546 131 (24.0) 92 (16.9) 132 (24.2) 17 (3.1)
Education level
High school or below 649 183 (28.2)  .001 130 (20.0) .008 143 (22.00 976 27 (4.2) .891
University or above 203 34 (16.8) 24 (11.8) 45 (22.2) 8 (3.9)
Household size
1 68 12 17.7)  .340 7 (10.3) 341 11 (15.9)  .001 4 (5.9) .073
2 212 59 (27.8) 41 (19.3) 67 (31.6) 14 6.6)
3 250 60 (24.0) 44 17.6) 51 (20.4) 10 (4.0)
4+ 322 86 (26.7) 62 (19.3) 59 (18.4) 7 (2.2)
Disability
No 649 154 (23.7)  .037 113 17.4) .368 147 (22.7) 456 24 (3.7) .281
Yes 203 63 (31.0) 41 (20.2) 41 (20.2) 11 (5.4)
Chronic Disease
0 514 117 (22.8)  .071 81 (15.8) .065 106 (20.6)  .002 20 (3.9) .081
1 240 69 (28.8) 49 (20.4) 47 (19.6) 7 (2.9)
2+ 98 31 (31.6) 24 (24.5) 35 (35.7) 8 8.2)
Rare Disease
No 821 205 (25.00  .085 146 17.8) .255 179 (21.8) 343 34 (4.1) .801
Yes 31 12 (38.7) 8 (25.8) 9 (29.0) 1 (3.2)
Charlson Comorbidity
Index
0 727 187 (25.7) 975 132 (18.2) 753 152 (20.9)  .002 28 (3.9) <.001
1 73 17 (23.3) 13 17.8) 15 (20.5) 0 (0.0)
2 32 8 (25.0) 7 (21.9) 10 (31.3) 2 6.3)
3+ 20 5 (25.0) 2 (10.0) 11 (55.0) 5 (25.0)
Outpatient visits
None 142 21 (14.8)  .002 16 (11.3) .019 23 (16.1) <001 4 (2.8) 352
Q1 65 14 (21.5) 11 (16.9) 12 (18.5) 1 1.5)
Q2 218 61 (28.0) 35 (16.1) 41 (18.9) 7 (3.2)
Q3 213 71 (33.3) 53 (24.9) 38 (17.8) 10 4.7
Q4 214 50 (23.4) 39 (18.2) 74 (34.6) 13 6.1)
Admission status
No 726 185 (25.5)  .984 130 17.9) .759 127 (17.5) <001 20 (2.8) .001
Yes 126 32 (25.4) 24 (19.1) 61 (48.8) 15 11.9)
Year
2011 222 60 (27.00  .355 43 (19.4) .053 40 17.9)  .165 5 (2.3) .440
2012 218 59 (7.1 46 (21.1) 48 (22.0) 11 (5.1)
2013 213 57 (26.8) 42 (19.7) 46 (21.7) 10 4.7)
2014 199 41 (20.6) 23 11.6) 54 (7.1 9 (4.5)
Total 852 217 (25.5) 154 (18.1) 188 (22.1) 35 4.1)

*MA=Medical Aid

Admission status refers to admission at corresponding year
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Table 3. Results of the GEE analyzing the effect of medical aid status on unmet need and CHE in medical aid type 1

Unmet Need Financial unmet need CHE 10% CHE 40%
OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Medical Aid Status

MA -) MA 1.00 1.00 1.00 1.00

MA -) MA Exit 2.43 (1.21 4.85) 2.26 (1.29 3.99) 1.22 (1.07 1.40) 0.99 0.93 - 1.05

MA Exit -) MA 4.11 (0.84 20.05) 2.42 (0.58 10.07) 0.89 (0.82 0.97) 1.00 0.97 - 1.03)

MA Exit -» MA Exit 1.02 (0.42 2.45) 0.96 0.51 1.81) 1.33 (1.13 1.57) 1.13 (1.02 - 1.20)
Sex

Male 1.00 1.00 1.00 1.00

Female 1.38 (0.87 2.19) 1.55 (1.03 2.34) 1.02 (0.96 1.09) 0.99 0.96 - 1.02)
Age

20-29 1.00 1.00 1.00 1.00

30-39 0.77 0.13 4.63) 0.87 (0.18 4.25) 0.87 0.72 1.05) 0.97 0.89 - 1.05

40-49 1.83 (0.59 5.71) 2.82 0.97 8.17) 1.01 0.85 1.20) 1.02 093 - 111

50-59 1.30 (0.40 4.26) 1.42 (0.50 4.02) 1.05 (0.88 1.25) 1.07 0.98 - 1.17)

60-69 0.89 (0.26 3.05) 0.99 0.33 2.95) 0.96 (0.81 1.14) 1.01 0.92 - 1.10

70-79 0.90 0.29 2.83) 1.36 (0.48 3.83) 0.96 0.81 1.13) 1.01 0.94 - 1.10)

80+ 0.79 (0.25 2.55) 1.91 0.67 5.45) 0.96 (0.81 1.15) 1.02 0.93 - 1.10
Region

Seoul 1.00 1.00 1.00 1.00

Metropolitan 1.02 (0.56 1.86) 1.15 0.63 2.10) 0.92 (0.84 1.01) 0.95 0.90 - 1.00)

Rural 0.80 (0.48 1.36) 1.36 0.79 2.32) 0.87 (0.80 0.94) 0.94 0.89 - 0.99
Education level

High school or below 1.00 1.00 1.00 1.00

University or above 1.08 0.53 2.22) 0.74 0.38 1.44) 1.10 (0.99 1.22) 1.02 0.97 - 1.07)
Household size

1 1.00 1.00 1.00 1.00

2 0.86 0.56 1.35) 0.85 (0.58 1.25) 1.05 (0.98 1.11) 1.02 0.99 - 1.06)

3 0.68 (0.38 1.22) 0.64 (0.39 1.06) 1.02 (0.94 1.11) 0.99 0.95 - 1.03)

4+ 0.88 (0.45 1.70) 0.81 0.41 1.59) 1.10 0.99 1.22) 0.97 0.93 - 1.01
Disability

No 1.00 1.00 1.00 1.00

Yes 0.76 (0.50 1.17) 1.02 0.70 1.49) 0.94 (0.88 1.00) 0.98 0.95 - 1.01)
Chronic Disease

0 1.00 1.00 1.00 1.00

1 0.76 (0.49 1.17) 0.67 (0.46 0.99) 0.95 0.89 1.01) 1.00 0.97 - 1.04)

2+ 0.77 (0.45 1.34) 0.77 (0.48 1.24) 0.99 0.91 1.08) 1.00 0.96 - 1.04)
Rare Disease

No 1.00 1.00 1.00 1.00

Yes 1.36 (0.48 3.84) 0.81 0.31 2.16) 1.01 0.86 1.20) 0.94 0.90 - 0.98)
Charlson Comorbidity Index

0 1.00 1.00 1.00 1.00

1 0.99 (0.56 1.74) 1.04 (0.66 1.64) 0.99 0.92 1.06) 1.00 0.96 - 1.03)

2 0.63 0.34 1.18) 0.66 (0.40 1.08) 1.04 0.95 1.13) 0.98 094 - 1.02)

3+ 1.66 (0.88 3.14) 1.84 0.99 3.44) 1.06 0.94 1.21) 1.06 097 - 1.17)
Outpatient visits

None 1.00 1.00 1.00 1.00

Q1 1.32 0.63 2.75) 1.03 (0.52 2.04) 1.10 0.98 1.23) 0.97 0.91 - 1.04)

Q2 1.26 (0.56 2.81) 0.80 0.38 1.67) 1.12 (1.00 1.25) 0.97 0.90 - 1.04)

Q3 1.55 (0.68 3.50) 1.07 (0.50 2.33) 1.13 (1.00 1.27) 0.97 091 - 1.04)

Q4 1.99 0.85 4.70) 1.22 (0.56 2.67) 1.20 (1.06 1.37) 0.99 0.93 - 1.06)
Admission status

No 1.00 1.00 1.00 1.00

Yes 1.08 0.75 1.56) 0.88 (0.64 1.22) 1.29 (1.20 1.38) 1.05 (1.01 - 1.09)
Year

2011 1.00 1.00 1.00 1.00 -

2012 1.16 (0.78 1.73) 1.62 (1.14 2.29) 0.99 (0.94 1.05) 0.96 0.94 - 0.99

2013 1.06 (0.68 1.65) 1.81 (1.25 2.62) 0.92 0.87 0.97) 0.98 0.95 - 1.01)

2014 1.21 (0.75 1.95) 1.88 (.27 2.77) 0.96 0.90 1.02) 0.99 094 - 1.03)

*OR=0dds Ratio, CI=Confidence Interval

MA=Medical Aid, CHE=Catastrophic Health Expenditure

Admission status refers to admission at corresponding year
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Table 4. Results of the GEE analyzing the effect of medical aid status on unmet need in medical aid type 2

Unmet Need Financial unmet need CHE 10% CHE 40%
OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Medical Aid Status

MA -) MA 1.00 1.00 1.00 1.00

MA -) MA Exit 0.98 0.54 - 1.76) 1.09 0.65 - 1.85) 1.14 (1.05 - 1.24) 1.06 (1.00 - 1.12)

MA Exit -) MA 0.81 0.16 - 3.95) 0.62 0.14 - 2.76) 0.91 0.71 - 1.15) 0.96 0.93 - 1.00)

MA Exit -» MA Exit 067 (033 - 1349 073 (042 - 120 1.05 (097 - 115 1.01 0.97 - 1.05
Sex

Male 1.00 1.00 1.00 1.00

Female 0.86 0.52 - 1.42) 1.12 0.73 - 172 0.95 0.89 - 1.01) 1.00 0.97 - 1.03)
Age

20-29 1.00 1.00 1.00 1.00

30-39 3.07 (.00 - 936 360 (142 - 914 08 (078 - 1.000 097 (093 - 1.01)

40-49 5.12 (1.88 - 13.89) 3.60 1.57 - 827 0.94 0.84 - 1.05) 0.99 0.94 - 1.04)

50-59 6.50 (234 - 18.07) 6.33 (.76 - 14.52) 093 0.82 - 1.05 1.00 0.93 - 1.07)

60-69 7.57 (2.48 - 23.14) 4.55 (1.75 - 11.81) 0.89 0.77 - 1.02) 1.02 0.94 - 1.09)

70-79 863 (232 - 3211 38 (125 - 11.87) 094 (081 - 1.09 099 (092 - 1.07)

80+ 1.69 0.35 - 8.10) 3.03 (1.03 - 897 0.94 0.78 - 1.13) 1.01 093 - 111
Region

Seoul 1.00 1.00 1.00 1.00

Metropolitan 1.21 0.54 - 2.74) 0.93 0.45 - 1.94) 0.77 0.69 - 0.87) 0.95 0.89 - 1.01)

Rural 1.02 0.48 - 2.19) 0.86 (0.45 - 1.66) 0.87 0.78 - 0.97) 0.93 0.88 - 0.98)
Education level

High school or below 1.00 1.00 1.00 1.00

University or above 1.11 0.52 - 239 1.13 0.60 - 2.11) 1.00 0.92 - 1.09) 1.01 0.97 - 1.05)
Household size

1 1.00 1.00 1.00 1.00

2 1.96  (0.76 - 5.08) 1.90  (0.82 - 4.41) .13 (1.01 - 1.26) 1.00 (093 - 1.07)

3 2.21 0.88 - 5.56) 1.66 0.70 - 3.94) 1.01 0.90 - 1.13) 0.98 0.91 - 1.06)

4+ 2.95 (1.14 - 7.64) 2.10 0.85 - 5.19) 0.98 0.87 - 1.09) 0.96 0.89 - 1.03)
Disability

No 1.00 1.00 1.00 1.00

Yes 0.74 (041 - 1.36) 1.07 (65 - 1777 096  (0.89 - 1.05 1.01 0.97 - 1.06)
Chronic Disease

0 1.00 1.00 1.00 1.00

1 0.95 0.56 - 1.62) 1.02 0.64 - 1.64) 0.94 (0.87 - 1.0D 0.97 093 - 101

2+ 1.28 0.60 - 2.73) 1.42 0.73 - 274 1.04 093 - 1.17) 1.01 0.95 - 1.07)
Rare Disease

No 1.00 1.00 1.00 1.00

Yes 2.51 (1.11 - 5.66) 1.93 0.85 - 4.41) 1.10 0.94 - 1.29 1.00 0.92 - 1.07)
Charlson Comorbidity Index

0 1.00 1.00 1.00 1.00

1 0.81 0.42 - 1.57) 0.83 (0.44 - 1.58) 0.94 0.86 - 1.04) 0.95 0.92 - 0.98)

2 1.35 0.52 - 3.49) 1.11 0.49 - 2.51) 0.98 0.84 - 1.14) 0.98 0.91 - 1.06)

3+ 0.43 0.09 - 1.95) 0.88 0.26 - 3.05 1.14 0.94 - 1.39 1.17 0.99 - 1.38)
Outpatient visits

None 1.00 1.00 1.00 1.00

Q1 1.23 0.499 - 3.05 1.34 0.60 - 297 1.05 0.94 - 1.17) 0.98 0.94 - 1.03)

Q2 0.78 034 - 1.81) 1.34 0.70 - 2.56) 1.07 0.98 - 1.17) 1.00 0.97 - 1.04)

Q3 1.01 0.43 - 2.33) 1.37 0.67 - 282 1.06 0.96 - 1.18 1.01 0.95 - 1.08)

Q4 0.62 0.26 - 1.50) 0.76 035 - 1.62) 1.17 (1.05 - 1.32) 1.01 0.95 - 1.07)
Admission status

No 1.00 1.00 1.00 1.00

Yes 1.02 0.58 - 1.79) 0.92 0.55 - 1.51) 1.32 (1.20 - 1.45) 1.09 (1.03 - 1.15
Year

2011 1.00 1.00 1.00 1.00 -

2012 1.20 0.80 - 1.78) 1.10 0.76 - 1.60) 1.03 0.97 - 1.10) 1.03 0.99 - 1.06)

2013 .16 (0.73 - 1.83) 114 075 - 175 099 (092 - 1.07) 1.01 0.98 - 1.05)

2014 0.65 0.39 - 1.09 0.84 0.54 - 1.32) 1.04 0.96 - 1.13) 1.01 0.96 - 1.05

*OR=0dds Ratio, CI=Confidence Interval
MA=Medical Aid, CHE=Catastrophic Health Expenditure
Admission status refers to admission at corresponding year
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The association between MA alteration status and
unmet need and CHE in MA type I beneficiaries
is presented in Table 3. In terms of unmet need,
compared to the “MA to MA" reference group,
subjects in the “MA to MA Exit” group showed in-
creased likelihood of unmet need (OR: 2.43, 95%
CI: 1.21-4.85) and unmet need due to financial
reasons (OR: 2.26, 95% CI: 1.29-3.99). Regarding
CHE, the “MA to MA Exit” (OR: 1.22, 95% CI: 1.07-
1.40) and “MA Exit to MA Exit” (OR: 1.33, 95% CI:
1.13-1.57) groups showed increased likelihood of
CHE set at the 10% standard of a household’s ca-
pacity to pay whereas the “MA Exit to MA” group
(OR: 0.89, 95% CI: 0.82-0.97) showed decreased
occurrences compared to the “MA to MA” group.
Moreover, the “MA Exit to MA Exit” group (OR:
1.13, 95% CI: 1.02-1.26) showed increased occur-
rences of CHE set at the 40% standard of a house-
hold’s capacity to pay.

Lastly, the relationship between MA alteration
status and unmet need and CHE in MA type II is
shown in Table 4. No statistical significance was
found between the four MA status groups regard-
ing unmet need. However, compared to the “MA to
MA” group, the “MA to MA Exit” group (OR: 1.14,
95% CI: 1.05-1.24) demonstrated increased likeli-
hood of CHE set at the 10% standard of a house-
hold’s capacity to pay.

IV. Discussion

In MA type I individuals, higher likelihood of
unmet need and unmet need due to financial con-
straints was present in individuals who exited MA
beneficiary status compared to those with continu-

ous MA coverage. In contrast, such tendencies were
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not found among MA type II beneficiaries. The
findings are generally in accordance with previous
studies in Korea which have demonstrated that the
near poor groups show higher levels of unmet need
due to financial constraints [18]. A study specifi-
cally focusing on the elderly also analyzed that the
near poor elderly groups experience higher risks of
unmet need due to both financial and non-finan-
cial constraints [19]. The results of this study add
further insights by specifically showing that MA ex-
its are associated with increased likelihood of un-
met need and unmet need resulting from financial
reasons. Furthermore, by distinguishing between
MA type I and II beneficiaries, the findings reveal
that such increased likelihood affects only the MA
type I group consisting of individuals without work
capability.

The findings on unmet need are comprehensible
considering that MA exits can increase the level
of financial burden experienced by formal recip-
ients using health care services as individuals are
no longer provided with the benefit of low-cost
sharing. Furthermore, the increased odds of unmet
need found only in type I individuals can be in-
terpreted in the following way. Successful welfare
exits of work-capable individuals, referring to exits
following enhanced self-sufficiency, are promoted
by the government which aims to prevent social
exclusion and alleviate welfare dependency so that
individuals take are able to carry responsibility and
participate in the labor market [6,20]. Accordingly,
individuals exiting MA as a result of increased in-
come, who constitute around 50% of all exits, are
reported to have average earnings at around 176%
of the minimum costs of living [21-22]. However,

not all MA exits are a result of improved individual
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economic sustainability, but they are also a con-
sequence of administrative changes. This includes
exits resulting from policy modifications and ex-
posure of previously unreported wealth, income, or
direct family support members. Individuals expe-
riencing such coerced exits may experience finan-
cial difficulties afterward. As type I beneficiaries
are evaluated to be devoid of work capability, exits
from this group may largely be a result of adminis-
trative changes. Under such circumstances, type I
exit group may be most vulnerable to financial and
non-financial unmet health care needs, inferring
that a particular emphasis should be put on allevi-
ating occurrences of unmet need after welfare exits
in this particular identified group.

Regarding CHE, type I and II individuals in the
“MA to MA Exit” group showed higher likelihood
of CHE set at the 10% standard of a household’s
capacity to pay than those with continuous MA
coverage. This suggests that MA exits may be in-
terrelated with mild levels of CHE in which house-
holds experience modest levels of financial burden
in utilizing health care services. The propensities
found are plausible because MA exits do not always
infer non-poverty, and studies have reported that
low-income individuals without MA coverage often
experience higher levels of health care costs and
barriers to health care services [23]. Catastrophe
has also been identified to positively correlate with
out-of-pocket spending on health care [24]. Addi-
tionally, type I “MA Exit to MA Exit” group showed
higher odds of CHE set at both the 10% and 40%
standards of a household’s capacity to pay. Such
trends were only found in MA type I individuals,
inferring that individuals exiting MA without suffi-

cient work capability may be particularly vulnera-

ble to financial difficulties in receiving health care.
Since the Korean health care system may function
to induce relatively high individual cost sharing
levels, the inclinations directed toward CHE in MA
exit individuals are noteworthy.

This study has some limitations. First, as the KHP
collect information based on surveyor visits, in-
dividuals with comparatively severe diseases are
often unavailable or opt to not participate. Second,
the KHP gather information on health care utiliza-
tion through self-reports in which surveyors collect
data retrospectively based on receipts. These two
factors may distort information on health care uti-
lization. Third, disease classification in the KHP
2010 to 2011 data was conducted by surveyors,
which may have resulted in bias. However, starting
from 2012, classification was conducted twice by
surveyors and experts to enhance accuracy. Lastly,
time dependent confounders were not taken into
consideration. Future studies accounting for time
varying covariates may be beneficial in further en-

hancing the understanding of this subject.

V. Conclusion

The findings demonstrate that MA exits are re-
lated to higher likelihood of all-cause and finan-
cial unmet need in the MA type I group. Both type
I and II MA beneficiaries exiting MA status were
more likely to experience mild levels of CHE. To-
gether, the results suggest that type I individuals
exiting MA status may be at a particular risk of
unmet need and CHE. Considering that MA benefi-
ciaries are known to utilize noticeably higher levels
of health care services and that most of the bene-

ficiaries are socially vulnerable individuals often of
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poorer health status, individuals with experiences
of receiving benefits should be closely monitored
so that appropriate use of health care services is
promoted while occurrences of unmet need and

CHE are reduced.
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Purpose: The purpose of this study was to determine the factors that influence the performance and importance
of clinical nutritionists.

Methods: Ninety-nine nutritionists working in mental health institutions were assessed.

Results: Factors affecting the performance of clinical nutritionists in certified hospitals were shown to have
a significant positive effect on the description of treatment diet, status of clinical nutrition management, and
presence of a nutrition counselor. The factors affecting importance were the number of permission beds and
total work experience.

Conclusions: In order to improve the accreditation system of mental hospitals, it is necessary to expand the scope
of this study to include hospitals with fewer beds, and clinical nutrition management should be mandatory.

Key words: Hospital accreditation system, Clinical nutrition management, Performance degree, Importance
degree

Received: Oct.11.2019 Revised: Dec.27.2019  Accepted: Dec.30.2019

Correspondence: Yong-Ju Jeong
623-21 Gobuntiro, Gongju, Korea
Tel: +82-41-850-5764 Fax: +82-41-850-6969 E-mail: jyj1930@korea.kr

Funding: None  Conflict of Interest: None

Quality Improvement in Health Care vol.25 no.2
© The Author 2019. Published by Korean Society for Quality in Health Care; all rights reserved

56 Quality Improvement in Health Care



-
x W oo
o] 5 E R o
& m.Zwo.g_ 7w
» lﬂamzo X RS
w.ﬂmﬂqh% Q_ﬂoféﬂn_ﬂmoz
MMLc_omMuuu ﬁnoﬂfmﬂuﬁwxuo.c_oﬁb
EHLJAE mﬂxﬁuomﬂoqﬂaﬂh@_1
luT — ; W Ko o%
JONLO qo_akklﬂﬁéé_ M °
,MIL S ol ,.X_.__- = o 00 .m.o ~ o oK o 7o N q_A_o T o= w
TIERG @oﬂ@ooq%ﬂﬁwﬂgﬂ R
hﬂ@zé @g@ﬂﬂx@x_o}mﬁ %éé1%uolt
__aﬂzo_a uo1lx%@1%¢w = Q@OJ_#%OO_;OPOT
3 ,I_XyA 0,._._. _uu_t s aze) L-ODLI
B o ,aOL_L o0 S o ® S o3 o W o 1rxz %0 5
FEF _ff iff_;ih_;; Z_O
— all o A ™ X
BL_‘_%UUEWW AﬂPmuE._m__mHo}mﬂdﬂiﬂdmﬂ iaoml_m_mﬂ%wwmﬂ:w_ﬂw#i o
Mmﬁgmomo m,ﬁéo_uwwwwuoiﬂi Md_wLMﬁﬁmoM_omwe_Eﬂ B
[6) Jl,._‘.JxJ. 0 " — o ] J— -
DEO_Em_mwwo waw%z_owﬁm;om«_@ﬁ %m%m%ﬂmm%ifﬁqu o
= Q.r. <O Mo = i j _o 7 B ..w_ ol J = O H_.e _ o H & u_ﬂ_ ‘o-
o o T2 ,mo}ﬂ% aoxﬁi mML%E ; F oL_Lomag_d.ﬂ@u
mxﬁ}_oﬂ &%%gyﬁﬁo_uﬁ&}zo ﬂb%ﬂﬁ%qﬂ%@wl T
o O_ly WAIO ~ Mﬂ ) KO go I~ 11_A|O o A.._ N MO 71_ ‘ln_-F ,ﬂAIl E_v 1T_ LO._,O ,Mu_l w N 00 N 1_ﬁ|
WOﬂO,LOI‘Motqmﬂ,lwu]wm‘EE,Olﬂﬁﬂﬂﬂﬂﬂv_A”oH QR%ﬂo}ﬂo.vﬂA‘iUTimo‘Hx Eo
o) < ‘_ﬂmﬂ mo ,ﬂM ,_Hu‘_._ E_E M o K _w_o " ,Aw RT 71_ . mmo 00 ~a _— ._o._ _#1_ on oy O ﬂmﬁ z_o
Em]MuWNﬁML1W7UEWMLLHo7ﬂ|1EHE._ooLolooAWoxUJmﬂmﬂHoﬂHﬂHoE oy
x@oexozinom&éﬁlﬂm_wmﬁmoxﬂqg%wcoee%wﬁmdwﬁqﬂh
g O %o T o X 50 5 OF ° < : e N 1
o N ._ohlémo of ]ﬂAo_L %uflﬁ_ﬂﬂ@oj A T
,@ofiowmhMwovmmgam@oovwmm zmomm,m.,w_wm
Gl o B L,M mo o E_E M mw Ho nf ‘__.mn go o B0 < T o [5) % me O V <
o 2 ~ X o H = 7o O G %o
T aRE ._OLAEJEZ_O UT,V,%X ﬁmﬂﬂoaﬂ
&owﬁmaﬂ oxmoogwﬁovuﬁﬁme4m_ﬂ$3
muoﬁ&oﬂzmwé;ﬁmama ESLM@MOW%ﬁ%MMﬁﬂ%
%al4e1ﬂﬂﬂ1mol T E L& Iw}oloofﬂ@
,ﬂo}e?ﬂxiﬂoﬂu_ﬁoﬁaui ux,.X_.ﬁ,Dl.o.mﬂMoﬂMmlJ:._H]Nﬂ
é}ﬁﬂa@ﬂ.wtﬂﬁzoﬂ.mowo@i ﬂLo_eo%%ﬂmoa:.
%%%gwrﬁ%ufmmmm/”wnoétmﬂ 7 N QEMMM@@
Mgmoamwwmﬂsam@wﬂ W%QE_Eﬂ e
omﬂ__owZ@4wz,mﬂﬁﬂw M%M%%%ﬂ%
d_ﬂc_oﬂﬁo_l__o_u.mﬂ @IHZ*O,WIOM@IOTHO M.M.NLRﬁL_ﬁPF,NIQH._aL
aﬂv_}mu ﬂJL_LOM‘_oL_.TAEAL ﬂoyﬂo_amiﬂuﬂ,ﬁﬂb
@Layd,}_mammzygﬂo&.iok QEA@Q%QEﬂLH,:Q
@wﬂnu@%hﬁ #ﬂ_iﬂmmoﬁre_ﬁw %o_m@xaw}fro_ﬁd
0 Ax_.ﬂx .ﬂL]_‘_EE?oeHo__oz;_,Tdua e_hﬂoﬂoxmﬂﬂml,7ﬂrﬁmﬂﬂo
o wmﬂoﬁw;mmﬁgﬁmggﬂ% qAT_ﬂw_Qmw_%ﬂﬂﬂ
ﬁxﬁzo © = = 0 NS b umoﬂk
M. Gl aa,ﬂl_;mlﬂm_uowuooamoEEE N _ﬁq%nﬂ}ﬂwﬂl q,onoozo
ofy = O qi%%] = W g zﬁvukﬂ go X
-~ 9 LmeoLﬂ%wM H}Hi}wu ol oo E %;%% =
< T ﬂygﬁfr}oo7mawémmrm1éqwx}éﬂuoxmm%ét4
] 7 — ja sl —_
~F &ggﬁzaMWMHﬂ%mzm%%m%www&iyyqu
— M%oEMD%qamag%wiwﬂm@waﬂmmgmmﬁ@
ﬁ%qpmammﬁwgﬁmgnm%@MMMMﬁo@QMA
% v SRR c) PRI s 2 oo PR )
%ﬁmwﬂgiﬂmgﬂﬂ%@@qﬂ%ﬂg%%gﬂ@
oﬂl%%ﬂlﬂhﬁeﬂﬁmﬂﬂﬂiMﬂoeeu.__.@wﬁmmﬂohwmﬂw
o — " ~ = 2
oLﬂ_n_ann_uu@_AulOn_Alﬂo1:L,IL,__W,071_AIN‘_
XO]ZE]ﬂJ. L._.OOM .A_ E__._._
5 < o K o o F Q0 %o
S E o A4x}o ° 3
~ Mmﬂﬂe T,LI LMOFL.@.O,«”UIL%
.A] OXC_L._OQ.:FO _11_
qef_ezuf T
T Ze]o ax_;
__OWIA_BL?O_IJH
Lh oW
it

o] oz

=

o

e

sty

A
,_,a

/\1 H]
VoL 2
5
, Number 2, 2019
57

o

F

OZH %
_]

{ FAAEA=
o Eoﬂﬂl 75],1-5-]_

123

o
o

K

ojokx
3 g} AAAT
o’

Q.

o

o] %7]5
07]94'§ ?_]_.c:).H o]:% /\}
- Q

(e) lf—;_(_}_

oF=

o
-

&t

_?4_

=

=

X]'—‘é—o o
— 1?_]__
Ol LHT} AFYEO]

A

=

iz



A

A FA9 g AH|AE A|TT 5

Korean Society for Quality in Health Care

Original Articles

By NP RGNS o W o9 Y o B B H A No =1 & No mp J T OB e wF
& M ,mn1 mu ~r H % mnzu_ ,Hu_lwo W_Alh K 1 N M Muou ”Wﬁ ‘DI IR o% il o_un ,@H_.: |
N X 00 = = W R B X - B o mu| : o0
o IS o M ol X il ok ™ H o
e B 2T ep T Pyl Tt g lERm BEER
TR %HW %W%pﬂmo% B oo Mo Emﬂﬁi__f lu__Aﬂu,@
T o o o= He on Wm =0 G ~3 Wﬁ b5 e = = Mw_.u K
o o o T W oy N o G- w0 R gm ogn o of B %o = I
e o =P MEN . g R g o o kT g oy
—_ == = e} —_— —
TH e T ETML mern TR grry 0 P
K o ey o T g o= F oy oy R P o
Nwmog T w A ERE o ek moage o E S KT
~ A (U= — @ T oo & = ¥ = mo N A o B o0 & o
N = mo . o O ) "W - CRC R N go 0o° o
B ofu w __ Ho Lma‘_ﬂuehn_utﬂo_,_im. RO = o ~ T O] o B Bo o
5 9" = < NI g~ R LY = = J 5
T — 1%._ o Tr o oH o -
o|J = K —_ T tomo No— N 0] g n o mr T T ~ ol ) e
X or "o T G SR 5 = o F < o b
= T o o o B R T o Bogo X o X O T o o°
o’ o N o < X " o] w B W = T Bo o ) B
—~ o X & H NJo o2 N N X of ol ~o o oo
o X ~_,A_o X P me = o 5% r m#ﬂ ) T m,.vm_n ey W Ee plo MU A 1@_”0 XA @ o
"Ho MM T o T 0 = T H AT o8 W o o o 5% ~ ® R 0 M X W e w@ oF
SE®OLET b o NEET WIS M o WEC T IET o
zo;ohq_o.oﬂu_.owi Bo m_eﬁduﬂ%ﬁﬂuGﬂli ST W o WA xS o o
s BT o x ﬂpw%4%__@m:@@u_lwr%u}om@ﬁuﬁﬂwmmﬂﬂn
= PE e BT Ok ERE R MNP Y CERFG S HT T RS WPT
TRWT RET @ RBETBE © ©FHk HRTHEXD KO
ﬁ%ﬁmﬁm@@mﬂw %%ﬁﬂﬂp&mﬁw_z_ﬂﬁﬁéwmma
MowE o X oo %0 g KR g oo BOE
ﬂu&monxnﬂliﬂﬂﬂﬂ@@%%&M%ﬂﬁﬂﬂﬁoﬁ#&
WX BN RE R ogm HA® T T KM o Kooy
= mo s o T = MH —_ W o X R i o) b
X o35 W 8 Ko ,,mm W X of = XL XL orowr H | N
NN ool o oF moNo 2 H "R OB OW o o B
moﬁo_wmﬂ%@ﬂoc_o@o_eﬁﬂﬂlwwiE_Eﬂmﬂmﬂﬂwmmmwa
= = | o
%uomaﬁi,Hz%zfmﬂiﬁ]ﬁugb.ﬁ%%%gmﬂﬁ
NN o -+ e Md_u n_mAT AR o ofy = of m./w_ B X m W H o o L nﬁo 1o
L N I - e e SRS (A= R - - R o
NI I SO~ A B - TR I ~ol GSE A - B
< BN T m o N D omo o & oo Mo T L
O W = N = B & 9 Y CR T /R
Mo ® o g ME g g 50 N By B g TR
= o W ofp Uo &b T L~ T [ M N oy
T A G- - I I i SO R I
B P D OIS oot F B R = 2 M D X o T oy
E En_ Mrm E_O 70 U.—A H;l T q m ‘OI,._ ~— ﬂ ﬂAlO ..Ag o ~ ‘mﬂ __0.._ O_E ‘._IOJ,_ ‘N H_nwﬂ 17N| ‘_IVH ‘_LOI_._ E
~a ! I —_— 7o | | ~a
© o T PRamwBee AT X TEgopgdE e [
z_oo_e]P — o & N A EHO_EX =) —
T oo NeNBHRET g2y P TP we oy ® o
C mﬁﬂiovﬁ@mﬂﬂﬂmizJo_EmMium‘_,m.%xL%%maﬂﬂeﬂ e
i = _,ﬂ o o mo oor o o T oar of N ¢ o 0 o 1 o = o Nr M e T Ho
e 4 E%l%ﬂ%ﬂi%%iATJ_MQMMQEMAO_EﬂQﬁ.% o
° a oW e Wy o NSO o P Mmoo 9y m oy LR %
~ = Mo B Foml B oor WM S oo XM TR R TR R H K R o S

58 Quality Improvement in Health Care



A 27| AFol o] hE BGIPAe] YA YT FPES FAE 24

A5 2A v @ AA Tl slojgoK Feu
4 2 o =u] Aol oukAF 4 1L,

A2 T ARAGA, BBADS HYOE FYYUH
v o] ek 914 AT RARE A% 92719 97.8%7}
O] A} OF A H| AT} BFR}O] Al&T A4 = o oFAFE] A Ao

S0l 5FRAL[14], 87.3%= UFFFA A= A=

2 ouzA Fasithy 5gom[15], 98.3%= U &
2 oA JFR Yol FQslcta FoEMN[16] YAHY

A 2o] o) FHHA W3S BYA, A HO=

oA QeI Azt WA Bt Bl oAt olslz

PGPl o) TelHE v-L 60% F=el AFolck

[17). 1 oI/ AehME YA M2l 4=
} A

o FR=o] Uit 1A HE=rt T A

[e)

E

20189 3&7] 7|& AFE A7 B

1,073719] AA199&5713 F 3007 Z419 =5
ol YA Ao R 2 A9 FHA|o ZH o
SkaL Zrofof] FoRt AE tid e R AAsHaltt
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! Faul F, Erdfelder E, Lang AG et al. G*power 3: A flexible statistical power analysis program for the social, behavioral, and science. Behav Res Methods,

2007:39(2):175-191.
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AegRRe] YerE el £
AlgE vrel 2okt B F44 —%Oé‘éw% ‘2o
718(71.7%) 22 thFES AAeHaL, 517t %% S
200~300%4} | 39%(39.4%), '100~200%84 H|TF
318(31.3%), 300~400%7} =t 139(13.1%) 2=
Rt A @A} = '100~200% wRE 559(55.5%),
200~300% H|TF 279(27.3%) <9, F L5 A
= 2%'0] 4875(48.5%), ‘1'0] 34(36.4%), 39 °]
4'0] 15%8(15.1%) <=2 & UetEth Q=577 871 Q15 Al
1% 20149 1¥~129'0] 4375(43.4%), A5= LA &
211"(32.3%) <0 & UERT)
%4 QlFol 5ol whzh A A} 4
AOom(x*=11.289, p=.008), A= 78.1%, 1|2l

S%E A g2 71 '100~200%8 HFE o]
ottt 9=712F B7t /15 Al7]E el
HEPXI &0l 100%°1 L, A5HEL ASA717F
19~12¢¥'0] 64.2%=% 7P BU. JFA &
J2 AFGollA 30~40A] BT o] 49.5%& 7MY 1,
g2 ‘gisty £Y'0] 62.6%2 HWEES A5} &
| ol 40.8%, ‘6~94 H|TF 23.5%, 3~6
u]u 19.4% &0 2 1,}5}14—013% | BﬂO_] xﬁzlﬂaﬂ% ‘
64 o4 o] 40.2%, ‘4~6 HWlTF 23.7%, 2~44 w|ql
18.6% =0 & byttt

AL GPAF 7L 85.6%2 F-E-S AL, DY
T GFRETD AR A7 73.7%2 RS JA|SHA.

AS oFol et AR Fgt ZFol7t AU (x
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’216.049, p=.001), 15 HL2 94 o] o] 51.5%= A §ogt Aol7h AU m(x°=7.032, p=.020),
7P WAL, vQlS B 34 meH 3~04 mwo]  RlF WY 80.0%, MIIS WS 96.9%% EF I

27k 313%2 7P Bt @ 3R ANAYL RAT A AP BT GHIFTL GRRY oiRE R
&

ol7F AR (x?=24.533, p=.000), Q15 HHEZ ‘64 o] T Zpol7k AR H(x?=29.357, p:.OOO), A e
g701 56.1%= 7 Wekew nls 2 24 vjgko] o'k 91.0%, VIS HE2 OFHL7F 62.5%= 7HE
35.5%% 7P Wk =AU

Table 1. General characteristics according to being accredited or not

Non or Accredited

Variable Division z(:t;; Non-Accredited Accredited 24(p)
(n=32) (n=67)

Operating form direct management 71(71.7) 20(62.5) 51(76.1) 5.312
consignment 15(15.2) 4(12.5) 11(16.4) (.063)
partial consignment 13(13.1) 8(25.0) 5(7.5)

Number of <100 4(4.1) 0(0.0) 4(6.0)

permission bed 101~200 3131.3) 15(46.9) 16(23.9)
201~300 39(39.4) 1237.5) 27(40.3) (5 '260159)
301~400 13(13.1) 3(9.4) 10(14.9)
>400 over 12(12.1) 2(6.2) 10(14.9)

Number of <100 6(6.1) 2(6.3) 4(6.0)

hospitalization patient 100~200 55(55.5) 25(78.0) 30(44.8) 11.289
200~300 27(27.3) 3(9.4) 24(35.8) (.008)
=300 over 11(11.1) 2(6.3) 9(13.4)

Number of nutritionist 1 36(36.4) 11(34.4) 25(37.3)

(person) 2 48(48.5) 17(53.1) 3146.3) o
3 over 15(15.1) 4(12.5) 11(16.4)

Hospital non accredited hospital 32(32.3) 32(100.0) 0(0.0)

accreditation time 2014 43(43.4) 0(0.0) 43(64.2) 111.28

(year) 2015 18(18.2) 000.0) 18(26.9) (.000)
2016 6(6.1) 0(0.0) 6(8.9)

Age 30s 29(29.3) 17(53.1) 12(17.9) 19.263
31~40 49(49.5) 15(46.9) 34(50.7) C doo)
=40 over 21(21.2) 0(0.0) 21(31.3)

Education Associate degree of science(AS) 23(23.2) 11(34.4) 12(17.9)
Bachelor of science(BS) 62(62.6) 19(59.4) 43(64.2) 4.279
Master of science(MS) (Clinical Nutrition) 12(12.1) 2(6.3) 10(14.9) (.229)
Master of science(MS) (general) 2(2.0) 0(0.0) 2(3.0)

Total work 3 16(16.3) 10(31.3) 6(9.1)

experience 4~6 19(19.4) 1031.3) 9(13.6) 16.049

(years) 7~9 23(23.5) 6(18.8) 17(25.8)l (.001)
=9 40(40.8) 6(18.8) 34(51.5)

Current career Q2 17(17.5) 11(35.5) 6(9.1)

(year) 3~4 18(18.6) 9(29.0) 9(13.6) 24.533
5~6 23(23.7) 9(29.0) 14(21.2) (.000)
=6 39(40.2) 2(6.5) 37(56.1)

Position nutritionist 83(85.6) 31(96.9) 52(80.0)
senior nutritionist 3(3.1) 13.1) 23.1) Z.002302)
team leader 11(11.3) 0(0.0) 11(16.9)

Clinical yes 73(73.7) 12(37.5) 61(91.0) 29.357

nutrition management task o 26(26.3) 20(62.5) 6(9.0) (.000)
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63.3%= 714 Worth SR/ REANA A A AEshs

G elo] QAR el AR EAL (Table 9 2 A= 90/5 Fol7} YO (+225.033, p=.000), A%

ot A7 A4 oA 509 oA 36.5%, 309 Hlwr HW Q10 ‘oloRAF 7} 88.1%2 7FA mkorom wjol= wel
29.2% =011, AFA A9 ARE b7t 77.1%2 FYAP7F53.1%2 7HF Bk

1

S AASIAT SR/ R A A 2AS ds= YE A A5 AT Zol7h AR (x°=15.170,
A2 BT 76.8%% HIFES AASALL, IFEE p=.000), AF L U7 59.4%= 7 BRAL, v
'

A FRE 7 59.4%, ‘ATH 7L 40.6%019, Wake 9% WUE QTF7E 90.0%2 7P weteh Weked 3

g 8= 13 57.9%, 2~33] BRF 17.9%, SHA] %= 295t AFol7k A 2™ (x?=29.386, p=.000), 1T

T 14.7% 208 WERT. 198 137} 71.4% 7P BOLY n]AE WYL FX
B4 QFoine] vk A=A 4T ol ST PLrh740.6% MY B

Aol 7k AN 0™ (?=37.092, p=.000), AF HH T

I
Ao
orlro

A

Table 2. Clinical nutritional characteristics according to being accredited or not

Non or Accredited
Total

Variable Division 1299 Non-Accredited Accredited #(p)
(n=32) (n=67)
Therapeutic personnel 30 28(29.2) 12(40.0) 16(24.2)
31~40 18(18.8) 5(16.7) 13(19.7) 2857
41~50 15(15.6) 3(10.0) 12(18.2) (419
>50 over 35(36.5) 10(33.3) 25(37.9)
Therapeutic explanation Yes 74(77.1) 11(36.7) 63(95.5) 37.092
No 22022.9) 19(63.3) 345) (000)
Therapeutic explanatory Nutritionist 76(76.8) 17(53.1) 59(88.1)
Doctor 3(3.0) 0(0.0) 3(4.5)
Nurse 44.0) 1.1 345) o
Others 1(1.0) 13.1) 0(0.0)
No 15(15.2) 13(40.6) 2(3.0)
Dietician counseling room Yes 39(40.6) 3(10.0) 36(54.5) 15.170
No 57(59.4) 27(90.0) 30(59.4) (000)
Meal rounding time 1 55(57.9) 10(31.3) 45(71.4)
(weekly)
2~3 17(17.9) 7(21.9) 10(15.9)
34 55.3 263) 3(48) e
4~5 4(4.2) 0(0.0) 4(6.3)
No 14(14.7) 13(40.6) 1(1.6)
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FA RT3 AFoI R g YYIFAS YFIFU AT FPE} FRE 24
YUssl, ¥8F
3. QZ0J o) T2 QG YA PR FBE o] 3, 3~431 Hek 1874 A Uehot,
AR B YA $ARE ARA Y ofRo] we}
D) g gne B 540 2 SP= o) FoIg 2ol 7} 91912 (F=9.007, p=.000), ‘¢ Fet mrt
ek oA A e, S/ REAlA R4S
IS P FFAY YR (Table 33 Aok A Sk AolA $BE=E {oIF Aol7h 919107 (F=32.287,
w4 A% wo] wheh f2i8 Hfol7t ANCT(F=4.940,  p=.002), ALFAH A3k, S| T BT FYAL oA,
p=.008). AFAH Ak, '30% vIer3t 407 ol Hek  FEAL V1A A vehgh SR fo) et
30~4073 WIRFOIA A hekikek FYEE RO Zol7k AR (=4.775, p=.000), ‘¢
AT B YA FY=E A/ HIANA A8 Rt QoA A Ve, ded Sgf met
2 Aste Aol Folgt Aol7t AN H(F=12.404,  FHmE FOITt Aol7} 9900l (F=8.819, p=.000), At
p=.000), A=Y Ak, SHA Grerh Rt JFAL AL FHA A oA oherh R 48] ool A et
ZsAPOA A dehg e, Weked el sPEs Wk
R Aol7k AALH(F=5.216, p=.018), AFHH 2

Table 3. Differences in dietitian performance according to clinical nutrition management-related characteristics

Non-Accredited Accredited Total
Variable Division t/F(p) t/F(p) t/F(p)
(n=32) (n=67) (n=99)
Therapeutic {30 1.85+0.54* 3.97+0.70 3.13+1.26
personnel
31~40 3.17+£1.06° 4.940 4.19+0.47 1.078 3.89+0.79 2.369
41~50 2.1540.37° (.008) 4.27+0.47 (:365) 3.85+0.98 (:083)
>50 over 2.20£0.55* 4.31+0.64 3.71+1.14
Thelrape:tic Yes 2.55+£0.93 1.832 4.26%£0.53 1.742 4.01£0.85 9.007
explanation
No 2.05+0.54 (078) 3.13+1.11 (221) 2.20£0.72 (:000)
Therapeutic Nutritionist 2.51+0.84 4.28+0.49° 3.88+0.94°
explanation
Doctor - 4.114+0.59° 4.11+£0.59°
2.627 12.404 32.287
+ + b + b
Nurse 1.4740.00 (070) 4.154+0.18 (000) 3.48+1.35 (002)
Others 1.88£0.00 - 3.38+2.12°
No 1.85+0.41 2.14+0.37¢ 1.90+0.40*
Dietician counseling Be in 3.01+1.80 816 4.26+0.59 871 4.17+0.77 4775
room
Be absent 2.1640.67 (499) 41340.62 (:387) 323115 (:000)
Meal rounding time 1 2.38+1.13 4.28+0.50° 3.9340.98b
(weekly)
2~3 2.05+0.51 3.95+0.85%® 3.17+£1.19%®
.286 5.216 8.819
~4 2.11+£0.16 .98+0.03° .23+1.02%
3 (835) 3982005 (018) 323 (000)
4~5 - 4.35+0.44® 4.3540.44¢
No 2.15+£0.54 - 2.35+0.86*
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Table 4. Factors affecting performance of total dietitian

2 1~10 "v|gto] i, FAk= 0.726~0.859= 0.1 o2
2 Yehte 05344800 B4V 9l AR YE
t}. E3SF Durbin-Watson 4f%= 1.843°. 2 20 71719 <
2} g Atololli= E¥4do] Sl AR Ueh B3P A
Sk
A 24 g0 8(8=0.434, p=.000), &

o] E(8=0.376, p=.000), FUAFHA &

(8=0.181, p=.008), ¥ &A(8=0.150, p=.000) &
o8 FYPwo] FOTF FFS A= AR AL,
mEo] gL 68.6%2 Ao R e tHF=14.092,

Variable B S.E B t p-value
Constant 26.018 3.109 8.368 .000
Therapeutic explanation (Yes/No) 19.392 3.123 0.434 6.210 .000
Clinical nutrition management Task (Yes/No) 16.494 3.097 0.376 5.325 .000
Dietician counseling room (be in/be absent) 6.921 2.545 0.181 2.719 .008
Hospitalization patient 0.026 0.011 0.150 2.316 .023

R?= 0.686, Adj R?=0.671, F=47.470(p=.000)

1S HY T F2E AL T TEE
5730l weh fofet Zolg HolA] oottt /15
AHo] B8k Q142 A g A Al whet §oj%t
7t AR H(F=6.303, p=.002), AHF-A% 2,30
REEE 40~507 PR elA w2 UErgt. A Ed 9
TAE] SR AA2 A=A Aeleo] ) fofer 2
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A= H 1Sl e YFITA] YT TER LT =Y 2= B
23], 383

Table 5. Differences in the perceptions of importance of clinical hospital management in accordance with certification

Non-Accredited Accredited Total
Variable Division t/F(p) t/F(p) t/F(p)
(n=32) (n=67) (n=99)
Therapeutic 30 4.2140.47 4.44+0.43 4.37+0.45%
personnel
~ + + ab + b
31~40 4.45+0.63 310 4.77+0.38 6.303 4.68+0.46 3.831
40~50 4.33+0.33 (818) 4.92+0.16° (:002) 4.80+0.31° (012)
>50 over 4.37+0.33 4.66+0.46® 4.58+0.44%
Therapeutic Yes 4.33+0.49 4.68+0.43 4.63+0.45
explanation -.194 394 2.599
No 4.36+0.37 (848) 4.58+0.35 (695) 4.39+0.36 (013)
Therapeutic Nutritionist 4.29+0.45 4.69+0.42 4.60+0.45
explanation
Doctor - 5.0040.00 5.00+0.00
1.598 1.759 1.910
Nurse 3.52+0.00 2 4.50+0.53 (160 4.26%0.65 (115)
Others 4.05+0.00 - 4.47+0.58
No 4.42+0.36 4.17+0.24 4.38+0.35
Dietician counseling Y 4.2140.6 4.74%0. 470+0.41
room ° 007 -359 7037 1.233 70% 2517
No 4.30+0.40 (722) 4.60+0.47 (223) 4.47+0.46 (014)
Meal rounding time 1 4.53+0.50 4.70+0.44 4.67+0.45¢
(weekly)
2~3 4.32+0.36 4.65+0.27 4.52+0.34%
2.087 .673 4.436
~ 4.44+0.2 4.66%0. 4.57+0.45®
3~4 ? (124) >7 (613) 27045 (003)
4~5 - 4.704£0.39 4.70+0.39¢
No 4.11+0.35 4.00+0.00 4.15+0.38"
2) 8% Q4] JFL vjAE 89l S AR AA F 2y A selst Az, B4
W22 5(VIF: Variance Inflation Factor)7} 1.028%
AA JUAY] T2 & Q140 J3FS m|A= 89S et 1~10 "YU, FA= 0.973% 0.1 o[22 Yeht
5] 9ol Quka EAolA folRt Aol Bel S7 Wy b OEIHAAE BAL gk A02 yehgch E
S AU BA 5, AF, F 274, @ WY AXAE, A Durbin-Watson FHE 1.9412 20] 71749 9%} @ Ato]
24 A5 o, GgYTel JRET o, A8 49 ok 5Y4ol gk Ao ueht By e Agstat,
AR, JPPLA §RE SYHSE ST, ARA AY HARA Z3k S7h 4 (820277, p=.007), F 2%
AR, YIFTe TPIR, JYFTA FRE JPEG AH(8=0.264, p=.010) 02 F2E A4 o3t
2 ghEo] WA H(stepwise) FEIARAL AR A3 FL v]E o HlHUT, 2] APHL 17%2)
= (Table 5)%} &t} 710 72 YJeRGtHF=8.823, p=.000).
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1. Central Improvement Section 4) Whether there is a Meal Precautionary Guide in each hospital building.

7) Medical staff discusses nutritional status with patients

10) Continuous management of nutrition counseling

16) Provide the patient with explanations and data related to the diet:

II. Performance Maintenance Section 2) Providing a therapeutic meal

3) Preparation of Meal Prescription Guidelines
6) Nutrition management of patients who need nutrition support,
8) Enforce medical records on nutritional management of patients:

9) Individual nutritional counseling of patients at the request of the attending physician:

11) Nutrition education for individual patients

. Improvement Target Section 1) The existence and activities of the Nutrition Committee

12) Patient Group Nutrition Education

15) Develop a therapeutic menu and write a standard recipe

17) Nutritionist's participation in clinical nutrition education and related job development activities

IV. Overdue Period Section 5) Initial assessment of nutrition based on patient's height, weight and weight loss

13) Receipt and processing of treatment formula information

14) Meal management through patient meal prescription guidelines with therapeutic diet

Figure 1. Performance and importance IPA analysis of clinical nutrition management tasks of uncertified hospital nutritionists
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1. Central Improvement Section

5) Initial assessment of nutrition based on patient's height, weight and weight loss
6) Nutrition management of patients who need nutrition support,

10) Continuous management of nutrition counseling

II. Performance Maintenance Section

2) Providing a therapeutic meal

3) Preparation of Meal Prescription Guidelines

4) Whether there is a Meal Precautionary Guide in each hospital building.

8) Enforce medical records on nutritional management of patients

9) Individual nutritional counseling of patients at the request of the attending physician
11) Nutrition education for individual patients

13) Receipt and processing of treatment formula information

14) Meal management through patient meal prescription guidelines with therapeutic diet

16) Provide the patient with explanations and data related to the diet

II. Improvement Target Section

7) Medical staff discusses nutritional status with patients
12) Patient Group Nutrition Education
15) Develop a therapeutic menu and write a standard recipe

17) Nutritionist's participation in clinical nutrition education and related job development activities

IV. Overdue Period Section

1) The existence and activities of the Nutrition Committee

Figure 2. Performance and importance IPA analysis of clinical nutrition management work of certified hospital

nutritionist
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