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Purpose: The healthcare system of South Korea is at the extreme of the dispersed system. Few regulations limit patients
from directly visiting higher-level medical institutions for primary care sensitive conditions. As a result, similar to local
clinics, general and tertiary teaching hospitals also provide diverse primary care services. Our study aimed to examine
the general public’s perceptions of their primary care performance.

Methods: Face-to-face surveys were conducted with 1000 adults who were living in South Korea with the aid of a
questionnaire that included the Korean Primary Care Assessment Tool (KPCAT). The KPCAT consists of five domains,
which are the main indicators of primary care performance: first contact, comprehensiveness, coordination, personalized
care, and family/community orientation. One-way analysis of variance and post hoc tests were used to compare the
KPCAT scores across the three types of medical institutions.

Results: Domain-wise analyses revealed two different patterns. With regard to first contact and its subdomains, the
highest and lowest scores emerged for local clinics and tertiary teaching hospitals, respectively. However, the other four
domain scores were significantly lower for local clinics than for the other two types of medical institutions.

Conclusions: Local clinics were perceived to be medical institutions that are responsible for providing primary care.
However, the general public perceived only one domain of their primary care to be superior to that of the other two types
of medical institutions: first contact. National efforts should be taken to strengthen their other four domains of primary
care by training their workforce and providing appropriate incentives.
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| . 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
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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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