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General Internists’ Perspectives Regarding Primary Care and 
Currently Related Issues in Korea

Although primary care has been recognized as an essential element of the healthcare 
system, the primary healthcare of Korea has not been highly valued. Listening to the voices 
of physicians who are engaged in primary care should be the first step for improving the 
level of primary care in Korea. In this study, we conducted a questionnaire survey of 
general internists to investigate their perspectives regarding primary care, and which 
included the evaluation of current primary care, perception of the five, key attributes of 
primary care, and their opinions regarding the management system of chronic diseases. A 
total of 466 general internists’ responses were used in this analysis. The results showed that 
primary care is considered to have an important role, according to general internists, 
although their evaluation of the overall status of primary care in Korea indicated that it is 
poor. The respondents also indicated that the functions of coordination and comprehensiveness 
in primary care, which can be integral for treating patients with chronic diseases, are most 
vulnerable. Given the high level of agreement regarding the need for a new medical 
management system for chronic diseases, based on physicians’ autonomy and provided by 
clinics, establishing a policy encouraging the participation of general internists should be 
emphasized.
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INTRODUCTION

The United States Institute of Medicine defined primary care as 
“the provision of integrated, accessible health care services by 
clinicians who are accountable for addressing a large majority 
of personal health needs, developing a sustained partnership 
with patients, and practicing in the context of family and com-
munity” in 1996 report (1). In Korea, primary care is defined as 
“the delivery of health care services first encountered by peo-
ple”. It refers to “a discipline in which physicians being well-aware 
of patients in the context of their family and community, re-
solve common health care needs of people by maintaining a 
patient-doctor relationship over time and coordinating health 
care resources appropriately” (2). Primary care is important in 
the sense that it is the first and most frequently sought official 
health care by people in order to deal with their health issues. 
By establishing the foundation of the health care delivery sys-
tem, primary care is an efficient health care channel meeting 
75%-85% of all medical needs. It also affects the public views 
regarding doctors and medical service as well as the perfor-

mance of the overall health care systems (3, 4). In particular, ef-
fective primary care can minimize unnecessary expenditure of 
resources and thus lead to positive health outcomes at lower 
cost. As patients can access quality health care service through 
the primary care system regardless of their income level, pri-
mary care contributes to the overall health care system by en-
suring efficiency, effectiveness, and fairness in care (5, 6).
 Despite the aforementioned advantages of primary care, Ko-
rea has a weak primary care system which has continued to de-
teriorate over the years, mainly due to the following reasons: 1) 
undifferentiated health care delivery system which creates com-
petitive rather than cooperative or complementing relation-
ships between hospitals and clinics; and 2) virtual freedom of 
choice regarding the medical institution through the availability 
of multiple channels for patients to directly access hospitals 
without having to obtain referrals from clinics (7-10). Moreover, 
as health care providers in Korea are reimbursed according to 
the fee-for-service system (8), there is a structural barrier to en-
suring key attributes of primary care, i.e. comprehensiveness, 
coordination, and continuity, and it is, therefore, difficult to 

ORIGINAL ARTICLE
Medicine General & Social Medicine

http://crossmark.crossref.org/dialog/?doi=10.3346/jkms.2015.30.5.523&domain=pdf&date_stamp=2015-04-16


Lee JY, et al. • General Internists’ Perspectives Regarding Primary Care

524  http://jkms.org http://dx.doi.org/10.3346/jkms.2015.30.5.523

maintain ideal patient-doctor relationships (11). Nevertheless, 
in order to deal with the current health care issues in Korea, in-
cluding an aging society, increase of chronic diseases, growing 
demands for health care and the rising cost associated with the 
advancement of medical technologies, dissatisfaction regard-
ing health care among the general public, including patients, 
and the difficulties encountered by physicians in operating 
clinics, it is imperative to take an entirely new approach that 
veers away from that of previous actions. In fact, other countries 
have undertaken various initiatives to strengthen their primary 
care in order to deal with the same issues faced in Korea (3, 11). 
To this end, the OECD has indicated the problems related to 
Korea’s primary care system, including not being able to effec-
tively deal with the challenges of an aging population and chron-
ic diseases, and has stressed the need for a completely new 
strategy to improve Korea’s primary care system by shifting the 
focus away from acute care services (12, 13).
 From a global perspective, the Korean primary care system 
falls at the bottom among comparable OECD countries, and 
the public trust of its quality is also low (3, 14, 15). Therefore, to 
actively respond to these issues, an effective action plan must 
be established to improve the existing primary care system of 
Korea. Previous studies have examined various aspects of pri-
mary care including its concept and relevant perception and 
have reviewed the best practices abroad to benchmark (2, 3, 17). 
However, most of these studies have simply introduced the best 
practices from countries abroad to Korea or have made some 
suggestions for areas of improvement in the Korean health care 
system, and very few have addressed the feasibility or specific 
strategies for benchmarking cases from other countries. Fur-
thermore, little or no attempt has been made to receive the opin-
ions of those directly engaged in primary care and to then pro-
vide solutions. 
 Given these issues, our study was intended to understanding 
the current state, issues, perceptions, and solutions regarding 
primary care in Korea. The survey was conducted with private 
practice internists who are specialists and who have been lead-
ing Korea’s primary care system by representing the largest num-
ber of all clinics in Korea.  

MATERIALS AND METHODS

Study population
This study was conducted on 3,658 physicians who are mem-
bers of the Korean Physicians’ Association, representing gener-
al internists. During the four-week period between October 29 
and November 22, 2013, we sent out emails using a web-based 
survey program offered by a professional research site. A total 
of 606 (16.6%) subjects in the sample responded, although the 
actual analysis was performed on 466 (12.7%) individuals after 
excluding incomplete responses. 

Items of the questionnaire
We first prepared a draft questionnaire based on domestic and 
international literature and after consulting with primary care 
experts, the questionnaire was finalized (18-20). The question-
naire broadly covered five topics. The items in the first section 
on general characteristics included gender, age, duration of 
running clinic, and the level of satisfaction in the surgical clinic. 
The second topic contained items regarding the importance of 
the role of primary care clinics, the current level of primary care 
in Korea, and the areas for future improvements. In the third 
section, we identified five, key attributes of primary care and 
asked about perceptions regarding the reason why hospitals 
are preferred over clinics in case of patient illness (Contact), is-
sues regarding accessing care during the night or on weekends 
and holidays (Accessibility), issues regarding referrals and co-
ordination by primary care (Coordination), issues regarding 
providing comprehensive patient education (Comprehensive-
ness), and issues regarding managing patients with chronic 
diseases (Continuity). The last section of the questionnaire cov-
ered items regarding opinions about the current management 
system of chronic diseases and the new management system of 
chronic diseases led by the clinic (Table 1). 

Statistical analysis
We used the SPSS statistical software (version 19.0 K for Win-
dows; IBM) and computed the frequency and percentage of the 
responses for each question. 

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

RESULTS

General characteristics of the study participants
Out of the 466 respondents, 426 were males (91.4%) and only 40 
were females (8.6%). The average age of the respondents was 
49.6 yr, and with the 213 respondents in the age group of 40-49 
comprising the largest share (45.7%). The average number of 
years since opening a clinic was 13.7 yr, and the opening period 
of 11-20 yr received the most responses with 221 respondents 
(47.4%). As for the clinic type, solo practitioner (1 doctor) was 
the most common type with 347 respondents (74.5%), and 57.3% 
of the respondents indicated they were dissatisfied with the run-
ning clinic (very dissatisfied: 8.6%, dissatisfied: 48.7%). Regard-
ing the reasons for their dissatisfaction, respondents answered 
increased government regulation (92.5%), excessive working 
hours (55.8%), difficulty in human resources management (53.6%), 
economic difficulty (51.7%), and increased patient demands 
(39.0%) (Table 2). 



Lee JY, et al. • General Internists’ Perspectives Regarding Primary Care

http://jkms.org  525http://dx.doi.org/10.3346/jkms.2015.30.5.523

Table 1. Summary of questionnaire items

Topics Items

General characteristics • Gender
• Age
• Duration of running clinic
• Clinic type 
• The level of satisfaction in operating clinic

The importance of the role of primary care clinics, the  
   current level of primary care, and future improvements

• Role as a member of a primary care 
• The level of general primary care in Korea as a whole
• The current level of primary care in clinics
• Six characteristics needed for clinics to perform their roles as primary-care clinics

Perception on the five key attributes  
   of primary care 

First contact • Reasons why hospitals are preferred
• The awareness of quality difference between doctors of hospitals and those of clinics

Accessibility • Necessity for night, weekend, and holiday office hours
• Reasons why providing care is difficult during the night and on weekends and holidays 

Coordination • Reasons why patients are referred to hospitals or other clinics
• Reasons why patients are not referred to hospitals or other clinics
• Reasons why patients are referred to community resources and other healthcare providers
• Follow-up of patients who are referred to hospitals, community resources or other healthcare providers

Comprehensiveness • Necessity for patient education regarding lifestyle modification
• Frequency of patient education regarding lifestyle modification
• Frequency of patient consultations regarding cancer screening and cancer prevention
• Reasons why patient education is difficult

Continuity • Necessity for sending reminders to patients with chronic diseases to visit the clinic
• Actions taken if patients with chronic diseases do not visit the clinic
• Reasons why managing patients with chronic diseases is difficult

Opinions regarding the current management system of  
   chronic diseases 

• Pros and cons regarding the current management system of chronic diseases
• Reasons for expressing opposition to the current management system of chronic diseases
• Systematic improvement plans to enhance the effectiveness of the current management system of chronic 

   diseases
• Pros and cons regarding the new management system of chronic diseases led by a clinic
• Appropriate organization to co-work with if the new management system of chronic diseases led by a clinic is 

implemented

Table 2. General characteristics of the study participants

Category Variables No. (%)

Gender Male
Female

426 (91.4)
40 (8.6)

Age (yr) Mean ± standard deviation
30-39
40-49
50-59
60-69
Over 70

49.6 ± 6.9
24 (5.2)

213 (45.7)
191 (41.0)
33 (7.1)
5 (1.1)

Duration of running a clinic Mean ± standard deviation
Under 10 yr
11-20 yr 
21-30 yr
31-40 yr 

13.7 ± 7.4
167 (35.8)
221 (47.4)
72 (15.5)
6 (1.3)

Clinic type Solo practitioner (one doctor)
Solo practitioner but having hired another doctor (total of two or more doctors)
Group practice (two doctors)
Group practice (three or more doctors)
Others

347 (74.5)
46 (9.9)
38 (8.2)
34 (7.3)
1 (0.2)

The level of satisfaction in a running clinic Very satisfied
Satisfied
Dissatisfied
Very dissatisfied 

11 (2.4)
188 (40.3)
227 (48.7)
40 (8.6)

Reasons for dissatisfaction* Increased government regulation 
Excessive working hours
Difficulty in human resources management
Economic difficulty 
Increased patient demands
Others

247 (92.5)
149 (55.8)
143 (53.6)
138 (51.7)
104 (39.0)
12 (4.5)

*Multiple responses allowed.
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The importance of the role of primary care clinics, the 
current level of primary care, and future improvements
When asked about the importance of the role of primary-care 
clinics in order for primary care to perform well for each of its 
five key attributes, the overwhelming majority of respondents 
replied in favor of the importance of the role of primary-care 
clinics regarding all five attributes (response rates of strongly 
agree + agree). In particular, Accessibility (99.4%) was rated to 
be the most important attribute, followed by First Contact (98.8%), 
Continuity (96.8%), Coordination (96.4%), and Comprehen-
siveness (90.3%). However, the overall level of primary care in 
Korea was rated only 69.5, with each attribute of primary care 
scoring in the order of Accessibility (89.9%), First Contact (79.1%), 
Continuity (71.3%), Coordination (67.0%), and Comprehen-
siveness (61.3%). When asked about the agreement of the six 
activities necessary to be carried out by clinics in order for pri-
mary care to function well (response rates of strongly agree + 
agree), ‘Reforming the reimbursement system for primary care’ 
received the highest response (99.4%), followed by ‘Increasing 
the public awareness of primary care’ (98.3%), ‘Establishment 
of a healthcare delivery system’ (97.6%), ‘Reduction of outpa-
tient functions in hospitals’ (96.8%), ‘Improvement of the quali-
ty of doctors’ (83.6%), and ‘Development and implementation 
of clinical practice guidelines (68.9%)’ (Table 3). 
 
Perception on the five key attributes of primary care
Regarding preferring hospitals over clinics in case of a patient 
illness, the most usual response was, ‘Better facilities and equip-
ment of hospitals (97.4%)’, followed by ‘Problem of the health-
care delivery system allowing patients to freely choose hospitals 
or clinics (86.9%)’, ‘Confidence in a hospital’s medical staff (85.0%)’, 
‘Promotion of hospitals through media (83.7%)’, ‘Organized 

care system of hospitals (82.4%)’, ‘Lack of facilities and equip-
ment in clinics (77.7%)’, ‘Lack of an organized care system in 
clinics (66.4%)’ and ‘Lack of trust of clinics (62.2%)’. However, 
when asked about the quality difference between doctors at 
hospitals and those in clinics, the highest response was, ‘There 
is no difference (69.5%)’.
 When asked about whether night, weekend, and holiday of-
fice hours are needed for primary care, the vast majority (89.5%) 
responded the need for ‘Saturday morning (before 12:00 pm)’, 
while over half of the respondents did not agree with the need 
for office hours during non-business hours. In the question re-
garding the reasons why providing care is difficult during non-
business hours, the highest response was ‘Hope to have more 
personal time (97.2%)’, followed by the following responses in 
order: ‘Shortage of manpower during the night and on week-
ends and holidays (94.2%)’, ‘Low reimbursement rate for night, 
weekend, and holiday patient treatment (91.4%)’, ‘Small num-
bers of patients (86.7%)’, ‘Risks that may occur in the absence of 
systems for handling emergency situations (82.6%)’, and ‘Ease 
of use of a nearby hospital’s emergency system (78.7%)’.
 With respect to Coordination, when asked about why physi-
cians refer patients to other healthcare providers, the most fre-
quent response was, ‘Necessity for special care or diagnosis 
(98.9%)’ followed by ‘No equipment available (96.3%)’, ‘Not an 
expert on it (94.6%)’, ‘Patients’ wishes to be referred to a hospital 
or another clinic (83.9%)’, and ‘To avoid risks or claims (82.6%)’. 
As reasons for not referring patients to hospitals or other clinics, 
the respondents indicated ‘Patients’ wish to be treated in a clinic 
(52.7%)’, ‘All treatment required by the patient is possible (45.4%)’, 
and ‘Concerns that patients may go elsewhere (33.1%)’. When 
asked specifically about why patients are referred to communi-
ty resources and other healthcare providers, the largest response 

Table 3. The importance of the role of primary care clinics, the current level, and future improvements

Questions Answers

Do you agree that the following attributes of primary care are important for establishing the role of clinics? 
First contact (n = 466)
Accessibility (n = 465)
Continuity (n = 466)
Coordination (n = 464)
Comprehensiveness (n = 463)

No. (%) of agreement (strongly agree + agree)
460 (98.8)
462 (99.4)
451 (96.8)
451 (96.8)
421 (90.9)

Please rate the level of following attribute levels in the current primary care clinics. 
First contact (n = 466)
Accessibility (n = 465)
Continuity (n = 466)
Coordination (n = 464)
Comprehensiveness (n = 463)

Mean ± standard deviation
79.1 ± 20.9
89.9 ± 15.9
71.3 ± 20.3
67.0 ± 20.2
61.3 ± 20.4

Please rate the level of overall primary care in Korea. 69.2 ± 18.2
Do you agree that the following activities are necessary in order to make primary care function well? 

Reforming the reimbursement system for primary care (n = 465)
Increasing the public awareness of primary care (n = 464)
Establishment of a healthcare delivery system (n = 465)
Reduction of outpatient functions of hospitals (n = 465)
Improvement of the quality of doctors (n = 464)
Development and implementation of clinical practice guidelines (n = 466)

No. (%) of agreement (strongly agree + agree)
462 (99.4)
456 (98.3)
454 (97.6)
450 (96.8)
388 (83.6)
321 (68.9)
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was, ‘For tuberculosis control’ at 74.2% followed by ‘For anti-
smoking education (71.2%)’, ‘For nutrition counseling (55.8%)’, 
and ‘For psychological counseling (47.5%)’. Only 21.7% of the 
respondents indicated that they follow patients who are referred 
to hospitals, community resources or other healthcare providers.
 Regarding Comprehensiveness of care in terms of patient ed-
ucation, i.e. illness prevention, improving lifestyle, when asked 
whether patient education is needed for lifestyle modification, 
the overwhelming majority (95.3%) indicated that it is neces-
sary (Mostly: 28.1%, Relatively: 67.2%). However, alternatively, 
only 30.5% of the respondents indicated that they provide edu-
cation regarding lifestyle modification to all patients who visit 
their clinics. Similarly, regarding the question, ‘How many pa-
tients do you consult regarding cancer screening and cancer 
prevention’, only 19% responded, ‘All patients who visit ‘. As to 
why patient education is difficult, respondents chose, ‘No reim-
bursement system with respect to patient education and con-
sultation (95.7%)’, ‘Shortage of manpower for patient education 
and infrastructure (90.8%)’, ‘Busy due to the lack of time in the 
process of patient care (89.3%)’, ‘Would like to educate patients, 
but lack knowledge regarding patient education (14.4%)’, and 
‘Patient education is not the duty of clinics (11.6%)’. 
 Lastly, regarding whether it is necessary to remind patients 
with chronic diseases, such as hypertension and diabetes, about 
their next visit by a phone call, short message service (SMS) or 
e-mail, 63.5% (Mostly: 11.8%, Relatively: 51.7%) of the respon-
dents marked it as needed. On the other hand, 87.6% respond-
ed that they take no action if patients with chronic disease do 
not visit their clinic. Regarding the reasons why managing pa-
tients with chronic diseases is difficult, the responses were marked 
in the following order: ‘Difficult to hire staff who are exclusively 
responsible for managing patients (95.7%)’, ‘Difficult to undergo 
procedure of consent to use personal information (92.9%)’, ‘Can 
be mistaken as touting (87.3%)’, ‘Can create anxiety in patients 
when contacting them by phone call or SMS (54.7%)’, and ‘Can-
not assure if a patient will visit even though the reminder was 
given (47.6%)’ (Table 4). 
 
Opinions regarding the current management system of 
chronic diseases
When asked about the agreement with the current manage-
ment system of chronic diseases, 52.6% indicated that they dis-
agree and only 29.6% were in agreement. Regarding the reasons 
for opposing the current management system of chronic dis-
ease, 99.2% indicated their ‘Concerns about the strengthened 
intervention of government in clinic’, followed by ‘Concerns 
about the low reimbursement rate (95.1%)’, ‘Concerns about 
the strategic move for reform of reimbursement system (95.1%)’, 
‘Concerns that the demand of patients will be higher than level 
of compensation (83.1%)’, and ‘Concerns it could be a barrier to 
entry of new practitioners (81.4%)’. To effectively activate the 

current management system of chronic diseases, respondents 
marked that the following actions must be taken: ‘Actions to 
limit public health center (96.8%)’, Physician’s direct involve-
ment in health care policy allowed (93.8%)’, ‘Provide sufficient 
incentives (91.2%)’, and ‘Support manpower to be exclusively 
responsible for patient education and explanation’ (81.1%). 
 To the question ‘Do you agree with the new management 
system of chronic diseases led by clinic?’, 56.9% were in agree-
ment while 16.3% disagreed. And 26.6% were undecided. Re-
garding which organizations to co-work with if the new man-
agement system of chronic diseases led by a clinic is implement-
ed, most respondents chose ‘Korean Medical Association’ (87.9%). 
Moreover, while ‘Regional senior general hospital (69.6%)’, ‘Re-
gional general hospital (63.5%)’, and ‘Regional hospital (57.3%)’ 
were favored among the respondents, the following organiza-
tions received lower responses: ‘Regional public health center 
(33.9%)’, ‘National Health Insurance Corporation (17.8%)’, ‘Third 
party non-profit organizations (except for hospitals) (16.8%)’, 
‘Third party government organization (10.7%)’ and ‘Third party 
private profit organizations (8.0%)’ (Table 5). 

DISCUSSION

This study was conducted using clinical internists of Korea in 
order to understand the current status and issues of primary 
care in this country. It is essential to survey the opinions of pri-
vate-practice internists as they are the most representative group 
of specialists as they comprise the largest share of clinical doc-
tors in Korea and are considered to be the usual primary care 
providers. Moreover, primary care policies are subject to great 
struggle regarding their implementation in Korea if they are 
strongly opposed by internal-medicine practitioners. However, 
no attempt has been made at the national level by this group to 
collect their perceptions or opinions regarding primary care, 
and, therefore, our study is unique and the results of great sig-
nificance to this field of study. 
 Our findings show that clinics are perceived to have a very 
important role in primary care among clinical internists. How-
ever, their evaluation of the overall status of Korea’s primary 
care was low and with coordination and comprehensiveness 
considered to be the two weakest attributes of primary care. 
Such views closely reflect other study results that evaluated the 
overall quality of primary care in Korea (3, 14-16). Coordination 
and comprehensiveness of primary care have been particularly 
criticized to be very weak in Korea (21), and our study found 
that internal-medicine practitioners also shared similar views. 
Such results may positively contribute to improving the prima-
ry-care system in Korea. In other words, given the facts that 
clinical internists, in principle, agree with the importance of 
primary care and that they are exactly aware of which areas of 
primary care need improvement, eliminating the factors that 
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Table 4. Perception on the five key attributes of primary care

Attributes Questions Answers

First contact What do you think are the reasons why patients prefer hospitals to clinics? Do you agree that the  
following reasons cause patients prefer hospitals to clinics?
Better facilities and equipment in hospitals (n = 466)
Problem of healthcare delivery system which allows patients to freely choose hospitals or clinics 

(n = 466)
Confidence in a hospital's medical staff (n = 466)
Promotion of hospitals through the media (n = 465)
Well-organized care system in hospitals (n = 466)
Lack of facilities and equipment in clinics (n = 466)
Lack of an organized care system in clinics (n = 464)
Lack of trust in clinics (n = 465)

Do you think there is a quality difference between doctors of hospitals and those in clinics  
(considering only the capability of doctors, not the facilities and equipment)? (n = 466)
The quality of doctors in hospitals is higher
The quality of doctors in clinics is higher
There is no difference

No. (%) of agreement (strongly agree + agree)

454 (97.4)
405 (86.9)

396 (85.0)
389 (83.7)
384 (82.4)
362 (77.7)
308 (66.4)
289 (62.2)

No. (%)

54 (11.6)
88 (18.9)

324 (69.5)

Accessibility Do you think office hours in primary care facilities are needed during non-business hours, i.e. night, 
weekend and holiday) (n = 466)?
Saturday morning (before 12:00)
Saturday afternoon (from 12:00 to 18:00)
Weekdays night time (after 18:00)
Sunday or holiday a.m. (before 12:00)
Saturday night time (after 18:00)
Sunday or holiday afternoon (after 12:00)
Sunday or holiday night time (after 18:00)

Do you agree that the following are the reasons why providing care is difficult during nights, weekends 
and holidays (n = 465)?
Hope to have more personal time
Shortage of manpower during nights, weekends, and holidays
Low reimbursement rate for night, weekend, and holiday treatment
Small numbers of patients
Risks that may occur in the absence of systems for handling emergency situations
Ease of use of the nearby hospital's emergency system

No. (%) of agreement (very needed + needed)

417 (89.5)
200 (43.0)
172 (37.0)
93 (19.9)
41 (8.8)
37 (7.9)
23 (4.9)

No. (%) of agreement (strongly agree + agree)

452 (97.2)
438 (94.2)
425 (91.4)
403 (86.7)
384 (82.6)
366 (78.7)

Coordination Why do you refer patients to hospitals or other clinics?
Necessity for special care or diagnosis (n = 466)
No equipment available (n = 463)
Not an expert on it (n = 466)
Patients wish to be referred to hospitals or other clinics (n = 466)
To avoid risks or claims (n = 466)

Why do you not refer patients to hospitals or other clinics?
Patients wish to be treated in a clinic (n = 463)
All treatment required by the patient is possible (n = 465)
Concerns that patients may go elsewhere (n = 465)

Why do you refer patients to community resources and other healthcare providers?
For tuberculosis control (n = 465)
For anti-smoking education (n = 465)
For nutrition counseling (n = 464)
For psychological counseling (n = 463)

Do you conduct follow-up of the patients who are referred to hospitals, community resources or other 
healthcare providers? (n = 466)
Mostly
Relatively
Not really
Not at all 

No. (%) of agree (strongly agree + agree)
461 (98.9)
446 (96.3)
441 (94.6)
391 (83.9)
385 (82.6)

No. (%) of agree (strongly agree + agree)
244 (52.7)
211 (45.4)
154 (33.1)

No. (%) of agree (strongly agree + agree)
345 (74.2)
331 (71.2)
259 (55.8)
220 (47.5)

No. (%)

101 (21.7)
237 (50.9)
111 (23.8)
17 (3.6)

(Continued to the next page)

cause their opposition to the primary-care policies may help to 
alleviate their negative perception regarding these policies. 
 Our respondents strongly supported the policies intended to 
help local clinics become effective primary-care providers, such 
as revising the fee-for-service system, enhancing patients’ per-
ception, establishing a strong foundation for the healthcare de-
livery system, and reducing outpatient services in hospitals, al-

though they showed relatively little support regarding improv-
ing the quality of doctors or developing (and making use of) 
standard, clinical-practice guidelines. In particular, private-prac-
tice internists generally believed the distortions of the existing, 
fee-for-service system to be the greatest deterrent to effective 
primary care. Under the current low-fee structure, clinical doc-
tors are forced to extend their office hours in order to increase 
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their income and consequently reduce the time they spend 
treating each patient. Therefore, practitioners are pressed for 
the time required to provide comprehensive and continuous 
service and adequate consultation which are critical compo-
nents of primary care, and both doctors and patients may expe-
rience dissatisfaction (16). In addition, given the fact that the 
fee for identical treatment is the same across the type of medi-
cal institution, while the fixed rate applied to hospital-size med-
ical institutions is greater than that of clinics, hospitals may be 
attracted to expanding their primary-care–based, outpatient 
service. Therefore, some could argue that the current fee sched-
ule needs to be amended so that outpatient treatment fees for 
clinics and inpatient treatment fees for hospitals are set higher.
 In order to enhance the patient perception, the most crucial 
step is to redeem their trust in primary care. This problem is di-
rectly linked to the first contact among the five attributes of pri-
mary care in which patients tend to prefer secondary or tertiary 
healthcare institutions over clinics. If we blame the phenome-

non in Korea where patients prefer to visit hospitals rather than 
clinics, despite the higher cost, longer waiting and additional 
travel time, to inappropriate use of medical service, the real prob-
lem is overlooked. In fact, from the patient’s point of view, visit-
ing a university hospital may be a more economical and effi-
cient choice as it solves all of the healthcare issues at one stop. 
In other words, the preference for hospitals among patients is 
derived from widespread distrust in clinical service. Our results 
showed that internal-medicine practitioners believe that there 
is no quality difference between hospital doctors and clinicians, 
not accounting for the facility and its equipment, yet patients 
had rather strong doubt regarding the quality of care provided 
in clinics (16).
 Therefore, it is imperative to find ways to guarantee the qual-
ity of primary care. These measures should include offering 
various training activities to enhance the quality of doctors as 
well as developing and making use of standard, clinical-prac-
tice guidelines, although this method may be subject to the op-

Attributes Questions Answers

C omprehen-
siveness

Do you think patient education regarding lifestyle modification is needed? (n = 466)
Mostly
Relatively
Not really
Not at all 

For how many patients do you provide education regarding lifestyle modification? (n = 466)
All patients who visit the clinic
About half of the patients who visit the clinic
Some patients who visit the clinic
Do not provide education

How many patients do you consult regarding cancer screening and cancer prevention? (n = 466)
All patients who visit the clinic
About half of the patients who visit the clinic
Some patients who visit the clinic
Do not consult

Do you agree that the following are the reasons why patient education is difficult?
No reimbursement system with respect to patient education and consultation (n = 466)
Shortage of manpower for patient education and infrastructure (n = 466)
Busy due to lack of time caused by the process of patient care (n = 466)
Want to educate patients, but lack knowledge regarding patient education (n = 465)
Patient education is not the duty of clinics (n = 465)

No. (%)
131 (28.1)
313 (67.2)
22 (4.7)

-
No. (%)

142 (30.5)
158 (33.9)
163 (35.0)

3 (0.6)

88 (19.0)
160 (34.5)
211 (45.5)

5 (1.1)
No. (%) of agreement (strongly agree + agree)

446 (95.7)
423 (90.8)
416 (89.3)
67 (14.4)
54 (11.6)

Continuity Do you think it is necessary to remind patients with chronic diseases, such as hypertension and  
diabetes, about their next clinic visit by a phone call, SMS or e-mail? (n = 466)
Mostly
Relatively
Not really
Not at all 

What do you do if patients with chronic disease do not visit the clinic?
Inform them regarding the necessity of a clinic visit by a letter or email
Inform them regarding the necessity of a clinic visit by a phone call
Do not take any action
Others

Do you agree that the following are the reasons why managing patients with chronic diseases is diffi-
cult? (n = 466)
Difficult to hire staff who are exclusively responsible for managing patients
Difficult to undergo the procedure of obtaining their consent to use their personal information
Can be mistaken as touting
Can create anxiety in patients when contacting them by a phone call or SMS
Cannot be sure if patients will visit even after the reminder is given

No. (%)

55 (11.8)
241 (51.7)
170 (36.5)

-

18 (3.9)
27 (5.8)

408 (87.6)
13 (2.8)

No. (%) of agreement (strongly agree + agree)

446 (95.7)
433 (92.9)
407 (87.3)
255 (54.7)
222 (47.6)

Table 4. Continued
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Table 5. Opinions regarding the current management system of chronic diseases

Questions Answers

Do you agree with the current management system of chronic diseases? (n = 466)
Agree
Disagree
Do not know

No. (%)
138 (29.6)
245 (52.6)
83 (17.8)

Do you agree with the following reasons for opposition to the current management system of chronic diseases?
Concerns about the increased government intervention in clinics (n = 241)
Concerns about the low reimbursement rate (n = 243)
Concerns about the strategic move for reform of the reimbursement system (n = 243)
Concerns that the patient demands will be higher than the level of compensation (n = 243)
Concerns it could be a barrier to the entry of new practitioners (n = 242)

No. (%) of agreement (strongly agree + agree)
239 (99.2)
231 (95.1)
231 (95.1)
202 (83.1)
197 (81.4)

The following is a plan for effectively activating the current management system of chronic diseases.  
   Do you agree with it? (n = 466)

Actions reducing the volume of patient in public health centers
Physician direct involvement in health care policy allowed
Provide sufficient incentives
Support manpower to be exclusively responsible for patient education and explanations

No. (%) of agreement (strongly agree + agree)

451 (96.8)
437 (93.8)
425 (91.2)
378 (81.1)

Do you agree with the new management system of chronic diseases led by clinics? (n = 465)
Agree
Disagree
Do not know

No. (%)
265 (56.9)
76 (16.3)

124 (26.6)
Do you agree to co-working with the following organizations if the new management system of chronic  
   diseases led by clinics is implemented? 

The Korean Medical Association (n = 462)
Regional tertiary general hospital (n = 460)
Regional general hospital (n = 460)
Regional hospital (n = 459)
Regional public health center (n = 460)
National Health Insurance Corporation (n = 460)
Third-party non-profit organizations (except for hospitals) (n = 457)
Third-party government organization (n = 460)
Third-party private profit organizations (n = 460)

No. (%) of agreement (strongly agree + agree)

406 (87.9)
320 (69.6)
292 (63.5)
263 (57.3)
156 (33.9)
82 (17.8)
77 (16.8)
49 (10.7)
37 (8.0)

position of clinicians as in the past such initiatives have often 
been coupled with the government’s regulatory strengthening 
or healthcare fee reduction moves (21). Nevertheless, if the 
quality of primary care can be raised through the aforemen-
tioned measures or if patients and the general public can be 
well-informed that there is no quality difference between clin-
ics and hospitals in terms of primary-care service and that only 
discrepancy is the fee for treatment. 
 In terms of accessibility, the compelling majority of private-
practice internists agreed on the need for office hours on Satur-
day mornings, although regarding other non-business hours, 
less than 50% agreed. However, as both physical and economic 
accessibilities to primary care have greatly improved over time 
in Korea, there is a strong desire among Koreans to see better 
accessibility in terms of time such as extended office hours on 
nights, weekends, and holidays (16). Such a demand for im-
proved accessibility in terms of office hours is supported by the 
fact that non-emergency visits to emergency rooms comprise 
almost 40% of these visits (22). Yet, respondents indicated that 
the main reason for their being unable to offer primary care 
during non-business hours is due to their need to set aside per-
sonal time rather than for manpower or economic issues. This 
implies that clinical internists want to be assured regarding the 
quality of their personal lives. Therefore, simply increasing the 

fee schedule for primary care during off-business hours may 
not improve hourly accessibility, however, a more appropriate 
and practical policy would be to provide support in favor of joint 
practices where office hours can be flexibly shared between 
partners. 
 This survey confirmed a number of problems related to the 
three attributes of primary care, i.e. coordination, continuity, 
and comprehensiveness. Coordination is an essential function 
of primary-care clinicians, although our study found that coor-
dination among private-practice doctors is quite weak. In fact, 
33.1% of our respondents had incidents where they did not 
make referrals for their patients to other providers for fear of 
losing their patient business. Also, only 21.7% replied that they 
contact patients regarding follow-up based on referrals. With 
regard to comprehensiveness, private-practice internists were 
well-aware of the need for patient education and consultation 
regarding disease-prevention efforts and life-style modification, 
although they did not actively carry out these activities. The main 
barriers to keeping up with patient education were issues relat-
ed to the reimbursement system, shortage of manpower and 
infrastructure, and limited time available for providing care. 
There were responses, although few, that the reasons patient 
education is difficult are due to a lack of knowledge regarding 
patient education and that it is not the duty of clinicians to offer 
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patient education. In answer to the questions regarding conti-
nuity, clinical internists agreed on the need to remind patients 
of their appointment date in order to provide continuous care 
for patients with chronic illness, i.e. high blood pressure, diabe-
tes, etc., although 87.6% of the respondents said that they do 
not take any action if patients do not show up for appointments 
and which indicates insufficient continuous patient monitoring.
 When asked about the current management system of chron-
ic disease, the majority of internal-medicine practitioners op-
posed it, mainly due to stronger government intervention in 
clinics. Introduced in April, 2012, the current management sys-
tem of chronic disease provides patient education, standard 
clinical-practice guidelines, and reminder service to patients 
with chronic illness for whom it is essential to keep monitoring 
themselves. Doctors are provided with the health history of pa-
tients in order to ensure that they can improve the patients’ health 
and prevent complications. The long-term goal of this manage-
ment system is to reduce the healthcare expenditure (23). The 
objective of the program, itself, is straightforward and indisput-
able. However, given the past government policies that had left 
out providers and where enforced, lopsided, clinical internists 
tended to view the current management system of chronic dis-
eases to be aimed at lowering their fees for patient care or amend-
ing the reimbursement system. Such a perception has created a 
strong sense of opposition among clinicians to the chronic-ill-
ness care system. In the end, private practice internists still dis-
trust of the government. 
 As an option for resolving the current tension, this study asked 
clinicians’ views regarding the chronic illness care system led 
by clinics. The concept is grounded in the fact that private-prac-
tice internists are the most appropriate care providers to patients 
with chronic illness as they actually provide primary care. A 
clinic-led, chronic disease management system would be by 
and large identical to the existing system in terms of its context, 
although the main difference would be that the system will be 
run by doctors instead of the government. In other words, doc-
tors would be in charge of the entire process of the chronic-ill-
ness management system, including planning, implementa-
tion, and evaluation, and thus encouraging their active involve-
ment as well as giving them a share of responsibility. The fact 
that the majority of respondents were in favor of the new man-
agement system of chronic disease shows a positive change in 
attitude in contrast to their previous stance. Therefore, the gov-
ernment should adopt a different set of policies to accommo-
date such change in attitude among doctors and to regain their 
trust. The government should learn from past experience in 
which government-led programs resulted in various, unfore-
seen side effects and misunderstandings, and in turn introduce 
a new management system for chronic illness which would di-
rectly involve doctors in the program design and implementa-
tion as well as its evaluation. Therefore, it is notable to recognize 

the recent shift in policy direction, namely the ‘Health Platform’ 
project launched by the Ministry of Health and Welfare in 2014, 
which puts emphasis on the autonomy of doctors (24).
 This study has some limitations. First, there is a possibility of 
respondent bias due to the low response rate. This bias might 
cause problem of generalizability from our study. Second, there 
is a potential for a selection bias to happen, because the study 
population in this study was only the member of the Korean 
Physicians’ Association. However, the chances of that happen-
ing would not be great, regarding the most of the general inter-
nists (3,658/3,967 = 92.2%), who are opening a clinic, belong to 
Korean Physicians’ Association (25). Third, as our study was 
only conducted interviewing internal-medicine practitioners, 
we did not take into account the views of other primary-care 
providers such as family practitioners and general practitioners. 
Nevertheless, the reason we particularly surveyed private-prac-
tice internists for this research is that, whereas in Europe gener-
al practitioners or family practitioners take charge of primary 
care and specialists treat patients with referrals, such a distinc-
tion is not apparent in Korea. It will be meaningful to expand 
survey target population to other primary-care providers such 
as family practitioners in the research of future.
 The significance of this study is that it is the first attempt to 
collect the views of private-practice internists at the national 
level who are the actual primary-care providers and comprise 
the largest proportion of clinicians in Korea. Internal-medicine 
practitioners strongly agreed on the importance of clinics for 
primary care, although their evaluation of the level of primary 
care in Korea was found to be somewhat low. As identified in a 
previous qualitative study (16), coordination and comprehen-
siveness, both of which are essential in managing chronic ill-
ness, were considered as the weak attributes of primary care in 
Korea. Given the strong inclination toward a new management 
system for chronic illness that gives autonomy to doctors, it is 
recommended that policy changes should be adopted in such 
a way that clinical internists are drawn to actively participate in 
primary-care policies. 
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