
Towards equity in health care 
By devising new schemes of health insurance and medical assist
ance to benefit the poor, the Republic of Korea is trying to provide 
equitable access to health care regardless of the ability to pay 

i t came as a surprise to many elders 
in rural areas of the Republic of 
Korea when the Scheme was first 

introduced in 1977. They said , " You 
have to live long to get the benefits . 
Even though everything is free , the 
doctors and nurses are still kind to 
us. " Activities under the Scheme were 
reported from the villages to the Blue 
House (Presidential Office) directly 
on a daily basis for the first couple of 
months-the only health programme 
to have been treated in such a way. 

In 1977, the Medical Assistance 
Scheme and the first compulsory 
health insurance programme of the 
Republic of Korea both came into 
being in response to a question asked 
the previous year by the former Presi
dent Park Chung Hee: "How much 
does it cost to pay for health services 
for the poor? " 

The Medical Assistance scheme is a 
programme for the needy , supported 
80 per cent by the central government 
and 20 per cent by the local auth
orities , except in Seoul where the cost 
is shared equally. The Ministry of 
Health and Social Affairs sets the 
standards of eligibility for benefits , 
and the local government is respon
sible for assessing cases and for day
to-day management. 

There are two categories of bene
ficiary , the indigent and the low 
income group. The indigent are those 
aged over 65 , the disabled , children 
under 18 without parents or with pa
rents over 60 , and people residing at 
welfare facilities. These people receive 
yellow identity cards . The lower in
come group consists of those with an 
average income less than a certain 
amount and subsistence farmers. The 
level was set a 40,000 Won (about 
US $50) per person per month in 
1985. People in this group are pro-
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vided with green identity cards. The 
selection of eligible persons is made 
once a year . 

The yellow card holders receive 
medical care free of charge , whilst the 
green card holders have to pay 20 per 
cent of the in-patient fees (except in 
Seoul where they pay 50 per cent) . The 
Scheme enables them to receive prim
ary health care at private clinics desig
nated by the Ministry of Health and 
Social Affairs or from health centres 

The health scheme in the Republic of Korea 
extends insurance cover to wives and hus
bands, parents and children. 
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and community health practitioners , 
and they are referred to secondary and 
tertiary hospitals if necessary. About 
half of the medical facilities nation
wide are designated for this purpose. 

Independent fee schedules are in 
use, the level of which is slightly lower 
than those of health insurance. The fee 
level has. gradually been raised from 
60 per cent in 1977 to 83 per cent in 
1985 ; this was done to prevent the 
quality of care from deteriorating and 
to safeguard the beneficiaries from 
suffering from some kind of stigma. 

Though there have been occasional 
delays in payment owing to the short
age of local government funds , the 
Scheme has been operating smoothly 
to the benefit of 3.3 million peo
ple-600,000 indigents and 2.7 million 
low income people. This is eight per 
cent of the total population. Interest
ingly, all patients with sexually trans
mitted diseases are treated free of 
charge , irrespective of the eligibility 
requirement in the Medical Assistance 
Scheme. 

Compulsory health insurance also 
saw the light of day in 1977. The 
government initiated its employee 
health insurance programme (called 
" Class I Scheme " ) , beginning with 
firms with 500 workers or more. The 
programme has been steadily ex
tended to include firms with 300 
workers in 1979, with 100 workers or 
more in 1981 , and now to the firms 
with 16 workers or more . Dependents 
are also insured; these include 
spouses, parents and descendants, 
either aged below 20 or handicapped, 
who are maintained mainly by the 
insured. In practice , livelihood 
maintenance means the condition of 
living together with the insured for 
over six months. The government's 
share of financing is limited to a small 
contribution toward administration. 
The Class I Scheme is run by the 145 
autonomous insurance societies that 
constitute the Federation of Korean 
Medical Insurance Societies. 

Another compulsory programme 
(called " Class Ill Scheme") was 
launched for government employees, 
private school employees and their 
dependents in 1979, and the following 
year was extended to cover the depen
dents of military personnel. Entitle
ments to retirement pensions have 
progressively widened to cover gov-
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Today people are recognising that the health 
of every individual is a social concern and 
responsibility. 
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ernment employees, private school 
teachers, military personnel, the war 
injured and the disabled. The Class Ill 
Scheme is run by the Korean Medical 
Insurance Corporation and its 13 re
gional offices . Here the government is 
playing the role of employer for civil 
servants and pensioners, and is sub
sidising the contributions of the pri
vate school employees. 

Both the Class I and Ill Schemes are 
financed by a percentage of payroll 
(3.2 per cent and 5.2 per cent respec
tively, on average), the deductions 
being shared, in principle, equally be
tween employees and employers. User 
fees are a significant source of finance. 
Insured patients pay 30 per cent of the 
cost at private clinics, 50 per cent at 
hospital outpatient departments, and 
20 per cent for in-patient care . The 
range of insured services is fairly 
broad for both in- and out-patient 
care, including diagnosis, treatment 
and surgery, drugs and appliances, 
maternity care, limited dental care and 
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hospital care at ward level excluding 
meals. 

Extending health insurance to the 
self-employed ("Class 11 Scheme") , 
particularly the rural population, 
posed new problems. Three different 
models have been tried. The first, 
based on voluntary insurance, proved 
difficult to expand nationwide ; it also 
tended to attract high-risk individuals 
and resulted in higher costs. The sec
ond was a compulsory insurance mod
el. The government has gradually 
extended this to the self-employed 
residents of one city and five rural 
counties since 1981. This demonstra
tion programme now covers about 
410,000 people . The third was a semi
compulsory model for eleven specific 
occupational groups, including taxi
drivers, barbershop and beauty par
lour operators, artists and writers, 
grain dealers, meat sellers and market 
vendors . 

As of December 1984, 42.1 per cent 
of the total population were covered 
by health insurance. To this figure can 
be added the 8.0 per cent of be
neficiaries in the Medical Assistance 
Scheme, making a total of 20.3 million 
people or 50.1 per cent of the total 
population. Even though most of the 

covered population are employees and 
the present coverage of the rural 
population is not all it should be, this 
seems to be a substantial achievement 
during the past nine years . 

Such a rapid expansion has not been 
made without cost. The present health 
insurance set-up does not yet benefit 
the jobless, self-employed farmers and 
workers in small factories. And there 
is still a wide gap between the price 
paid for the same medical procedures, 
carried out by the same medical pro
viders, on behalf of the insured and of 
the non-insured. Nor has the present 
system yet succeeded in curbing the 
cost of medical care and in encourag
ing the use of low-cost alternative 
care . The system is mainly oriented 
toward curative services and tends to 
ignore the other essential elements of 
primary health care in urban areas . 

The compulsory insurance model is 
the one most likely to be adopted for 
the self-employed on a national scale 
in the near future . This is because it is 
in accordance with the principle of 
social insurance, and because accep
tance of social insurance by the public 
has been improving. The questions 
remain-how to finance it, and how to 
provide equitable access to health care 
regardless of ability to pay? 

The Korean Institute of Population 
and Health has recommended that the 
government impose a special tax on 
soft drinks, and divert the current use 
of a special tax on tobacco and alcohol 
for educational purposes into national 
health insurance. But it is thought 
unlikely for the time being that the 
government will accept the tax re
venue approach as the method of 
financing health insurance for the 
rural population. 

As for the question of equitable 
access to health care, the indigent and 
persons with very low incomes are still 
not adequately insured, and this is a 
prerequisite not only for equity in 
health services but for Health for all 
itself. 

A further increase in the number of 
beneficiaries from the Medical Assist
ance Scheme is expected to relieve the 
plight of the destitute . Eventually 
there could be an additional 3.2 mil
lion persons , thus reaching about 15 
per cent of the total population. 
Coverage by the compulsory health 
insurance system was 3.2 million in 
1977, and 17.1 million in 1984. These 
two major financing programmes are 
working together towards Health for 
all in the Republic of Korea. • 
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