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EXECUTIVE SUMMARY


Following the Korean War in 1955, Korea struggled to create a health care system from scratch, since no comprehensive system existed prior to this date.  However, creating a system at this time was beneficial to Korea because it enabled them to model their system after many pre-established successful health care systems.  

With the introduction of modern Western medicine, Korean health care providers were able to work towards developing an integrated system.  Canada’s health care system is one of the best  in the world, but can still benefit from the use of other existing health care models. The integrated approach of the Korean health care system is an example of a recommendation for the Canadian health care system.  The Korean system provides an excellent example of how Canada can integrate alternative practices into mainstream Medicare.  This integrated payment system, similar to Korea’s payment system, will allow Canadians the choice of many alternative practices not currently funded by Medicare.  This will increase universal accessibility and comprehensiveness which are guaranteed principles of the Canada Health Act.
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HISTORY

For the majority of Korea’s history, Japan and other feudal kingdoms alternately ruled the country (Anderson 26).  In 1910, Japan annexed Korea and continued to rule the Korean empire until the end of WWII.  As a result of Japan’s capture over Korea, Japan’s health care system played a significant role in the early evolution of Korea’s health care system (Anderson 26).  The advent of the Korean war, which followed soon after WWII,  resulted in the geographic splitting of Korea into North and South divisions.  The Northern part of the country then became known as North Korea, and the Southern region, became known as the Republic of Korea.  Soon after the end of the Korean War, the Republic of Korea turned their focus towards economic expansion.  At this time, development of health care projects and government public health activities were financed by international sources.  At that time the Korean government was spending less than 1% of the national budget on health, which is comparatively less than other nations  (Anderson 26).  Historically, Korea’s method of health care delivery was rooted in traditional Korean medicine and herbal doctors.  Herbal medicine was used for the treatment of patients, while Western medicine was used for immediate treatment, prevention, and sanitation (Son 545).  The Koreans literally created their system from scratch starting in 1976.  As such, they were able to make “policy decisions that were consistent with the economic growth plans of the country,” (Lapolla and Ryan and Flynn) while modeling their system after other mature systems of industrialized nations.

MODERNIZATION OF KOREAN MEDICINE



For clarification purposes, herbal doctors exist as the ‘traditional Korean practitioners’ and science-based medicine is practiced by ‘modern Western physicians.’ According to Son, American missionary doctors introduced Western medicine to South Korea at the end of the 19th century (262).  The modernization of traditional Korean medicine developed under the direction of the imperial Japanese government from 1876-1945 (263).  The Japanese authorities were extremely proud of their knowledge of modern Western medicine, and consequently they “looked down with disdain upon the prevalence of herbal medicine in Korea” (267).  The Japanese colonial authority, marked by a denial of the worth of herbal medicine in Korea, attempted to stamp out all forms of the Korean identity. However, they soon realized that “they were unable to obliterate the Korean herbal doctors as the supply of Western-trained doctors was limited” (267). Although modernization was occurring, traditional Korean practitioners were still very well represented due to the lack of Western trained physicians in Korea.  It can thus be demonstrated that Korea’s medical evolution was significantly influenced by both Japan and North American groups (263).  

DEVELOPMENT OF UNIVERSAL HEALTH CARE COVERAGE

The Korean health insurance system was initially slow to develop.  In 1963, legislation was passed permitting establishments with more than 300 employees to offer health insurance to their employees.  This led the government to create “medical insurance societies” who would essentially be wholly owned subsidiaries of corporations.  Their primary purpose would be to provide health insurance (Anderson 26).  A key observation noted by Anderson regarding Korean health affairs was the fact that although studies indicated that most countries did not turn attention to health coverage during economic development, Korea was unique in its focus on the health care system.  Korea was also distinctive in that it had rapid increase in income per capita.  Comparisons internationally also indicated that Korea had greater income flexibility for health care services than other countries (Anderson 27). 

In 1969, a voluntary health insurance society, entitled the Pusan Blue Cross plan, was established (Anderson 27).  Prior to this implementation, Korean citizens could not purchase individual health insurance.  According to the Centre for Health Policy Research, in 1976, the government announced a plan and a timetable to achieve a universal health insurance plan (Appendix I).   Universal health insurance was achieved through a series of laws requiring the gradual phase-in of universal coverage (Anderson 27).  

The medical insurance initially introduced in 1977 “expanded its coverage to the self-employed in rural areas in January 1988, the employee employed in a private company with more than five employees in July 1988, and the urban self-employed in July 1989” (Lee and Kim 208).  Thus, as a result of governmental actions, the Republic of Korea launched a program to provide universal health insurance coverage for all of its citizens by 1989.

THE CURRENT STATus OF THE KOREAN HEALTH CARE SYSTEM

Presently three important features mark the Korean health care system.  First, according to Korean Overseas Culture and Information Services, most of the country’s health resources are privately owned.  Second, the Korean health care system is unique in its acceptance and coexistence of both Western and traditional Korean medicine.  Finally, as a method discouraging patients from going directly to expensive medical facilities, patients must first visit a primary care doctor upon which they can be referred to a general or university hospital.  The government’s strong commitment to providing for the citizens has resulted in the investment of 102 billion Won (the Korean unit of currency) equivalent to $126,000 Canadian, between 1994 though 1996 to improve facilities and equipment for local health centers.  The creation of The National Health Promotion Fund, which amounts to approximately 15 billion Won a year, can be used towards health promotion programs such as health education and disease prevention.  As such, it can be demonstrated that the Korean people are attaching greater importance to health care and are actively expanding and developing their health care system.  

Health Indicators

Health conditions among the South Korean population have improved dramatically since the end of the Korean War.  Between 1955 and 1960, the life expectancy at birth was just 51.1 years for men and 54.2 years for women (Appendix II).  However, since the Korean War, the revised life expectancies have increased to 70.97 years for men and 78.74 years for women, thus resulting in an average life expectancy at birth of the total population of 74.65 (CIA). The potential years of life lost is calculated by subtracting the age of premature death from the average death rate of the country.  Thus, for a Korean man who dies at the age of 69, his years of life lost would be calculated to be 74.65-69 = 5.65.  According to the CIA, 1,070 inhabitants per doctor mark the Korean population of 47,904,370.  Consequently, there are 57,200 licensed physicians practicing in the Republic of South Korea.   Currently, one of the best indicators of the quality of health of a population, the infant mortality rate, is 7.71 deaths / 1,000 live births. The birth rate for the Korean population is 14.85 births/1,000 population and the corresponding death rate if 5.93 deaths/1,000 population.  The main causes of death have also seen a shift from respiratory diseases such as tuberculosis, bronchitis, and pneumonia to diseases typical of a developed, industrial nation such as cancer, heart, liver, and kidney ailments (Yoon and Merrill).  The incidence rate of acute communicable diseases has been “markedly reduced by improvement of sanitation, successful operation of disease prevention programs, and promotion of public health” (Lee and Kim 202).  


Role of Government

The Korean government plays a comprehensive role in the health care system; however, the management of the Korean health care system, such as financing and health care infrastructure, are essentially coordinated within the private sector.  According to the Centre for Health Policy Research, some of the principle roles of government involve setting overall policy, standardizing fees, providing administration costs and providing for the poor.  As such, fees and operating budgets are set by the government in co-ordination with providers, consumers and corporations.  In terms of health care, the government is committed to subsidizing the economically disadvantaged, which accounts for 10% of the entire population.  The government also functions to subsidize the cost for some individuals to purchase private health insurance (Anderson 25).    

Health Care Providers

The Korean health care system is dominated by two systems of health care, namely the modern Western medicine and the traditional Korean medicine.  As such, there are two types of providers; Western trained doctors as well as traditional Korean practitioners (Son 262).  The recognition of both traditional Korean medicine and Western trained physicians by the Korean government and health care industry allows for Western-trained doctors to also recommend massages, dieting, therapeutic baths, and stretching and breathing exercises to maintain good health.  This practice makes Korea unique from other health care systems in most Western countries.  In rural areas, where access to medical care is limited, “herbal doctors are held in high regard” (Stano 238). The reason for such respect is due to the Confucianism principles which govern much of Korean life (Appendix III).  Another important point to note is that in Korea, private practice physicians typically do not have admitting privileges to hospitals; hospitals have their own staff physicians (Stano 238).  This separation has thus encouraged private practice physicians to invest heavily in building their own clinics and facilities.  

According to Ki-Taig Jung, there are three types of medical institutions in South Korea: general hospital, hospital, and clinic.  Hospitals resemble the community hospitals in the United States, and clinics are Korea’s equivalent to physicians’ offices (33). Western-trained Korean physicians have complained that the standardized uniform fees are set too low and consequently they must see 100 patients every day to break even in terms of costs.  As a result of this practice, three-minute consultations are common in Korea (34).  This results in dissatisfaction as patients have difficulties expressing their concerns or questions within such a short period of time.

Health Care Funding

A combination of general taxes, specific taxes, premiums, user charges, and charitable contributions support the health care system of Korea (Lee and Kim 211).  As previously mentioned, physicians and hospital operating budgets are set by the government in co-ordination with providers, consumers and corporations (Lapolla et al).  Under Korea’s national health insurance program, “all health care providers within each type of medical institution are reimbursed the same amount as set by the uniform fee schedule for an insured service, regardless of the provider’s reputation or location” (Jung 33).  Providers file their claims through a health insurance society which reports to the National Federation for Health Insurance (NFHI).  The NFHI then proceeds to determine the amount of reimbursement, and the health insurance society reimburses the providers (34).  

Health Care Service Payments

The Korean health care system is unique in its requirement that all individuals must possess health insurance.  As such, there are no exceptions for seasonal, part-time or unemployed workers (Lapolla et al).  Most health insurance is employer based and is financed through non-profit “medical insurance societies” with income-based premiums collected as a payroll deduction (Lapolla et al).  Thus, the premium amount varies depending upon the level of income of the insured individual.  As a result of the basis of premiums on income, the lower income workers are subsidized to a degree (Lapolla et al).  Employers and employees contribute equally to the average cost of the premium of 3.6% of each payroll (Lapolla et al).  

The following are three principles of health insurance that underlie the Korean program: (1) compulsory coverage, (2) level of contribution dependent on individuals income, and (3) level of benefits independent of the level of contribution (Anderson 27).  

According to Mr. Chan Gil Choi, a former Korean citizen, upon visiting a physician a patient would pay 50% of the cost out of their pocket, and the insurance from the “medical insurance societies” or any other source of external insurance would cover the remaining fees.  All dependents are automatically covered when the worker is covered, and in 1985, parents-in-law were added to this extended coverage (Lapolla et al).  Providers are obligated to care for all patients and the medical insurance societies are required to insure all eligible citizens (Lapolla et al).  

Among the 313 insurance societies, 140 societies exist to serve employee groups with the remaining 173 societies serving the self-employed population (Jung 34).  In the republic of South Korea, each insured person receives an insurance card and is responsible for paying the premiums.  The insurance card entitles the person to medical treatment at either a clinic or a hospital.  Co-payment is expected at the time of the visit (34).  

COmparison of The Canadian and KOrean health care systems

Health Indicators


Compared to South Korea, Canada performs fairly well with respect to the major health indicators.  The following statistics were obtained from the Central Intelligence Agency (CIA) web site. The infant mortality rate is 5.02 deaths/1,000 births for Canada as opposed to 7.71 deaths/1,000 births for South Korea.  This number is slightly lower for Canada, which has one of the lowest infant mortality rates in the world.  Also, the life expectancy in Canada when compared to South Korea is much higher, especially for males.  The life expectancy at birth for Canadian males is 76.16 years, compared to the life expectancy of South Korean males is only 70.97 years (Appendix IV).  The life expectancy has increased dramatically in South Korea since the Korean War as a result of hygienic and sanitation improvements.  The fertility rates for Canada and South Korea are similar, with South Korea being slightly higher.  In Canada the birth rate, 11.21-births/1,000 population is lower than South Korea with a birth rate of 14.85 births/1,000 population.  The death rate in Canada is 7.47 deaths/1,000 population, which is greater than the 5.93 deaths/1,000 population in South Korea. 

However, with respect to HIV/AIDS prevalence Canada is not performing as well as South Korea.  The adult prevalence rate of HIV/AIDS in Canada is 0.3% compared to only 0.01% in South Korea.  The amount of people living with HIV/AIDS provides the largest gap between Canada and South Korea.  While there are only 3,800 people living with HIV/AIDS in South Korea with a population of 47,904,370 compared to 49,000 people living with HIV/AIDS in Canada with a population of 33 million.  Korea has 57,200 licensed physicians for the population.  In comparison, Canada has 52,438 licensed physicians for the population.  When population size is taken into account the numbers of physicians between the two countries are fairly similar.  Since the infant mortality rate is much lower in Canada, this would indicate that Canada has the necessary resources to meet the needs of children’s health.  The life expectancy is also an indication that Canada is doing well in health statistics.  The overall life expectancy in Canada is 79.56 years.  The overall life expectancy for South Korea is 74.65 years.   

Role of Government

The Canadian government plays a more integral role in the health care system compared to the Korean government.  Korea’s government is involved in setting the overall policy, standardizing fees, providing alternative costs and subsidizing for the socio-economically disadvantaged.  However, unlike Canada, the Korean government does not fully cover medical care for all of its citizens.  In order to gain coverage, Koreans must look to the private sector to be covered by insurance, thereby making the health care system of the Republic of Korea similar to the one implemented in the United States (Stano 237).  Canada’s government, being the sole and primary controller of the Canadian health system, is one of the major differences in the role of government between Korea and Canada.  

The Canadian government’s responsibilities branch into different levels of government.  The federal government’s responsibilities consist of the following: assisting the financing of provincial health care services through fiscal transfers; setting and administering national principles or standards for the health care system (for example, through the Canada Health Act); delivering direct health services to specific groups, such as veterans, Native Canadians living on reserve sites, military personnel, inmates of federal penitentiaries and the Royal Canadian Mounted Police; and providing health protection, health promotion and illness prevention programs (Health Report 2001).  At the provincial and territorial level, the governments manage and deliver health services, as well as plan, finance, and evaluate the provision of hospital care, physicians and allied health care services.  Moreover, they manage some aspects of prescription care and public health (Health Reports 2001).  Due to the structure of Korea’s health care system, the government generally oversees the majority of health care operations.  The Korean government helps subsidize those who are unable to afford health insurance.  The Korean government subsidizes approximately 10% of the population who fall in the lowest income bracket (Anderson 25).   Since Korea’s citizens are responsible for obtaining health insurance as well as paying for a percentage of health care services themselves, their government’s health care spending is significantly lower than Canada (Appendix V).  The contrasting numbers indicate the different role that each country’s government play in its contributions to health care with respect to Korea’s partially funded health care and Canada’s complete universal coverage with Medicare.   

Health Care Providers

Alternative practice versus bio-medical practice is the predominate, on-going battle in Canada.  In Korea, the medical practices of traditional Korean doctors and Western-trained physicians are essentially co-dependent (Son 262).  This is similar to Canada’s framework of complementary care and bio-medical practice.  However, only the medical aspect of care is acknowledged and supported by Canada’s Medicare.  In comparison, both traditional-Korean and Western medicines are well practiced in Korea.  Both are recognized and respected among care providers and the Korean government.  Western-medical doctors in Korea recommend what Canadians would consider alternative care. For example they recommend massages, therapeutic baths, and breathing exercises to their patients.  This is unlike Canada’s system where holistic practice and bio-medical medicine rarely overlap, but rather stand divided.  The integrated goal of health between Western and traditional Korean physicians makes Korea’s system unique in comparison to the fragmented health care system between health practitioners in Canada.  In addition, Korea’s hospitals have their own staff physicians and private practice physicians who typically do not have admitting privileges to hospitals (Stano 238).  This has resulted in physicians investing heavily in building their own clinics and facilities of practice. Like doctors in Korea, the majority of Canadian physicians are private practitioners who work in independent group practices, enjoy a high degree of autonomy, and are generally paid on a fee-for service basis (Health Reports 2001).  

Health Care funding


Many differences exist when comparing health care funding between Canada and Korea. Canada’s per capita spending on health care is considerably larger than Korea.  In 1989, Canada spent $1,683 million dollars per capita compared to Korea who spent only $115 million dollars per capita (Lapolla et al).  The reason for this difference lies in the principles of funding for each of the countries.  The funding of Canada’s health care system is public and relies mainly on tax dollars for support whereas Korea relies mainly on private insurance agencies which are employer based.  In Canada, seven out of every ten dollars spent on health care comes from the public taxes collected (Lapolla et al).  The Canadian government then allocates money to hospitals for funding and to other areas such as drugs and physicians.  The Canadian system is a government-based, publicly funded system.  However, in Korea, the role of the government is to set hospital operating budgets and physician fees.  The system in Korea is private because it is funded by outside health insurance agencies.  Korea also uses taxes, user fees and charitable donations to offset costs, yet most of the funding is privately generated by employers and the private insurance agencies.  Health care providers in Korea file claims to the insurance companies to be reimbursed.  In contrast, Canadian physicians are paid on a fee-for-service basis and the government allocates the amount of money spent.       

Health Care Service Payments

The means of health care coverage differ greatly between the Korean and Canadian health care systems.  The Korean system implements a universal coverage system but achieves this through medical insurance societies, which are insurance groups established in areas of employment.   The Korean government mandates all companies to provide health insurance coverage for all their employees (Anderson 26).  Those that cannot afford health insurance are subsidized or provided for by the government (only 10% of population).  Since approximately 50% of service costs are covered by insurance or government subsidies (Chan Gil Choi), the other half of service payments therefore come directly from the pockets of Korean citizens.  This differs from the rationale behind Canada’s health care service payments.  The Canadian health care system allows all citizens who are in need to access health care treatment regardless of ability to afford care.  Canada’s Medicare provides services of care to all those in need because the system was created so that no individual would be denied health care (Segall and Chappell 278).  The public predominantly finances the Canadian system whereas the Korean system is predominantly financed by insurance companies who receive their funds from individual citizens. Canada provides universal access and comprehensive coverage for patients whether they are in-hospital or outpatients (Health Report 2001). As a result of the bio- medical dominance of Canada’s national health care system, alternative or complementary areas of health are neglected (Segall and Chappell 278).  In contrast, Korea’s health care coverage is a dual system that recognizes both Western medicine and traditional Korean medical practices (Son 277).  

EVALUATION of KOrea’s health care system

ADVANTAGES
One of the advantages of the Korean health care system is their extensive integration of alternative and complementary health therapies as seen by Western societies (Yoon and Merrill).  Koreans started off with a very holistic medical approach and now with increased knowledge and skills they are adopting a Western medical approach in order to increase the effectiveness of care among their citizens (Son 265).  This advantage of being very open to new methods is what sets Korea apart from many other nations.  In some ways Korea and Canada are in reversed roles.  Korea strives to incorporate Western medicine in their health care system whereas Canada is struggling with the idea of incorporating holistic therapies in their health care system.  Not only are Koreans willing to allow these holistic therapies to share in the scope of health care, they also openly accept their legitimacy and respect their methods (265). Western trained physicians in Korea go one step further by actually recommending these traditional Korean therapies to their patients as opposed to conventional or Western medical approaches. This allows both traditional Korean health care providers and Western trained medical physicians to act as gatekeepers of medical care; this title is not restricted to simply physicians as is done in many Western cultures.  This is advantageous to the health care system in that it is cost-effective.  In particular this limits the abuse of hospital services, but it also limits non-urgent cases being treated by already over-worked physicians (Sachs).  This is advantageous to the health care system in that it helps to ensure the quality of life and health among its citizens.  

Another advantage of the Korean health care system is the conflict resolution being attempted by the incoming physicians and the government.   As South Korea’s health care system is in the midst of growing, the government has placed increased emphasis on obtaining critical evaluations from the interns and residents of Korea’s medical system (Saikaley).  These emerging physicians are the new breed of physicians in Korea.  Some of have been taught in Western medical schools learning valuable Western values while still others have been taught in the new Western curriculum in Korean medical schools.  These physicians enter the system with a fresh new outlook on the health care system and its delivery to the Korean population.  They are aware of the failures or downfalls of the current system and they are in the initial stages of correcting them.  These physicians want to take an active role in engaging the public to adopt a proactive approach to health care (Saikaley).  They place a large emphasis on health education, and in particular health promotion to ensure that the public is knowledgeable.  The reasoning behind this measure is that with an educated society there will be less misuse and abuse of the health care system.   These physicians also believe in extensive involvement with the government in the development and coordination of health care services.  They have initiated discussions with the Korean government regarding health care reform in the Korean society over the next few years (Saikaley).  These physicians have very close relationships with their patients and in essence they act as advocates of patients’ rights in the government setting.  These efforts are primarily directed at leading the Korean government away from acting as a Health Management Organization similar to the United States and more towards the comprehensive national health care program that it had originally intended.

Another advantage of the Korean health care system is that it was started from scratch so they have the ability to take what they determine to be the best components of other nations’ health care systems and integrate them into their own new health care system (Lapolla et al).  This would seem to give the Koreans a distinct advantage over other industrialized nations in that they can forego many of the typical developmental problems and focus on what they believe will work with their people and their culture.

DISADVANTAGES

One of the major disadvantages of the South Korean health care system has to do with the way they have implemented health insurance in the nation.  The problems associated with this one disadvantage are numerous.  An important point to note is that only those who are employed by a company with more than sixteen employees are covered under basic health insurance (Yoon and Merrill).  In South Korea, much of the population does not receive basic health coverage due to their employment status and nature of work (Yoon and Merrill).  Not only are those who are self-employed or who work in a small business restricted from receiving this essential health care, but also their spouses and any dependents (Lapolla et al).  This leaves these individuals in a vulnerable position, as they now have to purchase expensive basic health insurance on their own.  Moreover, even though the Korean government does make an attempt to provide some health coverage for its citizens, it covers only about 10% of the population, those being the economically disadvantaged (Lapolla et al).  This is a fine line to draw considering more than 10% of the population require these basic health services and are unable to receive them.  Furthermore, anyone who does not have health insurance will not be considered for treatment in the hospital setting.  Basic health care practices will not be provided until adequate proof of health insurance is provided.  This places extreme constraints not only on the hospital setting, but also on emergency medical services throughout the country.  All of these problems associated with the delivery of health insurance have a detrimental effect on the health care system of South Korea. 

A major disadvantage of the Korean health care system is the lack of fiduciary support from the government (Sachs).  South Korea’s government provided much financial support in the initial stages of their proposed universal health care system; however, over the years its support has diminished due to increased economic changes.  The Korean government underestimated the rate of growth of both medical knowledge and resources and it is for this reason that funding has not paralleled this increasing growth of the health care sector (Mills and Lee).  Although the Korean government has not actually decreased its level of funding for health care in real value dollars, it has decreased the total percentage of dollars spent on health care substantially (Sachs).  This is especially important when considering that costs associated with physicians, hospitals and medical supplies have increased dramatically over the last few years (The Economist).  This abatement of financial contributions has placed the public in charge of the majority of costs associated with the health care they receive.  The majority of citizens of Korea are responsible for their own health insurance.  This means that Koreans must actively seek out either employment that offers this insurance or find other means of acquiring such insurance (Lapolla et al).  Koreans at this point can no longer rely on the government to provide them with basic health coverage.  This is in large part due to the fact that Korea’s domestic issues have been heavily overshadowed by outside concerns, mainly foreign debt, which must be dealt with first in order to ensure not only a sound health care system but a sound Korean society (Health in South Korea).  

Yet another disadvantage of the Korean health care system is in its use and delivery of prescription drugs and other pharmaceuticals.  In the Korean health care system, individuals may receive prescription drugs without a referral from their governing physician.  A drastic 98% of all known prescription drugs are under the direct discretionary control of non-medical professionals (Saikaley).  This situation in Korea is dangerous for many reasons.  One major concern is the fact that not all pharmacists have had the same educational background.  This means that although some have had extensive training and education in pharmaceuticals, there are still others who have taken up the profession solely as a means of business, not necessarily realizing the vast amount of knowledge and information required to be an effective and pharmacist.  There is also an even greater probability of developing fatal complications due to drug interactions in such a setting (Saikaley).  Patients’ medical and drug records are not cross-referenced which could result in many serious consequences if not detected.  Patients may be taking the wrong dosage of a particular drug or perhaps they may be exposed to drugs that interact with each other to cause serious side effects.  Likewise, all sense of legal responsibility is lost in such a system.  Lines of liability are not clearly drawn which leads to a lack of professionalism and responsibility on the part of pharmacists (Saikaley).  Since no one is held responsible for the actions taken, it is the patients who are ultimately the ones who will suffer as a consequence.    

In addition, even with the high scepticism of such a pharmaceutical system, Koreans still tend to place a large emphasis on pharmaceutical expenditures (Lapolla et al). This disadvantage of the deliverance of health care in South Korea has to do with the Koreans’ perspective of medical care.  Although prescription drugs do provide remedies for most common ailments, it is the mentality behind the prescription of the drugs that is detrimental to the Koreans health care system in addition to the actual drugs themselves (Saikaley).  In order to build a sound health care system, they must continually be thinking ahead to anticipate future problems or benefits.  Koreans need to take a proactive approach to health care similar to what many other industrialized nations have done in recent years. Health promotion needs to be incorporated into some of their already proactive traditional therapies to discourage the heavy use of pharmaceuticals. 

Recommendations

The Model of the Canadian Health Care System has been structured around medicalization, using the basis of science as validation and guidance. Currently, there is a wide range of holistic modalities and this range continues to increase.  As the complementary practitioners emerge, and patients increase their use of these services several issues have evolved. There have been various conflicting aspects which have resulted from this increase in demand and the emergence of these traditional forms of therapies. A recommendation for the use of these differing models is to develop an integrated system where both models are complementary to each other.
PROBLEM ANALYSIS

As previously noted in the analysis of Korea and Canada, Canada’s network of health care providers is very much in a battle of alternative practices versus bio-medical practices.  The bio-medical aspect of care is greatly acknowledged and supported by the government as is demonstrated by their extensive coverage provided by their Medicare system.  The Korean health care system on the other hand, has both traditional Korean and modern Western medicines recognized by the their government and health care providers. This integrated goal of health between Western medicine and traditional Korean medicine makes Korea’s system unique when compared to the divided care that has been established between health practitioners in the Canadian model.

Issues

The issues that are present in the current Canadian health care system are related to the recognition of alternative medical professions, methods of payment for service delivery, and the federal and provincial government’s coverage of health care expenditures.

· Recognition – Although some of the more common traditional practices such as: acupuncture, chiropractic, massage therapy, naturopathy, homeopathy, osteopathy, reflexology, herbology, and forms of traditional Chinese medicine, are not regulated by a governing body, the Canadian government does not recognize them as a source of health provision.  The College of Physicians and Surgeons is the governing body of the general physicians practicing in Canada. 

· Service Payments - To ensure that a private insurance company will subsidize part of the fee-for-service of these traditional medical therapies, the patient must obtain a referral from their family doctor; thus the physician maintains the role of the gatekeeper in the health care system. Upon referral, a patient can then visit a traditional practitioner, pay the bill, and then be partly covered by an insurance reimbursement. If one does not have additional health insurance or does not have a physician’s referral, the patient would have to pay the entire cost of the visit.  Moreover, it is possible that an insurance company will not recognize the method of care provided resulting in a lack of compensation to the patient.

· Government Coverage - The majority of the traditional practices in Canada are privately operated and the service fees are paid directly by the patient on a fee-for-service basis.  This differs from the bio-medical practices where universal coverage is provided by the government. The funds derived from the tax dollars of Canadian citizens are used to finance this care.

CRITERIA

The separation of the modern Western model and the more traditional, complementary model has created a non-integrated approach to delivery of health care in Canada. The implementation of a renewed system will consist of varying criteria needed to evaluate the most appropriate delivery proposal.

· Accessibility - To maintain a low service cost for the patient, similar to or the same as the current cost of Medicare, the form of payment should not be billed to the patient. This allows access to all forms of complementary medicine at very little cost to Canadians.
· Cost Effectiveness - To ensure that the Canadian taxpayers do not increase their tax payments to cover a new form of government funding, the system must integrate these new health care methods in the existing financial structure. 
· Elimination of the Gatekeeper - To ensure an equal opportunity for all medical professionals, eliminating repetitive testing and large numbers of referrals, the gatekeeper role must be eliminated.
· Recognition of Complimentary Practices  - An official governing body to recognize the varying forms of therapy would allow an increased autonomy for the traditional medicine providers, and also regulate the industry.
ALTERNATIVES

· Integrated  Approach

An integrated approach would broaden the perspective of health care. The advantages involved include the traditional practitioners who have a philosophy of promoting the concept of living a healthy lifestyle and overall sense of well being.  This philosophy could help to decrease the incidence of disease due to health promotion and public education in the long-term, thus reducing health care spending and creating a greater self-awareness of health for the patient. An excellent advantage would be that the workload of physicians could be decreased, and waiting lines made shorter if there were other alternate practitioners available.  Also no referral would be necessary to receive monetary coverage from a private insurance company. This system could potentially decrease the amount of funds distributed by the government to Western trained physicians, as less unnecessary visits would be made to these physicians for a referral.  These decreased visits would remove the designated gatekeeper status from the physicians in the new model.  Moreover, if the alternative practices were even partially covered through Medicare, this would make the service more accessible to those who could not afford them previously.

There are several disadvantages that emerge with an integrated system approach.  Many people do not have a thorough knowledge about other forms of treatment available to them.  A mass education would be required for the entire population, including physicians to understand the broad scope of these treatments. Current physicians may feel a loss of autonomy as less visits occur for referrals, however they would still be visited for serious health concerns. The alternative practitioners must be recognized as legitimate to be accepted for funding coverage; they must have a license to practice, and must also provide subsequent education credentials of training.  

· Do Nothing
The current status of Canadians’ health is considered to be excellent. The life expectancy is higher than most other nations, the infant mortality rate is low, and there is a large amount of doctors per inhabitants. The advantages to the current model of health care are the familiarity of the service. Accessibility is also prevalent as a patient could create a large amount of health care expenditures, yet not be billed individually. The majority of Canadians have a family physician which they visit annually, or more frequently if needed. The federal and provincial governments fund the health care system through Canadian tax dollars.

The negative aspects of the current system are that the model is based on scientific research and its focus is on a curative approach. This model does not encompass a large amount of prevention, and promotion and does not consider a holistic approach to service delivery.  Some Canadians have private insurance that extends to cover health benefits, as the government covers only basic health care.  The Canadian government may recognize alternate forms of medical services such as chiropractic and massage therapy. However, most often a referral from a physician is required for insurance coverage and it is possible that the modality of service may not be covered. This system has large amounts of time and funds allocated to referrals. It is not the most cost efficient method of delivery.  
Action Plan

A recommendation would be to apply the Korean practice of an integrated approach to health care in Canada.  The term integrated infers the amount of coverage by both Medicare and private insurance for these practices. The more coverage available, the more widely used the traditional forms of medicine will be.  This coverage would lead to a more integrated health care system of both traditional medicine and scientifically proven medicine. This recommendation would occur in a six-step process, over a two-year period. 

1. Representatives from the various practices such as acupuncture, chiropractic, naturopathy, acupuncture, homeopathy, reflexology, osteopathy, herbology, traditional Chinese medicine, would meet to discuss the possibility of creating a more recognized governing body for each practice. The current existing regulatory bodies of chiropractic and acupuncture would present the methods of initial steps to developing standard practices, schooling, and credentialing.

2. The federal minister of health and cabinet would present a proposed bill to be passed through the parliament. This bill would regulate the various traditional practices, and include partial cost of service delivery. Private insurance companies will cover the remaining cost.

3. Every Canadian health insurance company will be presented with a mandate of regulating each traditional complimentary health care service. The companies will be guided to take an approach to non-referral coverage.

4. A massive integration of all traditional practitioners will be introduced to the current system, all which will provide the evidence of legitimate documents of training, skills, and education. All practitioners will have subsequent training and education to be legitimately covered by insurance companies and government funding.

5. A supplementary education will be provided to all currently practicing Western physicians about the various traditional medical practices.  This education would ensure that knowledge of the new approach would exist. This education would also take place during the medical training in Canadian medical schools.

6. A massive promotion of the non-referral, government funded and insurance covered traditional health care system, working beside the more western health care system would be required to develop a more integrated approach.

To improve upon the status of the Canadian population’s health and create a higher state of well being, the Korean practice of the delivery of an integrated approach needs to be implemented. The reasons to implement an integrated system appear to be evident in the analysis of the current Canadian system and the Korean health care system. A more integrated approach will be more accessible to all Canadians in terms of service delivery costs.  It will also be more cost effective as less time and funds are spent on a referral system; this will eliminate a gate keeper approach to health care, and will also recognize more thoroughly the traditional, complementary services that are offered in Canada.

conclusion

Canada currently has one of the best health care systems in the world.  Its government provides its citizens with universal health care regardless of age, gender, race or income status.  Canada has sought to promote health and prevent illness as these are central functions of the county’s health care system (Health Report 2001).  However, Canada has not explored the idea of alternative and complementary care as a fully integrated component of the health care system.  Canada needs to calculate the impact of this alternative source of primary care reform in order to alleviate some of the constraints that are currently being placed upon the Canadian system.  South Korea has a broad range of what Westerners refer to as ‘alternative or complementary’ health practice as well as conventional Western medical practices in place in their health care system.  This provides South Koreans with the best option of medical care for the health problems experienced.  It helps to eliminate the misuse and abuse of already strained health care systems.  The South Korean contingent of health care providers continues to evolve as they are open to accepting forms of treatment that are not traditionally consistent with their culture.  This results in a health care system that does not rely on physicians as the sole gatekeepers of health care and it is a system that is both accessible and cost-effective.  Canada needs to incorporate new methods of health care delivery into their system in the same way that South Korea has done.  By adopting South Korea’s use of traditional medical practices, Canada would be one step further in their pursuit of not only a universal bio-medical health care system, but a universal broad-range health care practice system.   
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appendix I
Milestones to Universal Health Insurance Coverage in Korea

	1976
	Insurance compulsory for firms with more than 500 employees

	1977
	Federation of Korean Medical Insurance Societies established

	1977
	Government programs for low-income individuals established (Medical aid)

	1979
	Insurance compulsory for government employees and private school teachers

	1979
	Insurance compulsory for firms with more than 300 employees

	1981
	Insurance compulsory for firms with more than 100 employees

	1981
	Societies for self-employed established

	1981
	Demonstration programs in rural areas started

	1982
	Insurance compulsory for all firms with more than 16 employees

	1988
	Insurance compulsory for everyone


(Anderson 28)
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appendix III

Summary of Korea

Korea is a country located on a peninsula, which lies adjacent to China and Japan.  The total area of the peninsula, including its islands is 222,154 square kilometers. A little less than half of this total land mass, 45%, (99, 313 square kilometers) makes up South Korea.  At the end of World War II, the peninsula was divided into a Northern zone, guarded by Soviet forces, and the Southern district, protected by the United States forces (Korean Overseas Culture and Information Services 41).  

From a 1997 census, the population of the Republic of Korea was 45.9 million (43). This number continues to increase at an annual rate of 1% (Gleave 9).   Unlike Canada’s diversity, the majority of Korea’s people are of Korean descent (9).  The dominant spoken language in the country is Korean.  ‘Han-gul’, which was invented in 1443, is generally the dominant written script.  

Over time, Korea’s traditional customs have undergone much change due to the rapid modernization of Korean society.  Confucianism is evident in all aspects of Korean life (9).  Elders and men are highly regarded within society, resulting in a hierarchical structure based on age and gender.  Therefore, women and any person who is younger is expected to behave in an obedient and respectful manner (Korean Overseas Culture and Information Services 442).  

The Korean diet consists of rice, soup, and fermented foods. Koreans are the only people in East Asia to eat rice and soup with spoons (Samsung). Their favourites include soy products, pepper paste, and kimchi - a pickled radish, traditionally served with every meal. 
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