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ABSTRACT

Korea has undergone rapid transformation, achieving significant advancements in both 
economic development and social security. Notably, the country achieved universal health 
coverage within a remarkably short period, representing a significant institutional milestone 
in healthcare. However, the healthcare system faces substantial challenges due to limited 
resources, a reliance on private healthcare providers, and a rapidly aging population which 
threatens its sustainability. Various efforts have been made to strengthen Korea’s primary 
care environment. This study aims to examine the multifaceted healthcare landscape 
surrounding primary care in Korea, analyze associated systems to identify institutional 
limitations, and propose strategies to enhance primary care in the future. Additionally, 
it seeks to raise awareness of the current state of primary care in Korea and serves as an 
example for other countries striving to improve their primary care systems. Furthermore, 
this review provides a comprehensive overview of key data sources relevant to primary 
care research in Korea, such as the National Health Insurance Service claims data and 
the Korea Health Panel Survey. It also outlines practical research methodologies—from 
epidemiological studies to policy analyses—serving as a valuable reference for both domestic 
and international scholars seeking to enhance primary care systems.
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INTRODUCTION

The global burden of chronic diseases has been continuously increasing, particularly in 
high-income countries.1 In Korea, the proportion of disease burden attributable to chronic 
diseases has been steadily rising,2 underscoring the growing significance of chronic disease 
management.3 Recent studies indicate that diabetes and low back pain account for largest 
share of disease burden among Koreans.2,4 This further emphasizes the critical importance 
of effectively managing chronic diseases.

The rapidly aging population in Korea5 raises concerns about the increasing prevalence of 
multimorbidity and the associated rise in healthcare expenditures. Korea is projected to 
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become one of the countries with the highest life expectancy.6 However, given that healthcare 
expenditures are highest among older people, managing the health and medical costs of the 
aging population is urgent.

An analysis based on data from the Health Insurance Review and Assessment Service (HIRA) 
revealed a U-shaped pattern in per capita healthcare expenditures and outpatient visits by age 
group (Fig. 1). This indicates that healthcare utilization and costs increase as health status 
deteriorates with age. Consequently, the ripple effects associated with the increasing older 
population could be significant.

Korea’s healthcare system provides high accessibility and freedom of choice in medical 
services.7 Patients can freely choose and access healthcare services, regardless of the type 
of medical institution. The healthcare delivery system is structured into two tiers: tertiary 
hospitals and other medical institutions. To establish an effective referral system, measures 
have been implemented to increase out-of-pocket costs on patients who directly access 
tertiary hospitals without visiting other medical institutions.8 However, it remains uncertain 
whether the current healthcare delivery system functions as intended,9,10 and ongoing efforts 
to seek to address these challenges.

Korea’s healthcare system operates under a single-payer model system, with health 
insurance-related responsibilities centralized within the National Health Insurance Service 
(NHIS) and the HIRA.11 Additionally, healthcare providers are primarily private entities 
operating under fee-for-service model, which incentivizes increased service volume while 
lacking effective cost-control mechanisms. This results in a skewed allocation of resources 
toward high-demand medical services,12 posing challenges in providing regionally tailored 
healthcare services.13 Moreover, the hospital-centric nature of the system exacerbates 
regional disparities in health outcomes.14,15

In this context, the Essential Healthcare Policy Package16 was announced, and the Presidential 
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Fig. 1. Trends in healthcare utilization by age group. (A) Per capita healthcare benefits expenditure by age group for national health insurance beneficiaries. 
(B) Per capita number of  total number of hospitalizations and outpatient visits at medical institutions, excluding pharmacy visits by age group for national health 
insurance beneficiaries.



Commission for Healthcare Reform was established in February 2024.17 These developments 
indicate significant policy changes aimed at innovating essential healthcare services. Notably, 
the introduction of this policy package has sparked debates over physician workforce 
expansion, culminating in medical resident strikes.18,19 The policy package consists of four 
key components: increasing the number of healthcare professionals, strengthening local 
healthcare, establishing a safety net for medical malpractice, and enhancing fairness in the 
compensation system.16

Among these components, initiatives related to primary care are primarily embedded within 
the local healthcare strengthening measures. These include transitioning toward a function- 
and demand-driven healthcare delivery system, with primary clinics playing a central role. 
The reforms emphasize establishing foundational primary care functions centered on 
preventive and integrated health management while fostering multidisciplinary collaboration 
among clinics. Additionally, they incorporate pilot programs and institutionalization of 
performance-based primary care models. Amid these rapid transformations in Korea’s 
healthcare landscape, long-standing challenges in primary care are being actively addressed.

Several prior studies have examined Korea’s primary care system and assessed its impact. 
However, many evaluations have focused on individual programs effectiveness, limiting a 
comprehensive understanding of the broader primary care framework. While descriptive 
studies exist, most are government-led and published in Korean, restricting their accessibility 
to international audience.

Korea’s unique healthcare system, characterized by the rapid achievement of universal health 
coverage and a private-sector-dominated provider network, shares similarities with nations 
seeking to implement universal coverage within predominantly private healthcare structures. 
Thus, Korea’s primary care strengthening strategies may serve as valuable models for other 
countries. This study, conducted in English, aimed to address the need for a comprehensive 
analysis of Korea’s primary care system and contribute to the global exchange of knowledge 
on primary care reform.

In this context, this study provides an overview of Korea’s current primary care system and 
ongoing reform efforts. Additionally, it identifies components tailored to Korea’s unique 
healthcare landscape, supporting strategies for primary care enhancement. This study also 
presents key data sources and research methodologies that future studies can leverage to 
advance evidence-based primary healthcare. Through this approach, we demonstrate how 
research-based evidence can contribute to the improvement of primary healthcare policies 
and systems and generate meaningful insights on system reform.

METHODS

To conduct a comprehensive review of Korea’s primary healthcare system, this study 
primarily examined grey literature, including reports and announcements from key 
institutions responsible for Korean healthcare policies such as the Ministry of Health and 
Welfare (MOHW), the HIRA, the NHIS, and the Korea Disease Control and Prevention 
Agency (KDCA). Additionally, scholarly articles written in Korean that pertain to Korea’s 
primary healthcare system were also reviewed. Relevant sources were identified using Google 
and Google Scholar.

3/20

Primary Care in Korea: Present and Future

https://doi.org/10.3346/jkms.2025.40.e109https://jkms.org



RESULTS

Past and present of healthcare and primary care in Korea
Korea is one of the few countries that has successfully transitioned from economic hardship 
to rapid economic development.20 However, as Korea has ascended to the ranks of developed 
nations, life expectancy has increased, and the pace of population aging has accelerated 
sharply. By the end of 2024, the proportion of older adults exceeded 20% of the total 
population, marking Korea’s entry into a super-aged society. Consequently, the burden of 
chronic diseases has been steadily rising over time. Chronic conditions such as diabetes 
and low back pain now account for a significantly larger share of the overall disease burden 
compared to the past, reinforcing the ongoing call for strengthening primary healthcare to 
effectively manage these conditions.

In terms of social security, Korea has transitioned from a multi-payer to a unified single-payer 
system.21 However, due to limited financial resources, collaboration with private healthcare 
providers has been necessary, compensating them through a fee-for-service model.22 This 
system has resulted in low contributions rates and limited benefits,12 leading to relatively 
lower healthcare expenditures as a percentage of gross domestic product (GDP) compared 
to other Organization for Economic Co-operation and Development (OECD) countries. 
Nevertheless, healthcare expenditures have risen sharply, and Korea’s healthcare spending as 
a percentage of GDP has now surpassed the OECD average.23

Two primary OECD indicators are commonly used to evaluate Korean primary care: 
hospitalization rates due to diabetes24,25 and the annual number of outpatient visits per 
capita. These indicators reflect the outcomes of diabetes management, a condition primarily 
addressed in primary care, and the extent of accessibility and patient autonomy in healthcare 
utilization, respectively.23 Based on these measures, it is often argued that despite high 
healthcare utilization, the outcomes are suboptimal. Furthermore, Korea has the highest 
number of outpatient visits per physician among OECD countries, raising concerns about 
whether sufficient consultation time is provided during outpatient care.23

Primary care is often characterized by key attributes such as comprehensiveness, 
coordination, continuity, and first-contact accessibility.26,27 However, based on 
internationally-recognized core indicators, identifying strong primary care functions and 
their associated outcomes within the current Korean healthcare system is challenging.

In Korea, primary care is predominantly provided by independent clinics operated by 
specialists.28 These clinics often lack effective mechanisms for care coordination and patient 
information sharing, making integrated healthcare service delivery difficult. Consequently, 
ensuring comprehensive, continuous, and well-coordinated primary care services remains 
challenging.

Several studies have been conducted to identify practical healthcare providers capable of 
delivering primary care in the current healthcare setting.29-31 These studies found that among 
the various clinics distributed across Korea, internal medicine and family medicine practices 
predominantly fulfill primary care functions.

Korea’s primary healthcare reimbursement system primarily operates under a fee-for-
service model, which covers over 90% of the medical care costs.32 This structure is deeply 
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entrenched and is unlikely to change without broad societal consensus developed over an 
extended period. As noted in previous studies, the fee-for-service model conflicts with 
the core attributes of primary care, which emphasize integrated and continuous patient 
management. This payment system also complicates collaboration with other healthcare 
institutions.33 Additionally, because reimbursement is directly tied to service volume, it 
encourages frequent patient visits to healthcare institutions34 while lacking incentives for 
health promotion and preventive care.

Under this payment system, the provision of patient-centered, integrated healthcare 
services remains difficult. In particular, the incentive to increase service volume due to low 
reimbursement rates12 presents a complex issue that cannot be easily resolved. Moreover, 
the availability of resources for primary care varies significantly across regions.35 Therefore, 
efforts to improve the overall primary care infrastructure must consider the entrenched 
characteristics of Korea’s healthcare landscape along with regional disparities.

Additionally, due to low reimbursement rates, out-of-pocket expenses for patients remain 
high, leading to the widespread use of private health insurance. However, the coverage 
provided by private insurance has contributed to moral hazard. Since patients perceive lower 
financial burdens, the cost barrier to excessive healthcare utilization is significantly reduced, 
increasing the likelihood of unnecessary medical services. As a result, certain procedures 
have been oversupplied in some areas, while primary care services in high-demand sectors 
have benefited from a favorable environment. This has not only led to regional disparities 
but also highlighted the need for better coordination within primary care to ensure 
comprehensive medical services across different healthcare sectors.

Trends in Korea’s primary care policy
Efforts related to primary care in Korea have been ongoing for several years. Before the 2000s, 
universities played a central role in conducting research and implementing community health 
initiatives. In the 2000s, with the emergence of the importance of chronic disease management, 
the MOHW began leading policies related to chronic diseases and primary care.36

The Community-Based Hypertension and Diabetes Control Program, initiated in 2007, 
is a representative primary care policy in Korea.37 As of 2024, 19 local governments have 
participated in this initiative. Managed by the Department of Chronic Disease Prevention 
and Control at the KDCA, the program targets patients aged 30 and older with hypertension 
and diabetes. Under this program, clinics register and manage patients with diabetes and 
hypertension, education centers provide counseling and reminder services, and public health 
centers reimburse medical and prescription costs.38

In 2012, the Clinic-Based Chronic Disease Management Program was introduced to support 
outpatients with hypertension and diabetes who sought continuous management at primary 
care clinics. This initiative, overseen by the Bureau of Health Policy at the MOHW, primarily 
focuses on financial support for clinics and reducing patient out-of-pocket expenses. 
Specifically, patients typically pay 30% of their medical costs at primary care clinics; however, 
for program participants, the copayment is reduced to 20%.39 As of 2024, the program 
remains active.

Subsequently, the Community-Based Primary Care Pilot Project was launched in 2014, 
focusing on comprehensive patient evaluations and the development of personalized 
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care plans.40 Notably, this model addressed the unique challenges in Korea, where direct 
education and counseling at medical institutions are often difficult to implement. To this 
end, Health Partnership Centers were established to provide a referral-based model for 
education and counseling.41

Following this, the Chronic Disease Fee Pilot Project was introduced in 2016 to incorporate 
remote management services into the ongoing monitoring and counseling of patients with 
chronic diseases in primary care. The program showed no correlation between prescription 
adherence and socioeconomic status, which was observed in non-participating groups.42 
However, the program faced limitations due to a high dropout rate among participants. Both 
pilot projects focused on patients with hypertension and diabetes.40

In 2019, the Community-Based Primary Care Pilot Project and Chronic Disease Fee Pilot 
Project were integrated into the Primary Health Care Chronic Diseases Management Pilot 
Program.36 Similar to its predecessors, this program was designed primarily for patients 
with hypertension and diabetes.43 It combines patient management services from the former 
Community-Based Primary Care Pilot Project with remote monitoring services from the 
Chronic Disease Fee Pilot Project to offer comprehensive care. To enhance patient education 
and counseling, two approaches were implemented: employing care coordinators at clinics 
to provide education and counseling services to patients, and having physicians deliver these 
services directly without care coordinators.43 Previous studies have reported the effectiveness 
of this program in managing hypertension and diabetes.43,44 By 2024, the program had 
transitioned from a pilot initiative to a full-scale nationally-implemented program.

Regarding the function of first-contact care, home-based healthcare services can be considered 
part of primary care.45-47 Therefore, efforts to strengthen primary care should also consider 
its role in home-based care. In Korea, existing home-based healthcare policies can be broadly 
categorized into two types: disease-centered and population-centered programs.

Disease-centered home healthcare programs currently target patients with conditions 
such as peritoneal dialysis, type 1 diabetes, home ventilation, heart disease, rehabilitation, 
tuberculosis, cancer, and severe pediatric illnesses.48-55 Other home-based healthcare 
initiatives include the Primary Care Home Visit Fee Pilot Project, Long-Term Care Home-Based 
Healthcare Pilot Project, Disability Health Family Doctor Pilot Project, and Home Hospice and 
Palliative Care Pilot Project.56-59 While various home healthcare programs are currently being 
implemented, they remain fragmented and lack sufficient coordination across services within 
regional frameworks, highlighting a significant limitation of the current system.

Despite previous policy efforts to strengthen primary care attributes, significant limitations 
persist. One major issue is that the payment models for primary care pilot projects still 
rely on the traditional fee-for-service system.60 This approach does not align primary care 
compensation with performance, as reimbursement remains based on service volume rather 
than patient outcomes.

Although existing primary care initiatives have demonstrated clinically positive outcomes, 
their cost-effectiveness remains uncertain. Similar concerns have been observed 
internationally,61 where future investment feasibility is questioned due to resource 
constraints. In other words, while the effectiveness of primary care is well-established,62-64 
its cost-effectiveness from a policymaker’s perspective remains debatable.
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Most policies related to primary care focus on the management and treatment of diabetes and 
hypertension. Furthermore, there is a lack of effective coordination among stakeholders involved 
in these initiatives,65 resulting in a fragmented structure and indicating that these policies failed 
to establish an integrated framework during both the design and implementation phases.

In addition to the central government-led policies, various initiatives by other stakeholders also 
provide primary care. Notable examples include the Health and Social Welfare Cooperative 
(HSWC) and the NHIS’s Region-Based, Patient-Centered Primary Care Pilot Project.66 Both 
initiatives encompass a wide range of primary care functions, including multidisciplinary care, 
integration with community-based care, and home healthcare programs.66,67

The two aforementioned primary care innovation initiatives continue to transform primary 
care in Korea through distinct approaches. The HSWC operates on a group practice-based 
model, strengthening connections between home healthcare, caregiving, and community 
resources.66 Notably, these cooperatives are member-funded, fostering active participation 
among resident.

In contrast, the NHIS Region-Based, Patient-Centered Primary Care Pilot Project is tailored 
to the diverse primary care clinic models, focusing on hospital integration and strengthened 
collaboration between hospitals and clinics. This model enables primary care development 
centers within hospitals to provide support aligned with the core functions of primary care, 
customized to the specific characteristics of different types of clinics.

Both initiatives have driven significant changes in Korea's primary care system through 
various operational models. However, these approaches have certain limitations. In the case of 
HSWC, the lack of a standardized service delivery model results in variations in the scope and 
nature of healthcare services provided across cooperatives and regions. Similarly, the Region-
Based, Patient-Centered Primary Care Pilot Project is constrained by the limited number of 
participating regions and clinics, posing challenges for nationwide scalability and expansion.

Primary care functions that suit the Korean context
Primary care encompasses a wide range of functions, making its full implementation 
challenging. Therefore, policies aimed at strengthening primary care require not only short-
term interventions but also long-term developmental strategies that progress in stages.68 To 
define these developmental stages, assessing how the current policies in Korea address the 
various primary care functions is essential.

Coordination is a key function of primary care, and in the case of Korea’s complex 
healthcare challenges, it requires long-term solutions. This is because the current healthcare 
system, characterized by high patient accessibility and autonomy, makes it difficult to 
restrict patients’ choice of healthcare providers. Additionally, the lack of effective patient 
information-sharing system hinders the ability to coordinate care based on comprehensive 
data for individual patients.69

By considering continuity, comprehensiveness, and first-contact accessibility as one axis 
and addressing critical issues in Korea’s healthcare system—such as coordination between 
medical institutions70 and payment systems60—existing policies and gaps can be identified. 
Fig. 2 illustrates that while each element has corresponding individual policies, there is a lack 
of integrated policies that comprehensively address these components.
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Currently, Korea’s healthcare policies aim to strengthen primary care while addressing 
the inherent limitations of the national healthcare system through a variety of initiatives. 
Notably, to facilitate smoother patient referrals and transfers among healthcare institutions 
in a competitive environment, the country is implementing a pilot program for a referral 
and transfer system among collaborative institutions. This program establishes a vertical 
coordination network between tertiary hospitals, general hospitals, and smaller facilities 
using an electronic system. Managed by the HIRA, this initiative allows for electronic patient 
referrals and transfers, medical information sharing, and imaging data exchange, with 
participating institutions receiving additional compensation.

Additionally, policies offering performance-based financial incentives to healthcare 
institutions have been introduced. Examples include the Medical Quality Assessment 
Support Fund, established to address financial gaps following the elimination of certain 
non-reimbursed services, such as selective treatment fees, and policies evaluating the 
appropriateness of inpatient stays and outpatient services. The MOHW and HIRA are 
leading efforts to enhance inter-institutional networks and develop performance-based 
payment systems.

The previous model shows that policies addressing continuity, comprehensiveness, and first-
contact accessibility are somewhat established. However, there is a notable absence of primary 
care policies that effectively address Korea’s unique healthcare context. Bridging this policy gap 
should be a priority when developing realistic strategies to strengthen primary care.

To address the policy gap, the first priority should be to enhance coordination both among 
clinics and between clinics and hospitals. Once these connections are established, it will be 
necessary to define performance metrics and explore methods to integrate them into payment 
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systems. Given the current environment where most clinics are operated independently by 
specialists, promoting referrals and transfers among clinics could be a practical approach to 
improving inter-clinic coordination. In primary care, key areas of focus include metabolic 
disorders, musculoskeletal conditions, and mental health issues. However, in Korea, very 
few clinics are equipped to comprehensively address these conditions. Thus, fostering an 
environment in which clinics can refer patients to one another would enable the provision of 
more holistic care.

Additionally, enhancing vertical coordination between primary care clinics and tertiary or 
general hospitals must be prioritized. Under Korea’s current healthcare system, medical 
institutions receive payment per service provided, which incentivizes hospitals to retain 
patients rather than refer them to other institutions. This fee-for-service model allows 
patient autonomy in healthcare utilization, often overriding the guidance of medical 
professionals and reinforcing competition between healthcare providers, including primary 
care clinics and tertiary hospitals. To address these challenges, a vertical care coordination 
program could be developed to manage specific patient groups. This program would focus on 
patients who have recovered patients or completed acute care but require ongoing follow-up. 
Local primary care clinics could take responsibility for providing continuous care to these 
patients, while ensuring that medical information is shared with other institutions involved 
in their treatment.

To embed performance-based payment systems into primary care, it is crucial to first define 
performance indicators. For policymakers, demonstrating the cost-effectiveness of a system 
is essential to establish the rationale and momentum for its implementation, making 
the development of performance indicators a top priority. Performance indicators can be 
categorized into three main types: clinical outcome-based indicators, cost-based indicators, 
and utilization-based indicators. When designing performance metrics, one approach is to 
develop a comprehensive indicator set encompassing all three elements, similar to the United 
Kingdom’s Quality and Outcomes Framework. Alternatively, a simplified approach focusing 
on a single component could be considered. However, it is essential to recognize that most 
clinics in Korea operate as private entities. Therefore, identifying performance measures that 
encourage the participation of private clinics while minimizing administrative and financial 
burdens on physicians is critical.

Finally, after establishing coordination mechanisms between healthcare institutions and 
implementing a performance-based payment system at the coordination level, it will be 
necessary to diversify patient engagement strategies by integrating home healthcare and 
long-term care. Additionally, these expanded engagement methods should be linked to 
performance-driven payment systems. Diversifying patient engagement strategies holds 
intrinsic value in strengthening primary care functions. However, expanding patient 
engagement alone does not necessarily improve patient outcomes. For instance, in the 
case of home healthcare, collaboration with social welfare services is critical to ensuring 
comprehensive care delivery. Therefore, incorporating performance-based metrics into 
diversified patient engagement strategies is essential to enhance the quality of primary care 
delivered through these various approaches.

Until now, primary care policies in Korea have been largely focused on medical services, 
while the long-term care system has been centered on care management, resulting in 
a bifurcated structure. However, as various primary care-related policies have evolved, 
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care management-related systems have also developed alongside them. Moving forward, 
an integrated approach that connects primary care with long-term care and caregiving 
services is essential. Strengthening the organic link between these systems will ensure a 
more cohesive and comprehensive healthcare framework. By prioritizing these steps, Korea 
can develop a more integrated and sustainable primary care system tailored to its unique 
healthcare environment.

Research activities needed to strengthen primary care in Korea
In addition to designing policies to enhance primary care, it is equally important to generate 
empirical evidence that validates the effectiveness of these policies and to evaluate their 
impact upon implementation. To achieve this, it is essential to actively conduct research 
using various datasets that reflect the Korean healthcare context. For instance, studies could 
examine the effects of strengthening primary care on patient outcomes and the efficiency of 
health insurance financing, comparing these to the current healthcare system in Korea. Given 
the broad scope of primary care, conducting in-depth research on specific issues will help 
accumulate evidence and contribute to the development of a more robust and comprehensive 
primary care system.

Korea has a variety of unique data sources, ranging from nationwide claims data derived 
from the single-payer national health insurance system to health-related sample datasets 
consistently generated by research and government institutions. To design primary care 
strategies tailored to Korea and enhance system efficiency, it is essential to leverage the 
distinct characteristics of each dataset and apply appropriate research methodologies. Table 1 
outlines the data-producing institutions, dataset descriptions, and potential applications.
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Table 1. Available data for primary care and summary descriptions
Data producing 
agency

Name of data 
source

Strengths and limitations Sample size Key available variables Application of 
primary care 

research
Korea Institute 
for Health and 
Social Affairs

Korea Health 
Panel Survey

• Strengths 5,000 to 7,000 
households, 

17,000 
to 20,000 
household 
members

• Household information: income, assets, 
housing type, healthcare-related 
expenditures

• Private health insurance information: 
insurance type, coverage details, 
claims, and receipt status

• Healthcare utilization information: 
chronic disease data, inpatient and 
outpatient care, medication use, usual 
source of care, emergency medical 
services, and unmet healthcare needs

• Health behavior information: alcohol 
consumption, smoking, and physical 
activity

• Healthcare 
utilization and 
costs based on 
the presence of 
a usual source 
of care

- A nationally representative panel dataset 
enabling diverse statistical analyses.

- Includes information on out-of-pocket 
medical expenses, addressing the limitations 
of claims data.

- Offers a wide range of healthcare utilization 
variables, allowing for multifaceted analyses 
related to medical use.

• Limitations
- Since the second phase of data collection 

began in 2019, there is a limitation in the 
availability of data for panel analysis using 
second-phase data.

Medical 
service 

experience 
survey

• Strengths 14,910 
individuals

• Sociodemographic information of 
respondents: gender, age, education 
level, region, income

• Experience by type of healthcare service 
(inpatient, outpatient, nursing care, 
health check-ups): satisfaction, waiting 
time, etc.

• Development 
of primary care 
performance 
evaluation 
using patient 
satisfaction with 
clinics

- Nationally representative due to sample 
design based on census data.

- Surveys patient satisfaction, which is difficult 
to capture through administrative data.

- Enables patient-centered statistical analyses, 
such as those on patient experiences and 
responsiveness.

• Limitations
- Data is limited to single-year snapshots, 

making time-series or panel analyses 
infeasible.

- Integration with other data sources is 
challenging.

(continued to the next page)
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(continued to the next page)

Data producing 
agency

Name of data 
source

Strengths and limitations Sample size Key available variables Application of 
primary care 

research
National 
survey of 

people with 
disabilities

• Strengths 6,549 individuals 
based on 2017 

data

• Household information: household type, 
income, and expenditures

• Disability information: type of disability, 
onset timing and age, diagnosis

• Health information: chronic conditions, 
treatment details

• Daily life information: activities of 
daily living, use of assistive devices, 
additional costs due to disability

• Education and social activity 
information: educational attainment, 
current education status, employment 
status, social and leisure activities, 
experiences of violence and 
discrimination

• Identifying the 
medical and 
care needs 
of vulnerable 
populations with 
disabilities

- Applied two-stage cluster sampling to 
the population of registered persons with 
disabilities under the Ministry of Health and 
Welfare.

- Stratified sampling based on disability type 
and severity, enabling the extraction of 
registered individuals with disabilities.

- Allows for analyses of life and health 
conditions based on disability type.

• Establishing 
evidence for 
customized 
primary care 
systems by 
disability type

• Limitations
- Single-year data prevents time-series or 

panel analyses.
- Integration with other data sources is 

challenging.
National 
survey of 

older Koreans

• Strengths 10,078 
individuals

• Household information: relationship to 
respondent, income, assets, liabilities

• Health status: presence of chronic 
diseases, cognitive function, treatment 
status, health behaviors

• Ability to perform daily activities: ADL, 
IADL, type of long-term care

• Daily life aspects: social activities 
(religion, social gatherings, 
employment, etc.), time spent using 
electronic devices, thoughts about 
death

• Developing 
evidence for 
customized 
primary care 
systems 
based on the 
socioeconomic 
status of older 
adults

- Represents elderly individuals aged 65 
and older residing in general households 
nationwide.

- Provides more detailed insights into the 
health and lives of the elderly compared to 
other data sources.

- Enables analysis of palliative care and life-
sustaining treatment through data related to 
perceptions of death.

• Limitations
- Data is limited to single-year snapshots, 

making time-series or panel analyses 
infeasible.

- Integration with other data sources is 
challenging.

Korea Disease 
Control and 
Prevention 
Agency

National 
Health and 
Nutrition 

Examination 
Survey

• Strengths 6,929 individuals • Health information: diagnosed 
conditions identified through health 
examinations

• Health-related information: health 
behaviors, healthcare utilization, mental 
health, vaccinations, and health check-
ups

• Nutrition information: nutrient intake 
status, dietary habits, etc.

• Defining the role 
of primary care 
through analysis 
of healthcare 
utilization and its 
association with 
health behaviors 
and lifestyles

- A nationally representative sample dataset 
focused on health and nutrition at the 
national level.

- Enables analysis of nationwide health status 
and health behaviors.

- Offers more in-depth coverage of health 
promotion topics compared to other data 
sources.

• Limitations
- Single-year data is not suitable for 

comparative analyses between communities.
Community 

Health Survey
• Strengths 231,752 

individuals
• Health behavior information: smoking, 

alcohol consumption, physical activity, 
dietary habits

• Health-related information: vaccination 
status, information on high fever, 
diabetes-related data, mental health 
details, oral health information

• Healthcare utilization and quality of life: 
unmet healthcare needs and reasons, 
subjective health perception, EQ-5D 
index

• Comparative 
analysis of health 
behaviors, 
health status, 
and healthcare 
utilization 
across regional 
primary care 
environments

- A nationally representative sample dataset 
with a focus on community health.

- Stratified sample design based on community 
units, allowing for health information analysis 
at the regional level.

- Enables health-related analyses at the 
community level, facilitating comparisons 
across regions.

• Limitations
- Single-year data prevents time-series or 

panel analyses.
- Annual variations in survey items result in some 

variables being inconsistent across years.

Table 1. (Continued) Available data for primary care and summary descriptions
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Data producing 
agency

Name of data 
source

Strengths and limitations Sample size Key available variables Application of 
primary care 

research
Statistics Korea Cause-

of-death 
statistics

• Strengths Population data • Sociodemographic characteristics of the 
deceased: education, region, marital 
status, occupation, place of death

• Cause of death: aggregated in 
tabular format according to the 
recommendations of the World Health 
Organization International Classification 
of Diseases

• Measuring 
premature 
mortality due to 
chronic diseases 
and their 
complications 
to highlight 
the need for 
strengthening 
primary care

- Enables identification of nationwide death 
cases and causes based on submitted death 
certificates.

- Allows for analyses that simultaneously 
consider causes of death and the 
sociodemographic characteristics of the 
deceased.

- Actively facilitates data sharing and 
integration with various other data sources.

• Limitations
- Includes distributions of data not directly 

attributable as causes of death, such as frailty.
National Health 
Insurance 
Service

National 
Health 

Insurance 
Service-
Sample 

Cohort Data

• Strengths About 1,000,000 
individuals

• Eligibility and premium information for 
health insurance beneficiaries: coverage 
type, premium decile, disability 
information

• Birth and death information: birth 
details and causes of death

• Medical service information: claim 
details (medical costs, days of 
hospitalization/outpatient care, primary 
and secondary diagnoses), treatment 
details (procedures, medical materials, 
prescriptions), diagnosis records, 
prescription details (medication 
information, dosage, ingredient codes)

• Health check-up information: past 
medical history, family history, health 
behaviors, clinical metrics such as 
cholesterol and blood glucose levels

• Research on 
healthcare 
utilization 
patterns and 
the continuous 
monitoring of 
primary care 
outcomes

- Stratified sampling based on sex, age, region, 
health insurance enrollment type, and 
insurance premium quintile.

- A cohort dataset representative of the 
entire population as of 2006, allowing for 
longitudinal analyses.

- Provides integrated data on causes of death, 
health check-up records, and long-term care, 
enabling comprehensive analyses.

• Limitations • Healthcare institution information: type 
of institution, number of doctors, number 
of nurses, number of hospital beds

• Long-term care information: 
classification of long-term care 
recipients, long-term care assessments, 
actions taken, claim details, and 
information about long-term care 
institutions

- Masking of sensitive disease and procedure 
codes prevents analysis of certain conditions 
and treatment details.

- Conditions such as mental and behavioral 
disorders or breast cancer are masked, 
limiting analysis capabilities.

Customized 
data based 
on national 
claims data

• Strengths The number 
of study 

participants can 
be customize 

based on 
nationwide 

health insurance 
claims bigdata 
through their 

research design

• More specific variables than sample 
cohort data are provided

• Assessing 
the clinical 
effectiveness 
of primary care 
providers using 
operational 
definitions of 
specific diseases

- Enables integration of data related to health 
insurance enrollees with mortality statistics 
and health check-up records.

- Researchers can customize analyses to suit 
their study topics using claims data, medical 
records, and examination data from the 
National Health Insurance Service.

• Limitations
- As administrative data primarily serves billing 

purposes, it lacks clinical information and 
measures of patient severity.

Table 1. (Continued) Available data for primary care and summary descriptions

(continued to the next page)
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Korea’s healthcare system revolves around the NHIS and the HIRA, which oversee insurance 
coverage and claims processing. The resulting claims data is consolidated into the health 
insurance database, providing a valuable resource for conducting various studies related 
to primary care. While NHIS and HIRA offer similarly structured customized datasets, 
it is important to recognize that their sample datasets differ due to distinct stratification 
and sampling methodologies. NHIS sample data is based on the eligibility information of 
health insurance subscribers, representing a nationwide sample of the Korean population. 
In contrast, HIRA sample data focuses on patient-based sampling. Given these differences, 
NHIS sample data is more suitable for studies on healthcare expenditure trends in primary 
care, whereas HIRA sample data is better suited for analyzing prescription patterns and 
patient outcomes.

However, the data provided by NHIS and HIRA is based on claims information, which means 
it lacks details on non-covered medical services and private health insurance utilization. 
To address this limitation, the Korea Health Panel Survey, offered by the Korea Institute 
for Health and Social Affairs, serves as a complementary resource. The Korea Health Panel 
Survey collects panel data on individual healthcare utilization, covering a broader range of 
topics beyond claims data, including private health insurance enrollment, the presence of a 
usual source of care, and out-of-pocket healthcare expenditures.

Data sources from Statistics Korea and the KDCA provide insights into regional health 
indicators and healthcare accessibility. For example, Statistics Korea’s Cause of Death 
Statistics identifies causes of death based on death certificates and includes information 
on the deceased’s region, gender, education level, and occupation. This allows for 
assessing premature mortality burden across various demographic and regional factors. 

Table 1. (Continued) Available data for primary care and summary descriptions
Data producing 
agency

Name of data 
source

Strengths and limitations Sample size Key available variables Application of 
primary care 

research
Health 
Insurance 
Review & 
Assessment 
Service

Health 
Insurance 
Review & 

Assessment 
Service-
National 
Patients 

Sample data

• Strengths About 700,000 
to 1,000,000 

individuals

• Medical service information: claim 
details (medical costs, days of 
hospitalization/outpatient care, primary 
and secondary diagnoses), treatment 
details (procedures, medical materials, 
prescription information), diagnosis 
records

• Outpatient prescription information: 
medication details, dosage, drug 
ingredient codes, Anatomical 
Therapeutic Chemical codes

• Healthcare institution information: type 
and details of medical institutions

• Analyzing 
prescribing 
patterns of 
primary care 
providers for 
specific patient 
groups

- Stratified systematic sampling on an annual 
basis by gender and age groups using patient-
specific sample data.

- Divided into datasets for inpatients, the 
elderly, and pediatric patients, enabling 
analyses tailored to specific patient 
characteristics.

• Limitations
- Single-year patient sample data makes time-

series or panel analyses infeasible.
- As administrative data is primarily for 

billing purposes, it lacks clinical details and 
measures of patient severity.

Customized 
data based 
on national 
claims data

• Strengths The number 
of study 

participants can 
be customize 

based on 
nationwide 

health insurance 
claims bigdata 
through their 

research design

• More specific variables than national 
patients sample data are provided

• Understanding 
prescription 
patterns in 
primary care 
institutions using 
operational 
definitions of 
specific diseases

- Allows precise selection of study subjects by 
considering prescribed medications.

- Researchers can customize analyses using 
health insurance claims data, medical 
records, and examination data tailored to 
their research topics.

• Limitations
- As administrative data is primarily for 

billing purposes, it lacks clinical details and 
measures of patient severity.

ADL = Activities of Daily Living, IADL = Instrumental Activities of Daily Living, EQ-5D = European Quality of Life 5 Dimensions.



Currently, multiple datasets are being linked with the Cause of Death Statistics, enabling 
multidimensional studies. While this dataset can be used independently for research, 
integrating it with other linked data facilitates more comprehensive studies.

KDCA data sources applicable to primary care include the National Health and Nutrition 
Examination Survey and the Community Health Survey. Both datasets provide health 
indicators at the national and regional levels. In particular, the Community Health Survey is 
useful for analyzing healthcare accessibility trends at the community level. However, as the 
purpose of data collection and sampling methods differ between the two sources, researchers 
must carefully select the dataset that aligns with their specific unit of analysis to ensure 
appropriate and accurate study outcomes.

Even when using the same dataset, employing different methodologies can lead to results 
with distinct implications. In other words, while leveraging diverse datasets is crucial, 
applying appropriate research methodologies tailored to the study topic is equally important 
to draw accurate conclusions. The datasets described in Table 1 are primarily suitable for 
epidemiological studies. For instance, NHIS sample data or customized datasets can be 
used to design retrospective cohort studies. Additionally, propensity score matching can be 
employed to conduct case-control studies. However, when utilizing these methodologies, it is 
important to focus on causal inference rather than merely association detection. This requires 
careful selection of variables during the research model design phase. Alternatively, advanced 
methodologies such as doubly robust estimation, which combines propensity score matching 
with outcome regression, or target trial emulation can be applied to enhance causal validity.

With the rapid advancement of computing technologies and the emergence of big data 
analytics, artificial intelligence (AI) is driving significant progress across various fields, 
including healthcare. Korea, where nearly all citizens are enrolled in the national health 
insurance system, offers an ideal environment for leveraging AI. The country’s extensive 
healthcare big data includes demographic characteristics, medical treatments, and disease 
records. By utilizing health insurance big data and AI algorithms, predictive models for 
disease occurrence and chronic disease complications can be developed to classify patients 
into risk groups. This approach enables the implementation of personalized care strategies 
and alternative payment models.

Furthermore, studying the impact of strengthening primary care on healthcare utilization 
patterns and the resulting economic implications can provide valuable policy insights. In the 
context of Korea’s healthcare system, enhancing care coordination functions within primary 
care can drive more efficient resource allocation, ensuring the sustainability of the national 
health insurance system. By assessing the effects of primary care policy interventions and 
evaluating existing policies, evidence can be gathered to guide future healthcare reforms. 
Such efforts will enable data-driven modifications to the healthcare system, optimizing the 
impact of primary care enhancement initiatives.

Since the development of primary care must consider the sociocultural characteristics 
of a society, it is essential to conduct qualitative research alongside quantitative studies. 
Qualitative studies offer the advantage of examining phenomena from multiple perspectives 
and providing in-depth insights into specific issues.71 Using this approach, focus group 
interviews can be conducted with various groups to design tailored systems for vulnerable 
populations or explore strategies to improve patient satisfaction. Given that stakeholders 
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in primary care span multiple sectors—such as central and local governments, healthcare, 
caregiving, and health promotion—the Delphi method can be employed to identify 
consensus among experts and stakeholders, contributing to the advancement of the system. 
Moreover, by integrating quantitative and qualitative approaches through mixed-methods 
research, the limitations of each methodology can be addressed, enabling the development of 
comprehensive plans to strengthen primary care in a holistic manner.

The future direction for primary care in Korea
In summary, Korea’s primary care system faces challenges due to its reliance on private 
healthcare providers, low reimbursement rates, the fee-for-service payment model, and 
the absence of a well-structured healthcare delivery system. As a result, comprehensive and 
coordinated primary care centered on patients is not adequately provided. A significant issue 
is the shortage of specialized physicians who can offer comprehensive, patient-centered 
consultations and care. Moreover, the healthcare system has historically been structured 
around tertiary hospitals, resulting in insufficient central government support for primary 
care. Additionally, demographic challenges such as the transition to a super-aged society 
and a declining working-age population further exacerbate the situation. Rapid economic 
development, particularly in metropolitan areas, has led to instability in regional healthcare 
systems, with communities struggling to efficiently allocate and utilize available resources.

Addressing these challenges requires a thorough assessment of the limitations within Korea’s 
current primary care system and determine the functions of primary care that are suitable 
for the country’s unique context. Based on these functions and experiences from various 
primary care innovation initiatives currently underway, refined policies must be developed to 
strengthen primary care.

In addition to strategies focused on enhancing primary care functions tailored to Korea’s 
needs, it is also essential to establish mid- to long-term development plans that take a 
forward-looking perspective to ensure the sustainability of primary care. This requires 
refining short- to mid-term policies while solidifying coordination systems between 
clinics and hospitals. The need to share medical information in a patient-centered manner 
is central to this effort. Integrating patient information into a centralized system would 
enable coordinated care and facilitate polypharmacy management. However, the method of 
information sharing and the entity responsible for managing it will require broader societal 
consensus. Given the sensitivity of personal medical data, discussions regarding the scope 
of information sharing, data storage protocols, and governance structures must be guided by 
thorough legal review and patient-centered considerations.

If societal consensus on information sharing can be established, along with the necessary 
foundational infrastructure, it will become possible to utilize individual medical records 
within a fee-for-performance system. Under such conditions, a fee-for-performance system 
that reduces the administrative burden on healthcare providers could be developed, either 
through direct data input by patients or providers, or through automated data transmission 
systems. This system could serve not only as an effective payment mechanism, but also play a 
crucial role in strengthening coordination within primary healthcare.

Aligning the coordination systems between healthcare institutions under a unified 
incentive framework, particularly an economic one, is essential. In other words, the current 
competitive relationships between medical institutions must transition toward a model 
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of mutual cooperation. This can be achieved by reinforcing the horizontal coordination 
among clinics and vertical coordination between clinics and hospitals. However, to unify the 
coordination system under economic incentives, transitioning from the traditional fee-for-
service model to a performance-linked payment system is necessary.

The above-mentioned elements represent long-term structural improvements for 
strengthening primary care. From a long-term perspective, along with systemic growth, 
the development of healthcare resources, particularly human resources, must be supported 
to effectively enhance primary care in Korea. The process of cultivating primary care 
professionals varies by country, reflecting different healthcare environments and socio-
cultural contexts.72-74 Similarly, Korea must develop primary care workforce tailored to 
its specific needs by comprehensively considering the training environment and medical 
residency curricula.

A practical workforce policy essential for Korea is the establishment of a training 
environment that enables primary care institutions to provide comprehensive and continuous 
medical services to patients. Compared to other countries, consultation time in Korea is 
relatively limited, making it challenging to deliver fully patient-centered care. Currently, 
healthcare professionals do not engage in comprehensive consultations in patient-centered 
manners, covering aspects such as health behaviors, genetic factors, and medication 
adherence. Moreover, physicians are not yet accustomed to this approach to patient care. 
Strengthening the foundation for primary care in Korea requires a long-term strategy, 
starting with fundamental workforce development. By taking this structured approach, Korea 
can lay the groundwork for a more robust and sustainable primary care system.

Beyond institutional development, it is essential to leverage various data sources that reflect 
the state of primary care in Korea to build evidence and assess policy outcomes. This requires 
conducting a wide range of studies, including effectiveness analyses comparing outcomes 
before and after policy interventions, prospective research designs, and long-term follow-up 
studies to establish causal relationships. Research is also needed to identify non-medical 
factors that hinder the first-contact function of primary care and to explore strategies to 
address social determinants of health that impact healthcare access. Furthermore, with the 
rapid advancement of digital health technologies, studies on how to integrate telemedicine 
and digital health tools into primary care and measure its impact should also be prioritized.

In addition to research focused on domestic circumstances, efforts must be made to assess 
Korea’s primary care system in comparison to international standards. By utilizing data from 
international organizations such as the World Health Organization or OECD, comparisons 
can be drawn with countries that share similar social and environmental contexts to assess 
Korea’s primary care performance on a global scale. These future studies will enable the 
development of a more evidence-based primary care system while offering objective insights 
into how Korea’s system compares to those of other nations.

CONCLUSION

Korea’s healthcare system is undergoing significant transformations within the broader 
context of healthcare reform. Amid discussions on comprehensive system restructuring, 
greater emphasis should be placed on strengthening primary care. However, it is crucial 
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to avoid uncritically adopting primary care models from other countries with different 
sociocultural contexts. Instead, efforts must focus on understanding the distinctive 
characteristics of Korea’s healthcare environment and developing evidence-based strategies 
tailored to the nation’s specific needs. This approach is essential to establish a robust primary 
care system and foster long-term sustainability.

To achieve this, collaboration across various professional fields is essential. Given the 
multifaceted nature of primary care, active research across diverse academic disciplines is 
necessary to consolidate knowledge and develop comprehensive solutions. In particular, it is 
crucial to integrate multidisciplinary research findings to design a holistic and well-rounded 
primary care system.

Korea is currently facing a range of pressing healthcare challenges, including rapid 
demographic changes, rising healthcare costs, and issues related to the training environment 
for medical residents. To address these issues, the government aims to implement various 
healthcare reforms. Amid these efforts, the reinforcement of primary care must be prioritized.

Historically, Korea's healthcare policies have been hospital-centered, highlighting the need 
for a paradigm shift in the overall healthcare culture. To achieve this, the government should 
establish mid- to long-term strategic directions for primary care reform and prioritize policies 
tailored to Korea's unique circumstances. By focusing on these priorities, the government can 
develop practical and feasible strategies to effectively strengthen primary care.
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