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Old—age dependency ratio

Old—Age Dependency (65+/(20-64)), ASIA
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- Expansion of morbidity (Gruenberg, 1977; Manton, 1982):
People live longer with ill health, as longevity increases

vulnerability

- Compression of morbidity (Fries, 1980): Life years with
illness and disability decreases as the onset of morbidity is

delayed more than life is prolonged
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Determinants of Health Expenditure for Older People

(1) Pure ageing effect
Health expenditure per capita

Averagein 2060

_______________________ Pure demographic effect

Young Old
Age groups

(2) Ageing effect adjusted for death-related costs and healthy longevity
Health expenditure per capita

Young old
Age groups
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(3) Non-ageing drivers

Health expenditure per capita

Young old
Age groups

Source: OECD,
2013
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LTCH beds per 1,000 older people aged 65+
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Distribution of Resource Utilization Groups

LTC Hospital LTC Facility

Korea (%)  Ontario (%) | Korea (%) Ontario (%)

(n=1,364) (n=14,600) (n=1,472) (n=90,115)
Rehabilitation 44.20 53.9 19.77 15.0
Extensive Special Care 5.45 124 1.36 1.6
Special Care 2.68 11.5 2.92 6.0
Clin. Complex 13.35 16.7 11.28 16.5
Cognitive Impairment 4.23 0.8 9.44 10.8
Behavior Problem 1.97 0.1 4.62 2.8
Physical Function 28.23 4.5 50.61 443

% Canada: interRAIl in 2009-2010 (Hirdes, et al., 2011)
Korea: Kwon, Kim, et al., Survey of LTC Hospitals and Institutions for Care Coordination,

Report to National Health Insurance Service, 2013
—> National representative sample of 52 LTCH q ,364 patients) and 91 LTCF (1,472
residents), which are 6% of LTCH anTM Z'F% % ﬁ ationwide
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3. Centralized Financing, Decentralized (but
Pooled) Purchasing

- MExAE2 d=7 &2 MAHZ ot2, ot ?l &2 0l (risk-
adjusted) & Hi =

OK

- A2 39 Provincial (Local) Unit (£ A4 2= 0| A&
Mol MEG2): 222t &S U L& 6t= purchasing
-> A SAA XL 2 2-R-= A HEIAS

X
™ H/E Z5t= bundled payment, global budget

- S MELES sd S deld ML 0K
(Purchasing) 2| &3 3t: uniform benefits and provider
payment, but budget allocation to provincial (local)
units with performance incentives

A0 HASS ) QUL S P

[un Sra i I il e e iy =2 R 24 S e



3. Centralized Financing, Decentralized (but
Pooled) Purchasing (7 =)
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- HAUEBHO B MR 2: efficiency and equity of
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Abstracti—The Republic of Korea is experiencing a rapidly aging
population with increased life expectancy and lowered fertlity.
Mational health insurance has provided vwmiversal access to health care
for all since 1989, and mandatory long-term care insurance (LTCI)
was introduced m 2008, in which everybody who contnbutes to
health mnsumance simultaneously contmbutes o LTCL Although health
services and long-term  care are umversally  accessible, health
differentials remain across sociocconaomic groups. LTC covers about
7% of older people through ehgibility assessment and provides
benefits for mstitutional and home-based care and cash benefits in
exceptional cases. Long-term care (LTC) benefit digibility has been
criticized for being excessively reliant on physical functionality, and
recently chgibility has been extended to people with dementia.
Dwespite the oversupply of LTC providers, quality of care has been a
concemn and calls for more investment in the quality ewvaluation
gystem  and waming of care workers. There contmues tw©  be
overreliance on impatient care and unmet health care needs among
LTC users as a result of weak gatekeeping by primary care and a
lack of effectve coordinaton between health care and LTC. 29
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Delivery of institutional long-term care under two social @Cmssmﬂ(
insurances: Lessons from the Korean experience

Hongsoo Kim*, Young-Il Jung, Soonman Kwon

Graduate School of Public Health and Institute of Health and Environment, Seoul National University, Gwanak-Ro 1, Gwanak-Gu,
Seoul 151-742, Republic of Korea

ARTICLE INFDO ABSTRACT
ATH'C{? history: Little is known about health and social care provision for people with long-term care (LTC)
Received 3 March 2015 needs under multiple insurances. The aim of this study is to compare the profile, case-

Received in revised form 24 July 2015

mix, and service provision to older people at long-term care hospitals (LTCHs) covered by
Accepted 27 July 2015

the national health insurance (NHI) with those of older people at long-term care facili-
ties (LTCFs) covered by the public long-term care insurance (LTCI) in Korea. A national LTC
Keywords: . survey using common functional measures and a case-mix classification system was con-
Long—iferrr_l care policy ducted with a nationally representative sample of older people at LTCFs and LTCHs in 2013.
Coordination of care L. . . . . .
Social insurance The majority of older people in both settings were female and frail, with complex chronic
Older people diseases. About one fourth were a low-income population with Medical-Aid. The key func-
tional status was similar between the two groups. As for case-mix, more than half of the
LTCH population were categorized as having lower medical care needs, while more than
one fourth of the LTCF residents had moderate or higher medical care needs. Those with
high medical care needs at LTCFs were significantly more likely to be admitted to acute-care
hospitals than their counterparts at LTCHs. The current delivery of institutional LTC under
the two insurances in Korea is not coordinated well. It is necessary to redefine the roles
of LTCHs and strengthen health care in LTCFs. A systems approach is critical to establish
person-centered, integrated LTC delivery across different financial sources.
© 2015 The Authors. Published by Elsevier Ireland Ltd. This is an open access %icle under
the CC BY-NC-ND license (http://creativecommeons.org/licenses/by-nc-nd/4.0/).




Future of Long-Term Care Financing
for the Elderly in Korea

Soonman Kwon, PhD

Seoul National University

ABSTRACT. With rapid aging, change in family structure, and the
increase in the labor participation of women, the demand for long-term
care has been increasing in Korea. Inappropriate utilization of medical
care by the elderly in health care institutions, such as social admissions,
also puts a financial burden on the health insurance system. The widen-
ing gap between the need for long-term care and the capacity of welfare
programs to fulfill that need, along with a rather new national pension
scheme and the limited economic capacity of the elderly, calls for a new
public financing mechanism to provide protection for a broader range of
old people from the costs of long-term care. Many important decisions are
yet to be made, although Korea is likely to introduce social insurance for
long-term care rather than tax-based financing, following the tradition of
social health insurance. Whether it should cover only the elderly long-
term care or all types of long-term care including disability of all age
groups will have a critical impact on social solidarity and the financial
sustainability of the new long-term care insurance. Generosity of benefits
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