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This paper analyzes the types of community-based integrated care programs based on the needs of consumers and estimates future costs through data on consumer-oriented integrated care for the elderly in the local community operated by Korea, which is experiencing rapid aging. By analyzing the types of programs and the composition of budget items, we check the composition of the program from the consumer side of the integrated care program in the local community and predict the national budget for each item to operate it. Through this, policy implications for business operation and implications for sustainable financial management are derived.
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INTRODUCTION

In a community-centered integrated care program, complex programs are run organically, making it difficult to apply a uniform unit price to the total program. In the case of integrated care for the elderly, there is a lot of discussion about the importance of responding to various demand groups, but there is not much analysis on what types of programs are in demand.

There is considerable discussion around the effectiveness of integrated care for the elderly (1, 2). Studies have used reduction of admission to medical institutions, satisfaction of program targets through questionnaires, and cost reduction as indicators of program effectiveness. However, the literature shows mixed results about the effectiveness of the business of integrated care for the elderly.

Furthermore, there have also been analyses of the characteristics of each country and the effectiveness of programs on the effectiveness of integrated care (3). Goodwin et al. analyze the program in the United States, where incentives are provided using private resources (4). There have also been papers that analyze programs in the UK, Germany, Australia, and Switzerland, where integrated care for the elderly is operated at the central government level (5–8). Johri et al. find quantitative effects such as a decrease in the number of patients and institutional admissions (9), but their study does not indicate a unique difference compared to other countries. What appears to be important in the effectiveness of each country's integrated care program for local communities is improving the level of coordination between the existing fragmented programs, and this requires an overarching system (10, 11).

In addition, there have been studies on the taxonomy of integrated care. A representative study derives key features of integrated care work are through existing literature analysis and the Rainbow Model and provides a classification based on the key features (12).

An important factor in operating a community-based integrated care program is the analysis of the needs of the program beneficiaries and a structural approach to the associated costs. However, not much research has been done on this topic. Rather, the existing literature has focused on providing a framework for cost analysis or analyzing the economic effects of integrated care (13, 14).

Korea is experiencing the highest rate of population aging among OECD countries and is making mid- to long-term plans to operate integrated care programs subject to limited financial resources. One such plan was for the Korean government to decentralize its integrated care program and to conduct a pilot program for integrated care for the elderly targeting 13 local governments. The main feature of this program is that it was constructed by reflecting on the needs of the local community seniors, and the central government allocated financial resources in a top-down manner. The characteristics of this program provides us with information on the demand of the local governments, and based on this, it is possible to estimate the expected cost assuming that the integrated care program for the elderly will be expanded nationwide.

Our research contributes to the existing studies and findings in several aspects. First, given the complexity of the integrated care program for the elderly, our data helps confirm the needs of actual consumers on a per program basis. In addition, our study presents a framework for conducting effective analysis of managing integrated care programs by classifying various programs into several major categories. Moreover, by analyzing each program by budget item, our study provides a basis for finding efficient management methods in terms of budget management. Finally, through long-term cost forecasting, we identify long-term fiscal demand forecasts and structural factors that can influence fiscal demand.

Our paper is organized as follows. Section A Pilot Program of Integrated Care for the Elderly in the Local Community in Korea describes the features of the pilot program of integrated care for the elderly in Korea, as well as the budget for each local government and the method of classifying major programs, and based on this, 4 categories are formed. In section Mid- to Long-Term Cost Estimation for Integrated Care for Elderly, we forecast the financial need according to the scenario of future growth of the elderly population and business expansion based on the financial requirements of the pilot program in 2020. Section Conclusion and Policy Implications draws policy implications and provides the concluding remarks.



A PILOT PROGRAM OF INTEGRATED CARE FOR THE ELDERLY IN THE LOCAL COMMUNITY IN KOREA

The data we use is based on internal data on the contents and the budget of a pilot program of integrated care for the elderly in 13 local governments in 2020. The program is operated as follows. First, individual local governments submit their wishes to the central government about whether they want to run an integrated care pilot program for the elderly. Next, the local government to operate the pilot program is selected based on the proportion of the elderly population and whether existing programs are being operated. The local governments selected in this way design their programs and calculate their budgets by reflecting their needs. The central government then makes minimal interventions to adjust excessive unit prices, and the budget is allocated in a top-down manner.

After budget allocation, the local government operates the program by reflecting on the needs of the elderly. During this process, the requests of the consumers are met as much as possible, except in cases where it is difficult to fulfill the requests due to legal issues or excessive demands that exceed the budget range. After that, the central government evaluates individual projects supported through the program.

The fact that these programs are decentralized in the above manner makes it possible to select and operate projects that reflect the needs of individual local governments rather than having a central government-centered project selection and operation. Because of this, we are able to analyze the types of programs required for integrated care from the perspective of actual consumers.

We now describe the social characteristics and budget allocation status of the 13 local governments selected for analysis. The population composition of the 13 local governments operating the program is as follows.

As shown by Table 1, the local governments that the program targets have significant elderly populations, and on average, about 14% of the population is 65 years or older.


Table 1. Characteristics of the composition of the local population in the operation of integrated care for the elderly in the local community.
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The budget provided to the local governments for the program is as follows.

As shown by Table 2, a total of KRW 250 billion was used annually for the community-centered integrated care for the elderly pilot program.


Table 2. Budget status by region for the pilot program for integrated care for the elderly in the local community.
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Our study classifies the types of pilot programs in 13 local governments based on the program composition and purpose of each project and confirms the proportion of each budget item. First, as a criterion for classifying the program type, we classify the purpose of the program description by type. In the case that a single program has a complex nature, we classify the type based on the program that occupies the highest proportion in the budget.

If the types of projects are classified based on this method, they can be broadly classified into housing support, health and medical support, daily care support, and common operating expenses. The major programs in each category are shown in Table 3 below.


Table 3. Classification of major program types of the pilot programs for elderly.
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Thus, the demand for integrated care for the elderly can be divided into housing services for integrated care for the elderly, health care support before medical treatment, and support and operating costs for daily living.

Table 4 shows the reclassification of project budgets by municipalities based on the classification of these program types.


Table 4. Budget status by program type and region.
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We now break these programs down again by budget category for analysis. We use the budget item code that is utilized when composing the budget for this type of program and divide the program into labor cost, operating cost, and business cost. The reason for this classification is to classify the programs by budget items to increase the effectiveness of budget or public finance management. At the same time, this classification lays the basis for analysis of future changes in budget items. The composition of major program types by budget item is shown in Table 5 below.


Table 5. Composition of budget for integrated care for the elderly in local communities by type.
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The following describes the operation methods of the 13 local governments for each classification based on the number of services provided and the unit price. In the case of housing support, we are promoting facility improvement programs for about 1,671 households with an average program cost of KRW 3,300 per household, mainly for the improvement of care and safety housing facilities. For residential infrastructure installation and operation management and smart home installation and operation, an annual wage of 30 million won per person is provided, and an average of 18 people are in charge of related program operation. As we can see from the related contents, the proportion of related program costs is high in the case of integrated care, because it focuses on the organic connection process of existing program systems.

In the case of health and medical support, an average of 2,642 medical treatment support services are provided for oriental doctors, doctors, dentists, and assistants by setting an average labor cost of KRW 193,000, KRW 181,000, KRW 75,000, and KRW 40,000 per local government, respectively. Also, for rehabilitation and exercise support, an average of 515 cases and 1,168 cases are provided by applying an average labor cost per session of KRW 504,000 for rehabilitation and KRW 80,000 for exercise. In addition, for the medication support program, an average of KRW 86,000 per session is provided to related personnel, providing an average of 2,704 services.

In the case of daily care support, the average price per meal is set at KRW 5,990 per meal to provide lunchboxes or ingredients to an average of 594 people. A total of 161,805 laundry and cleaning services are provided based on the labor cost allowance. In addition, it provides an average of 27,743 opportunities to use the service by subsidizing expenses such as taxis and other means of transportation for an average of KRW 390,000 per month.

For miscellaneous operation, funds are used for research services to create a care base and for supporting local care meetings and case meetings. In the case of local care meetings, an average of 95,000 won per local government is paid to about 20 meeting attendees and held 5 times a year on average. In order to revitalize local community care, an average of 1.2 studies is being conducted, and about KRW 23 million is paid per case. The budget is also used for publicity expenses and production of promotional materials.



MID- TO LONG-TERM COST ESTIMATION FOR INTEGRATED CARE FOR ELDERLY

This section estimates mid- to long-term costs based on the content of the pilot program. In estimating the cost, we assume that the operation details and composition of the integrated care project pilot program of 13 local governments will remain as the basis for future operations. This is because the program has already reflected the needs of consumers. Based on this assumption, we estimate the cost if the program were to expand over the next 5 years while taking into consideration the coverage of the elderly population currently covered by the pilot program. The detailed calculation method and contents are described in the following section.


Changes in Social and Structural Characteristics Underlying Cost Estimation

In order to estimate the cost under the scenario where there is an expansion of the range of users of the pilot program, we first consider future population changes and the estimation of the elderly population. To do this, we apply the forecast for the population aged 65 and over for 5 years starting 2022 using the 2019 forecast of the Korean National Statistical Office, which is the most recent forecast on overall population and elderly population of Korea. Table 6 shows the forecast.


Table 6. Future Korean population and elderly population estimation.
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The total population at the time of the study is expected to increase from 51.8 million to 51.9 million, while the elderly population over 65 is expected to increase significantly from 8,975 thousand to 11.1 million. As the community-based integrated care program targets the entire elderly population over 65, the expansion of related programs will be discussed based on the statistics above.

In our study, we assume that costs and prices will increase 1.4% per annum, which is based on the inflation rate predicted by the National Statistical Office of Korea for the next 10 years, and that labor costs will increase 2.9% per annum, based on the 2020 supplementary guidelines for budgeting for local investment institutions.

Based on the 2020 budget of the pilot program for integrated care for the elderly in the local community, the mid- to long-term budget for the program is estimated as follows. First, we confirmed what percentage of the elderly population in the area is targeted by the pilot program. Next, we predict the scope of the program based on the population estimate and the annual expansion plan of the program. The number of elderly people in the pilot program community is 805,983 and the number of elderly people who are provided integrated care through the pilot program is 14,337, which is about 1.78% of the total elderly population. In the future, the local government that will operate the program will increase the number of the relevant cities, counties, and town by 20% per year (~40 cities, counties, and town) for all 223 cities, counties, and town, and finally, in 2025, the local government is expected to provide priority service at the level of the current pilot program. The number of beneficiaries of the program is predicted as follows under the premise that the service level currently in charge of the pilot program is provided in connection with the future forecast for the elderly population. Tables 7, 10 show the estimation following the ways stated above.


Table 7. Estimation of recipients of integrated care for the elderly in the local community.
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Based on these forecasts, the estimates for each program type and budget item given the expansion of the target of integrated care and the increase in cost are shown in Table 8 below.


Table 8. Estimated budget for each program type and item for the integrated care for the elderly in the local community.
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From the perspective of the entire program, the cost of the expansion scenario of the integrated care program for the elderly in the community is estimated to be as follows in Table 9. If the current coverage for the elderly population is applied and the program is expanded step by step based on the performance and data of the pilot program, we estimate that it will cost about 1.11 trillion won over the next 5 years.


Table 9. Estimated cost by item of integrated care for the elderly in the local community (overall).
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Table 10. Estimation of recipients of the integrated care for the elderly in the local community according to the expansion of the target range.
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We also predict that the proportion of business expenses will be higher than other items in terms of establishing a system of integrated care programs. The expected totals and unit prices for each program in detail are shown in the Appendix 1.



Exploring the Possibility of Cost Change

The cost estimate of the community-centered integrated care program presented in the previous section is based on the number of elderly people in the area and the number of service recipients receiving services through the program based on the results of the pilot program currently being implemented. We calculated the cost conservatively, assuming a nationwide operation of the related program in the future. Therefore, in the expansion and operation of related programs in the future, the following should be considered, and changes in costs can be expected accordingly.


Changes in the Size of Beneficiaries

In the previous section, the proportion of service recipients among the elderly population in the region appeared to be about 1.78% in the case of the regional integrated care pilot program, and we estimated the cost of the nationwide expansion of the program in stages from 2022 to 2026.

However, the number of the potential beneficiaries of the project varies depending on the type and characteristics of the target(s). Given the number of people in the blind spot of welfare, the number of beneficiaries may be expanded from 179,000 to about 450,000 in 2026 (15).

Assuming such a change in demand, the coverage due to the expansion of the service target will increase to 4.1% in 2026, and the related costs are will increase to about KRW 2.1 trillion as follows in Table 11.


Table 11. Estimated increase in cost by item of integrated care program due to expansion of program targets.
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Changes in Cost Composition Due to the Advancement of Program Operations

We confirm that the proportion of labor and operating expenses rather than the program cost will increase in order to actually operate the integrated care program after establishing the program through phased expansion over the next 5 years. In this case, we predict that in the future, the cost of personnel expenses and labor costs will rise compared to the inflation, and additional costs will be required in the field of training and composition of related experts, and the proportion of program expenses will be adjusted.





CONCLUSION AND POLICY IMPLICATIONS

The complexity and diversity of the integrated care for the elderly in the community are important issues. For the global aging population, integrated care is becoming a major alternative to conventional care provision. Based on the data of Korea's consumer-centered integrated care pilot program, this paper analyzes program types based on consumer needs and classifies them by budget item, contributing to program operation and financial planning at the same time.

We derive the following policy implications. First, program operation centered on the needs of consumers is necessary in the future. Efforts to save costs by deriving common areas of operation through analysis of program types are also important. In addition, by analyzing the types of expenses as well as the contents of the program, it is possible to derive the items of expenses that can be increased in the future and to confirm that it is necessary to prepare for them.

For countries experiencing rapid aging, community care is becoming an alternative to improving the health and well-being of the elderly. Important factors for the success of community care are beneficiary satisfaction and sustainable financial operations. This study presents the service needs and cost estimates of beneficiaries in studies on the effectiveness and cost of existing community care. Future research may analyze cost-saving factors of community care programs for the elderly in terms of sustainable financial operation and analyze various types of services.
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Cheongyang-gun 31,914 11,329 3550
Namyangju 717,118 101,576 1416
Ansan 722,051 77,388 10.72

Total 7,292,213 805,983 13.58
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Gwangju Seo-gu 2,141,900
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Cheonan 2,130,500
Jeonju 1,793,700
Gimhae 2,130,800
Busan Jin-gu 1,990,500
Busan Buk-gu 1,890,500
Suncheon 2,135,500
Seogwipo 2,130,000
Jincheon-gun 2,050,500
Cheongyang-gun 1,389,000
Namyangju 1,793,500
Ansan 2,082,500

Total 25,746,132
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22,479,177
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30.8%

Operating expenses

10,041,134
21376709.87
38785408.67
92782579.68
1151112406
278,007,073

13.2%

Business expenses

30,136,917
64158900.4
116408426.4
278472615.6
345488649.9
834,665,509
39.5%

Sum

75,211,367
160,826,457
293,103,264
704,326,839
877,810,970

2,111,278,896
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Program target scope
(Based on the number of cities, counties and districts)

0.26

0.41

0.56
1.0
1.0

Beneficiaries

41,509
87,149
156,938
367,885
450,117

Elderly population coverage

1.8%
2.3%
2.8%
3.5%
4.1%
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