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Abstract

The reason that local service provision exists is to provide responsive and equitable 
service for local people. Korea has experienced local authority head and assembly 
elections in 1995 and 1991, transferring financial responsibilities to the local 
authorities, and increasing the local staff. How have these processes affected the 
system of local government in Korea?

This study demonstrates how South Korea’s decentralisation affected the 
responsiveness and equity of Community Health Centres (CHC) in the Seoul 
Metropolitan City.

The research strategy and design for data collection was in four parts. First, the study 
examined conceptual, theoretical and historical aspects of decentralisation in the 
context of Korea. Secondly, it analysed empirical data collected from archival records 
of the district local authorities. Thirdly, it interviewed users with structured 
questionnaires. Finally, it undertook in-depth qualitative inquiries with local officials 
and staff. There were 390 interviewees who were users of the CHC users, and 24 
officials, nurses and social workers. The field research for the study was mainly 
carried out in four districts, that is, Kuro, Socho, Tobong and Nowon-gu of Seoul, 
Korea.

Provision of local services are affected by many factors, such as the level and the 
share of spending, and the operation and management of available resources. As a 
result of that, local residents of the four districts were aware of the differences in 
quality of services among the four district CHCs, and expressed different levels of 
satisfaction.

However, the different perceptions about the CHCs, according to their demographic 
characteristics, affected the degree to which the users were satisfied with their 
services, especially in relation to the users' levels of education. Correspondingly, 
elderly people and women with young children were in the most need of such services 
and made up the majority of the user groups.

In comparing the local finance data from 1994 with the data from 1998, it can be seen 
that in 1994, the locally-raised revenues showed the strongest positive association 
with regional development spending. However, in 1998, it was the welfare spending 
that grew rapidly as the locally-raised revenues rose.

Moreover, in relation to the findings from the four CHC budgets, it was found that 
there is positive link between the personnel spending and users' satisfaction.

By in-depth interviews, it was also found that the present differences between the four 
districts regarding the level and access to community health services, were explained 
better by the extent of co-operation between the authorities and the surrounding civic 
and social resources of the different localities, rather than by the different resources of 
the local authorities themselves.
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Chapter 1

INTRODUCTION

1.1. Identifying the Field of Study

The aim of this study is to understand how available local resources interact with 

service users and the supply-side of management in four districts of Seoul. The 

research makes special reference to Community Health Centres (CHCs) in these areas, 

especially since the introduction of decentralisation policies in South Korea. Focusing 

on financial decentralisation and users’ equity of access, and relating them to 

management aspects of local authorities, I attempt to synthesise an integrated 

approach to decentralisation that is appropriate to comprehending local service 

provision in Korea today.

First, this research deals with the macro-level aspects of distributing resources, linking 

documentary research with the theme of fiscal decentralisation from a theoretical 

viewpoint. It is also concerned with how users’ equity of access to local services is 

affected by the unevenness of urban local service resources and the management of 

different localities. These topics were researched using a questionnaire-based survey, 

asking the users of local services for their opinions, and by reference to local financial 

data and various other sources of documents.
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The research then questions the delivery of local services and the management of local 

resources in matching the two aspects mentioned above, namely decentralised 

resources at the macro-level, and users’ needs and satisfaction at the micro-level.

Given the pattern of urbanisation in developing countries, where capital accumulation 

is dependent and externally-oriented, questions are raised by some aspects of the 

decentralisation of finance and resources by local governments. Regarding public 

finance, developing countries in particular must resolve extremely pressing problems 

within the severe resource constraints that characterise most such countries. While 

local authorities should respond to local needs with financial constraints, a diversity of 

fiscal capacities and a variety of expenditure profiles among local authorities could 

accentuate regional and individual inequity.

In studying equity of access to health services in particular, the focus is placed on 

considering either the social aspects of users (e.g. social class, gender, ethnicity, etc.) 

or the geographical spread of resources through budget allocations by local health 

authorities. Accordingly, the research hypothesis is as follows: *An increased share 

of locally-raised revenue leads to greater inequity o f access to welfare services from  

local governments \  The logic of the hypothesis involves two arguments. The first of 

these is: ‘Local governments would become more responsive' by implementing 

decentralisation’. The second argument is: ‘Decentralisation might also mean that 

better-off areas would be doing better than poor areas’. A problem that emerges from

' The term ‘responsiveness’ in this study denotes two aspects of local service provision. By saying that the service 
provision becomes more responsive, it is implied that the services are made to be more ‘accessible’ to users, and 
the providers deliver their services more ‘efficiently’. Therefore, the conceptualisation of and the debate about 
‘accessibility’ and ‘efficiency’ are fundamental to the thesis (see Chapter 2 of this study).
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these two arguments is: ‘How would inequity of access to local services be affected by 

decentralisation in both regional and individual terms?’

The question is, if local governments were given greater freedom to raise revenues 

(and, therefore, to allocate their expenditure of resources), would they give a higher 

priority to social welfare (and/or health) spending? Or would their resources be 

allocated to the expansion of bureaucratic institutions or for the interests of local 

business? In any case, there is likely to be increased regional disparity between rich 

and poor areas unless there is a balancing power in raising taxation and spending 

resources.

It is held that “decentralising the government power and resources is an effort to bring 

the state closer to the people” (World Bank, 1997: 72). Generally speaking, 

decentralisation is regarded as creating a closer relationship between local residents 

and officials, thereby involving residents in the democratic process.

However, this simple statement about decentralisation raises some questions. What 

is required is an analysis of how an individual or a community can be empowered by 

decentralisation. Accordingly, there are a number of complicated issues involved in 

the World Bank’s statement. These issues need to be explored further by empirical 

research and analysis to determine the efficiency of decentralisation, the 

empowerment it gives to local people and whether it leads to better service provision 

from local governments.
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1.2. Focus o f Research

This study was started in September 1996. The assemblies and the heads of local 

governments in Korea were first elected in 1991 and 1995, respectively. The structure 

of government in Seoul was reorganised from that point onwards. The significance of 

Korea’s capital city, Seoul, led the researcher to decide to choose four Seoul districts 

to study.

Local authorities provide a wide range of services and it was not feasible to examine 

all of them in detail over any length of time. The CHC health services were chosen as 

the main topic of research (i.e. primary data collection) since the area under discussion 

in this study is to investigate social policy development in the local context of Korea.

Relevant secondary data was also collected from the mid-1980s onwards. During this 

period, the districts were created and reorganised, and they therefore faced relatively 

common problems, such as a new form of local democracy, financial constraints, and 

reorganisation. They thus began to react to these issues in diverse manners.

The bigger the city, the more diverse its functions and the more demand is placed on 

its abilities. Since Seoul is a region of the most vital importance in the context of 

Korean economics, society and politics, each segment of the city is correspondingly 

significant. Seoul’s city and district-level authorities have been in operation since 

1991 when representatives were elected by popular vote. However, it becomes 

particularly important to ask how responsive and representative the elected assemblies

17



and heads of local governments are with regard to residents’ everyday life, as well as 

in a political sense.

1.2.1. Fiscal Decentralisation

It is argued that local governments can adjust budgets to accommodate local 

preferences, and that a more efficient and equitable distribution of local public 

services can result (Bahl and Linn, 1992; Bird et al., 1995; HABITAT, 1996; World 

Bank, 1997). This conventional argument for decentralisation is related to the issue of 

fiscal decentralisation. In cities in developing countries where growth in expenditure 

had slowed down, expansion in locally-raised revenues had also decelerated, and 

reliance on external financing had increased (Bahl and Linn, 1992; HABITAT, 1996; 

Leon and Walt, 2001). The ability of urban governments to increase the services they 

provide is dependent on changes in locally-raised resources.

As a result of their different regional situations, formed at the national scale, some 

regions can easily cope with social and economic changes, whereas others may have 

more problems. Local specificities exist to the extent that local state institutions have 

or have not been developed to deal with this.

According to a study of Korean government expenditure between 1960 and 1990, the 

balance of the general account has deliberately remained in the black (Kim, 1992: 

188). This means that the Korean government is extremely reluctant to spend and 

increase government expenditure; public-sector growth and welfare-related spending 

has been deliberately disallowed. At the local level, there has been considerable

18



public support for the growth of local government action in Korea. This has become 

more significant since the elections of the local assemblies and the heads of local 

government in 1991 and 1995.

The recent increase in the importance of local authorities is outstanding considering 

the fact that local governments’ budget expressed as a percentage of national 

government’s budget was 32.1% in 1985, but increased to 84.3% in 1993 (Lee, 1995: 

183). This includes the local raising of revenue and central government transfers. 

Despite this increase, local governments are almost invariably dependent upon 

transfers from higher levels of government, as this study will show later.

The table below shows the existing wide range of differences (from 20 to 80 percent) 

in the ratio of locally-raised revenue to general account revenue in selected cities and 

provinces.

Table 1.1. Ratio (A/B) of Locally-Raised Revenue* (A) to
Total Revenue (B); Selected Cities and Provinces , 1992 (billion won)

B (Total Revenue) A (Locally-raised 
Revenue)

A/B

CITIES
Seoul 4,692.5 3,967.6 84.6 (%)

Pusan 1,359.5 985.3 72.5 (%)
Kwanaiu 504.7 335.2 66.4 (%)

PROVINCES
Kyonggi 2,969.7 2,246.2 75.6 (%)

Chonnam 1,374.2 396.4 28.8 (%)
Kyongnam 1,808.4 944.0 52.2 (%)

Source: Lee (1995: 136)
* Locally-raised revenues include local taxes and non-tax revenues.
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This table shows that most of the major cities actually have a higher ratio of locally- 

raised revenue than the provinces, especially the province of Chonnam which has the 

lowest ratio.

Decentralisation in Korea has been implemented under circumstances of extraordinary 

central government control. This means that however far local government is urged to 

improve its social welfare functions, the reality is that conditions of economic 

deterioration and central budget control make it difficult to do so.

By allowing local governments more discretion, decentralisation might bring about 

more regional disparity and inequality than under the situation which has been hitherto 

shaped by the direction of the State. This study will show how and why this disparity 

exists, and how the issue of decentralisation is involved in the democratic process in 

the context of Korea.

However, considering revenue in isolation would result in an underestimation of local 

government involvement in the possible final outcomes of expenditure and service^ 

delivery. That is to say, the revenue measure alone cannot account for the service 

delivery of a locality because local service delivery is not just a direct transfer of 

financial resources from authority to lay-people and users. Rather, it is a complex

 ̂ Social welfare expenditure of local government in Korea includes the expenses of four local services, namely 
(Kang, 1995: 344):

(1) Welfare work,

(2) Health and sanitation (CHC services),

(3) Maintaining parks and green tracts of land (gardening and afforestation),

(4) Cleaning and refuse collection.

(Of them, welfare work expenditure is used for welfare facilities and personal social services for old-age, disabled, 
youth etc.)
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process involving key local actors such as local officials and staff, local professionals, 

users, locally specific social conditions, and so on.

Decentralised, local autonomous units are closer to their citizens and more responsive 

to their demands. However, it is argued that a decentralised system of government 

gives local officials more power to use funds as they see fit rather than empowering 

the citizens or the poor in a particular area (Kalseth and Rattso, 1998; Judge et al., 

1995; ILO, 1989; Niskanen, 1973).

Local governments have their own bureaucrats, the gatekeepers of resources in the 

process of decentralisation. Administration may take resources away from welfare 

services, with administrative spending competing with welfare spending. 

Explanations and descriptions of the processes of démocratisation and the roles of 

different actors therein are also significant to this research.

1.2.2. Equity of Access and Responsiveness

Figures for expenditure are not clear social indicators. It is impossible to analyse and 

assess social development and social achievement on the basis of the expenditure 

account, which only represents the amount of money spent. Apart from the economic 

efficiency (or value for money) of services, some other criteria can also be used to 

estimate the outcomes and effects of a programme or service (Percy-Smith, 2000; 

Fitzpatrick and Hopkins, 1993; ILO, 1989).
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In health care and welfare services, a number of indicators are used for evaluation. 

These include medical outcome (e.g. mortality or morbidity rates), take-up (i.e. the 

proportion of the target population treated by the programme) and perceived benefit 

(based on participants’ assessments and how users accept their perceived services). 

The last two are useful sources for investigating accessibility (i.e. utilisation of 

services and satisfaction with services).

According to the existing literature (Donabedian, 1973; Long, 1994; Phillips et al., 

1994), the achievement of equity has been approached from two angles. First, by 

trying to equalise the distribution of health services according to individual needs (in 

this case identifying the individual needs according to their individual variables is 

significant). Second, by attempting to balance the geographical spread of resources 

through budget allocation by local health authorities or professionals.

Variations in accessibility could result from three different issues in a local authority’s 

responsive capacity. The first is the problem of input constraints. Local authorities 

may have stringently allocated resources for spending on welfare programmes and 

responding to the deprived. The second is the problem of delivery o f services or 

management. Some local authority staff may restrict who they make payments to, 

how much they provide and what they spend on the basis of the resources they are 

given. The final issue is the problem of the broader social and political environment. 

There can be local variations in policy regarding implementation and the processes 

that are involved in the delivery and financing of services in the social and political 

environment beyond the local authorities themselves.
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This research, via empirical survey and data analysis, would contribute to existing 

knowledge of the area under study. The thesis questions the ambiguity of efficiency 

in the context of decentralisation. It argues that the values of responsiveness and 

equity of access should be given a higher priority than efficiency by exploring various 

theoretical approaches and implementing empirical research. The study suggests that 

decentralisation allows closer and better local service provision by combining fiscal 

decentralisation and broader participation. Using in-depth interviews, this research 

also examines the importance of local authorities’ capacity to co-ordinate among 

themselves, and to collaborate with community resources (i.e. management aspeets of 

decentralisation in this study).

1.3. Plan of the Thesis

This thesis aims for two primary goals. The first is to fill the gap in general 

knowledge about deeentralisation by examining concrete theoretical approaches. The 

second is to apply the conceptualised theoretical aspects into a researchable area of 

empirical analysis defined by the study in the case of Korea.

Having discussed the focus and the study approaches, the remainder of the thesis is 

arranged as follows: the objective of the next chapter. Chapter 2, is to discuss the 

theoretical approaches relevant to the subject of this study (decentralisation) from the 

existing literature. The third chapter reviews the area of local health services 

specifically, and relates it to the issues that are central to the subject of the thesis. 

Chapter 4 provides a historical background to the Korean context.
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The fifth chapter explains the framework of the research and how it was conducted, 

and clarifies the methodologies used for the investigation. Chapters 6 to 8 provide the 

empirical research findings and subsequent analyses. These chapters form a central 

part of the thesis. The final chapter, Chapter 9, provides a summary of the thesis and 

makes some suggestions for future research.
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Chapter 2

THEORETICAL FRAMEWORK: A REVIEW 

OF LITERATURE

2.1. Introduction

This chapter discusses the theoretical background and defines the boundaries of the 

field of the study; various dimensions of decentralisation, relating to issues about local 

government. This chapter is comprised of four sections, including the Introduction 

(section 2.1.). In the following section, 2.2., the contextual background and the 

conceptual problems are identified by reviewing previous works and literature in an 

examination of the decentralisation and the local governments.

Then conceptualisation and concrétisation of diverse theoretical arguments is given 

in the following sections, and the researcher detailed and criticised such various 

theoretical approaches. The aforementioned involves summarising and formulating 

how commentators have conceptualised decentralisation. Section 2.3. examines the 

main arguments about decentralisation and local government according to three main 

approaches: efficiency (mainly economic and organisational dimension), equity (with 

local variation aspect as well as individual and social), and responsiveness (choice, 

participation, empowerment and accessibility) perspectives. The chapter concludes by 

summarising the main findings of the literature.
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2.2. A Conceptualisation of Decentralisation

As a global issue, decentralisation has been in vogue from the 1980s through to the 

present date. However, despite the currency of the term ‘decentralisation’, the 

concepts underlying the debates vary greatly. Actually the term 'decentralisation' 

means different things to different people. According to Rondinelli (1983: 188) 

decentralisation is:

The transfer of planning, decision-making or management functions from the 

central government and its agencies to field organisations, subordinate units of 

government, semi-autonomous public corporations, area-wide or regional 

development organisations, specialised functional authorities or non-government 

organisations.

Rondinelli also mentions a typology of different forms of decentralisation (Ibid.: 189):

• Déconcentration: from a central government ministry to local units that are part of 

its structure;

• Delegation: to regional or functional units that operate free of government 

regulations but with the ultimate responsibility remaining with the central 

government;

• Devolution: of functions or decision-making authority to a legally incorporated 

local or regional legislative body;

• Transfer: to non-govemmental institutions.
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In many cases the attention is on governmental organisational changes, i.e. to shift 

responsibilities downwards from central levels to local governments. Although many 

use the term narrowly as ‘devolution’ (the transfer of power to a locally elected 

political body) or ‘dispersal’ (the posting of staff outside the national capital, without 

any significant transfer of powers), others want to use it as ‘the transfer of the powers 

or functions from government organisations to non-government organisations’ 

(Conyers, 1986; Rondinelli, 1983).

It was also held that decentralisation would distribute resources more evenly (Le 

Grand, 1993: 157). This was based on the assumption that popular or local 

participation in policy formation, planning, implementation and evaluation of policy 

would make it both more efficient and responsive to the needs of the majority in the 

developing countries because ‘the people know what they want’.

Also, dispersal of service, if done properly, should go some way towards equalising 

the distance that people have to travel for the service, thus creating greater equality of 

access and hence reducing inequity (Bienen, 1990; Nazir, 1994; Le Grand, 1993).

However, apart from such a diversity in the concept of decentralisation, there is a 

more serious problem in conceptualising decentralisation. That is, there is no single 

and satisfactory measure of decentralisation. More recently, the World Development 

Report 1999/2000 admitted the difficulties of implementing decentralisation:

Decentralisation itself is neither good nor bad. It is a means to an end. The issue is 

whether it is successful or not. Successful decentralisation improves the efficiency 

and responsiveness of the public sector while accommodating potentially explosive
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political forces. (...) This chapter argues that the success of decentralisation depends 

on its design. (...) (T)he causal relationships {between implementation and outcome 

o f decentralisation- the researcher) are difficult to prove (The World Bank, 2000: 

107-109).

Only because the very meaning of decentralisation is ‘to transfer authority outwards 

and downwards from the central government’, is it supposed that a useful proxy of 

measuring decentralisation is the degree of financial decentralisation (Ingham, 1995; 

Bird et al., 1995; Bahl and Linn, 1992). It is assumed that there is unlikely to be 

much meaningful delegation of decision making unless there is a degree of financial 

autonomy at the regional and local level.

But the degree of financial autonomy is a poor measurement for decentralisation, 

since many argued that what is expected to be achieved by implementing 

decentralisation is 'more democratic, accountable and responsive governments’ and 

their services provision (World Bank, 1997). The World Bank’s comment on 

decentralisation said that:

The World Bank Group’s endorsement of fiscal decentralisation would create a 

tremendous opportunity to strengthen subnational government’s tax programs. 

Capital markets can be expected to respond favourably to reforms that will make 

local governments autonomous from central governments and accountable to local 

taxpayers and voters (World Bank, 1994).

So there is a wide gap between the measurement of how we are going about 

decentralisation and why we are implementing decentralisation. Here, this ambiguity 

can cause a considerable amount of trouble, because the questions of how to measure
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and what to measure are likely to be expected by the phenomenon to actually shape 

the research of it.

This review of literature therefore develops a theoretical framework to explain such 

a gap by classifying and reasoning various approaches. In the following sections, an 

extensive discussion about different theories and models of decentralisation is 

considered. It is also explored whether there are implicit and logical meanings to 

illuminate, more thoroughly, the concept of decentralisation to better understand the 

practical comprehension of the research .

2.3. Approaches to the Concept

2.3.1. Efficiency Approach

a. The Place of Decentralisation in the Development Theory

Simply speaking, centralisation is more efficient in terms of input-output ratio than 

decentralisation. The centrally controlled organisations managed to increase profits 

by decreasing costs through administrative co-ordination. This argument is well 

documented in development theories as well as in economic theories in general.

For instance, pioneering work by Hirschman, Perroux, Boudeville, Myrdal and so 

on, who based their development theories on the concept of the growth pole (or 

unbalanced growth) actually suggested that the efforts of centralisation in the less 

developed countries is more efficient than decentralisation (Mayer, 1988; Hirschman, 

1958; Bienen, 1990).
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Some of these expressly advocated unequal development favouring regions that were 

already well bestowed with infrastructure, permitting rapid growth through a 

combination of industrialisation, exploitation of natural resources, urbanisation and 

technology. According to Hirschman (1958: 62), developing countries with limited 

resources should be encouraged to have their boom towns and their privileged 

provinces, because a region that is really booming will benefit greatly by a policy 

more concerned with concentrating on SOC (Social Overhead Capital)\

A general theory of spatial development used to foresee a succession of more 

equitable and dispersed broad trends following after the unbalanced and concentrated 

development trends, from historical experience of advanced nations, which have 

undergone the full range of the process:

first, toward the geographic concentration of urban population, economic activities, 

and income during the early stages of national development; then, second, a reverse 

process of déconcentration or dispersion, as nations reached mature levels of 

economic and social development; if countries reach higher levels of development, 

they seem to develop greater equality among subnational regions (El-Shakhs, 1980: 

141).

' SOC is defined as ‘comprising those basic services without which productive activities cannot 
function, including public services such as law and order, education, public health, transportation, 
power and water supply, irrigation’ and so on. Investment in SOC is advocated ‘not because o f its 
direct effect on final output, but because it permits and invites productive activity to com e in’. 
However, there is so little possibility o f evaluating objectively how much investment in SOC in any 
given situation should give us pause. Also, since directly productive activities are generally in the 
hands o f individuals or private firms, ‘the provision o f SOC investment is considered as appropriate 
fields o f governmental economic activity’ (Hirschman, 1958: 83-95).
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So it is suggested (Mayer, 1988; El-Shakhs, 1980) that regional development policies 

should aim at containing such disparities within tolerable limits, and effective regional 

development requires the building of local political and governmental structures 

capable of responding to local challenges, internalising the benefits of development, 

and counteracting excessive concentration trends. Eventually the combination of 

national government intervention, provincial initiative, and the effects of rising 

national income reduce regional disparities and bring about greater spatial balance.

a-1. Criticisms

The problem with these development theories in favour of centralisation is that they 

concentrated on the concept of efficiency only in terms of input-output ratio. In other 

words, these theories are relevant only to productive activities in the area of 

manufacturing industries, that is, the topic of developmental economics. If the 

explanation is about service production or a relationship between service providers 

and users or consumers (of private as well as public services), it is hardly true that 

centralisation of production is more efficient than decentralisation. We cannot simply 

say that one teacher teaching ten students is more efficient than two teaching ten (that 

is of course more efficient in terms of input-output ratio), because it is not just about 

the cost of service but about the different goals that are to be achieved for education.

Efficiency is a secondary objective that only acquires meaning with reference to 

primary objectives (Walsh, 1996; King and Stoker, 1996; Bennet, 1990), such as 

equity of health care, and the equal opportunity of education. It is more difficult to 

measure efficiency in the public sector than in the marketplace. This problem arises
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out of the difficulty in measuring cost-efficiency without taking into consideration the 

production and distribution of the goods.

Generally, decentralised control and delivery is more appropriate, because the 

nature of the good or service is more ambiguous. This would suggest that the 

decentralised control of gas, electricity and water services are less suitable cases than 

the cases for social or health care provision (Walsh, 1996: 72).

Secondly, in regard to the polarisation reversal argument, it has been maintained 

(Gilbert et al., 1992: 40) that "Such historical experience of more developed countries 

is of little relevance to the future of less developed countries because of major 

differences in internal developmental contexts and their respective roles in the 

international system". In other words, the model assumed that the most important 

political decisions are made within the country and that foreign influence is 

favourable to high rates of economic growth, and that most poor countries will 

eventually become developed. Unfortunately, the historical circumstances facing 

most of the less developed countries hardly accord with this conception.

Polarisation reversal and subsequent convergence result primarily from response to 

autonomous forces rather than from the impact of public policy. That means the 

model neglected the possibility that the political will to help the poor regions emerges 

less out of public spirit than as a response to political pressure generated by social 

protests. Moreover, politically and institutionally less developed countries are 

unwilling or incapable of initiating and co-ordinating integrated policies (El-Shakhs, 

1980; Mayer, 1988).
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b. Organisational Theories and Decentralisation

Why then, do we need to decentralise, and how can we achieve it? In an 

organisational theory, Mintzberg (1979: 182-190) argued that an organisation should 

decentralise simply because all the decisions cannot be understood at one centre. He 

asked “How can the Baghdad sales person explain the nature of his client to the 

Birmingham manager?” That is to say, sometimes the necessary information just 

cannot be brought to that centre. Also, decentralisation allows the organisation to 

respond quickly to local conditions.

Finally one last reason for decentralisation is that it is a stimulus for motivation. 

Creative and intelligent people require considerable room to manoeuvre. The 

organisation can attract and retain such people, and utilise their initiative, only if it 

gives them considerable power to make decisions (Mintzberg, 1979; Newman et al., 

1987; Koontz and Weihrich, 1990).

Therefore, according to Mintzberg, although centralisation is the tightest means of 

co-ordinating decision-making in the organisation, centralisation cannot allow an 

organisation make all the important decisions by one single brain (Mintzberg, 1979: 

182). The transmission of information to the centre and back takes time. 

Centralisation cannot respond quickly in a rapidly changing environment. One of the 

alternatives is to allow individuals who are responsible for output to decide on targets 

for themselves and to encourage lower level participation.

He recognised the term decentralisation in three different ways:

a) the devolution of formal decision-making power down a chain of authority - that 

is, vertical decentralisation'.
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b) the delegation of decision-making power to people whether inside or outside the 

line structure, i.e. analysts, support specialist, and operatives - that is, horizontal 

decentralisation, which refers to the extent to which non-managers control decisions 

and

c) physical dispersal of services to be closer to their users (Ibid.: 183).

Here, especially the concept of horizontal decentralisation is worth paying attention 

to, because, with the concept, the discussion on decentralisation is broadened in a 

much wider context. In discussing the transfer of power out of the line structure, we 

move into the realm of informal power. Moreover, we drop the assumption that 

formal power must rest in the line structure. Here, formal power can rest elsewhere, 

for example with operators who are empowered to elect the managers, namely the 

shift of power from managers to non-managers.

b-1. Criticisms

As Mintzberg himself (Ibid.: 198) discussed, this theory is mainly relevant in relation 

to the organisational change within the context of where the organisation is dependent 

on specialised knowledge. So its power is put where its knowledge is, namely with 

the experts. Because the professionals require considerable autonomy in their work, 

power rests with the operators at the bottom of the hierarchy.

Although he mentioned that “Horizontal decentralisation is complete when power 

is based not on position or knowledge, but on membership. Everyone participates 

equally in decision making”, there is little room for participation of lay people outside 

the organisation or system in the organisation theory.
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c. Tiebout’s Theory of Local Government and Efficiency of Decentralisation

There is another renowned argument in favour of decentralisation. Tiebout, in his 

work on local government (Tiebout, 1956; Judge et al., 1995; Bahl and Linn, 1992), 

saw local governments as analogous to firms and citizens as consumers. Local 

governments seek to provide the services desired by their populations at minimum 

cost. Individuals can choose and shop around for the jurisdiction which provides the 

mix of services (More choice makes it more efficient). If there is a large number of 

local governments, this provides a set of price and quality signals analogous to those 

of the market (More competition makes it more efficient).

In this point of view, democracy is seen as a mechanism for allowing individuals 

the maximum scope for choice rather than a system for taking collective decisions. 

Efficiency is seen as best promoted by competition, among individuals and among 

service providing units.

Public choice theorists suggest (Wolman, 1990; Walsh, 1996; Tiebout, 1956; Bennet, 

1990; King and Stoker, 1996) that allocative efficiency requires decentralisation 

because of the variation of preferences. Because local and individual preferences for 

public goods differ, there will be divergence between the preferences of individual 

community members and the tax and service package reflecting the aggregated 

community preferences. Wolman (1990: 30) argued that:

It is likely that the average divergence of individual preferences from the tax 

and service package, adopted by the community through its government, will
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be less in small communities of relatively like-minded individuals than it will 

be in larger, more heterogeneous areas.

If the variation of preferences is few in number, then the efficiency loss from service 

provision will also be few in number (Walsh, 1996: 73). This public-choice logic of 

allocative efficiency suggests that the greater the number of units to which authority is 

decentralised, the lower the average divergence of individual preference from tax and 

service packages will be. Thus, efficiency and social welfare will be maximised under 

a highly decentralised political structure.

c-1. Criticisms

Unfortunately, however, to make the model work, it had to be assumed that mobility 

was costless and, to cope with the objection that people’s choice of residential 

location is based on work rather than the pattern of local government service. The 

approach’s premise that humans are rational individual utility maximisers is also not 

clear (Judge et al., 1995: 123).

Particulary, the public-choice logic of allocative efficiency suggests that 

decentralisation would reduce the 'within-difference' of community, because large 

numbers of units are likely to produce many small units of like-minded individuals 

(Wolman, 1990: 31). It is, however, a highly questionable suggestion, since there are 

still various preferences existing outside the issue of locality; for example, gender and 

age.
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Moreover, the public-choice argument ignores, with the exception of efficiency, all 

other values, such as equity and social integration. What if like-minded racists use 

allocative efficiency to legitimate racial discrimination in their racist community? Or 

what if any authoritarian government exploits the logic to regulate the poor by 

segregating them to unfavorable areas?

Also, the situation in developing countries is not so easily the case of maximum gains 

from a more decentralised local government structure, since there is not enough labour 

and capital to expand public service delivery, lack of local discretion by being heavily 

controlled by central government, and deficiency of representative elected officials 

(Bramley et al., 1992; King, 1992; Judge et al., 1995).

Since the efficiency argument of Tiebout’s presumably assumed that the local 

governments are democratic and representative, it is not possible to test his hypothesis 

in countries where democracy and an elected representative system of local 

government does not exist (Judge et al., 1995: 124).

Actually all the terms relating to ‘decentralisation’ originated in the ‘western’ 

political system and are thus not necessarily applicable in ‘non-western’ systems of 

government in the developing world (Conyers, 1986: 2-3). So it is significant to 

answer what kind of decentralisation a certain country in the developing world should 

or may implement. This model cannot separate itself from the democratic process of 

decentralisation which is discussed in the sections about the responsiveness and the 

participatory dimension of decentralisation.
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2.3.2. Equity Approach

There are good conventional arguments for decentralisation which counter the 

justifications of centralisation (Bahl and Linn, 1992: 387-88). First, local

governments can adjust budgets to local preferences, and a more efficient distribution 

of local public services could result. Second, local governments might be able to tax 

some sectors of the urban economy more easily than the central government could. 

These arguments for decentralisation are related to the issue of “fiscal or financial 

decentralisation”, i.e. strengthening local governments by giving some fiscal 

autonomy to decentralise government operations.

However, as was discussed earlier, the efficiency case for decentralisation is much 

stronger in industrial rather than in developing countries. Because the theory of fiscal 

decentralisation was developed in industrial countries, as shown by the study of 

Tiebout and public choice theorists particularly, it was heavily influenced by 

democratic processes of local budget-making. Also, for example, the median voter 

theories of public expenditure determination. These models do not easily fit into 

developing countries, this is partly because voter preferences are not as readily 

translated into budget outcomes as in industrial countries.

The situation in a developing country which could derive maximum gains from a 

more decentralised local government structure would include: (a) enough skilled 

labour and capital to expand public service delivery, (b) an efficient tax 

administration, (c) an income-elastic demand for public services, (d) popularly elected 

local officials, and (e) some local discretion in shaping the budget and setting the tax 

rate (Ibid.: 390).
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There are three basic problems that can be identified when local governments are 

confronted with the provision of local services in developing countries:

i) Local governments do not have enough resources to provide public and

social services.

ii) Some local governments have more resources than others.

iii) Working of local governments is not adequately responsive to the various

needs of different social groups.

Firstly, locally-raised revenues are becoming more important. National 

governments in developing countries are increasingly shifting functions down to local 

governments in the expectation that additional local resources can be mobilised to pay 

for them.

Secondly, local governments, however, have inadequate resources to finance the 

expenditure functions, and they are therefore dependent upon transfers from higher 

levels of government. This is called the problem of ‘vertical imbalance’. Relatively, 

not all local governments are equal, that is, there are rich areas and poor areas. The 

resulting unevenness in access to local public resources give rise to what is known as 

the ‘horizontal imbalance’.

Thirdly, most developing countries have not yet established an adequate 

institutional structure to ensure that the available resources are being properly spent in 

maintaining essential services. Local governments are important for the wide variety 

of services they deliver. These services include sewerage, local streets, refuse 

removal and disposal, street cleaning, police and fire protection, social services like 

health care, education, social assistance, and sometimes telecommunications.
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However, as a consequence of inadequate resources and regional imbalances, there are 

concerns about the possible effects of decentralising public sector activities by a poor 

local government administration (HABITAT, 1996: 174-81).

In any one metropolitan area there can be a diversity of fiscal capacities and a variety 

of expenditure profiles, with different types of land use (e.g. residential, industrial, 

and commercial) generating different levels of tax revenue and requiring a particular 

level of public service. However, the geographical patterns of revenues and 

expenditures do not coincide because generally the high tax-yield land uses are not the 

major consumers of public services, while the low tax-yield land users are (Barlow, 

1981: 34). For example, residential properties consume far in excess of what they pay 

for, while commercial and industrial properties yield tax revenues two or three times 

the cost of services they use.

The Question of Regional Inequality

There are several arguments that regional inequality may be accentuated by 

decentralisation (Bundgaard and Christofferson, 1986: 74; Bahl and Linn, 1992: 388; 

Blander, 1997: 148). That is, the active role of local governments will normally result 

in variations among subnational units in levels of services and tax burdens by 

allowing the local governments more discretion disproportionately between them. 

Thus, under a strongly decentralised system individuals are likely to receive differing 

levels of service depending on where they live.

To minimise such variations, some degree of centralised decision-making seems 

unavoidable. This is a paradox of decentralisation; equality is impossible unless
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uniformity is imposed through the agency of national government, in terms of central 

rules and control or through national grant-equalising systems.

Bahl and Linn’s (1992: 47-48) study of a sample of 23 cities in developing countries 

found that in cities where growth in expenditure had slowed down, expansion in 

locally raised revenues had also decelerated, and reliance on external financing had 

increased. The ability of urban governments to increase the services they provide is 

dependent on the changes in locally-raised resources. In other words, decentralisation 

may bring about more regional disparity by allowing the local governments more 

discretion to raise their locally-raised revenues disproportionately between them, so 

that they have disproportionately unequal power to spend their resources.

There are a number of possible avenues to explore in relation to equality regarding the 

social and health services. They are (Phillips et al., 1994: 155):

© equality of opportunity 

0  equality of access 

© equality of utilisation 

© equality of outcome

All of which are difficult to achieve in practice, and related to each other in 

extremely complicated ways. Equality of opportunity may result in serious inequality 

of outcome^ because some people are better equipped than others to take advantage of

 ̂ There is difference between outcome and output. Outcome means an end-state which may or may not be the 
intended effect of specified inputs, outputs or processes, while output means a measurable product attributable 
to an input or combination of inputs (Phillips et al., 1994; 163).
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the opportunities available. For example, an egalitarian policy of free health care for 

all cannot prevent person A from enjoying a better health status than person B, since 

B ’s lesser health status may partly be the result of living in a socially deprived area, 

when A is enjoying the benefits of residing in a relatively affluent area (Ibid.: 156).

Equality of access does not necessarily result in equality of utilisation. Some people 

may not perceive that they need the particular service being made available. 

Furthermore, equality of access is no guarantee of equality of outcome. Providing 

equal access to health care may be thought equitable. But when patients get there and 

doctors do different things, is that equitable^?

The fact that patients and their families are told that they are allowed to visit 

hospital at any time is little consolation if the hospital is thirty miles from where they 

live, especially if they have a low income and no car (Ibid.: 163).

Counter-arguments in favour of Decentralisation

There are several arguments against the hypothesis that ‘greater inequality is caused 

by decentralisation’. An example relating the disadvantage of centralisation is from a 

study on medical facilities at the local level. In studying the UK case, Kirby (1984: 

78) argued that there is lack of relationship between national health expenditure and 

national health outcomes, because local conditions dictate particular demands for 

health care; if these are not met, or if the spatial distribution of expenditure is simply 

inadequate, it is clear that the national level of health expenditure is unimportant in 

explaining the differences in mortality between different countries.
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Ibsen (1980: 46) observed that the argument ‘the greater the amount of discretion left 

with local government, the more variations between areas’ is only true under certain 

conditions. From his utilising the empirical data of health services in Denmark, he 

concluded that decentralisation of welfare services had not led to a more unequal 

treatment of citizens. Since the study was regarding the medical and health services, 

the decisions as to who should receive what type and what amount of service are made 

not by bureaucrats but by doctors. Therefore, the doctor’s pivotal position in judging 

health needs made the system less bureaucratic.

Regarding two of the above cases, it is possible to discuss social policy strategies 

which might compensate regional variation. They are the policies according to 

individual needs or locally-specific categories (Edwards, 1987: 6-8).

The subject under consideration here is ‘positive discrimination’ for the most 

deprived area (or called ‘inner-city’ area), which has commonly been a characterising 

feature of the positive discrimination policy in Britain. The benefits of area-based 

positive discrimination go to generalised recipients who live in the area without 

considering their individual needs (Ibid.: 24). It is found reference to positive 

discrimination in respect of areas or groups of people in greatest need. However, the 

effectiveness of such practice of directing resources to the most deprived areas 

depends on the assumption that these resources are truly getting to those individuals 

most in need of them.

Equitable  or equity  means equal treatment for equal needs.
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The paradox of regionally differentiated policies is that the resources cannot usually 

be reached to those individuals most in need of them, even though the policy is 

consciously intending for them to benefit as the case of ‘positive discrimination’ 

policy had shown.

Individual or Social Group Approach to the Concept of Equity

The achievement of equity is approached either by trying to balance the geographical 

spread of resources, or by attempting to equalise the distribution of health services by 

individual needs. It has, so far, reviewed about the geographical aspects of service 

equity (on the providers’ side). In this section, another side of service equity is 

discussed. That is to say, the service users’ view and perspectives of equity according 

to their socio-economic, gender, educational and other grouping of individuals.

In the UK study, for instance, the distribution of health service utilisation to different 

Socio-Economic Groups (SEG, on the basis of the occupation of the head of the 

household) is well researched. The result showed a distribution favoured the higher 

income groups (Van Doorslaer et al., 1993: 349).

So the more affluent sections of society have better utilised the health care available 

even though it is the deprived classes who may be in most need of its services. The 

perceived links between deprivation and poor health led to calls that health policies 

should be widened to include measures which counteract poverty (Van Doorslaer et 

al., 1993; Williams, 1987; Black, 1980).
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Accordingly, some of the policy initiatives that can influence inequality in health are 

suggested as follows (Benzeval et al., 1995; Sidell et al., 1997);

© Strengthening individuals 

0  Strengthening communities

© Improving access to essential facilities and services.

Policies that attempt to strengthen individuals aim to change people’s behaviour or 

coping skills through health education or empowerment. Moreover, policies that aim 

at strengthening communities have either focused on strengthening their social 

networks or they have adopted a broader strategy that develops the physical, economic 

and social structures of an area. Such initiatives can, through involving the 

community itself in the determination of priorities, change the local environment, 

services and support systems in ways that promote equity in health (Sidell et al., 1997: 

17).

2.3.3. Responsiveness Approach

According to the World Bank Report (1997:111), “The number of democratically 

elected governments has increased sharply in recent decades, giving many citizens 

new opportunities to voice their opinions through the electoral participation”.

In 1974 only 39 countries were - one in every four world-wide - democratic. 

According to the World Development Report by the World Bank, 117 countries - 

nearly two in three - now use open elections to choose their national leadership, and
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two-thirds of the adult population in developing countries are eligible to participate in 

national election (Ibid.: 111).

As greater accountability and responsiveness, through participation, is becoming a 

more significant issue, decentralisation is supposed to do much to improve state 

capability. It is supposed to create pressures to better match government services to 

local preferences, strengthen local accountability, and support local economic 

development (Ibid.: 124).

Participation, Empowerment and Choice

In a number of discourses about decentralisation, the term ‘participation’ and 

‘empowerment’ has taken a significant place (Servian, 1996; Ingham, 1995; Bums et 

al., 1994). Broadly speaking, decentralisation is seen as empowering because of the 

closer relationships between residents and officials that is said to be an aspect of local 

services, but also because of the involvement of residents in democratic processes.

It is easier to make a case for the decentralisation of the local administration than it is 

to make a case for local democracy. In other words, it is rather problematical to 

analyse how an individual can be empowered or disempowered (Servian, 1996: 7). 

The term ‘empowerment’ is rarely defined by the people that use it. Rather, it is 

presumed that we all know what is meant by it. There are problems in seeking a 

working definition for ‘empowerment’ as this term represents different meanings for 

different people. Servian (Ibid.: 6-8) provided many different, sometimes even 

contradictory, interpretations of the term. Among those are different definitions;
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• Empowerment as access to democratic processes. The right to vote, or a say in 

some other way in political policies is a major campaign by a large number of people 

throughout the world.

• Empowerment as taking leadership. Political leaders, senior managers and club 

committees are frequently the centre of competition for leadership. Empowerment in 

this context is about the powerless taking the leadership of an organisation to obtain 

power.

• Empowerment as permission. Empowering your bank to invest your money, or 

empowering a member of staff to work in a particular, agreed way are examples of 

this definition.

• Empowerment as meeting specific needs or rationing resources. Empowerment of 

users and carers in local government or community care services features through the 

involvement of users and carers in planning, effectively participating in the rationing 

of the service.

• Empowerment as control of industry. Industry has historically been the 

battleground for competing claims for empowerment between employers and 

organised labour. Until recently, the British Labour Party Constitution proposed “to 

secure for the workers by hand or by brain the full fruit of their industry...”.

• Empowerment as changing workplace technology. The term ‘empowerment’ is 

used by Honda in Japan to develop a high quality workforce, with the overriding 

motivation of increasing company profit. Empowerment in this view represents a
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specific role on the production line or in the office replaced with a more flexible 

view of the skills of the worker.

Then, what does ‘empowerment’ mean, and what is the relationship between 

‘empowerment’ and ‘participation’ in the context of the decentralisation of local 

authorities? It is commonly argued that local government is about the easier 

involvement and participation of citizens with their close affairs than national 

government. Power should not be concentrated in one organisation, but should be 

dispersed, thereby providing political checks and balances. A way of doing this is 

elected local government. Obviously, elected local government involves citizens as 

voters and elected representatives (Wilson and Game, 1994: 36-38).

Although it is agreed that democracy and empowerment is undoubtedly significant, 

the question of how people are empowered and how the authority can be democratised 

is still ambiguous. For instance, citizens no longer like party X so they vote for party 

Y, and choose political leaders periodically at elections (so-called ‘representative 

democracy’).

Though there have been greater moves of public involvement in local service 

provision, in many cases, participation has served the purpose of building up 

consensus for the proposals of those in power, thereby legitimating them. Bums et al. 

effectively illustrated the distinction between choice, participation and empowerment 

by the analogy of a theatre performance:

A traditional play will be written by an author (political parties or system) and 

performed by a group of actors (council officers) to the audience (the public). The
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audience is not involved either the writing or the performance. A more creative 

approach introduces audience participation. Here there is still a (unchanged) script, 

but the actors have a certain amount of freedom, and the audience is encouraged to 

participate. However, if there is any danger of the script being undermined, the 

involvement of the audience is diminished. The audience can complain, but the most 

probable result of their complaint is that they will be excluded from the theatre. This 

is managed ‘participation’. Alternatively, the dissatisfied audience could go to 

another theatre but they would still have no involvement in writing the script. This is 

what we mean by ‘choice’ (Bums et al., 1994: 155).

In spite of the rhetoric of participation, there is still resistance to real decentralisation 

or transfer of power, and the concept of community participation has a bad reputation 

as a form of exploitation, co-opting, or cheap labour for central agencies (Green and 

Anderson, 1986; Bums et al., 1994; Devas, 1997).

Decentralisation has occurred most commonly in the implementation of community 

programmes, not in their planning or evaluation (Green and Anderson, 1986: 44-45). 

Asking neighbourhoods and organisations to implement programmes planned 

elsewhere and evaluated on someone else’s terms will usually yield only limited local 

commitment to the goals and methods of the programmes.

People need to be consulted from the start in assessing their needs and setting 

priorities. Whether the help comes in the form of finances, technical consultation, or 

other resources, people in neighbourhoods, organisations, or communities are more 

likely to accept those resources if they have participated actively in identifying their 

own needs.
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As a general principle, the ideal configuration of the decentralisation of community 

programmes is to place the planning and evaluation functions at the local level and the 

implementation resources, including expensive technology and facilities, at the central 

level. The effective delivery of such programmes necessarily depends on local 

organisations, and should not be expected to occur without the transfer of planning 

and evaluation functions to the local level as well (Ibid.: 44-45).

However, in reality, the evidence about the officers shows that they are heavily 

involved in the planning and policy making. What an officer recommends is crucial 

to an understanding of the decisions that are taken and yet we know little, from within 

the local government literature, about the factors which would influence the 

recommendations he makes (Lewis, 1975; Hvinden 1994; Bums et al., 1994).

Local authority officials have been studiously ignored in studies of community 

politics, perhaps because of normative statements about their roles as implementers, 

and this also led to what can only be a distorted perspective of what happens and why. 

While local government literature tells us little about officers, there is alternative 

information, in the form of literature on bureaucratic organisations.

Interaction between Bureaucracy and Community

Decentralisation’s participatory aspects involve the attraction of diverse interests from 

various social groups in local communities. Le Grand identified that:

Decentralisation is about extending and improving the public’s access to local 

authority service delivery (Le Grand, 1993: 158).
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Here, this definition is related to questions like ‘Who is gaining more access while 

others are deprived of?’, and ‘Does the locality or where a person lives, relate to 

whether or not s/he gets more access than another person?’. These were partly tackled 

in the previous discussions about ‘equity aspects of decentralisation’ and ‘the 

problems of regional inequality’. Furthermore, in this section, these problems are 

discussed more specifically in terms of the ‘responsiveness’ of suppliers or providers 

of local services.

On the one hand, it is quite significant to discuss the topic of decentralisation in terms 

of the ‘participation’ of service users or local residents. On the other hand, it is also 

important to know what the service providers’ point of view is like. In other words, 

we are talking about how to close the gap between these two sides, how responsive 

service provision is to consumers, what conditions will create a closer relationship, 

and so on. So, the role of local officials is vital to answer those questions, because 

they are the people who make decisions, deliver services and implement the actual 

programmes (Ibid.: 160).

It is useful to distinguish between the three levels of providers of local public services 

in communities. They are the politicians (or elected officials), higher-level officials 

(managers) and front-line officials (for instance, social and health workers).

Politicians and managers are more aware of the costs of government programmes, 

and strong incentives to limit the overall government budget. This pressure for tight 

budgets will impact on the provision of service which is mainly implemented by front

line workers. Also, higher-level managers and politicians will want to keep control
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over their front-line staff, and their attitudes towards the desirability of 

decentralisation are partly determined by this.

Front-line workers face a situation that is in some respects the reverse of that faced 

by politicians and managers. Le Grand recognised these aspects as follows:

On the one hand, they may prefer to be geographically distant from the centre. This 

is likely to give them more freedom for manoeuvre, and more flexible working 

conditions; it will also promote better access to clients and hence more job 

satisfaction. On the other hand, they lose the companionship, support and 

organisational power that a large office can bring. Further, they face new pressures, 

due to the increasing number of inquiries and even the more exposed conditions 

which place staff at a risk of physical assault (Le Grand, 1993: 168).

So local officials will feel ambivalent about decentralisation; to the extent that they 

are committed to providing a service that increases user satisfaction. However, they 

may be conflicting even within the groups themselves.

Because of the fact that politicians and managers wish to exercise day-by-day 

control over front-line staff, they will prefer concentration; to the extent that they wish 

to distract professional power, they will favour dispersal.

Front-line workers will favour dispersal since it gives them more control over their 

daily activities. Especially, since social workers approach their jobs as an act of 

giving, workers see themselves as motivated by compassion. However, when they see 

their work as being too demanding and see that their efforts are producing no 

beneficial results, they are frustrated. The demand for service is ever-increasing, but
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there is no concurrent increase in street-level bureaucrats or social workers (Ibid.: 

158-168).

Making Service More Accessible

Decentralisation could enhance accessibility to local service provision by 

‘debureaucratisation’ and ‘community initiatives’. Briefly speaking, what 

decentralisation might create is a sphere built somewhere between highly 

professionalised bureaucrats and powerless local people. However, it does not mean 

that inequity will cease to exist.

The public sector in Britain provided examples of public resources being made 

available to community organisations to enable them to participate more effectively 

and directly organise their own specific services (Mayo, 1994: 15). However, such 

self-management initiatives, based upon self-help and self-reliance, could increase the 

burden upon individuals, families, communities and especially women. Even if it 

does improve access to services, there is still the possibility that it will allow 

considerable variation in services from place to place and group to group within the 

communities.

So, to what extent can such improvements and more accessibility be achieved without 

placing an unbearable strain on the most vulnerable in the community? To what 

extent can such improvements be achieved whilst maintaining principles of equity?
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The most useful measures of equity from a policy-making point of view are ‘access’ 

to services and the ‘cost’ of publicly financed services (Colclough, 1997: 348). 

Expenditure and access to public financed local health and social care services are the 

focus of this study.

Accessibility relates to the idea that one group has access to, for instance, welfare 

facilities more easily than another group, the second group might well feel that the 

unequal situation is unfair or inequitable. The concept has a number of elements 

(Phillips et al, 1994: 162-63).

© Access to resources: The first element is access to goods and services and to the 

organisations which provide them: this includes problems of distance, travel time, 

transport facilities, etc. Local authorities can use territorial and functional 

decentralisation through locally based area offices or centres the public can gain 

access to social services more easily than in the case of centrally located council 

offices.

0  Access to decision-makers: Another consideration is the way in which decision

makers distance themselves from the public by appointing gate-keepers (for example, 

receptionists, secretaries, operators, etc.). For instance consultant doctor who seems 

to their clients not to be giving consideration to their questions and concerns are 

likely to leave the client feeling that the system is uncaring, unresponsive and 

inaccessible.

0  Access to redress of grievance: Another aspect of accessibility is the extent to 

which there are effective mechanisms by which dissatisfied clients may seek redress
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of grievances, for example via courts, inquiries, tribunals, ombudsmen, councillors, 

etc. Also, access to decision-making process refers to the extent to which there are 

genuine opportunities for the public to participate in the decisions about how services 

are to be provided. The need for public participation in public policy-making and 

planning has long been recognised, but there is little evidence that any substantial 

progress has been made in this direction.

There are related concepts to accessibility, such as utilisation and barriers. For 

instance, certain barriers such as costly charges or corruption can make gaining access 

to the health care system difficult, and barriers can create inequitable circumstances 

for the poor, leading to lower utilisation by the poor. These problems are discussed in 

more detail in the chapter about the analytical framework of this study.

2.3.4. Local State Approach

In the section 2.3.1.C, it was discussed about the model of local government, like that 

of Tiebout’s, which over-emphasised the benefits to the public. However, the local 

state model is the most critical approach to local government. This is not only about 

local autonomy from central government, but also the autonomy from the capitalist 

system itself. The relevance of this approach to the study considers the question of 

whether decentralisation could lead to a greater scope for community control.

Yet this approach is entirely based on the experiences from developed countries. 

To some extent, this approach may not directly be relevant to the research on an 

empirical level, but may be quite relevant to ponder the questions relating to 

empowerment, participation and choice, which were discussed in the section 2.3.3.
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It has been discussed (O’Connor, 1973; Gough, 1995; George and Page, 1995) that 

the modem state tries to fulfil two functions: to aid private sector capital accumulation 

and to buttress the legitimisation of capitalist social relations.

Corresponding to these functions, the public expenditure of the modem welfare 

state is spent either to increase the productivity of a given amount of labour, or to 

lower the reproduction costs of labour power. For example, welfare payments for the 

poor are a social expense to control the surplus population (or the underclass) and 

legitimate the capitalist system, whereas social insurance is an investment in the 

productive sector of the labour force (Gough, 1995: 203).

Moreover, Offe (1984: 263) maintained that the notion of living labour does not 

behave such as a genuine commodity in the (labour) market in terms of its production 

and reproduction. That is to say, labour is a human being itself. So there are concems 

such as satisfying the consumption needs of wage-eamers and their households.

Offe argued that although there are differences in the levels welfare provision in 

different capitalist societies, the welfare state has emerged as universal feature of 

capitalism, reflecting the coexistence of the logic of industrial production for profit 

and the logic of human need at the same time (George and Page, 1995: 219-222).

More specifically regarding the local state, Saunders (1986: 6), in his ‘dual state 

thesis,’ argued that production-related functions (e.g. labour relations and coping with 

unemployment) are best dealt with at the national level. And functions such as 

education, housing and social services are less important and can be opened to the 

competitive or pluralist politics found at the local level. That is, the state will operate 

more in the interests of the dominant class where production-related functions are
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concerned, and will be more responsive to popular opinion in the case of 

consumption-related functions.

He argued that the nature of local state autonomy and local political struggle 

concerned with the provision of social welfare is not class-based but constituted on 

the basis of ‘consumption sectors’ (Saunders, 1986: 7; Flynn, 1986: 82-85). However, 

the elements identified within each dimension are not empirically separate, they are 

only analytically distinct. That is to say, it is obviously the case that production and 

consumption are interrelated (e.g. provision of welfare services can and does aid 

certain producer interests as well as those who consume such services).

Saunders interpreted the problem of relative autonomy in the local state as 

‘dualistie’. It was the main feature of the dual politics thesis that criticised 

O’Connor’s approach (which assumes that all state spending is in some way necessary 

to support the interests of capital), arguing instead, that consumption provisions 

should be seen primarily as serving interests other than those of private capital. The 

logic behind this ideas is that the expansion of the welfare state in most western 

countries has gone far beyond anything that might be required by capitalist producers 

(Saunders, 1986: 8-15).

As the intervention of the state has increased in the society as well as the economy, 

the state must develop its possible strategies for achieving its responsiveness to the 

most powerful interests (Saunders, 1981: 262). So that the state is involved in the 

sponsoring of representative democraey in policy-making as the means of determining 

priorities, but this may be seen as counter-productive in that it may result in the 

subordination of policies to the demands of non-capitalist interests.
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It is worth considering the representativeness of democracy in local politics, 

because investment policies are typically developed at the national level in close 

consultation with capitalist interests, while social consumption is relatively responsive 

to localised popular pressures exerted on, and through, representative local state. 

Local government, of course, is not entirely open, and some sections of the population 

may still effectively be excluded from any effective participation in local politics. The 

important point, however, is that questions regarding the relative openness of different 

state agencies to different types of groups in different areas must be open to be 

answered through empirical research.

However, in many capitalist societies state support for private production and 

economic growth is not understood as a class-biased policy but it is generally 

perceived as a policy in the national interest (Pickvance et al., 1991: 10-12). 

According to Cockbum’s study (Cockbum, 1977; Duncan et al., 1988), local 

government is the local state as ‘part of a whole’; the capitalist state. Under 

capitalism, local governments are subject to central government.

Why then, do state institutions have a local dimension? According to Duncan et al. 

(1988: 32-43), local state institutions are needed in order to deal specifically with 

local situations of uneven development in capitalist society.

Local government is not to be reduced to a given function or set of institutions, but 

rather, contradictory processes are located in local government, reflecting the fluid 

changes within class relations. Just as the capitalist state is a historically formed 

social relation, so are state institutions at the local level. Local-level state institutions
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are constantly being restructured and these changes are linked to changes in state 

relations as a whole and to changes in the overall form of capitalist social relations. 

Local social transactions are specific to local areas, which are not to be dealt with by 

the national state for many reasons (Duncan et al., 1988: 32)

Local specificity demands locally-articulated autonomy and insulation, just as the 

national state expresses itself as a representative of national capital in general and not 

as an individual component of global capital. Space makes difference. Yet whatever 

happens at the local and subnational level does not operate independently of social 

processes.

2.4. Summary

This chapter has sought to review the existing body of literature on decentralisation, 

and to integrate various aspects under the three most significant concepts of 

efficiency, equity and responsiveness. By highlighting the three concepts, however, 

they appeared to be interlinked with one another. Efficiency, when we are dealing 

with aspects of the decentralisation of local services, cannot be separated from the 

service efficiency of responsiveness and equity aspects. Also, equity is not an isolated 

concept, but should be considered as equity of responsiveness and efficiency between 

individual users’ or providers’ perspectives geographically.

There is often considerable confusion as to how the objectives of responsiveness 

will be achieved, as to how the wider concept of efficiency can be measured and put 

into place, and as to what balance of equitable service between providers (central- 

local or geographical) should be. There is also the problem of how to provide for the
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disadvantaged people or for people in areas who are unable to act as consumers and 

exercise choice. It is still unknown, as to whether or not the decentralised service 

delivery system can be a solution for the problem.

This chapter has been involved in a wide range of complex issues regarding 

responsiveness, equity and decentralisation. These issues have raised a number of 

questions to which this study has tried to answer.
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Chapter 3

DECENTRALISATION AND 

LOCALISED HEALTH SYSTEM

3.1. Introduction

This chapter discusses decentralisation with special reference to the urban health 

sector, which is the main empirical research area of this study. This chapter consists 

of five sections including this introduction. The next section discusses the concepts 

and background of this chapter, including public health, primary care services, and the 

role of the community health system in localised health services. Section 3.3. is about 

the central issues relating to the research, including the inequalities of the health 

service provision and the implementation of social and health works by the front-line 

officials. Section 3.4. then explores the potential variables which will explain the 

research findings. The chapter concludes with a summary and conclusion.

3.2. Basic Concepts and Background

3.2.1. Public Health and Urbanisation

Public health services are recurrently discerned from curative health services, but this 

distinction has overlapping elements with various terms like: therapeutic, personal
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health or other medical services. Shonick recognised the property of public health as 

following:

What distinguishes public health from other measures taken to protect society’s 

health is that its activities primarily involve organised community action against 

impending health threats, while medical care (curative health service) activities 

involve health professionals treating individuals.

Another way to put this is that medical care concems itself primarily with the 

person as patient receiving the best treatment available when he or she sees the 

physician, while public health concems itself with the health status and health 

service needs of defined population (Shonick, 1995: 1).

By the very nature of these functions, the government bears the main responsibility for 

their implementation. The main governmental role in public health has been played 

by both the local and the central governments.

Why should it be publicly provided? Many people have claimed that the (public) 

health care system contains certain characteristics that make market allocation 

inefficient (Le Grand et al., 1992; 43-47). In particular, inefficiency in markets in 

health care, arises because of the uncertain demand, imperfect consumer information 

and externalities.

For example, people cannot predict when they are likely to want health treatment, 

so it is difficult for them to plan their expenditure and savings to meet their medical 

expenses (uncertainty of demand). Also, unlike other commodities, consumers (or 

patients) have little idea of the suitability of various possible treatments (by the
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doctor) and of the likely effectiveness of treatment (imperfect and unbalanced 

information). Moreover, particularly public health treatment (e.g. for communicable 

diseases) can create external benefit or cost (externalities). For instance, if some 

people decide to be vaccinated against whooping cough, then not only do they reduce 

their probability of getting the disease, but they also reduce the probability of others 

getting it.

Many factors can therefore contribute to an individual’s state of health. Society, as a 

whole, should hence be more carefully observed as the objective with respect to the 

provision of health care. This approach to health care, in this research, is focused 

mainly on sociological and administrative aspects, rather than medical. The origin of 

public health, indeed, was not purely medical and scientific, either.

From the very beginning, one of the basic assumptions in epidemiological research 

was the sociological assertion that a relationship exists between health status and 

spatial location. The most obvious example of this purpose was the differentiation in 

the health status between city residents and their rural counterparts.

It is well known that public health experiments began as a part of an urban social 

reform with reformers like Chadwick, in Victorian England, who sought to improve 

the human environment through better water supplies, sewage and housing (Davies et 

al., 1993: 1).

Since the Industrial Revolution in England, rapid urbanisation has been taking place 

all over the world. Workers flocked to urban centres which rapidly became insanitary
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and polluted by human and factory waste. The city is a place of concentration, 

exchange, and diffusion of germs and poverty.

A history of cities, since then, shows the development of public health systems in 

highly urbanised areas (Greer et al., 1983; Davies et al., 1993; Fuchs, 1993). In the 

beginning of the growth of cities, especially in the case of England and America, the 

wealthy were not as immune to the consequence of epidemic as they had hoped. This 

was because the physical and social ecology of the nineteenth century was one where 

rich and poor shared a limited physical space. So the unhealthy condition of cities led 

to elementary public health services.

The benefits of public health and related sanitation improvements were designed 

largely for the upper-class part of the population, but these chances also benefited the 

poor and migrants. This is because many of the affluent had come to realise that an 

epidemic starting in the poorer wards could not easily be restricted. Therefore, the 

greater exposure to infection and contagion found in large cities was now being 

compensated for, in part, by better medical and public health facilities. Following 

this, with the development of transport systems, the richer people moved to the 

outskirts of these areas.

However, variations in health status are still relevant to the availability of health 

services. There is a relationship existing between health status and spatial location. 

Some measures of health status continue to demonstrate clear locational differences. 

Surveys of people’s perceptions of their health status and health care services have 

continued to show a consistent pattern of variation from place to place (Greer et al., 

1983: 25-34).

64



3.2.2. Need for Primary Health Care

According to Phillips, health care can be distinguished between ‘primary’ and 

‘secondary’, and subsequently in more detail:

Primary care is the level of care nearest to the individual, provided locally by 

primary physicians or primary care teams (comprised of professionals such as 

doctors, nurses, midwives, and medical social workers in general practice). Primary 

care has the main requirements of being easily accessible to individuals, to provide 

assistance, advice and simple treatment, which may be given without major facilities 

being available. (...)

Secondary care, on the other hand, is that level of care received within a hospital 

or institution and, therefore, sometimes being referred to as specialist or institutional 

care (Phillips, 1981: 68-69).

A distinction can also be drawn between the work of the community physician who 

deals with the primary health care needs of communities and populations and the work 

of the family physician, who provides, in the familiar home setting, accessible and 

continuing primary medical assistance for the individual and his family. Secondary 

care may also be further sub-divided into in-patient and out-patient care (Ibid.: 89).

There have been frequent arguments stating that a strong primary health care 

infrastructure is more equitable, efficient and effective than a speciality based 

infrastructure (Griffin, 1996; Marinker, 1994; Phillips, 1990).
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That is to say, the specialist-based system will often subject a patient to 

unnecessary, expensive, and sometimes life threatening, tests and treatments. Given a 

tendency to overtreat, the system will not only be more costly but, by producing 

poorer health outcomes for the patient, will generate less satisfaction with the system.

Moreover, the primary health care approach, advocates promotive and preventative 

treatment and is oriented to the needs of entire populations. If primary health care is 

to grow within communities, it is felt that professional and managerial support needs 

to be developed locally, or at least as close to the periphery as possible.

However, many argue that primary health care needs to be better funded in many 

cases, and that there is a strong spatial differentiation and maldistribution of care 

provision in primary health care (Phillips, 1990; Marinker, 1994; Hart, 1978).

In spite of the difficulties and the costs of providing specialist facilities, the 

provision of health care has been, in the past, emphasised by the prominent role of 

professionally trained doctors and specialists. Increasingly, however, in developing 

countries, a focus on a higher level of training is being thought of as inappropriate for 

the needs of the community.

For instance, when training is desired, it should sometimes be provided at a more 

grassroots level by teams or individuals living in the localities. However, the public 

system of health care is under so much strain and is so short of supplies, that it is 

regarded as being a bad second-best choice by many people (Phillips, 1990: 109).

Although the private sector is assumed to be a significant provider of some of the 

basic advice and access to medicine, it does not undertake in preventive measures or 

public health activities. In addition, private practitioners are frequently found to be 

more active in affluent centres, where higher fees can be earned (Ibid.: 110). Private
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practitioners rarely participate in mobile extension services or in comprehensive 

primary health services other than those that are curative procedures. These activities 

are left to the public sector (or often charitable providers).

3.2.3. Decentralisation and Community Health Centres

The idea of a health centre was simple. Put everybody in one building - doctors, 

nurses, health visitors, social workers, secretaries and etc. - so that they are forced to 

work together. The health centre exists to allow the primary health care team to be as 

good as it can be. The health centre is a focus for teamwork aimed at providing 

comprehensive community care (Beales, 1978: 2-4).

Above all, the health centre has to be a place that can convince patients that 

someone does indeed care about them. The health centre has to be designed and 

operated with the patient-practice team relationship entirely in mind. A good way of 

going about this, is to allow all those who are connected with the project to get 

together in the early stages of the planning process to discuss exactly what the health 

centre means to each individual, and what their expectations are.

‘Community health centres’ were suggested with the purpose of bringing together, 

under one roof, personnel from all branches of primary care. Family planning, baby 

clinics, consultant sessions and other community services could be thus provided 

away from the hospital (Phillips, 1981: 78).

Also, community health centres can utilise the merits of a community-based 

position of the public health activities they provide that are primarily concerned with 

community action against imminent health threats (Ibid.: 78).
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One of the chief characteristics of public health work is that it deals essentially with 

people rather than with things. Even in the sanitary control of food or water it is the 

attitude, understanding, and co-operation of the producer, the controller, and the 

procurer that are the important factors. Most of a health department’s budget is 

devoted to the salaries of professional workers, and the sole product is interpersonal 

relationships.

However, in the daily life of the average individual, particularly in large cities, only 

a few places are meaningful for them. Certainly a city hall is relatively meaningless to 

the average person, and if he has any feeling for it at all, the chances are that those 

feelings are not particularly friendly (Hanlon, 1974: 205).

Increasingly, current attention has been given to the decentralisation of personnel, 

activities, and services. It must be recognised that the public health personnel who 

work in a particular district are in the best position to be familiar with the problems, 

needs, and resources within that district. Therefore, insofar as that district is 

concerned, the district personnel should have the responsibility and the authority for 

determining and carrying out the details of the daily operations and activities (Ibid.: 

204).

3.2.4. Local Authorities’ Co-ordination with Other Sectors

The principles of self-reliance in health being promoted by Thatcherite-monetarist 

policies in many countries downplay the role of the state in providing the 

infrastructure for health for all (Phillips, 1990: 276). The reduction of public-sector
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funding for many types of programmes, which are left to stand on their own financial 

feet, is a persuasive example for poor governments to follow, as it minimises their 

need for expenditure on what is regarded as an infinite demand for health care.

This might be acceptable to many wealthier residents in rich countries, however, 

the major feature of current health care provision in many developing countries is the 

mismatch of care and provision relative to need.

In a situation of scarce resources, the issue of resources for the implementation of a 

City Health Plan is worth noting (Wema et al., 1998: 41-47). Health City Projects in 

industrialised countries have a strong emphasis on pooling local resources to address 

each city or town’s health issues - therefore assuming that each city/town has the 

necessary resources to address its problems. In this respect, the task of a healthy city 

project is to find such resources and to organise them in an adequate way.

However, the balance between problems and resources in cities in developing 

countries is considerably different from that of their counterparts in industrialised 

countries. By and large, cities in developing countries have fewer resources and more 

problems to address (Ibid.: 42-46).

A partnership model of service provision is emerging with services provided 

through the co-ordinated efforts of service users, local authorities, local businesses, 

community organisations, and international and financial institutions. Co-ordination 

and management must engage and balance the interests of all these stakeholders and 

may best be carried out in a more decentralised manner at the level of local 

government, with national and provincial agencies playing a policy and support role 

(Ibid.: 14-15).
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The notion of the ‘enabling’"̂ authority was initially raised in the context of debates 

about the ways of introducing market-based approaches to the delivery of local 

services. The fragmentation of organisational responsibility in the 1980s may 

paradoxically mean that there is increased pressure for extensive collaboration 

between agencies. This implies the need for conscious co-ordination which can be 

carried out through an ‘enabling’ authority (Cochrane, 1993: 69-76).

Proponents of this approach stress the notion of community government. It is an 

expression of the enabling authority, not only in the narrow sense of enabling other 

organisations to do the work of the local authority, but also in the sense of enabling 

communities to define and meet their needs. The discussion of the enabling authority 

is helpful to emphasise the potential fragility of the local government’s status within 

that more pluralist environment (Ibid.: 69-70). At the local level there has been a 

decline in government (the role of directly elected local government institutions) and 

the rise of ‘governance’ (the exercise of authority by non-governmental institutions 

coupled with claims to legitimacy).

However, it is difficult to see how local councils can be in the position of ‘enabling’ 

others to act when they themselves are in a relatively weak position. In most Third 

World nations, local government is weak, inefficient and often unrepresentative.

There is some definitions trying to identify what ’enabling’ means, which has increasingly come to be used in the 
literature. Cochrane (1996: 198) defined that Enabling’ authority is ’one which delegates responsibility for most 
aspects of service delivery to others, enabling them to be delivered, rather than delivering them itself. Kieron 
Walsh (1996: 85) said that "The ’enabling’ local authority, purchasing services from a range o f other 
organisations, is an alternative to the self-sufficient and integrated local authority." Also, Dowding (1996: 58) 
argued that "The aim of creating ’enabling councils’, which do not themselves provide services by direct 
organisations but rather enable services to be provided by creating the political structure through which 
demands can be made and the market facilitated to respond".
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3.3. Issues and Concerns relating to the Research

The role of local government is changing in response to the current challenges of 

municipal planning and management, and service provision. This perspective is 

bringing changes to the public health sphere as well. That is, health issues are 

addressed in all development activities both at the national and local level (Wema et 

al., 1998; WHO, 1992).

WHO (1992) used an integrated approach which refers to any effort to ensure 

health issues in municipal and national plans, and supported the emergence of the 

Healthy City approach. Healthy city projects have a strong emphasis on pooling local 

resources to address each city’s or town’s health issues. A partnership model of 

service provision is emerging with services, provided through the co-ordinated efforts 

of service users, local authorities and their affiliated service departments, private 

investors, and community organisations.

This approach however assumes that each city or town, somehow, has the necessary 

resources to address its problems. The balance between the problems and the 

resources in cities in the developing world is considerably different from that of their 

counterparts in industrial countries. By and large, cities in developing countries have 

fewer resources and need to address more problems. In a situation of scarce 

resources, it is fundamental to devise a thorough way of establishing priorities for 

action. It is also important to analyse the main partners of the project (Wema et al, 

1998: 51).
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3.3.1. The Problems of Decentralised Social Service System

It is argued that a dispersed service at lower-levels will be more efficient than a 

centralised one. Dispersal of services, if done properly, should go some way towards 

equalising the distances that people have to travel for the service. That is to say, no 

one person should have to spend, more money or time, than another person, on getting 

to a service. The reduction in the cost to the users’ travel and waiting time may be less 

than the cost that the providers might incur, while setting up and staffing the delivery 

points (Le Grand, 1993).

However, dispersal of services (physical decentralisation) alone does not result in 

decentralised programmes. Politicians and bureaucrats seek to maximise their 

popularity in their own interests of getting re-elected and staying employed. Where 

democracy does not exist in developing countries, a process of monopolising power 

can occur with few political checks on the use of government resources. 

Discretionary power may not be used to reduce barriers to entry and to respond to 

people’s tastes and preferences, but to benefit the already powerful (Colclough, 1997: 

357).

It is not an easy task to analyse dispersal of service in terms of social policy provided 

by the state. Firstly, it is because public expenditures are not clear social indicators, 

i.e. it is impossible on the basis of the published expenditure accounts to assess social 

development and social achievement. Secondly, public expenditure comprises only 

part of a state activity. There are forms of expenditure which do not appear in public 

expenditure accounts. Thirdly, because the outcome of public expenditure decisions
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depends on a large number of factors, it is not always possible to be categoric about 

priorities implied by the expenditure (Kalseth and Rattso, 1998: 63).

3.3.2. Inequalities in Primary Health Care

The identification of disparities between different parts of countries has been a major 

source of health and medical research. The strongest and most extreme evidence, in 

support of such trends is of the deficiencies in primary care in socially deprived inner- 

city areas. These trends can be summed up as the ‘inverse care law’. Hart (1978: 

412) summarised the problem;

In areas with most sickness and death, general practitioners have more work, larger 

lists, less hospital support, and inherit more clinically inefficient tradition of 

consultation than in the healthiest areas, and hospital doctors shoulder heavier case

loads with less staff and equipment, more obsolete buildings and suffer recurrent 

crises in the availability of beds and replacement staff.

Variations in the number of people receiving health service treatment (utilisation of 

services) and the health expenditure per capita from one place to another reflect 

differences in the provision of services, they do not reflect the needs of the people 

(Marinker, 1994: 59-60; Haynes, 1987: 31-32). Almost all attempts to explain 

medical variation by concomitant variations in relevant disease or need rates (i.e. 

demand-side) have failed. Most often, clinical decisions or practice styles (i.e. supply- 

side) can best explain variations in care between small areas of health provision 

(Marinker, 1994).
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According to Marinker (1994: 60), medical variations between neighbouring areas 

are quite common and systematic phenomena, so that they have very considerable 

implications for cost and outcomes of health care. Moreover, inequalities in the 

distribution of health care in urban areas might be caused by many factors, such as 

policy responses to medical need, historical legacy of services, health behaviour 

varieties between social groups, and so on.

The significance of geography in health and social policy is evident in the policy 

process and the state hierarchy (Kodras et al., 1990: 2). At the national level, these 

policies are designed and enacted upon by legislators whose territorial interests often 

generate regionally based conflicts. Also, at the stage of the implementation of the 

programmes, flexibility may result from intentionally vague policy design, which is 

necessary to ensure concems for the rights of local governments. Finally, the outcome 

of a programme is conditioned by the interplay of their day-to-day operation and the 

specific place contexts in which they are embedded.

There are spatial dimensions of the role of the health policy in creating the uneven 

distribution of the medically vulnerable (Bohland, 1990: 135). In the United States, 

for instance, health policies, intended to improve access to care, have paradoxically 

created serious geographic inequalities in the ability of large segments of the 

population to obtain care when needed.

Funding for Medicaid programme (for the poor) is a joint federal and state 

responsibility. The matching level is established by aggregate indicators of state 

wealth, with wealthier states receiving a smaller federal match.
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An important policy flaw in the system was that states initiate the funding levels 

and the federal government must respond. The match system was an attempt to 

equalise opportunities between states. However, wealthier states have used the 

additional resources at their disposal to secure more federal funds. Poorer states, on 

the other hand, despite having a larger federal percentage of the match, have not 

increased their commitment to Medicaid. The poorer states are less committed to 

funding Medicaid because, for them, economic development policies have a higher 

priority.

That is to say, initiatives by the national government, to shift to local governments 

more of the cost of providing care to the poor, has exacerbated these inequities (Ibid.: 

135).

In developing countries, the situation is even worse and is even more difficult because 

the governments are never willing to provide universal welfare and health services. 

With fewer resources and finances, spatial resource allocation procedures rarely reach 

the people whose problems are the ones that they claim to address. The interest to 

better target resources has come to surface in the countries and regions where there is 

less money.

3.3.3. Implementation of Health and Social Works: The Front

line Officials

Community health workers are often the major resource for health care, willing to 

work at the front-line and to share their knowledge, rather than store it within the elite 

professions. The role of the health workers is not only distinct from that of the
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doctors but, in terms of health and well-being, far more important. Health care 

becomes a part of improved living conditions and is considerably deprofessionalised. 

Their jobs involve community improvement, trying to stop sickness before it starts 

and actively promoting health (Phillips, 1990: 114).

However, since specialist doctors have an increasingly narrow medical focus, the 

community health workers’ (mainly female nurses) role is to complement the 

specialised curative interventions, with caring and expression, the primary task being 

to engage in emotional labour. While mechanistic medicine necessarily 

depersonalises and objectifies the patient, the nurse reconstitutes him/her as a human 

being (Riska and Wegar, 1993: 100).

In many cases, the front-line workers emerged as reluctant gatekeepers to public 

funds. One reason for the discretion exercised at the lower level of welfare 

bureaucracy is the variety and uncertainty of concrete circumstances in which action 

was to be taken. The exercise of discretion was required to meet contingencies and to 

allow a speedy response to fluctuating situations (Hvinden, 1994: 282).

Welfare bureaucrats are likely to evade discretion, to the extent that they lack 

control over suitable means including knowledge and the other resources that will 

achieve help in the end. Almost all the social work staff spontaneously mentioned 

lack of resources as a hindrance for achieving what they perceived to be their most 

important tasks.

There is reason to doubt that the work of the front-line staff automatically 

guarantees equal distribution of resources to the public who are in need. People with 

the least resources are likely to be the hardest hit by the disadvantages of welfare 

bureaucracy while people with some resources, in terms of education, bureaucratic
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competence and experience, are probably better able to take advantages of the 

freedom that a fragmented apparatus creates (Ibid.: 281-82).

3.4. Explaining Variation in Access to H ealth Services

Addition to the problems of lack of resources, vertical and horizontal disparity, and 

managerial aspects, there is also a question from the users’ perspective. How can we 

make local health services more accessible and closer to users?

It is argued that access is a multidimensional concept (Long, 1994:127) that 

includes a measure of availability but is not synonymous with availiability. That is to 

say, even if services are available, the care may not be received by those who need it. 

In the case of health care, there are differences between the health behaviour and 

choice among users with different social, economic and demographic status 

(Donabedian, 1973; Long, 1994).

For instance, certain types of individuals are more vulnerable to disruption by 

illness than others. Also, different types of families show different types of the 

utilisation of health services. To explain, health behaviour includes the psychological 

state of readiness to utilise such services and the extent to which a particular action is 

believed to be beneficial in reducing the threat to health (Kosa and Zola, 1975: 199).

Recently, the World Development Report (The World Bank, 2000: 110) called this 

type of (in)equity as ‘within-state (in)equity’;

In most countries inequality is due more to differences among individuals 

within a state or province than to differences among the states or provinces
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themselves. Providing poorer regions with additional resources, then, affects 

only one aspect of the equity problem. Evidence from India and Indonesia 

shows that even dramatic redistribution across regions will have limited results 

unless targeting is improved within regions themselves.

In other words, apart from the fact that there are some geographical aspects of 

(in)equity, there will be some serious aspects of (in)equity between different 

individuals and social groups within a region. In this research, the study area mainly 

focuses on those aspects of (in)equity of access to public primary health service and 

social care, provided by the local authorities and Community Health Centres.

3.4.1. Locality

3.4.1.1. Service Providers

Studies suggest that variations in service expenditure are not directly related to the 

differences in need, although need is not an insignificant factor (Powell, 1988; Lewis, 

1975; Hvinden, 1994). The gap between the relative amount of need in a community 

depends very largely upon the supplier. Certain actors can be identified as playing 

significant roles in the provision of service. The chief officers and their staff formally 

interact with councillors, but in addition, they play a crucial role in the process of 

getting services to individuals and the public at large. The community defines itself in 

terms of a population within a specified geographic area, this plays some part in 

determining the services it consumes, and plays a significant role in electing 

councillors.

78



Availability

‘Availability’ means the volume and type of existing services and resources to the 

clients. There are many aspects to availability; expenditure, medical facilities, 

medical and administrative personnel, the health centre building itself, the extent of 

improvement and even the intention of improvement (Powell, 1988; Lewis, 1975; 

Hvinden, 1994). However, there are always constraining factors which should be 

considered in the earlier stages, when improvements are being made.

The importance of the inherited level of services, both in terms of buildings and 

less tangible traditions (e.g. personnel’s routinely behaviours), emerged frequently as 

a significant influence on the current service provision. Service in existence, at any 

one point of any service, at a later date will make capital expenditure necessary to be 

introduced.

Linked with inheritance, the considerable time-lag between making a decision and 

the effect of that decision exists. Therefore, because certain local authorities started 

life with an unequal distribution of services, and this trend continues even after the 

decentralised system began operating. This aspect makes any attempt to statistically 

link cause and effect difficult (Lewis, 1975).

Central government also has a number of measures that they can use to curb the local 

authorities’ initiative and plans for expansion (e.g. central control over local-tax 

raising). Also, within the local authorities, the departmental decisions from the 

various staff, other than the health and welfare department are crucial (for instance, 

department of finance, etc.). Moreover, services such as health and social welfare are 

discussed very little in terms of the introduction of new changes or innovation.
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Therefore to adequately explain variations in service delivery it would be necessary to 

know a lot about these kinds of decisions and the factors that affect them (Hvinden, 

1994; Lewis, 1975).

Acceptability

‘Acceptability’ refers to the attitudes and behaviour of service providers with respect 

to health care and the service users. This is the manner, in which facilities are 

organised to accept clients, including: appointments, referrals, hours of operation, 

communication styles, and so on. They are all closely related to the reciprocal aspects 

between service providers and users. The attitudes of the service providers are also 

affected, more broadly, by their interaction with local communities and daily routines 

with local residents (Powell, 1988; Lewis, 1975; Hvinden, 1994).

3.4.1.2. Service Users

Social Accessibility

‘Social accessibility’ of service users is closely linked to the availability and 

acceptability from the service providers’ side. This concerns the relationship between 

the clients’ attitudes towards the personal and practical characteristics of the providers 

and the actual routines of the health care services. It also refers to the client’s ability 

to accommodate these factors and the client’s perception of their appropriateness 

(Phillips, 1981).
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Spatial Accessibility

‘Spatial accessibility’ can be defined as the relationship between the location of 

supply and the location of clients; taking into account client transportation resources, 

travel time, distance and cost. Spatial accessibility may not be synonymous with 

effective accessibility; which is concerned with whether a facility is available and 

whether it is socially and financially available to people (Phillips, 1981; Powell, 

1988).

Central place theory argues that the most conveniently located offering of the services 

would be used. Consumers normally travel to the nearest shop, within whose range 

they happen to live, to minimise the cost and effort expended to obtain the services 

(Phillips, 1981: 132).

However, what is immediately apparent is that; the 'nearest-centre hypothesis' is but 

a weak predictor of spatial behaviour (Ibid.: 132). When a service is very 

conveniently located, virtually on the door step, the majority of persons will use the 

facility, regardless of other factors. However, when a service moves beyond the 

immediately accessible, beyond an easily walkable distance, persons may be likely to 

make use of an even further service point simply because it is more preferable for 

some reason.

Powell (1988) observed that physical distance is a minor factor influencing utilisation. 

Very few people experienced difficulty associated with the journey to the surgery, and 

the difficulty that was incurred seems to stem from problems related to personal 

mobility rather than distance per se.
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Also, Phillips (1981) argued that increasing age, which is related to decreasing 

physical personal mobility, was found to play a rather ambivalent role in regard to the 

distance travelled to surgeries and that no significant differences were found amongst 

the different age-groups. Although doctors administer personal services that can 

almost be considered in the ‘convenience goods’ category, there is still a desire to 

build up a personal relationship between the practitioner and the patient. This type of 

relationship is usually best based on a long-standing mutual knowledge.

Satisfaction

The concept of consumer satisfaction is mainly established in business and market 

research. Modem industry has become increasingly sophisticated in developing an 

awareness of consumer preference and in manipulating those preferences through 

advertising. Interaction with customers has come to be seen as a crucial determinant 

of the quality of the product.

It is only recently that consumerist ideals entered the thinking arena of the public 

services. In the 1980s, management-led consumerism was promoted vigorously, and 

patient satisfaction survey’s linkage to an overall management philosophy stressed 

responsiveness to customers in the health sector of Britain (Davey and Popay, 1993: 

66X

Services are not necessarily made responsive to the public simply because the 

citizens have a democratic vote. They can be made responsive by instituting 

mechanisms which build-in public approved standards that are redressed when they 

are not attained. In other words, we can strengthen public accountability by making 

public services directly accountable to their customers.
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However, there are some limitations to a consumer satisfaction survey, although those 

limitations do not undermine the potential usefulness of the survey. That is to say, 

personal satisfaction with a service does not necessarily equate to the quality of that 

service, since the respondent may expect a higher standard of quality from that service 

than the standard that that service actually can have.

Also, most patients do not have the necessary expertise to judge the technical 

aspects of the quality of medical care. Moreover, the survey about satisfaction cannot 

answer questions like ‘What action can be taken to improve matters as a result of the 

information gathered’ (Phillips et al., 1994:14-15).

3.4.2. Other Variables

The manner in which individuals use and react to their social services takes account of 

individual variations in characteristics such as age, sex, social status, mobility and 

attitudes to services. That is to say, the number of people recorded as receiving and 

utilising a particular service depended on take-up (which can indicate demand or 

special need of various groups of people) of the service as well as all the supply-side 

considerations that were mentioned.

Take-up can be affected by things like: the social class position of the potential 

users, individual perceptions about the appropriateness of the service concerned in 

relation to the person’s situation, and by their feelings about being helped.

Different attitudes and circumstances affect the use of services. Thus, figures 

which give information about the numbers of people receiving services depend, in
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part, on the decisions taken by the service providers, but they also depend on the 

decisions taken by the recipients or potential users of the service.

Sex and Health Service Utilisation

There are social and spatial differences manifested in the access of medical services. 

The question of socio-economic access involves the identification of variables which 

affect the utilisation of services. These could be factors which promote or hinder 

utilisation of the services (such as sex, age, mobility, income, or knowledge).

It appears that it is typically the mother who looks after the children. In doing so, 

she is responsible for her children’s health, by providing care and health education, 

and for involving professionals and implementing their advice in the home. It is 

generally mothers who are urged to attend, early and regularly, for ante natal care, to 

bring their babies to the child health clinic for immunisation and check-ups (Graham, 

1984: 71).

Men and women can find themselves with different roles, and with different 

responsibilities, in programmes designed to improve adult health as well as in 

preventive programmes of child health (Ibid.: 71).

Social Class, Income, Housing and Poverty

Several studies have shown that people in higher income groups know how to make 

better use of health services, and tend to receive more specialist attention. There is 

also a substantial body of research that shows that those in the manual working classes 

make considerably less use of the community health and preventive services than do
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those who are higher up the occupational scale (Townsend and Davidson, 1992: 68- 

78X

Also, the income of a family governs the amount that they can afford to spend on 

health care. A family’s investment in the home, the diet, and in its system of heating 

and communication depends upon the income at its disposal. Poor families devote 

more of their household income to securing the basic commodities (Graham, 1984: 

99X

It may seem obvious that ‘bad housing damages your health’, but proving such a case 

is not always easy. People who live in decaying, overcrowded properties are likely to 

be poor and face other disadvantages as well. In fact their health is poorer than the 

health of those who are in decent housing. Bad housing alone, however, cannot solely 

be attributed to bad health. Nonetheless, perhaps the clearest evidence that poor 

housing has an impact on health relates to the effects of inadequate heating and 

dampness (Benzeval et al., 1995: 55-59).

3.5. Summary

This chapter has highlighted the background of the research, particularly in terms of 

urban health sector, by stressing its nature and reviewing issues discussed in the 

literature. The fundamentals of the above discussion include public health, primary 

care services, and the role of the community health system in localised health services.
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In addition to the discussion regarding the general background, it also has shown 

the issues relating to the research, such as a decentralised health care system in urban 

areas, inequalities of health service provision and the implementation of social and 

health works by front-line officials.

The following sections have explored potential variables that explicate the research 

findings in terms of both the providers’ and users’ point of view regarding the services 

concerned in the research. The explaining variables were, the providers’ acceptability, 

the providers’ availability and the users’ accessibility and satisfaction. Furthermore, 

the sections also discussed the other variables that affect the service users’ individual 

utilisation behaviour, such as: age, sex, income and social status.
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Chapter 4

T H E  CONTEXT OF KOREA: DECENTRALISATION, 

LOCAL G O VERNM ENT A N D  SOCIAL WELFARE

4.1. Introduction

This chapter presents decentralisation policies and their impact with special reference 

to the empirical and historical evidence from the case of Korea. Firstly, examples in 

the historical context explain how and whether or not the decentralisation process was 

workable by showing the trial and error method attempted by the Korean government. 

Secondly, the meaning and significance of those trials and errors are discussed in 

terms of their impact on the present evolution of decentralisation, local government 

and the social welfare system in Korea.

This chapter is comprised of five sections. After the Introduction (section 1), 

section 2 then discusses a general background of Korean context. Section 3 describes 

the trends of uneven development and the historical implementation of 

decentralisation policies at different stages and contexts in Korea. Section 4 examines 

how the local government and finance system of Korea operated with reference to 

urban localities of the Seoul Metropolitan City. Finally, the chapter concludes with 

section 5, a summary.
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4.2. A General Overview on the Korean Context

According to UNDP (1993), decentralisation is not possible without the reform of 

existing power structure. Because, if power remains concentrated in the hands of the 

elite, decentralisation might further empower the elite rather than the people. 

Furthermore, with uneven levels of development between different regions and 

districts, decentralisation can increase the disparities by passing more responsibility 

for taxation and expenditure to benefit richer areas’ local authorities.

Weak democracy and low social spending might also impair the effect of 

decentralisation. Many governments, in the developing world, have been ruled in a 

non-democratic way with authoritarian structures. This perpetuates strong centralising 

tendencies as central governments seek to maintain complete control. Social 

spending, on the other hand, including social security benefits, health and education 

spending has a great potential for decentralisation. Without these, local governments 

lack an effective political and economic power base to generate local control over 

decision-making.

The centralisation of power does not automatically imply the spatial concentration of 

resources. For example, power may be concentrated in the hands of a president who 

favours a policy of spreading investment throughout the country. Therefore, the terms 

spatial concentration or spatial dispersal/deconcentration are used to describe the 

geographical distribution of any variable, whether it be government revenues, power, 

industry, or population. On the other hand, greater concentration of power, in the
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hands of a central government, will be described as functional centralisation (Gilbert 

and Gugler, 1992; 230-31).

Only when functional centralisation and spatial concentration work towards the 

same direction will it be qualified as centralisation. The case of Korea may well fall 

into this category since, as a result of Korea’s centralised economic policy, there was 

the effect of concentrated industrial and urban activities in the metropolitan areas.

Democracy, for Koreans today, means a decentralisation o f power, away from the 

concentration o f decision-making in the hands o f the executive elites, to the relevant 

civil servants or the suitable representatives. It also means a decentralisation that 

moves away from the centre to the regional and provincial localities (Cummings, 

1995; Cotton, 1995; Koo and Kim, 1991).

In following sections, decentralisation, in the general context of Korea, is discussed. 

It focuses on the power structure of the Korean society in general, the process of 

uneven development and the current situation of social policies designed to benefit the 

poor population, especially the health policy of the Korean government.

4.2.1. Rapid Economic Growth and Centralisation

It is widely recognised that Korea was the fastest growing developing country during 

the 1970s and 1980s. But the Korean economy had heavily depended on a small 

number of revenue-earning export commodities (Jung, 1991: 155).

Because the Korean government had stressed national security and economic 

growth as ultimate national goals, the need for centralisation had been emphasised so
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often. To achieve national security and economic growth effectively, it was argued 

that it was necessary to centralise the direction of the economy and co-ordinate, 

nationally, the development of extremely scarce resources like: capital, technology, 

and skilled personnel. Thus, the greater the involvement of the national government 

in the economy and in security, the less decentralisation there was in Korea (Ibid.: 

155) .

The characteristics of developmental state ultimately rests on its ability to mediate 

between the government and the private sector and its capacity to exercise control 

over the behaviours of domestic and foreign capital (Cotton, 1995: 155; Koo and Kim, 

1992: 121), and that is no less true of Korea. It was the ruling coalition of the 

military-bureaucrats-chaebol (conglomerate or large capital owner) who benefited 

most from utilising the nationalist legitimisation.

The authoritarian government of Korea had enjoyed sustaining friendly relations 

with the Chaebol, business groups and the elite since the 1960s. The Chaebol did not 

have to adopt an overt political stance since they had virtually become indirect rulers 

of the society in collusion with the state power. In effect, it had been impossible to 

form a party based on organised labour due to the labour controls of the government, 

which banned the politicisation of organised labour. In addition, every Korean 

political party also claimed to represent the interest of the middle strata of the society, 

and tried to obtain its support.

However, the relationship between the state and the Chaebol began to change. The 

Chaebol began to recognise the ineffectiveness of their past politico-economic 

strategies under the more formally democratised state. The democratic reforms, in 

late 1987, caught the Chaebol, business conglomerate, on the horns of a dilemma.
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On the one hand, the conglomerates were enjoying an increased autonomy from 

state tutelage. On the other hand, business was suffering from a decline in overt 

government support, both in the promotion of exports and in the subordination of 

labour. The Chaebol wanted to be autonomous from the state, when it came to key 

economic decisions, but it wanted the state’s support for its interest in finding markets 

and disciplining the workforce. It is within such a context that the direct political 

participation of the Chaebol can be seen as a political experiment to modernise the 

political relationship backed by the institutionalised formal democracy.

4.2.2. Centralised Government System and Public Finance

Planning and Politics

Although Korean economic development was largely initiated by the government, it 

did not necessarily require a large government. The size of the general government

expenditure, relative to GNP, was 9.3% in 1953. When the Korean War ended, in the 

1950s, the ratio rose very rapidly, and it stayed at about the 20% level through and 

until the late 1980’s. The size of the Korean bureaucracy was actually small in 

relation to that of other countries. For example, the number of civil servants per 1,000 

residents in Korea was 18, compared to 63 in the United Kingdom, 35 in Japan, and 

31 in Singapore (Cummings, 1995: 452).

Throughout the post-Korean war period and up until the end of 1960s, the usual role 

of government finance was to support other government objectives - financing 

reconstruction and controlling inflation. Then the military government that came to
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power in 1961 had adopted an expansionary policy and launched the ambitious First 

Five-Year Economic Development Plan in the following year (Park, 1992: 2-3).

Since the beginning of the military regime of President Park in 1961, the Korean 

state bureaucracy carefully planned and closely monitored the economic growth of the 

country. After that, the share of tax revenue, in the government budget, increased 

relatively quickly.

There are two significant aspects about the Korean bureaucratic organisation and 

budgeting system (Cummings, 1995: 435-47): the creation of the Economic Planning 

Board (EPB), a superministry responsible for budget and planning of the national 

economy, and the policy of bureaucratic centralisation which thoroughly denied, to 

local administration and budgeting, any measure of autonomy.

Budgeting and Tax System

With a very low absolute level of income, the Korean tax system did not generate 

adequate revenue in the 1950s and the early 1960s. A considerable portion of the 

fiscal demand was made up by foreign aid and borrowing. In 1962, immediately after 

the beginning of the military government in power, the share of general government 

expenditure in the GNP hit a peak (21.7%).

Also, in 1962, the budget was aggressively becoming a deficit, the main source of 

expansion was the increased government investment and loans to major social 

overhead capital projects. Such fiscal expansion was immediately frustrated when 

inflationary pressure aggravated in the following years. The fiscal stance went back to 

its usual tightness.
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In the 1966 budget, the government attempted another expansion. This time, 

however, the expansion was supported by increased revenue sources which included 

improved tax collection through the establishment of the Office of National Tax 

Administration.

In 1972, the central government’s final budget showed a deficit once more since 

1962. The budget also showed as well as a substantial expansion of the expenditure 

budget size, to 1,021.6 billion won from 788.9 billion won, from the previous year. 

The budget was contracted to 996.5 billion won in 1973. The budget for 1974 

included the support of the promotion of heavy and chemical industrialisation. 

However, the first oil shock caused an explosive price hike in 1974-75, as well as a 

substantial slowdown in economic growth. By 1977 and 1978, the economy was fully 

recovered from the 1973 oil shock and was enjoying the so-called ‘Middle East 

Boom’.

In the early 1980s, the Korean economy was again suffering from snowballing 

foreign debt, in addition to severe inflationary pressure. Suddenly, however, the 

current balance began to produce large surpluses in the mid-1980s and the economy 

grew, at consecutive double digits, while prices showed perfect stability. Since the 

late 1980s, government budgets included increasing expenditures in various social 

programmes, but the ‘total size rule’ has been largely maintained until very recently 

(Kwack, 1992: 34-37).

Thus, in the very early stages of development, Korea instituted the kind of 

organisational structure which was appropriate for co-ordinating planning, with 

budgeting, for utilising the budget to promote development.
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Budgeting in Korea involves two basic processes: determining the size of total 

expenditure and allocating these funds among ministries and major items. Both these 

processes were the direct responsibility of the Economic Planning Board (EPB). The 

overall budget size was determined by projections of the economic situation and tax 

revenue for the coming fiscal year.

Government reorganisation, for the integration of planning and budgeting, was able 

to take place in 1961, when the Economic Planning Board was established by 

absorbing the Office of Budget from the Ministry of Finance and the Bureau of 

Statistics from the Ministry of Home Affairs (Ibid.: 10).

The political party in power could reflect its constituents’ demands in the 

consultation process with the EPB before the budget was finalised. This did not 

necessarily mean, however, that this sort of political input was reflected because the 

consultation period with the party was rather short (Kim, 1992a: 68).

However, a gradual shift towards the social development expenditure, particularly for 

social security and housing, only began to take place in the late 1970s and the early 

1980s. Nevertheless, the expenditure of the central government has not grown so 

rapidly, and the budget increase has been firmly based on incrementalist planning 

(Kwack, 1992: 38-40).

Public Expenditure

Using Heller and Diamond’s International Expenditure Comparison Index, each 

country’s shares in each functional expenditure category can be calculated. The index 

numbers in the table are the ratio of Korea’s actual shares to its estimated shares, 

predicted by Heller and Diamond’s estimated equation. Thus, an index number which
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is greater than 100 can be interpreted as indicating that Korea spent more on that 

functional category compared with an international norm (Kwak, 1992: 47).

According to this table, national defence, in all periods, and expenditure on public 

utilities during 1975-77 exceeded the world average by extremely wide margins. The 

expenditure on economic development-related projects was very small in comparison 

to other countries. Expenditure on agriculture and other primary industries was 

relatively high, though the indices were far below one hundred.

Table 4.1. International Expenditure Comparison Indices
1975-77 1978-80 1981-83 1984-86

General public services 59.6 59.3 70.5 69.8
Defence 143.6 161.5 176.6 161.6
Education 50.9 61.8 91.0 99.6
Health 11.3 13.6 19.4 31.3
Social security and welfare 28.3 29.9 38.1 29.3
Housing and community amenities 33.9 25.1 18.8 24.0
Agriculture, forestry, fishery 54.0 61.9 52.0 71.9
Mining, manufacturing, construction 31.6 44.5 54.4 41.5
Electricity, gas, water supply 182.7 52.5 17.5 23.5
Transportation and communication 46.9 33.3 38.7 40.9
Source: Kwack (1992: 47)

Expenditure on education, in the 1980s, was relatively close to the international 

average, although it was significantly lower than the international average prior to the 

1980s. However, expenditure for other social development purposes was far below 

the average even very recently. The health expenditure was especially far below the 

average (about 20 to 30 % all over the period).

However, a recent research report by the Korea Development Institute said that, Tn 

20 years. South Korea’s social expenditures will reach those of the advanced 

industrial countries’. The report predicted that ‘the social expenditures took up 7.5 % 

of the Gross Domestic Product (GDP) in 1999, and that the percentage will increase to 

14.5 percent in 2020 and, again to 20.6 percent in 2030’. Japan spends 14 percent of
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its GDP on welfare, while the United Kingdom spends 22 percent (19th, March, 2001, 

Joongang Ilbo, a Korean daily newspaper).

Actually, functions like education (largely primary schools), local road construction, 

and public utilities are the main functions of local governments. Whereas defence is 

mostly composed of the current expenditures of the central government. Therefore, 

the table shows that the increase of expenditure of education and of public utilities 

accounted for the expansion of the local government budgets. However, the increase 

did not account for the large burden of defence which was a major area of spending 

for the central government.

The share of local government expenditure, in the general government, almost 

doubled in two decades from 24.1% in 1970 to 42.3% in 1990, while shares in the 

GNP more than doubled from 6.0% to 14.0% (Lee, 1992: 334). The increase rate of 

the local government expenditure was the highest, reaching 129 times during the two 

decades and far exceeded both the general government expenditure (74 times) and the 

central government expenditure (56 times).

1970 1975 1980 1985 1990
General government (A) 693.7 2,482.1 10,502.9 20,028.4 51,023.4
Central government (B) 526.5 1,923.6 7,898.7 13,433.8 29,439.2
Local government (C) 167.2 558.5 2,604.2 6,594.6 21,584.2
C/A 24.1 (%) 22.5 (%) 24.8 (%) 32.9 (%) 42.3 (%)
C/GNP 6.0 (%) 5.5 (%) 7.7 (%) 9.1 (%) 14.1 (%)
Source: Lee (1992: 334)

Despite a lot of talk about decentralisation, and even some recent attempts at 

implementing it, the competence of the locally employed officials was relatively low 

compared to those employed by the central government. Important local bureaucrats.
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down to the county level, are still appointed in Seoul and are rotated rapidly by the 

centre as well. Local governments had limited responsibilities and were controlled by 

the central government. The use of the local finance was also oriented by the central 

government.

4.2.3. Korean Government’s Social Policies for Health

Korea’s social policy consists of social insurance, social benefits, and social welfare 

services. Social insurance consists of medical insurance, national pensions, 

employment insurance, and industrial accident insurance. Social benefits consists of 

subsistence help and Medicaid. Social welfare services consist of welfare services for 

the handicapped, the elderly, children, women, and delinquents. Among them, only 

social benefits and social welfare services are administered by the local authorities. 

The social insurance system is run by the central government relevant agencies 

nationally.

Although the government’s welfare and health system certainly does exist, the Korean 

health service delivery system has basically been a market-oriented system, dominated 

by the private-sector. The role of the government has been limited, primarily, to the 

public health area. Access to health care is selective, guided by willingness and 

ability to pay. How much care and the level of care that one receives depends largely 

upon one’s income (Yang, 1997: 62).

In most cases, patients are given a choice of providers; they can choose from 

various providers at multiple referral levels. Since most patients prefer to be treated
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in general hospitals, both the outpatient and the inpatient departments in general 

hospitals are overcrowded. Many local clinics suffer from lost revenue.

Consequently, the concept of primary health care hardly exists. For many Koreans 

primary health care is considered a synonym for public health or low-quality care for 

the poor. Although 94 percent of the population are covered by health insurance plans 

and the remaining 6 percent are covered by the Medicaid programme, which provides 

free care for the poor, Korea has failed to ensure the attainment of both efficiency and 

equity in health care. Health care providers refuse to serve those who cannot pay, and 

generate profits by aggressively promoting excessive and irrelevant services that may 

not address patients’ basic health needs (Ibid.: 73).

4.3. Uneven Developm ent and Decentralisation in Korea

Rapid economic growth and the state intervention in Korea affected the spatial 

economic development. The government favoured regions that comprised of 

industrial bases; especially industrial activities were concentrated in the Seoul (capital 

city) area, the Pusan metropolitan area, and the south-east coastal region (including 

Kyongsang provinces).

For example, Cholla and Kyongsang provinces started out as the two most 

populous areas in the country, comprising approximately 25% and 28% of the total 

population respectively in 1949. Today, the Kyongsang provinces comprise of nearly 

30% of Korea’s population and the Cholla provinces comprise of approximately 12%. 

Such a drastic decrease in the proportion in the Cholla provinces is attributable to the 

lack of employment opportunities in manufacturing and the relative migration out of
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the area. The share of manufacturing employment in Cholla, as a percentage of the 

total Korean manufacturing employment, decreased from 13.1% in 1958 to 5.4% in 

1983 (Chon, 1992: 153).

Traditionally, the Cholla provinces were the most prosperous agricultural areas in 

Korea. However, the rapid economic growth was accompanied by an increase in 

urban populations and their income, so that there emerged trends that worked against 

the relative regional prosperity of the Cholla provinces compared to other areas. Since 

the Korean economy had grown substantially during this period, the absolute total 

employment in manufacturing in Cholla increased to approximately three times, but 

this did not compare favourably to the more than 10-fold increase in employment in 

other economically vibrant provinces. Consequently, the Cholla experienced negative 

population growth between 1970 and 1985, and the out-migrants from the Chollas 

represent a disproportionately large share of the urban population in Seoul (Ibid.: 

154).

4.3 .1 . Decentralisation of Industrial Development and 

Employment

Since the Korean government first launched a Five-Year Economic Plan in 1962, the 

growth of the industrial activity was heavily concentrated in the vicinity of the major 

metropolitan areas. To take advantage of the good infrastructure, manufacturing 

activities were prepared to locate in the major metropolitan areas.

During the period 1960-69, Seoul accounted for 38.5% of the increase in 

manufacturing employees (553,790) and the province of Kyongnam (the south-east 

part of the country) surrounding Pusan, took 23.7%. Thus, Seoul’s share in the
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nation’s employment increased from 23.3% in 1960 to 33.9% in 1970 (Hong, 1996: 

149-50).

To mitigate the concentration of population and industrial activities in major 

metropolitan areas, the government’s industrial policy increasingly promoted the 

establishment of the industrial bases of strategic industries in the provincial areas.

The first attempt at dispersal or déconcentration was the National Land Development 

Plan which was simultaneous with the Third Five-Year Plan (1972-76). Its objective 

was to disperse industry from Seoul, even though securing social development and 

regional balance was not one of the government’s main priorities. Moreover, both 

technological and economic development were executed by large Korean 

conglomerates whose formation and orientation had been decided by the Korean State. 

It had estimated that about 45% of the industrial output came from Seoul\

The method of dispersal used was the development of industrial estates and large 

industrial plants along the south-east coastline. However, most of the headquarters in 

the southern coastal area, the counter pole^, were in Seoul at that time, because of 

political and administrative concentration. Most of the decision making functions of 

the plants were in Seoul. They needed information and wanted to keep in contact with

‘ The physical size of the Seoul Metropolitan Region (SMR) is relatively small in proportion to the country’s total 
land area, only about 11.5%, yet its current estimated population of 17 million people represents approximately 
39% of the total population of Korea. Furthermore, about 47% of the nation’s GNP are generated in the SMR. 
The SMR, defined as officially, includes the city of Seoul itself, and other surrounding satellite towns and cities 
in Kyonggi province (Kim and Choe, 1997: 43).

 ̂ The manufacturing activities in Korea were mainly concentrated in Seoul area (the Capital Region) and Pusan 
area in the southeastern comer o f the country. The overcongestion in these two cities stimulated the 
government to adopt a decentralization policy. In the case, the Seoul area might be called as the growthpole, 
and the southern coastal area, especially Pusan, as a potential counterpole (An-Jae Kim, Industrialization and 
Growth Pole Development in the Republic of Korea, 1975).
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the central government, reflecting a lag in the shift of managerial functions. 

Therefore, most of the families of their managerial staff were staying in Seoul.

Table 4.3. Major National Development Plans and Welfare-related Acts Until the 
Introduction of Local Elections_____________________________________________

1970___________ 1975___________1^80__________ 1^85______________ 1^90___________ 1995
(1961) Livelihood Protection Act
(1963) Industrial Accident Compensation Act

(1972-81)
F irs t N a tio n a l L a n d  D e v e lo p m e n t P lan:
First attempt to disperse industry from Seoul

(1972-76)
T h ird  F iv e -Y e a r  
E c o n o m ic  D e v e lo p m e n t  
P la n

(1977) Medical Aid Act 
(1979) Medical Insurance Act

(1977-81)
F o u rth  F ive -Y e a r  
E c o n o m ic  D e v e lo p m e n t  
P lan :  aimed to emphasize 
regional development

(1977-86)
Expansion of Public Health Centre Services

(1982-91)
S e c o n d  C o m p re h e n siv e  N a tio n a l  
L a n d  D e v e lo p m e n t P lan: aimed at 
promoting a polycentric spatial 
development. The goals o f plan were
i) liberalisation

ii) démocratisation
iii) régionalisation (to transfer administrative 

functions to local authorities)

(1982-86)
F ifth  F iv e -Y e a r  P lan:  
renamed as Social and 
Economic Development 
Plan, 3 main objectives 
were; i) growth

ii) equity
iii) stability of society

(1987-91)
Sixth S o c io -E c o n o m ic  
D e v e lo p m e n t P la n

(1991)
First Election of 
Local Assemblies

Source: Summary o f Chapter 4 in order o f Time Elapsed (from various sources)
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The skilled workers moved together with the industry, along side the engineers, but in 

fact, most of the unskilled migrants did not come from the Seoul region, but rather 

from the surrounding southern region: i.e., short distance migration. This implies that 

in spite of the effort of the industrial decentralisation, population growth still went on 

in Seoul (Kim, 1975: 133).

Another example of the state-led strategies of dispersal or decentralisation, relating to 

industrial development, was the Science Park Project. In the early 1970s, President 

Park himself took the decision to propose a new science town to be built on an 

undeveloped site in the middle of the country. Taedok Science Town was conceived, 

built, and for many years managed, by the central government and its subordinate 

local agencies. The site is green and hilly, with very low population densities. It had 

high-quality areas like: selective residential area that was reserved only for scientists 

and managers who would enjoy excellent schools for their children and better services 

than they had in Seoul (Castells et al., 1994: 57-64).

However, some of the labour forces, particularly the manual and service workers, 

were expected to live outside the town and commute. Therefore, there was no 

connection between the research activities in the town and the productive activities in 

the area around it. The provincial governments were generally hostile to these 

technocrats from Seoul, who consumed resources without contributing to the area’s 

finances, and who bypassed all local and regional powers via their direct ministerial 

connections in Seoul. The earlier trials of the decentralisation (rather, better defined 

as déconcentration or dispersal) were not successful until the emergence of more 

favourable social conditions.
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There is another economic side to the change in policy that shifted industrial locations 

from the concentrated centre to the periphery: Korea’s real estate prices have 

skyrocketed in recent years as a result of economic growth. When land prices are so 

high, certain industries that require extensive land, like the chemical industry, are no 

longer profitable. Also, due to the concentrated development, most of the reasonably 

priced industrial land was fully utilised and there was little room for expansion.

Nonetheless, because the decentralisation strategy belonged to the Korean 

government’s policy, decentralising the location of the industries was an easy part of 

the policy. However, Decentralising the population, on the other hand, was a rather 

difficult phase of the strategy.

The First National Land Development Plan (1972-81) and the Third and Fourth Five- 

Year Economic Plans aimed to emphasise regional development. The idea of regional 

balance was voiced, more loudly, by politicians and planners. As metropolitan 

development accelerated, the government began to encourage the process of 

déconcentration to avoid rising land prices and labour costs. Nevertheless, once under 

way, industrial concentration is difficult to stop. Indeed, the déconcentration process 

seemed to strengthen the central region by reducing avoidable costs while retaining 

the benefits of the metropolitan location (Lee, 1993; Hong, 1996; Wessel, 1997).

Rural-to-urban migration constituted more than one-third of the total migration across 

the regional, city, and county administrative boundaries in the 1960s. The rural-to- 

Seoul migrants comprised 44% of the total rural-to-urban migration in the period of
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1965-70. This percentage decreased gradually to 37% in the period between 1970-75, 

again to 31% in 1975-80, and again to 30% between 1980 and 1985 (Hong, 1996: 

154).

With the decrease in rural-to-urban migration, urban-to-urban migration was 

growing. In the period between 1980 and 1985, the urban-to-urban migration 

constituted 37.7% of total migration, which increased from 28.9% in the period 

between 1961 and 1966 (Ibid.: 154). This pattern shows that migration shifted from 

rural-urban to urban-urban via the progress of industrialisation.

The rapid urbanisation of Korea showed that the cityward migration increased as the 

growth of manufacturing, within the economy, concentrated production further into 

the large cities and stimulated the growth of a national state bureaucracy to encourage 

the process of the industrialisation. Also, the state acted in support of industrial 

expansion by providing the infrastructure in the main urban centres and by 

legitimising the continued functioning of the system, through the provision of social 

services to selected groups (Hong, 1996; Lee, 1993).

4.3 .2 . Decentralisation of Social Development

The Korean government’s concern, with social development issues, only formally 

entered the development plan with the Fifth Five-Year Plan (1982-86), titled the 

‘Social and Economic Development Plan’. This plan aimed at achieving three main 

objectives: (i) growth, (ii) equity and (iii) stability o f the society. Despite this change 

of attitude towards social welfare issues, however, the general consensus was that
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Korea’s social welfare programmes were far from satisfactory and their effects on the 

poor were almost negligible (Lee, 1993: 112).

This was probably the main reason that the Korean bureaucrats and economists 

believed that the social welfare programmes would hinder economic growth. 

However, during changes in the structure of the economy, the government’s 

intervention in the society affected different social groups and classes greatly.

Moreover, the Korean government launched its Second Comprehensive National Land 

Development Plan in the period from 1982 to 1991. The plan aimed at promoting a 

polycentric spatial structure beyond the controlled development of the big cities.

Besides, the plan focused on population decentralisation and improvement in the 

living standard of people across the country. The goals of the plan were: (i) 

liberalisation, (ii) démocratisation and (iii) régionalisation. In this plan, for the first 

time, official quarters recommended a planning process guided by the ‘bottom-up’ 

concept. Recommendations, to transfer centrally organised administrative functions 

to the local authorities, were also part of the plan (Wessel, 1997:193-96).

Thus, the Fifth and Sixth Five-Year Plan for South Korea’s socio-economic 

development (1982-86 and 1987-91) and the Second Land Development Plan (1982- 

91) were co-ordinated and the socio-economic programmes were incorporated into the 

Comprehensive National Land Development Plan.

Although the intent were to transfer administrative functions to the lower authorities 

and to reinstate the local autonomy (régionalisation) that were repeatedly articulated in 

the planning concepts for decentralisation in the early 1970s, the strictly hierarchical 

administration was dominated by the central government, especially the EPB

105



(Economie Planning Board), and did nothing to rectify the situation until the local 

election in 1991.

Local spatial units were neither administratively nor financially independent. In 

order to eliminate this shortcoming, local autonomy would have to be granted; this act 

was postponed several times (Ibid.: 201).

Many public and social services were provided, locally, in some form. The role 

and function of the local authorities were therefore significant in providing the 

services in the local areas. Only with the local governments, operating properly, in 

terms of finance and administration, it is possible for many functions of the urban 

infrastructure and services to operate efficiently.

For instance, governments may choose to bear the costs of operating services in 

marginal locations, acting as a counterweight to the growing concentration of private 

services in and around the larger urban areas. Also, the intense ’capital city’ 

concentration of public services can be ameliorated by establishing a more routine 

working environment and new departments in problem areas with high levels of 

unemployment (Marshall et al., 1995: 185-191).

4.3.3. Rapid Urbanisation and Growth of Seoul Capital Region

Korean government’s policy, favouring Seoul Capital region with concentrated 

industrial bases, had the adverse effect of uneven growth and urbanisation. As 

previously discussed, it was estimated that about 45% of the industrial output came 

from Seoul, and accounted for 38.5% of the increase in manufacturing employees of 

the country (Hong, 1996: 149-50). Even though the physical size of the Seoul 

Metropolitan Region is only about 11 percent in relation to the country’s total land
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area, 39 percent of the total population of Korea resides in the area (Kim and Choe, 

1997: 43).

However, under such extreme circumstances of concentration in the Seoul 

Metropolitan Region, many attempts to disperse the population growth have not been 

successful. Stringent policy measures were announced and were, to some extent, 

implemented to control the growth of the Capital region (including Seoul and the 

Kyonggi province, the area surrounding Seoul). However, the policy measures that 

were to control the metropolitan growth only diverted the growth pressure to the 

province of Kyonggi. Accordingly, the growth of the Capital region accelerated 

during the 1980s (Kim and Choe, 1997; Hong, 1996).

The manufacturing employment in the Kyonggi province represented only 10.3% of 

the national total and was less than half of that in Seoul in 1960. In 1989, the 

manufacturing employment in the Kyonggi province constituted 31.8% of the national 

total, which was almost twice the total of Seoul (Hong, 1996: 153). Although the 

government attempted to decentralise the Seoul region, it only served to expand the 

area of the Capital region due to its function as a satellite. Population growth rate in 

Seoul declined to 2% in the period between 1985 and 1990, while the population in 

the Kyonggi province increased at a rate of 5.2% (Ibid.: 156). The population growth 

in the Metropolitan Region (Seoul and the Kyonggi province) still clearly shows the 

concentration of economic activity in Korea.
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4.4. Evolution o f Local Government and Decentralisation

After the liberation from the Japanese rule in 1945, the constitution of Modem Korea 

was promulgated in 1948, and local governments were guaranteed by the constitution. 

Chapter 8, Article 117 (1) of the Constitution of the Republic of Korea says:

Local autonomous bodies shall deal with affairs relating to the welfare o f  

local residents and manage their properties, and may enact regulations 

pertaining to local self-government within the framework o f laws and 

ordinances.

The Korean local government system operated without local councils during 1949- 

1951, and with elected local councils during 1952-61.

Then, however, for the thirty years from 1961 to 1991, until the local autonomy 

system was partially re-established with the election of local assemblies in April 1991, 

the functions and responsibilities of the local governments were uniform throughout 

the country. All the heads of local governments were appointed by the central 

government during that period. Furthermore, there were no local assemblies from 

General Park’s military coup from 1961 until 1991. Thus, the Ministry of Home 

Affairs played the role of the local assembly (Kim, 1994: 132-33; Jun, 1992: 364).
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4.4.1. Local Government Functions and Local Finance

At present, the structure of the local government has a two-tier system. The upper tier 

(the broader autonomous bodies) consists of a special city (The Seoul Metropolitan 

City), the direct-control cities and the provinces. While the lower tier (the basic 

autonomous bodies) consists of the cities, towns, townships and autonomous districts.

The local authority is divided into two parts: the council, which has the right to 

making decisions, and the executive organ, which has the right to implement 

decisions. A local council is composed of a chairman, one or two vice-chairmen, 

standing committees, extraordinary committees, and administrators. The executive 

organ is composed of the local authority head, a subsidiary organ, a lower 

administrative organ, and an administrative organ attached to the head (Kim, 1994: 

136).

Division of Local Authority Functions

The affairs handled by the local autonomous bodies are composed of public affairs in 

their own areas, called autonomous affairs (Kim, 1994; Jun, 1992). They are 

entrusted to the body. The affairs assigned to the body, and those especially entrusted 

to the heads of bodies, are called the affairs assigned to the head.

The Local Autonomy Law provides 57 kinds of autonomous affairs as an 

illustration. Of these, there are 11 affairs that relate to area, organisation, and 

management. There are 10 affairs that relate to the improvement of the welfare of 

inhabitants. There are 14 affairs that relate to the development of industries like: 

agriculture, forestry, commerce, and manufacturing. There are 15 affairs that relate to
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the regional development and public facilities. There are 5 affairs that relate to 

education, athletics, culture, and the arts. And there are 2 affairs that relate to civil 

defence and fire-fighting (Kim, 1994: 138).

There are 18 types of affairs that are handled directly (the autonomous affairs) that are 

related to medical care, local public enterprise, housing construction, land block 

adjustment projects, city planning, urban renewal projects, the management of 

advertising facilities, environmental conservation, land transactions, heavy machinery 

management, and the automobile operating businesses.

On average 60%, the assigned affairs are handled by the local bodies, while the 

autonomous affairs represent 40% of the total. However, urban areas have more 

autonomous affairs than rural areas. Statistics shows that the share of assigned affairs 

is 54.6% in direct-control cities, but that share increases to 63.2% in the provinces 

(Ibid.: 144-46).

Notably, big cities, with a population of more than 500,000 people, have districts as 

lower administrative units, and can directly handle some provincial affairs without any 

interference from the upper government (Article 10, Local Autonomy Law).

Local Revenues

More distinctively, financial sources of local authorities represent a clear variance 

between urban and rural areas. For instance, the locally-raised revenue (local tax + 

non-tax revenue) of a special city and a direct-control city accounts for 98.3% and 

83.1% of the revenues respectively, where the dependent revenue (sharing tax + 

subsidies) only accounts for 1.7% and 16.9% of the revenues in the budget 1990. In

110



contrast to this, the percentage was 33.6: 66.4 at the provincial level (Kim, 1994: 

143).

Korea’s local government revenues are composed of three main items: local taxes, 

non-tax revenues, and intergovernmental grants or subsidies. Generally speaking, the 

revenues transferred from the central government (dependent revenues) exceeded the 

revenues raised within the region (called independent or locally-raised revenues) until 

1975, but the latter has outweighed the former since 1980.

As of 1990, the Korean local tax system was composed of 14 different taxes. The 

share of taxes on income (including inhabitant tax, farmland tax, etc.) increased 

rapidly in 1980 to 27.4% from 9.4% in 1970, but the share declined afterwards to 

12.7% in 1990. The share of taxes on property (acquisition tax, registration tax, 

property tax, automobile tax, etc.) remained rather constant, lingering at around 70%, 

until 1985. However, the tax share decreased sharply to 56.4% in 1990 due to the 

share increase of taxes on consumption. The share of taxes on consumption (license 

tax, horse race tax, tobacco tax, etc.) has changed drastically over a twenty year 

period. It declined quickly to 3.3% in 1980 from 20.3% in 1970, but showed a great 

increase in 1990 when it rose to 30%. The increase was mainly due to change in 

status of the tobacco tax, from national to local tax (Lee, 1992: 336).

Table 4.4. Structure of Local Revenues (Unit: billion won)
1970 1975 1980 1985 1990 1995

Local taxes 22.8 (%) 30.8 (%) 32.9 (%) 33.4 (%) 38.7 (%) 38.9 (%)
Non-tax revenues 15.7 (%) 14.7 (%) 21.5 (%) 24.8 (%) 15.8 (%) 13.2 (%)
Grants 61.5 (%) 59.4 (%) 45.7 (%) 41.8 (%) 45.5 (%) 47.9 (%)
Total 100.0 (%) 100.0 (%) 100.0 (%) 100.0 (%) 100.0 (%) 100.0 (%)
Revenues (143.4) (517.0) (2.339.7) (4.953.1) (13.337.7) (34.058.6)
Source: Ministry of Home Affairs, Financial Yearbook of Local Government (1970-95)
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Local Expenditures

Total local expenditures are usually divided into five big categories according to 

functional classification: general administration, defence, education, social

development, and economic development. Most of the defence expenditure, however, 

belonged to the central government.

During the last two decades, spending on education has been the most important 

expenditure of all, occupying more than 30% of the share. Economic development 

has continuously had about 26% of the share since 1975. From 1975, however, the 

share of social development expenditure has displayed a declining trend from 20.9% 

in 1975 (See Table 4.5.). The social development expenditure may further be broken 

down into health, social security, and housing-regional development expenditure. 

Among the three items, the housing-regional development expenditure has shown the 

highest share, at above 10% from 1971 to 1989 (Ibid.: 338).

Table 4.5. Structure of Local Expenditures (Unit: billion won)
1971 1975 1980 1985 1989

General administration 14.8 (%) 17.3 (%) 16.7 (%) 18.2 (%) 18.7 (%)
Defence 0.0 (%) 0.0 (%) 0.5 (%) 0.6 (%) 0.6 (%)
Education 35.6 (%) 34.5 (%) 35.7 (%) 35.5 (%) 31.2 (%)
Social development 16.0 (%) 20.9 (%) 20.4 (%) 18.1 (%) 19.5 (%)

Health 3.0 (%) 28 (%0 3.6 (%) 3.4 (%) 28C ^
Social security L6(%0 5j(%0 4.1 (%) 3.1 (%) 5.1 (%)

Housing & regional
development 11.4 (%) 12.4 (%) 12.6 (%) 10.2 (%) 10.4 (%)

Economic development 32.1 (%) 26.6 (%) 26.2 (%) 26.2 (%) 27.0 (%)
Total expenditure 100.0 (%) 100.0 (%) 100.0 (%) 100.0 (%) 100.0 (%)

(292.4) (686.1) (3,272.4) (7,521.0) (13,441.0)
Source: National Statistical Office, Korea Statistical Yearbook (1972-90)

One of serious problems in the local public finance is that the ratios of expenditures to 

revenues showed severely wide variations according to the level of governments (See
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Table 4.6.). For instance, the provinces are not able to cover their current 

expenditures with their local taxes. The counties that show the highest current ratios 

are not able to meet their current expenditures out of local taxes, and cannot even 

cover personnel expenses out of their local taxes (Lee, 1992: 342).

Table 4.6. Current Expenditures/Local Tax Ratio (1989) (%)
Current expenditure Personnel expenses

Seoul 40.9 20.4
Big cities 61.6 28.5
Provinces 119.3 20.9
Small cities 105.9 53.6
Counties 278.7 149.6
Average 91.2 41.4
Source: Lee (1992: 343)

However, there remains two remarkable questions regarding the working of local 

governments and the local autonomy in the experiences of Korea. First, many of the 

local government units have been functioning with considerable financial constraints, 

so that the advantages of general-purpose governments and the ability of co-ordinating 

many functions within a specific area, have not been exercised properly by the local 

governments. Second, even though there was the re-introduction of the local 

government system through the initiating of local elections, effective power lies with 

the officers. Elected members of local governments are more influenced by local 

feeling rather than rational calculation.

Central Government Grant System

There are three types of national government grants that are given to local 

governments in Korea: (i) National subsidies are allocated to local governments 

according to the judgement policy of various ministries in the central government.
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The subsidies are awarded, at a certain matching rate, to projects which are in the joint 

national-local interest, nation-wide interest, or that will undertake by local 

governments with central financial assistance.

(ii) Local shared tax is distributed to local governments to equalise the revenue- 

raising capacity of local jurisdictions. This is a special grant to correct both the 

vertical fiscal imbalances between the central government and local governments and 

the horizontal fiscal imbalances at the same level of local government.

And (iii) local tax transfer combines the characteristics of national subsidies with 

the local shared tax. This means, that the transfer is different from the local shared 

tax, in that, the central government attaches provision, while no such provisions are 

precisely earmarked to the local shared tax. Moreover, it is also different from 

national subsidies, in that, not only are the financial sources of the grant limited to 

some fixed percent of specific taxes, but also the attached provisions are looser than 

those of the national subsidies (Jun, 1992: 361-373).

4.4.2. Local Government and Urban Health-Welfare Services

According to Local Autonomy Law of 1991, “the principal objective of the local 

government is to protect the livelihood of its residents and to promote their welfare”. 

The social welfare functions are classified as follows:

1) Health Administration includes local authorities’ health and sanitation 
works, such as sanitary food, environmental pollution, public sanitation, 
guidance of public entertainment facilities, vaccinations, prevention measures 
for contagious diseases, supervision of medical activities, operation of public 
health centre, guidance of drug retailers and pharmaceutical companies, and so 
on.
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2) Welfare Administration includes relief for low-income people and people 
suffering from disasters, protection of disabled, homeless, the old, and so on.

3) Labour Administration (including labour standards, employment 
stabilisation, unemployment countermeasures, guidance of labour unions etc.) 
and Consumer Protection (including weights and measures, quality control, 
commodity inscription etc.)

Community Health Centres (CHC) and Medicaid

The government policy of Korea has focused on economic development, leaving 

many aspects of social development to the private sector. Therefore, the private 

health sector has played a dominant role in Korea. Medical care is financed primarily 

through health insurance, from direct out-of-pocket expenditures, and, to a lesser 

extent, through taxation (Kwon, 1993: 564).

The Korean public health centre was first established in Seoul, under the US Army 

occupation in 1946, immediately after the end of the Japanese colonial rule. It used to 

provide medical relief during and after Korean War (1950-53). The branches of the 

centre have greatly improved and expanded, nation-wide, since the Forth and Fifth 

Development plans (1977-81 and 1982-86). The main purpose of the public health 

centre is supposed to, generally, be the medical institutions for the provision of 

primary health care in local communities (Moon, 1994: 305-307). In effect, the major 

functions of the centre are:

i) Medical examination and treatment for Medical Assistance and family 
planning program participants

ii) Preventive health services
iii) General health examination for citizens
iv) X-ray and communicable disease (such as tuberculosis) examination etc.
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According to the UN, the public health centre was defined as ‘an institution for the 

promotion of the health and welfare of the people in a given area, which seeks to 

achieve its purpose by grouping, under one roof or co-ordination in some other 

manner, under the direction of a health officer, all the health work of that area together 

with such welfare and relief organisations as may be related to the general public 

health work’ (Ibid.: 313).

A recent survey (Moon, 1999: 249-77) has shown that people who utilised the 

Community Health Centre (CHC) as the main source of health care comprised 3.8 % 

of the sampled population. The two major sources were private hospitals (42.3%) and 

pharmacists (41.0%). The survey was implemented between May and June of 1996 

with 607 questionnaire respondents who were from the Seoul Metropolitan City, 

Pusan (one of the major cities), Kuri (a small city located in the Kyonggi province), 

and Ham-an (a county of the Kyong-sang province).

Table 4 .7 . Most Frequently Used Source of Health Care, by REGION (Unit: Person)

Major Cities Small Cities County Areas TOTAL
Self-care 12 (2.8 %) 4 (4.9 %) 1 (1.0% ) 17 (2.8 %)

Private Hospitals 185 (43.5 %) 22 (26.8 %) 45 (46.9 %) 252 (41.8 %)
General Hospitals 39 (9.2%) 8 (9.8 %) 2(2.1 %) 49 (8.1 %)
Pharmacists 178 (41.9% ) 40 (48.8 %) 27 (28.1 %) 245 (40.6 %)
Oriental Clinic 6 (1.4 %) 5 (6.1 %) 2(2.1 %) 13 (2.2 %)

CHC 2 (0.5 %) 3 (3.7 %) 19 (19.8 %) 24 (4.0 %)
Others 3 (0.7 %) 0 (0.0 %) 0 (0.0 %) 3 (0.5 %)
Total 425 (71.8 %) 82 (12.0 %) 96 (16.2 %) 603 (100.0 %)

Source: Moon (1999: 277)

The analysis of the most frequent source of health care found that the significant 

variables were education, income and region. The two tables below show the results 

of the survey in relation to education and income levels.
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Table 4 .8 . Most Frequently Used Source of Health Care, by EDUCATION (Unit: Person)

Primary School Middle School High School College or Univ.

Self-care 6 (9.0 %) 2(1.5 %) 4(1 .4 % ) 4 (3.4 %)
Private Hospitals 15 (22.4 %) 54 (39.4 %) 130 (46.4 %) 54 (46.6 %)
General Hospitals 5 (7.5 %) 7(5.1 %) 16 (5.7 %) 21 (18.1 %)
Pharmacists 28 (41.8 %) 67 (48.9 %) 116(41.4% ) 35 (30.2 %)
Oriental Clinic 3 (4.5 %) 2(1.5 %) 5 (1.8 %) 1 (0.9 %)

CHC 10 (14.9 %) 4 (2.9 %) 7 (2.5 %) 1 (0.9 %)
Others 0 (0.0 %) 1 (0.7 %) 2 (0.7 %) 0 (0.0 %)
Total 67(11.2% ) 137 (22.8 %) 280 (46.7 %) 116(19.3% )

Source: Moon (. 997: 275)

Table 4.9. Most Frequently Used Source of Health Care, by INCOME (Unit: Person)

Less tban 100 * - Less tban 150 - Less tban 200 - Less tban 250 More tban 25(

Self-care 7(6.1 %) 6 (3.5 %) 2(1.8 %) 0 (0.0 %) 0 (0.0 %)
Private Hospitals 38 (33.0 %) 77 (45.0 %) 47 (43.1 %) 21 (47.7 %) 49 (43.8 % )
General Hospitals 4 (4.3 %) 8 (4.7 %) 8 (7.3 %) 3 (6.8 %) 20 (17.9 %)
Pharmacists 54 (47.0 %) 69 (40.4 %) 48 (44.0 %) 19 (43.2 % ) 38 (33.9 % )
Oriental Clinic 3 (2.6 % ) 5 (2.9 % ) 2(1.8 % ) 0 (0.0 %) 0 (0.0 % )

CHC 8 (7.0 % ) 6 (3.5 %) 2(1.8 %) 0 (0.0 %) 3 (2.7 % )

Others 0 (0.0 %) 0 (0.0 % ) 0 (0.0 % ) 1 (2.3 % ) 2(1.8 % )

Total 115(20.9% ) 171 (31.0%) 109 (19.8 % ) 44 (8.0 % ) 112(20.3 %:
Kl Average Monthly Household Income by 10,000 Won (£ 1 = About 1800 Won) 
Source: Moon (1999: 276)

The above tables have shown that the percentage of users who had used the CHC as 

their most frequent source of health care decreased as their educational level 

increased. Also, the higher their income became, the less they used the CHC (If the 

highest two groups are together, the percentage - 3/156 X 100 - is just 1.9%, and the 

proportion of each income group is not distributed representatively well).

Apart from the dominant role of private hospitals with national medical insurance and 

the almost sole nation-wide public health institution of Community Health Centres, 

there is another health programme designed specially for the poor. That is called the 

Medical Assistance programme or the Medicaid (which is a part of public assistance
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programme or the Livelihood Protection programme). Beneficiaries of the Medical 

Assistance programme are selected by local government administrators who take into 

account economic factors like income and assets; their dependants automatically 

become benefit recipients (Kwon, 1993: 570)

However, the organisation of health care delivery is not favourable to the poor who 

are receiving Medicaid benefits. Since medical service fees, under the Medical 

Assistance Programme, are set at 70% for those under the Medical Insurance 

Programme, the poor often receive inferior medical services (Lee, 1993: 120; Kwon, 

1993: 571).

Subsistence Assistance

Subsistence assistance is the most direct means of helping the poor in Korea. Most 

subsistence assistance is organised under the Livelihood Protection Programme (LPP) 

and the Livelihood Protection Act of 1961.

Under the act, the poor can be classified into two categories: (i) those unable to work ; 

and (ii) those able to work but deemed absolutely poor. Eligibility conditions are: (i) 

either a person does not have a legal guardian, or the legal guardian is not capable of 

supporting that person; and (ii) the person’s income and wealth do not exceed the 

ceilings set by the government each year. Subsistence assistance includes the direct 

supply of food and cash for those unable to work, as well as the exemption of tuition 

fees for middle school students, free medical, maternity, and funeral services (Lee, 

1993: 115).
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Participants in the Livelihood Assistance Programme also qualify for the Medical 

Assistance Programme (MAP). It is separate from the Medical Insurance Programme, 

for employees, and is available to those with a significant medical or income problem 

(Friedman et al., 1993: 151).

The beneficiaries of this programme are selected by the local government in 

accordance with the criteria provided annually by the Ministry of Health and Welfare. 

Eligibility depends on an income test, an assets test, a family support test, and a 

residency test.

The income test requires that the person’s income be less than that of the 

government poverty standard. The assets test depends upon the property owned by 

the person. In principle, only people that have no family to support them are eligible, 

but it is difficult to enforce this requirement. The residency requirement requires that 

the person has resided for one year in the same administrative district.

Nevertheless, the fact that a person meets all the test requirements does not 

guarantee that benefits will be awarded since the government cannot exceed its 

budget. Under the subsistence protection plan, 80 percent of the expenses are met by 

the central government, except in the case of Seoul, where more than 50 percent of the 

expense is met by the city government (Friedman et al., 1993: 150; Lee, 1993: 115- 

17).

4.4.3. Local Election and Public Opinions in Urban Localities of 

Seoul
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Decentralisation often produces more information and communication between the 

servers and the served. A decentralisation experience is worth assessing, because 

those who are providing the services know more about service needs and those that 

are using the services know more about services provided. The calling of frequent 

meetings and the distribution of printed materials between the providers and the users 

of the services would be examples of the increase in the flow of information. 

However, in the long run, this outcome becomes a means for achieving other main 

objectives such as: improvement in the services delivered, and the improvement of the 

officials’ and the clients’ attitudes. In this section, the researcher reviews the survey 

on documents that appeared in the media and the publications of local newspapers 

regarding the recent changes related to the experience of decentralisation.

Local government differs from many other branches of the public service, since the 

elected representatives of the local authority are intimately concerned in its detailed 

management of the professional officers and staffs (Griffiths, 1987: 20). Elected 

representatives are of the opinion that they have been elected to do a job, and that if 

they do not do it to the satisfaction of the electorate, they will not be re-elected. They 

expect, therefore, to have a say in any important decisions, particularly those that 

affect the member’s own ward or the electoral division.

Urban decentralisation programmes emphasised two critical dimensions (Yin et al., 

1975: 24). The first dimension of decentralisation involves a client imperative. 

Decentralisation focuses on the rights, responsibilities, and the powers of client 

groups served by the public programmes. The second dimension involves a territorial
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imperative. Decentralisation means the expenditure of new resources and efforts to a 

small, geographical area and neighbourhood.

About the Elected Representatives of Local Government

One hundred days after the elections of local government heads (including the Seoul 

City Mayor), The Chosun Daily Newspaper (8th October 1995) interviewed 15 local 

government heads nation-wide (cities, provinces and rural areas). The interview 

questions included: “What were the three most difficult tasks completed in the last 

three months?”, “What is urgently in need of improvement in your local area?”, and 

“What would you say deserves the most emphasis on your undertaking?”.

For the first question “What were the three most difficult tasks completed in the last 

three months?”, the majority of answers (11 responses) from the local government 

leaders was: “sorting out and fixing local accidents” (30.0%). The other answers were 

as follows: 7 responded (19.4%) that ‘dealing with civil appeals and local affairs’ was 

the most difficult, 5 responded (13.9%) that ‘solving the problem of insufficient 

financial resources’ was the most difficult, and 3 responded (8.3%) that the ‘conflicts 

between and within the local-central administration’ was the most difficult task. 

These responses are displayed in the diagram below (See figure 4.1.).
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W h a t w ere  the three most d ifficult tasks com pleted  in the last 3
months?

local accident 
30%

local-central relation
1%

others

financial problem  
14%

local affairs 
20%

Figure 4.1.

For the second question, “What is urgently in need of improvement in your local 

area?” , many leaders (13 responses) said that ‘more autonomous discretion on a 

personnel and organisational level’ was the most significant problem (38.2%). Also, 

many leaders (12 responses or 35.2%) gave high priority to ‘securing more local 

finance’.

W h a t is u rgently  in need of im provem ent in your local a re a ?

)thers
2 7 % . lutonor 

\  38%

fin a n ce , 
. 3 5 %

Figure 4.2.
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In addition, in response to the question “What would you say deserves the most 

emphasis on your undertaking?”, most leaders believed that the ‘activation of local 

economy’ was an important issue (44.9%). Many leaders also believed that issues like 

‘improving the local environment’ (16.3%), ‘transportation and the traffic problem’ 

(12.2%), and ‘culture and tourism’ (8.2%) deserved high priority. However, only a 

minority of local government leaders (6.1%) valued welfare issues, and considered 

‘improving welfare of local people’ as a significant priority (See figure 4.3.).

W h at w ou ld  you say deserves the most em phasis  on your
undertaking?

others
12%

w elfare
6%

culture local econom y
8% 1

transport

environment
16%

Figure 4.3.

Public Opinion Survey

On the 1st of July, 1997, 2 years after the local civic election, the Korean Economic 

Newspaper conducted a citizens’ public opinion survey. Two questions contained in 

the survey were: “What is worse now than it was before the election?” , and “What has 

improved since the election?”. According to the survey;
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W hat is worse now than it was before the election?

demonstration
7%

conflict
17%

others civil appeal

8% 2%

in creased  burden 
54%

ea sy g o in g
12%

Figure 4.4.

As shown in figure 4.4., the report showed that the majority of people felt that the 

financial burden of local citizens increased since the local election (54%). In addition, 

people pointed out that the attitudes of the government officials became worse (19%). 

For example, the civil servants’ easygoing attitude (12%) and increased administration 

was thought to be only for demonstration effects (7%). People also recognised that 

conflicts within (10%) the local governments or between (7%) the local governments 

and the central government increased. However, some people even felt uncomfortable 

about the fact that many civil appeals increased unnecessarily after the election (2%).

What has improved since the election?

support for the poor

more transparency 
6%

solving problems 
8%

participation 
14%

5% more reliable 
5%

le ss  authoritarian 
31%

various serv ices  
31%

Figure 4.5.
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Nevertheless, most people (about 42%) perceived an improvement in the government 

officials’ attitude after the election (see figure 4.5.). For example, people felt that the 

working of the government became less authoritarian (31%), more reliable (5%) and 

more transparent (6%). In addition, many people (about 44%) recognised that the 

local governments had improved their ability to solve different issues and social 

problems. For instance, providing more various services (31%), and solving problems 

like transport, environment and public safety problems (8%) and more support for the 

poor (5%). However, only a small number of people (14%) answered that the 

participation of local people has been improved

Meaning of Public Relations in Decentralisation

To date, in effect, the Korean local government does not, obviously, enjoy public 

participation (i.e. people’s involvement in the State’s decision-making). Public 

participation, however, occurs in many ways, such as: through elections, pressure 

groups, open committees, the media, and through direct action. Above all, 

communication is a prerequisite of participation. ‘Communication’ is described as the 

‘lifeblood of democracy’ (Byrne, 1994: 436-37). Communication is a two-way 

process: from the local authority to the community and vice-versa. It is commonly 

referred to as ‘public relations’, which has been defined as ‘the deliberate, planned 

and sustained effort to establish and maintain mutual understanding between an 

organisation and its public’.
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When the researcher visited Socho-gu and Kuro-gu local governments to collect some 

data in January 1998, several civic local newspapers and newsletters were found. In 

Kuro, the researcher found and collected 5 kinds of newspaper-type publications in 

the local government reception (Kuro Newspaper, Kuro Today, Tomorrow 

Newspaper, Ku-cheon Newspaper and United Newspaper). All of them have been 

published since 1996 or 1997. They contained general information about local affairs, 

the working of the local government, and various private advertisements, with about 4 

to 8 pages. Newspaper-type information is published either weekly or bi-weekly. The 

researcher also found 3 pamphlets, published by the government. One pamphlet 

included information about the local financial condition (last year’s budget 

information), another pamphlet included information about the public health centre, 

and the third pamphlet included information about the operations of the local 

government.

In Socho, however, there were only two newspaper-type publications (The Socho 

Journal and Socho Newspaper), although the start of the publication was earlier than 

those of Kuro’s (The Socho Journal has been published since the 18th of August 

1994, and the first issue of Socho Newspaper was published on the 12th of April 

1989). There were also two district government pamphlets, one that provided 

information about the public health centre and one containing propaganda that 

included the government’s new year ambitions and plans.

Important as they clearly are, local newspapers have been subject to a number of 

criticisms (Byrne, 1994: 440). In the first place, they tend to present local government 

affairs with little or no attempt to interpret them. Consequently, many of these items 

tend to become devoid of background or sustained interest. Secondly, the local press
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tends to create an artificial or distorted image of the locality as being essentially united 

and as being at harmony with itself; unaffected by social or political division. On the 

other hand, the press has the ability to the other extreme and exaggerate antagonisms.

Publicity is comparatively easy, but effective participation is much more difficult. 

Also, how local authorities receive the community’s messages, and whether or not it is 

successful, poses a difficult question. The neighbourhood, in acting both as 

‘watchdogs’ and as ‘caretakers’ can be a means of combining the old concept of 

representative democracy with the newer concept of participatory democracy.

4.4.4. Urban Local Communities: Four Districts of Seoul

In this study, the main research was carried out at a district level. Districts are the 

lowest-tier of local government system and the smallest units that are governed by the 

elected local authorities in South Korea.

Four district local authorities were chosen to cover a range of community 

characteristics and local financial aspects. At the beginning of the study, these 

selected areas of interest were only considered in financial terms (i.e. districts with 

high locally-raised revenues or districts with low locally-raised revenues). However, 

as the interviews and documentary research progressed, the selected areas could more 

easily be described in qualitative terms.

The following sections offer descriptions of the four selected areas, according to the 

local newspapers from the four districts. The districts’ changes of local 

circumstances, since the local elections, were sketched by the newspapers and were 

then collected and translated by the researcher.
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It is important to ask whether or not the elected assemblies and heads of local 

governments are representative of the local residents in both a political sense, and in a 

financial or statistical sense. How have the electors experienced changes in their real 

lives since the election? The survey regarding the changing local conditions through 

the reorganisation of local authorities provides some qualitative clues towards 

understanding their experiences.

Socho-Gu (District)

The Seoul Newspaper interviewed the heads of the Seoul Metropolitan District 

Governments (including Socho-gu, Kuro-gu, Tobong-gu and Nowon-gu). The 

Newspaper (18th March 1997) reported that “The most outstanding problem in 

Socho-gu, at present, is the removal of the building-height control around the areas of 

the Korean Supreme Court, which is located in the same district.”

This district had been appointed as being with-in the Building-Height Controlled 

Area in December of 1980. The reason for the control was to ensure that the workings 

of the Supreme Court and the Public Prosecutors Office would not be interrupted by 

the workings of the higher buildings around them. The second reason for the control 

was to ensure that their inspection activities would not be exposed to the public. 

These reasons are very authoritarian and would only be tolerated by the public under a 

military regime.

Recently, however, landowners in the area claimed that control should be removed. 

The Head of Socho District Local Government (Nam-ho Cho) agreed that the problem 

was outstanding and imminent in Socho-gu (Seoul Newspaper, 6th September 1997). 

He argued that the control and zoning of the land-use for Socho-gu needed to be
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revised. He also argued that many parts of the areas that were for ‘exclusive 

residential-use only’, within the district, should be released for other commercial land-

use.

The leader of the Socho-gu local government, Nam-ho Cho, believed that the overall 

attitude of the Socho people improved, in terms of community awareness and welfare, 

as a result of his taking office (Seoul Newspaper, 6th September 1997). He said that 

“When the local government planned to build a school for disabled children, I worried 

that the local residents would not approve of such a plan. However, there was none of 

the resistance from the local people against the plan, that I expected. Rather, the local 

people even supported the plan, and I now think that my previous concerns were 

baseless. I think that this is evidence that Socho-gu is becoming a better place to live 

in all-together.”

He was also very proud of his achievements in regards to the culture and the 

promotion of art for the local people, including cultural programmes like the Friday 

Public Performances of plays, musicals, and concerts in public culture centres.

Kuro-Gu (District)

According to the Seoul Newspaper, however, the Kuro district showed a different type 

of problem. In an interview with the head of the Kuro-gu local government (Won- 

cheol Park), on the 24th of March, 1997, the newspaper reported that “Some lands, 

that had been subscribed to the Seoul City as public properties after urban planning 

operations and which were geographically located in Kuro-gu, were not reverted to the 

District Government yet.”
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This issue became significant to the large part of the local government’s revenue 

income from property tax, in that, the district government wanted to secure more 

financial resources for the district. Kuro also planned to transform its municipally- 

owned dry fields into Tennis Courts, which would create revenue from the local 

residents who would have to pay a fee for playing.

The leader of Kuro-gu local government, Won-cheol Park, recently began a “Clean 

and Beautiful Kuro” campaign (Seoul Newspaper, 15th May 1997). This campaign, 

according to the newspaper, promoted actions that would make the street environment 

cleaner and created a greeny urban space for the district. In order to make the district 

a better place to live in, the district government and the leader. Park, made a large 

effort to escape the grey image of Kuro and the Kuro industrial complex that implies 

cheap labour for the export industries and a declining part of Seoul City.

Kuro-gu also put great emphasis on improving the conditions of the public health 

centre, by improving and updating the medical facilities. In addition, free legal advice 

became available to the local residents from the local government (Seoul Newspaper, 

30th May, 1997).

Tobong-Gu (District)

In Tobong, a new leader was elected in June of 1998. In an interview with a Seoul 

Newspaper reportman, the first elected (the period between 1995 and 1998) leader, 

Cheon-soo Ryu, said that the “urban planning of Tobong has just begun to take shape 

in the new decentralised era” (Seoul Newspaper, 7th February, 1998).

130



One of the programmes that the ex-leader, Ryu, had pursued and propagated, was 

very much a environmentally-friendly one. Ryu had launched and introduced a large- 

scale programme which, he argued, would improve the district’s circumstances as 

well as enable the recycling of garbage. His plan was to convert food and drink waste 

into livestock feed. He explained that “With the lack of a budget and experience, it 

was very hard to start a new programme properly in the decentralised local 

autonomous era. But this programme is very successful”.

However, a new and younger leader, Ik-keun Lim, was then elected to the second 

term’s (from 1998 to 2001) democratically elected district leader in the new local 

election in June of 1998. The new leader said (Seoul Newspaper, 30th June, 1998) 

that he would put more emphasis on solving practical and daily problems, like the 

need for more nurseries, school meals, public elderly homes, and so on.

Recently Tobong has been preparing for the new district office and community 

health centre buildings and sites.

Nowon-Gu (District)

Sun-hoe Kim, the chairman of Nowon district’s local assembly, talked about his 

district. Nowon (Seoul Newspaper, 21st July, 1997). “Nowon, as a bedtown or 

residential district, is one of the best areas in Seoul. But commercial offices and 

industrial bases are not sufficient for our district’s circumstances. Also, about 30 

percent of Seoul’s low-income population live in Nowon. This is in addition to other 

problematic circumstances”.
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Sun-hoe Kim blamed the Seoul City Government’s administration for imposing an 

unreasonable burden on Nowon, demanding that the city government should increase 

housing supplies and provide complete support for the poor in his district.

The Seoul Newspaper (10th March, 1998) reported that Nowon had the highest ratio 

of poor people (21 percent of the Seoul’s Livelihood Protection Programme 

beneficiaries, i.e. about 15,800 people). Nowon also had a high ratio of disabled 

people, so much so, that the district local authority could not help providing some of 

the facilities for them. Especially in May of 1997, when two large shuttle buses, 

equipped with lift-wheelchairs for the disabled, was running around all the important 

places and public points within the district. Also, the district office sponsored TV 

sets, provided the assistance of medical aid and home helpers for public elderly homes 

in Nowon.

4.5. Summary

After more than three decades of the strong centralisation of the Korean government 

and country, some efforts have been made to decentralise the government structure 

and to advance social development. Within such a context, this chapter aimed to find 

out how the government’s policies and efforts contributed to social welfare, uneven 

development and localisation in the case of Korea.

The study focused, particularly, on comparative aspects with special reference to 

the cases of four districts in the Seoul Metropolitan City of Korea. With the first local
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elections of local assembly and heads in 1991 and 1995, public awareness of locally 

elected representative’s actions has increased.

According to public opinion surveys, these representatives gave a higher priority to 

regional development issues like local economy, transportation and environment 

rather than to the social welfare of local people. Also, the majority of people felt that 

the financial burden of local citizens had increased since the local election. 

Nevertheless, most people perceived an improvement in the government officials’ 

attitudes after the election. For instance, the workings of the government became less 

authoritarian, more reliable and more transparent. However, very few people said that 

the participation of the local people had improved

In the following chapter 5, the methodology and analytical framework that was 

conducted with the example of the Community Health Centres of the four districts, 

and used to examine the hypothesis and research questions in this study, will be 

presented.
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Chapter 5

FRAMEWORK OF RESEARCH

5.1. Introduction

Chapters 2, 3 and 4 presented the theoretical aspects of decentralisation and an 

overview of the background in the context of Korea. The focus will now turn to the 

discussion of the analytical framework, which shifts the research from the theoretical 

and conceptual level to the empirical level, and the research strategy, in which the data 

collection is designed and implemented.

This chapter examines the hypothesis and the elements that were devised to guide the 

arrangement of the research and the analysis of the collected data and evidence. This 

chapter also defines the overall strategy behind the data collection and the research 

through discussion of the theoretical and practical rationale for several methodological 

decisions taken throughout the work. Furthermore, the fieldwork actually 

implemented is described in detail.

This chapter consists of seven sections, including this introduction (section 1). In 

section 2, the hypothesis is presented in the form of a tentative answer that guided the 

research and its development in this study. Research questions are then formulated
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for further investigation. The next section (section 3) discusses the variables 

identified in the study. In this section, three variables are highlighted in detail, namely 

accessibility, organisational change and local variation. The following section 

(section 4) focuses on the instruments and types of investigation that were employed 

in the research. Section 5 describes how the survey for investigating the topic was 

designed during the actual research process. Section 6 describes the attitudinal survey 

process, focusing on the sample design and the questionnaire format. The last section, 

section 7, provides a summary of the chapter.

5.2. Hypothesis and Research Questions

This research contributes to the understanding of how decentralisation affects local 

residents (or users of services) and the local delivery of services. Many questions 

need to be addressed regarding the impact of the decentralisation process implemented 

by the governments on the everyday life of the cities and their people.

The research addresses some of the questions related to the objectives of 

decentralisation. The issues are accessibility, and the impact that organisational 

changes have on the users and their localities.

This research examines the relationship between the introduction of decentralisation 

policies including fiscal decentralisation, and local elections and subsequent changes 

in local authority personnel. In order to investigate these relationships, the study 

formulated a hypothesis. The hypothesis is:
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Increased share o f locally-raised revenue leads to greater inequity in access to 

welfare services from  local governments.

The central issue which this thesis addresses is an assessment of the impact of 

decentralisation on users of local services, and, more specifically, of Community 

Health Centre (CHC) services, and on local authorities’ management of resources. 

The thesis examines this issue within the context of Seoul, Korea.

Existing literature about ‘accessibility’ often recognises and argues that even if 

services were available, they might not be received by those who need them 

(Donabedian, 1973; Long, 1994; Phillips et al., 1994). Utilisation occurs only when 

the characteristics of the provider (personnel and facilities) mesh with the 

characteristics of the client (a so-called ‘fit’ between the user and provider).

This study examines whether or not decentralisation increases the efficiency of the 

local government system, and reduces the inequity among the regions and within the 

region, as discussed in Chapters 2 and 3.

On the basis of the above general hypothesis, there are seven specific research 

questions that present the focus of this study. The research questions are as follows:

(1) Is it possible that there are different levels of accessibility to local services 

among users from different areas, on the basis of where they happen to live?
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(2) What if there are differences in accessibility related to different needs 

based on characteristics of the population, rather than the differences of actual 

localities?

(3) If so, then by examining people’s level of satisfaction, what could we 

identify as the causes for different levels of satisfaction among different 

localities (i.e. social and individual characteristics of the population, such as 

sex, income, age, etc., or ‘local government factors’, such as the financial 

affluence of localities and the management of existing resources and 

personnel)?

(4) Do more self-sufficient (in terms of locally-raised revenue) local 

authorities increase accessibility?

(5) How does decentralised local finance translate into individual local 

governments’ provision of local services (the researcher assumes that varying 

proportions of locally raised revenue among different regions indicate a 

difference in the composition of expenditure items among regional authorities. 

Welfare and administrative spending are a particular focus of the study^)?

(6) Which different actors influence, and how are they affected by, the changes 

identified in question number (5) (the researcher assumes that local 

bureaucrats, elected representatives, social workers, and service users are the 

actors)?

 ̂ Regarding the explanation o f  expenditure trends of local authorities, specifically, this research hypothesises as 
follows:

1. If each local government is given discretion to impose taxation and spend their own revenues, the 
less their locally-raised revenues the higher the percentage of administrative expenditure will be.
2. If administrative spending competes with welfare spending, then more administrative spending means 
less welfare spending.
3. If there is the same amount spent on health and the same number of staff in the health services among 
different localities, the service users’ satisfaction about such services will be the same.
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(7) How do local officials and health workers react to their local authorities’ 

affluence or lack of resources?

From the above research questions, numbers (1) to (3) will be answered by the 

questionnaire survey in Chapter 6. Questions (4) to (7) will be answered through an 

investigation of the supply-side of local authorities, using statistical analysis of local 

finance and interviews with significant actors in the process (as identified in question 

number (6)). The answers will be presented in the two empirical analysis chapters, 7 

and 8.

5.3. The Variables

In order to translate the conceptual to the empirical level, the hypothesis and the 

research questions must be converted into variables. This research, also, has tested 

the questions and the hypothesis that have been presented in the form of the 

relationship between variables. The variables are accessibility, organisational change 

and local variation.

There are many types of variables in accordance with the objective of each research. 

In general, two kinds of variables are commonly used in quantitative research: 

dependent variables and independent variables. Dependent variables are those that the 

research wants to explain and independent variables are those that are expected to 

explain the changes in the dependent variables. This distinction is analytical and 

relates to the purposes of each research.

138



In social sciences, research is the study of how history is fabricated by people 

doing, believing, and thinking things’ (Macdonald and Tipton, 1993). Thus, when 

there are too many relationships to consider, the study can seem to be too complicated. 

If you want to test a theory at the empirical level, it would be very difficult to do it in 

one stage. Instead, it is better to break the theory into parts, each covering just one 

relationship. Each part is known as a hypothesis that will generally be tested. As with 

the majority of studies that deal with the consequences of policies, there is usually one 

single independent variable that is supposed to explain the other dependent variables.

In this research, the variables, under examination, are interrelated within the 

process of decentralisation, and their causal relationships are rather difficult to prove, 

especially those that are specified in terms of theoretical concepts and criteria such as 

responsiveness, equity and local variation. Since the recent local elections in Korea, 

with the lavish rhetoric about the local autonomy and decentralisation, there are hardly 

any satisfying answers to whether decentralisation actually meets the increasing 

demand for more effective, responsive and equitable changes by local authorities.

Several relationships are identified within the process of decentralisation, and raise 

the question of proper investigation. The relationships under consideration are: 

accessibility, organisational change and local variation.

5.3.1. Accessibility

The Oxford Dictionary defined ‘access’ quite vaguely as:

I. way (in) to a place; 2. right, opportunity or means of reaching, using or 

approaching’
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According to the dictionary, ‘accessible’ means ‘able to be reached, used, visited, etc.’ 

Also, as Millman (1993: 32) cited in, 'The US President’s Commission for the Study 

of Ethical Problems in Medicine and Biomedicine and Behavioral Science Research' 

of 1983, defined ‘access’ as:

the timely use of personal health services to achieve the best possible health 

outcomes. The test of equity of access involves determining whether there are 

systematic differences in use and outcome among groups in society and 

whether these differences are the result of financial or other barriers to care.

Access is a shorthand term used for a broad set of concerns that centre on the degree 

to which individuals and groups are able to obtain needed services from the medical 

care system. Because of difficulties in defining and measuring the term, people 

equate access with insurance coverage and having enough doctors and hospitals in the 

areas in which they live. But having insurance or nearby health care providers is no 

guarantee that people who need services will get them. Conversely, many who lack 

coverage or who live in areas that appear to have shortages of health care facilities do, 

indeed, receive services (Millman, 1993: 32-33).

It is suggested that: “the proof of access is use of service, not simply the presence of a 

facility. Access can, accordingly, be measured by the level of use in relation to need” 

(Donabedian, 1973: 211). In this way, Donabedian argues that utilisation can be 

interpreted as ‘revealed accessibility’.
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Studies cited in the Black Report (Townsend and Davidson, 1992) have shown that 

standards of health depend heavily on social class, age and sex groups. Equal access 

to health care is difficult to achieve for a variety of reasons. The needs of individuals 

and their ability to use the health service vary, and the perceptions of the value of the 

health service also vary. The location, variety and quality of medical facilities also 

help in determining access to the health care.

Joseph and Phillips (1984: 58) argued that, broadly speaking, there are two schools of 

thought on the issue of accessibility. The first advocates a focus on utilisation 

patterns whereas the second concentrates on potential barriers to accessibility. The 

first school of thought argues that the utilisation of health care is measured as revealed 

accessibility. The second, however, appreciates that there is a multiplicity of factors 

intervening between the translation of need into the use of available facilities.

Three main groups of factors, affecting access to available health care, can be 

recognised as:

(1) socio-economic,

(2) organisational and

(3) geographic.

The first type includes characteristics o f the population in need of health care, that 

determine their utilisation pattern and behaviour, such as social class, income, 

housing, age and sex. The second type embraces all the attributes o f the service 

delivery that could give rise to differential access to health care on the part of 

individuals or groups, such as cost, policy, specialisation and organisation of the
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provider. The third type of accessibility concerns the locational factors or barriers 

which may be crudely expressed in terms of physical proximity (Joseph and Phillips, 

1984).

Accessibilii utilisation

Geographical

Socio-economic 
e.g. social class, income, gender

Organisational
e.g. management, resources, personnel

Figure 5 .1 .
A Conceptualisation of Factors Affecting Accessibility and Utilisation: Model I
Source: Adapted from Joseph and Phillips (1984)

This study is concerned with the local variation in access to the Community Health 

Centres (CHCs) in Seoul, South Korea, and investigates that accessibility in three 

main aspects. Availability, which is concerned with the users’ perception of the 

available provision at the CHCs; Spatial accessibility, which is the separation in the 

space of the CHC facilities and the mobility in the space of the client; and Social 

accessibility, which refers to the attitudes of the users with respect to the manner in 

which the CHCs accept their users.

It has also been recognised that the components or levels of health care delivery 

hierarchies are often connected with urban systems and the ranking of urban places. 

The challenge of the complexity in health care is demanding. In practice, factors like:
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the health care delivery system, the geographical question of health care facilities, and 

social factors such as social class, gender, age, etc., tend to overlap (Joseph and 

Phillips, 1984).

However, the model of accessibility is a very static one. Its advantages are in 

recognising people’s needs and the levels of access among different groups 

categorically, but its disadvantages are in lacking to recognise how different groups of 

people or individuals behaviour influence their decision to utilise the health care 

services.

Another model, therefore, can be formulated in accordance with the users’ 

(dis)satisfaction and decision. This format is commonly used in market researches. 

This model assumes that ‘Buying behaviour = Ability + Opportunity + Motivation’ 

(Statt, 1997: 95).

Here, ‘ability’ means that a person knows what the product or service is, and is able 

to buy the product. ‘Opportunity’ means the product is physically and spatially 

available to the consumers (Ibid.: 96). So, together ‘ability’ and ‘opportunity’ are 

equivalent to the concept of ‘accessibility’ in Model I.

The next factor to be dealt with is ‘motivation’. ‘Motivation’ has a special function 

in the analysis of the users’ behaviour. Motivation is an interaction of desire (wish or 

need) and incentive. The need to buy the product is triggered by the process of 

information search, evaluating alternatives, purchase processes, and consumer 

satisfaction/dissatisfaction (CS/D). This model enables us to examine how the users’ 

choice, empowerment, knowledge, and decision-making operates. The 

conceptualisation of the model is as follows:
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Recognising the Problem

Information Search

T
l _ T ---------------------

Purchase Process
*

Consumer Satisfaction/Dissatisfaction (CS/D)

Figure 5.2.
A Conceptualisation of Consumers’ Behaviour: Model II
Source: Adapted from Statt (1997)

The consumers, in this model, have to perceive that there is a need; that there is 

something that is missing from their lives. Once the need is recognised and the 

consumer is willing and able to act upon it, the second stage of the decision making 

process is activated by the search for information.

Having recognised the need and searched for information about possible 

alternatives, the consumer arrives at the third stage of the decision-making process: 

the evaluation of the alternatives. The criterion chosen for evaluation will vary from 

one consumer (or social group) to another.

Then, after the consumer has purchased the product (purchasing processes), the 

experience that the consumer has with the purchased product is fed back into an early 

stage of the decision-making processes. What is particularly important at this stage, is 

the degree of consumer satisfaction/dissatisfaction (Ibid.: 232-38).

144



Since the late 1970s, the study of consumer satisfaction has become a major area of 

research in consumer behaviour (Ibid., 238). It is certainly clear that both the 

consumers and the marketers want to maximise consumer satisfaction. The issue is 

that even if a consumer enjoys a product or service, if it fails to meet the consumer’s 

expectations then it will be unsatisfactory to him or her.

A combination of both Model I and Model II is used for the analysis of the structured 

questionnaire survey collected during the researcher’s fieldwork (See section 6.2. of 

Chapter 6). The purchase model is potentially a useful approach to measuring the 

degree of accessibility by revealing users’ satisfaction, particularly in the context of 

private sector dominated health care systems in countries such as the US and Korea. 

In reality, however, where consumers are supposed to be given more choice, the poor 

cannot afford to pay much and thus have little choice. Therefore consumer research 

has only a restricted relevance in indicating the efficiency of the health care system in 

terms of enhancing equity.

The analysis is implemented using a statistical computer programme, the Statistical 

Package for Social Sciences (SPSS), using statistical techniques such as factor 

analysis, logistic regression analysis and various cross-tabulations.

5.3.2. Organisational Change

Primary health care means ‘the first or nearest contact between the individual and the 

health care services’ (Pritchard, 1978: 8). Especially in the area of public primary 

health care, ‘equity of access’ to the service has been consistently emphasised over
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time by all policy makers. Among other things, it is a 'change o f the local service 

delivery system’ that may improve accessibility.

As discussed earlier in the literature review, especially in the section 2.3.l.b, one way 

of implementing this is through ‘decentralisation’. According to Mintzberg (1979), 

the term decentralisation is commonly used in three different ways:

(a) the delegation of formal decision-making power down a chain of authority 

- that is, “vertical decentralisation”;

(b) the delegation of decision-making power to people whether inside or 

outside the line structure, i.e. analysts, support specialist, and operatives - that 

is, “horizontal decentralisation”, and

(c) “physical dispersal” of services to be close to their users.

In this third form, the decision-making power remains in the hands of those at the top 

level, and is therefore better described as déconcentration or relocation rather than 

decentralisation.

Mintzberg suggested that “Both centralisation and decentralisation should be treated, 

not as absolute, but rather as two ends of a continuum”. Thus, the central authority is 

not eliminated by the implementation of decentralisation. The centrally controlled 

organisations managed to decrease costs through administrative co-ordination. 

However, as their operations expanded, such organisations came to face serious 

difficulties like: indecomposability, incommensurability, and non-operational goal 

specification (Mintzberg, 1979; Ishfaq, 1993).
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The term ‘indecomposability’ means an inflexibility of structure to cope with 

changing environments both inside and outside an organisation. An organisation is 

always embedded in a larger system. Some of its parts are necessarily interdependent 

with agencies not subordinate to the organisation. This implies that an organisation, 

operating in a difficult or rapidly changing environment, needs to assign tasks of itself 

to more flexible and smaller units.

The second aspect of difficulty for central organisation is ‘incommensurability’. In 

a centralised organisation, the authority of decision-making lies within the top 

management, while the responsibility for achieving pre-set goals is the responsibility 

of the lower levels.

This phenomenon of incommensurate authority and responsibility leads to ‘non- 

operational goal specification’, in which goals are set without the participation of 

those who must achieve them. One alternative is to allow the individuals who are 

responsible for output to decide upon targets for themselves. In a centralised 

structure, however, lower level participation is not encouraged.

Another thing common to community programmes (See sections 2.3.3. and 3.2.4.), is 

the importance of the principle of participation (Green and Anderson, 1986: 44-45). 

Decentralisation has occurred commonly in the implementation of community 

programmes, not in their planning or evaluation. As a result, the concept of 

community participation has a bad reputation in some circles, as a form of 

exploitation, co-optation, or cheap labour for central agencies.

Asking neighbourhoods and organisations to implement programmes, planned 

elsewhere and evaluated on someone else’s terms, will usually yield only limited local 

commitment to the goals and methods of the programs.
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From the beginning, people need to be consulted about assessing their needs and 

setting priorities. To fulfil these tasks, they want help from the community. Whether 

the “help” comes in the form of finances, technical consultation, other resources, 

people in neighbourhoods, organisations, or communities, people would be more 

likely to accept those resources if they could participate actively in identifying their 

own needs (Ibid.: 44-45).

However, several questions remain unanswered, such as: (1) What role or relationship 

will the community health organisations have in relation to local governments? (2) 

Who should decide whether or not local communities get involved with the 

management of health services? (3) How can the communities get involved? (4) Are 

health workers meant to mobilise the communities? (5) What roles will be the other 

professional associations, such as voluntary medical doctors and nurses, be given? 

(Green and Anderson, 1986; Barnabas, 1997)

Gilbert and Specht (1993: 111) suggested specific proposals for the reform of service 

delivery which contain considerable variation in their detail.

Table 5.1. Proposals for the Reform of Service Delivery
1. To restructure authority for, and control of, policy making.

a. Co-ordination
b. Citizen participation_____________________________

2. To reorganise the allocation of tasks.
a. Role attachment
b. Professional disengagement

3. To alter the composition of the delivery system.
a. Specialised access structures
b. Purposive duplication 

Source: Gilbert and Specht (1993: 111)
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Briefly speaking, the strategy of organisational changes for increasing accessibility 

can be summarised as follows.

Table 5.2. Types of Organisational Change
Vertical decentralisation fiscal decentralisation

delegation

devolution

Specialised access 

structure 

Disengagement 

Role attachment, etc.

Horizontal decentralisation Participation 

co-ordination(e.g. 

federation, coalition)

Physical dispersal Duplication

déconcentration

Source: Reconstructed from Mintzberg (1979) and Gilbert and Specht (1993)

In summary, Gilbert and Specht (1993: 111) argue that ''Reducing inaccessibility by 

creating new means o f access to services could possibly increase the fragmentation o f 

delivery system, and that reducing fragmentation and discontinuity by increasing co

ordination, opening new channels o f referral, and eliminating duplication could 

possibly increase unaccountability and inaccessibility”. They try to adjust the 

aforementioned dilemma, partly, by proposing more complicated strategies of 

restructuring local service systems with some of their potential consequences.

5.3.3. Local Variation

Regional equality can be defined as: treating people equally iiTcspective of where they 

live. Ideally, services are equally distributed when everyone has equal access to the
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same services. However, the idea of equal distribution adds a further dimension of 

difficulty, because not all residents are interested in using all types of services or 

facilities.

On the other hand, an equitable distribution o f services can be defined as one that 

promotes greater equality among the different groups in society; equality of 

opportunity. Equity does not mean equal shares of public goods for all, nor does it 

mean equal burdens of taxation for all. “Equity” simply means: “the supply of goods 

in variable proportions to different groups with different needs” (Truelove, 1993: 19- 

20).

Because regional equality with rigidity does not mean much, as discussed 

previously (See the section 2.3.2.), regional inequality does not necessarily command 

direct effects on the accessibility of local services (also see the discussion by Powell 

(1988) below). How, then, can we measure equity sensibly at the local level? One 

alternative is subjective measurement, which could be achieved by asking the service 

providers’ and the users’, comparatively, about how they receive local services 

differently in different areas.

Health care, like many other public services, is not equally available to all individuals. 

One of the major reasons for the inequality is geographical in nature. Demand for 

public services comes from individuals who are continuously dispersed across space, 

while most public services are distributed from discrete facilities with fixed locations 

(Joseph and Phillips, 1984: 52).

It is common knowledge that there are differences in the health services available in 

well-to-do and poor areas (Townsend and Davidson, 1992; Powell, 1988; Hart, 1978).
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One extreme case, which is hypothesised in a number of studies, was called the 

‘inverse care law’ (Powell, 1988). This law examines the relationship between the 

needs and the resources across areas, postulating a negative association between needs 

and provision. The study concluded that:

The result of studies examining the spatial balance between needs and 

resources must be treated with some caution. Most are totally empirical, with 

no discussion of why the indices were selected and no discussion of the quality 

of care.(...) It is unclear whether primary health care in London tends towards 

territorial justice or the inverse care law. It is difficult to define many of the 

constituent elements such as need, provision and quality.

Concerns for the equitable distribution of services has led both academic and political 

commentators to become interested in the variations which exist between the local 

authorities provided in their communities. Many previous studies have taken an 

expenditure figure as a surrogate for service provision. However, such statistical 

studies are, in any case, unable to examine the provision process. So an open research 

method was adopted for pursuing the exploration of the users’ perception in regard to 

accessibility as well as the providers’ accounts of local variation. In this study, the 

term ‘local variation ’ is preferred to regional inequality.

Local variation may be caused by various factors. Generally speaking, it is a 

territorially differentiated service provision, different access engendered by 

geographically segregated providers, and users’ perception about such differences. If 

any individual receives inequitable service (i.e. not to meet their needs by such
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service), because of the place where he or she happened to live, it is a territorial 

injustice that needs to be redressed.

However, it is difficult to prove whether or not the case is truly about local 

variation, caused by geographically different providers, or simply the users’ 

psychological judgement which can be made subjectively.

This study examines both the providers’ and the users’ point of view. First, aspects of 

fiscal decentralisation are analysed by testing the hypothesis. That is, the significance 

of locally-raised revenues (some become high while others become low with fiscal 

decentralisation) is investigated by testing to see if locally raised revenues, social 

welfare spending and administrative costs are correlated. The hypothesis assumed 

that richer local authorities would spend more for their local residents’ welfare 

because they could afford to do so, and that this spending would lead to regional 

inequality.

Also analysed were the users’ perceptions (their individual needs and levels of 

satisfaction) about access and the provision of the Community Health Services from 

the four districts and how they differ.

Also considered was how organisational change, since the decentralisation process, 

affected the local access and provision of CHC services. In this part of the survey, in- 

depth interviews with local officials, social workers and the nurses of four CHCs are 

used. The purpose of the interviews is to explore the factors that make a difference in 

accessing and the provision of the CHC services.
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5.4. Choice of Instruments for Investigation

There are two common investigation methods available to a social researcher. These 

are the survey, using questionnaires, or field research in one form or another, e.g. 

qualitative interviewing and ethnography. However, there is also a third method, 

namely documentary research (Macdonald and Tipton, 1993: 187). Documentary 

research was an important research tool for the founders of the discipline of sociology. 

Government statistics. Civil Service reports and official statistics served as major 

resources in the studies of Marx, Durkheim, and Weber.

Documents are things that we can read and which relate to some aspect of the social 

world (Ibid: 188-91). The term ‘documents’ includes a vast range of materials that are 

found in all sorts of places, but they can be broadly classified into three categories. 

First, the oldest documents in existence are public records - records of taxation, 

bureaucratic reports, fiscal and economic matters. The reports and records published 

by the media and newspapers are another type of document. The documents of a 

private individual represent the third category of record.

This research comprises not just a documentary survey, but rather a combination of 

documentary research, questionnaire survey and in-depth interviews. The strategy of 

combining different modes of data collection is already very common in the social 

sciences. The advantage of this strategy is that, by relying on various methods of 

collecting information, the researcher can overcome the deficiencies emerging from
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any one method, and minimise the degree of specificity that each introduces into the 

final body of knowledge (Denzin, 1970: 35).

This study uses the personal accounts of service providers towards their work, the 

attitudes of service users, and relevant documents that were collected and interpreted 

by the researcher. The study explains why the local variations between different 

localities came to exist. The users and providers were asked about their individual 

accounts of the differences between the localities (in this case, however, individual 

providers as well as users might not have known the differences, since they may have 

been unaware of what their neighbouring districts were doing. The comparison thus 

relied on the researcher’s own interpretation and explanation).

The researcher read and observed the contexts with regard to the variations among 

different districts as long as they illuminated these differences. The researcher tried to 

explicate diverse perspectives by overcoming individual accounts or statements of the 

actors in the area of the field.

5.5. Survey D esign

This research is designed to survey the relationship between the introduction of fiscal 

decentralisation policies and the reorganisation of local authorities which have been 

institutionalised since the election of local assemblies and heads, and the impact of 

these changes on the regional differences in provision of Community Health Centres 

(CHCs).

This survey investigates the ongoing process of decentralisation in Korea by 

collecting and analysing relevant official data, and by obtaining new data from
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surveys of people involved in the process. The areas and actors in my research, 

matched with the strategies of the research methods, are summarised in the following 

table;

T able 5 .3 . Actors and Institutions in the Research Area According to Research Method
• Operations of central and local 
governments between themselves, and 
towards local residents.

Government documents

• Central and local government officials, 
staff of Community Health Centres, 
social workers, etc.

In-depth interviews

• Elected local government heads and the 
operation of the local assembly and its 
members.

Reports published by the media and 
from various sources

• Local residents (users of CHCs) Attitudinal/opinion survey, 
using questionnaires

Source: Sum m ary o f  D ec ision s M ade for R esearch Strategy during F ieldw ork

Accordingly, decisions regarding which methods were needed to investigate each 

topic were made (presented in the above table, 5.3.). The following sections discuss 

and describe the three survey strategies employed in this study.

5.5.1. Documentary Survey

The objective of documentary survey is to defend the relevance of the general 

background setting in which the whole research is organised. Whether or not the 

central hypothesis (as presented in section 5.2.) is worth testing depends on the 

existence of increased locally-raised revenues, giving rise to uneven distribution of 

resources among localities. Only in such a case can the hypothesis and research 

questions form a researchable challenge; that is, whether or not this fiscal change, 

along with local elections and organisational alterations, has any impact on local 

service provision and its users.
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Research using documents thus examines the unevenness of development between 

Seoul, the capital city, and the rest of the country, and also between the major cities of 

Korea. The research also presents the differences in distribution among district local 

governments. It intends to show that there is an uneven distribution of resources and 

economic conditions among the regions and the districts.

Documentary research was also carried out to investigate the opinions and attitudes 

of the key local actors in the study, i.e. those of the elected heads of local 

governments. This investigation surveyed articles and reports that appeared in the 

media.

The documentary survey in this study examined the local governments’ revenue and 

expenditure data from 1986 to 1998. This period of 12 years was chosen for two 

reasons. The first reason is that two distinct phases of local government budgeting 

can be detected. One budget relates to the years from 1986 to 1991 (the first 5 years), 

before the election took place. The other budget relates to the years between 1991 and 

1996 (the second 5 years), and includes the 1991 local assembly election and the 1995 

elections of heads of local authorities.

Another reason why the local public records were examined from 1986 is that this 

marked the year that the local governments in Korea began to publish government 

finance reports. 1998 was the last year from which recent records were available to 

the researcher.

This aspect of the research used not only these local government accounts, but also 

utilised various published documents from the Korean National Bureau of Statistics,
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the Ministry of Home Affairs, and a diverse collection of reports relating to local 

governments.

One of the problems with collecting secondary data is that the 1980s financial reports 

give poor information, meaning that the data shows some inconsistency in total 

figures. Moreover, the data from the 1990s also fails to keep the budget categories 

and the classification of spending items thoroughly consistent. For instance, spending 

is sometimes classified into social welfare and health spending separately, but in other 

places is categorised only as social development expenditure without any further 

explanation. It is commonly recognised that local government financial data has a bad 

reputation due to its complexity and incomprehensibility.

5.5.2. In-depth Interview

The purpose of semi-structured interviews (or in-depth interviews) is to explore why 

and how local staff and officials come to cope with different local situations given the 

diverse degree of available resources. In this research, interviewees were asked the 

questions in the same way every time, but the interviewer was free to alter the 

sequence and to probe for more information. This method of interviewing allows for 

more flexible questioning, and a broader exploration of the implications of opinions.

For the interview-based data collection, twenty-four local government officials, the 

staff of community health centres, and social workers were interviewed during the 

summer of 1997 and the month of December 1997, and also from October 1999 to 

January 2000 (detailed in table 5.4.).
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Table 5 .4 . List of Interviewees
A dm inistrative N urses (C H C ) S oc ia l w orkers Sum

M inistry o f  H ealth and 
W elfare

2  D irector  
(m )

2 (m /f= 2 /0 )

S eou l M etropolitan  C ity  
Hall

1 D irector  
Urban m anagem ent 

d iv is io n  (m )
1 P ublic health p lanning  

(m )

1
C om m u n ity  H ealth  

C entre s ta ff (f)

3 ( m /f = 2 / l )

K yon ggi p rov in cia l local 
governm en t

1 D irector in Urban 
m an agem en t (m )

1 ( m /f -1 /0 )

K uro-gu D istrict  
C om m u n ity  H ealth  C entre 

(C H C )

1
H ealth  adm in istration  (m )

1
V is itin g  N urse (f)

2
S o c ia l w orker  

(m  &  f)

4  (m /f= 2 /2 )

S o ch o -g u
C H C

2 ( m & f )  
H ealth adm in istration

1 D ental h yg ien ist (f) 
1 N urse in Health  
adm inistration  (f)

2
S o c ia l w orker (f)

6 ( m / f = l /5 )

T ob on g-gu  C H C 2 (m )
Health adm inistration

2
S o c ia l w orker (f)

4  (m /f= 2 /2 )

N o w on -gu
C H C

1
H ealth  adm in istration  (m )

1 D irector o f  V is itin g  
nurses d iv is ion  (f)

2 (m ) 
A dm inistrative  
S o cia l w orker

4 ( m /f = 3 / l )

T otal 11 (m /f  =  1 0 /l ) 5 (m /f= 0 /5 ) 8 (m /f= 3 /5 ) 24  (m /f^  13 /11)

Source: Sum m arised from  R esults o f  Arranged In-depth interview s during F ieldw ork

The interviewees were selected variously from the Seoul Metropolitan City Hall, 

four Community Health Centres and District Offices in the City, the Kyonggi 

Provincial Local Government, and the Ministry of Health and Social Welfare in the 

central government. Administrative officers in the central and local governments 

were taken as interviewees since they were vital actors in the process of decentralising 

government functions. The length of interviews varied from 30 minutes to over 2 

hours.

The interviewees were given enough time to express their own opinions rather than 

continuously asked a number of serial questions. Thus it could be claimed that the 

survey had the advantages of an unstructured or qualitative survey. This method 

allows the researcher to learn and discover things that were not anticipated in the 

original design of set questions. A positive aspect of this is that any bias on the part 

of the researcher is decreased by the fact that informers or interviewees have control 

over whether specific infoiTnation should be given or not. However, there was no 

choice for the researcher but to be selective about what was said, since giving the
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interviewees the leading role can disguise their own strong prejudices. In that case, 

the researcher could take advantage of comparing one district staff member’s response 

with another.

The reason for the selection of government officials and health/social workers in 

the specific districts was the same as for the selections in sampling that were made in 

the questionnaire survey. This is explained in section 5.6.1.2.

5.5.3. A ttitudinal/opinion Survey

The aim of the questionnaire survey is to identify attributes that account for the degree 

of equity of access. The research distinguishes two categories of such attributes: local 

and socio-individual. Sampling of responses thus represents the aims of the survey by 

assigning quotas. First, four districts were selected for the questionnaire survey quota 

sampling, which enabled a comparison to be made. A quota was also filled based on 

users’ individual identities, age and sex.

5.6. Attitudinal/ Opinion Survey by Questionnaire

The survey provides a quantitative or numeric description of a fraction of the 

population through the data collection process of asking people questions. The 

sample survey is a standard tool for many social researchers, and is the one that is 

most commonly used. It is a method of collecting information about a human 

population in which direct contact is made with those being studied (Bulmer and 

Warwick, 1983; Creswell, 1994).
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5.6.1. Sampling Design

Sampling involves the selection of a subset of the population or the sample that 

accurately represents the relevant attributes of the set (Nachmias and Nachmias, 1992: 

185). The main issues to be addressed in the sampling process are the definition of 

the population, the sampling unit and the sampling frame, the sampling design, and 

the sample size. These definitions help to determine the extent to which results of this 

research may be generalised.

5.6.1.1. Population and Sample Unit

The sampling unit is made up of the users of CHCs, and the population may be 

defined as all users of CHCs in Seoul, the capital city of Korea. The definition of the 

sample unit is based on the fact that the public health and social services focus on the 

issues directly affecting the users of the service, so it should involve actual users of 

CHCs.

In many developing countries, the systems involved in keeping population records are 

deficient. For example, a list of the residential units in a city is not comprehensive, 

since, in the poorest areas, many houses do not formally exist. However, Korea uses a 

relatively good administrative system, especially with regard to the Seoul area, the 

region around the capital city. As much data as possible from official and government 

sources was utilised in this research as a tool for the sampling process.
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5.6.1.2. Choice of Sample Frame

The research was carried out in four districts (Socho, Kuro, Tobong and Nowon) of 

Seoul, Korea. The decision to conduct the research in these areas was determined by 

both methodological and practical aspects. This aspect of selection for the research 

was based on a consideration of various aspects such as local tax burden per capita, 

independent revenues, and public assistance beneficiaries (i.e. the size of the poor 

population).

Initially, the 25 districts in the Seoul Metropolitan City could be listed in terms of 

their ‘Local Tax Burden Per Capita’. This data was available from the Seoul 

Statistical Yearbook of 1996. The income data was not easily obtained, since the 

government, at present, does not publish such data. Nevertheless, the whole 

population of the 25 districts of the city could be investigated in terms of their 

economic conditions by means of taxation data. This resolved, to a great extent, the 

problem of the level of heterogeneity in the whole area of the city.

The first stage of this resolution involved the division of the city into four clusters, 

classifying the whole population of the Seoul Metropolitan City into four large areas 

based on their economic conditions or income (operationally defined as local tax 

burden per capita). The researcher here supposed that each cluster represented a 

different segment of the Seoul Metropolitan City according to its economic 

conditions. The researcher then selected four districts, each from a different cluster 

(or area) of the city, taking into consideration its revenue independence, occupational 

composition, and poor population (since the economic consideration, or income, had 

already been used as the criteria for the selection of the four areas).
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The main considerations in choosing the survey area can be summarised as follows:

Table 5.5. Local Tax Burden per capita (In Won; In order from the highest to the 
lowest), Independent Revenues (%), Population, and Livelihood Protection 
Programme beneficiaries (In Number of Household) : In 1995.
District (Gu) Local Tax p.c. Independent R. Population Livelihood b.
Chung-gu 2,069,276

1,064,026
974,420

9&0 145,646
559,032
204,733

750
Kangnam-gu 94.5 3,828
Chongno-gu 74.9 702
Socho-gu 823,969 97.1 407,887 1,020
Yongdungpo-gu 633,924

447^^4
393,636
315,194
289,084
269,534
257,768

8 3 J 417,914
260,993
669,042
400,409
342,648
523,606
506,610

1,108
Yongsan-gu 66.7 897
Songpa-gu 804 739
Mapo-gu 52.1 2695
Songdong-gu 55.7 1,338
Kangso-gu 584 5660
Kangdong-gu 574 860
Kuro-gu 253467 55.1 383,224 917
Sodaemun-gu 246,312

245,779
243,827
236,371
226,866

51.7 371,449
487,130
391,148
420,069
436,684

869
Yangcheon-gu 4 6 4 623
Kwangjin-gu 4 2 4 812
Tongdaemun-gu 524 1,413
Tongjak-gu 50.1 1,555
Tobong-gu 226,751 44.7 374,271 621
Kumcheon-gu 225,989

210,230
194,837

3 26 284,609
497,614
454,951

847
Songbuk-gu 4 9 4 L736
Chungnang-gu 42.4 1,387
Nowon-gu 193,409 4 6 4 599,462 8637
Unpyong-gu 183,269

I8L360
163482

4 4 4 503,272
558,462
395,078

1642
Kwanak-gu 47.4 L923
Kangbuk-gu 2&4 2/W3
Source: Seoul Statistical Yearbook (1996) Seoul Metropolitan Government
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Occiipalioiial liinployinciit, 1990 (City of Seoul)
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Table 5 .6 . Criteria for Selecting Districts (Gu)

D i ^ C t  . yK .
SOCHO-GU Revenue: Very high; Independence: Very high; Very high 

white-collar population, poor population relatively high.
KURO-GU Revenue: (Upper) Medium; Independence: Medium; Very 

high blue-collar population, poor population medium.
TOBONG-GU Revenue: (Lower) Medium; Independence: Low; Poor 

population very low.
NOWON-GU Revenue: Low, Independence: Medium; Poor population 

highest.
Source: Drawn from the Discussion in this Section and Table 5.5.

It is sometimes useful to draw samples from groups that are already known to have 

substantial differences with regards to an important variable in the study (Nishikawa, 

1988: 41). Since this study is concerned with the state’s decentralisation policies with 

regard to how resources are dispersed and how differences in concentration affect the 

population, the occupational composition of each district is taken as a significant 

variable for comparison. The prevalence of poverty, i.e. the economic condition of 

the vulnerable parts of the population, was also considered as a significant point in 

making the selection. The purpose of the sampling frame was to discover differences 

in the attitudes and characteristics of each group of people. The researcher assumed 

that, by putting various aspects of different localities into the comparison, it would 

bring more explanatory strength to the study of variation.

5.6.2. Sampling and Survey

After a decision was made with regard to the selection of the four Community Health 

Centres (CHCs), the researcher implemented a survey in the field. The sampling 

procedure was administered according to the quota sampling method. The researcher
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gave questionnaires to the users of CHCs in four districts (Socho, Kuro, Tobong and 

Nowon-gu) by filling the quota specifically in proportion to the Seoul Metropolitan 

Government’s internal information on CHC users (see Appendix V for full details of 

the actual quota implemented during the survey).

Quota sampling is particularly useful when the researcher is interested in comparing 

the attitudes held by individuals from different groups. The researcher can make sure 

that the sample includes people or groups with certain specified characteristics.

However, there is a limitation to the sampling method. This is due to the fact that 

the individuals or groups are not selected randomly. For example, it is not known 

whether the quota of females aged 25-34 based on local government CHC users’ sex- 

age information will provide the same information about female users aged 25-34 in 

general. In other words, it is risky to draw general conclusions about a larger group 

from quota sampling.

Nevertheless, the researcher had few other choices, since it was not possible to 

obtain a complete list of users’ addresses, and the researcher could not wait to meet all 

the visitors to all the CHCs. The quota sampling procedure is often used due to 

constraints of time and budget. Also, quota sampling can help to considerably 

overcome the biases that exist in non-random sampling procedures (Bouma and 

Atkinson, 1996: 142-43).

Table 5.7. Sex-Age Distribution of the CHC Users (%)
A G E

-2 4 8.2
25-34 29 .0
35-44 14.9
45-54 6.7
55-64 9 .9

65- 31.3
T O T A L 100.0

SE X  (M ale/F em ale) 2 7 .7 / 72 .3

Source: Seoul Metropolitan Government, INTERNAL DATA (1997)
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The survey was taken near the caretakers’ rooms close to the exit rather than in the 

waiting rooms or the corridors beside the departments in the Health Centres. This was 

done to avoid the respondents being disturbed or made reluctant to answer by wrongly 

assuming that the researcher was a part of the authority. The researcher also 

explained to the respondents, before giving out questionnaires or asking questions, 

that the survey would be used for academic purposes only.

5.6.3. Questionnaire Design

The questionnaire must be designed to translate the objectives of the investigation into 

questions. There are two basic goals in questionnaire design: (1) to obtain 

information relevant to the purposes of the survey and (2) to collect this information 

with maximal reliability and validity. These goals can be called relevance and 

accuracy. To ensure relevance, the researcher must be clear about the exact kinds of 

data required for the study. Accuracy is enhanced when the wording and sequence of 

the questions are designed to motivate the respondent and to facilitate recollection 

(Warwick and Lininger, 1975: 127).

In this survey, some steps were taken to achieve relevance and accuracy. First, to 

ensure that the question content was clear and identical for all respondents, the 

questions were typed and the interviewers were instructed to ask them exactly as they 

were printed in the questionnaire. The sequence of questions was also fixed. Due to 

these precautions, any variation in respondents’ answers may be considered a 

consequence of differences between respondents and not of variations in the 

interviewing process. Finally, the words used were selected to be comprehensible to
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all groups under survey, and terms potentially open to varying interpretations were 

avoided. Fortunately, during face-to-face interviews with elderly people, it was found 

that there was no need for clarification on the meanings of questions.

5.6.4. Questionnaire Format

The questionnaire was composed of questions (see Appendix I), divided into eight 

sections. Apart from the conventional and general information questions in sections 1 

and 8, most of the content of the questionnaire consisted of the researcher’s own 

wording, without drawing on other sources or examples. The satisfaction questions in 

sections 3 and 6 in particular were arranged by placing myself in the users’ situation, 

and recollecting the common proceedings of outpatient hospitals.

Section 1, contained general questions about the utilisation of the CHC (following the 

questions of age, sex, marital and residential information). The content of the 

questions relate to (1) how frequently they have used the CHC, and (2) What kind of 

health services they were and provided with. Before mentioning a more specific 

opinion, the question in this section probed simpler perspectives about the 

consciousness and memories of the respondents in relation to their use of the CHC in 

general.

Section 2 contained three questions in relation to their perception about health and the 

utilisation of health care. This section provided significant pieces of information for 

the analysis of their consciousness about the significance of health in their life. The
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next section shed light on the specific aspects of accessibility and satisfaction 

regarding the use of the CHC.

Section 3 had questions which related to the opinion of the respondents on the 

specific aspects provided by the CHC. To measure the degree of satisfaction with the 

facilities, the medical team and staff, and the medical supplies of the CHC, a rating 

scale format of questions was used. The respondents were asked to point out or tick 

one of the degrees of their satisfaction or dissatisfaction among the opinion scale. 

Also, there were open-ended questions that were used to ask about why they were 

satisfied or dissatisfied with those aspects provided by their CHC. This allowed and 

induced more spontaneity and expressiveness from the respondents.

Section 4 contained questions about availability and aspects of accessibility. The 

respondents were asked about the charges on for services and whether the value for 

the money was satisfactory. These questions also implied whether or not their 

subjective needs were satisfied.

Section 5 had questions about physical or spatial accessibility, regarding how long it 

took to get to the CHC, and what type of transport they had taken. Also, the questions 

were concerned with whether or not the travel was comfortable and affordable in 

relation to personal mobility.

Section 6 contained questions which were about social accessibility. They were about 

the manner in which the CHC accepted users, including the attitudes of the medical
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staff, the reception, and the perception of being treated properly by the medical team 

of the CHC.

Section 7 had questions regarding their expectations about their continuity of use, and 

their accessibility to information about the CHC.

Section 8 contained factual questions by which the respondents were asked mainly to 

provide information through which they could be classified, according to occupation, 

level of education, and income of household.

The questions were grouped in sections, according to their nature. The order in which 

the sections were arranged in the questionnaire was based on the following 

assumptions:

(i) The first section consisted of the general questions regarding the respondents’ 

impressions and memories based on simple facts related to the recent and current use 

of the CHC. These types of questions were designed to be asked briefly and answered 

quickly, so that the awareness of the respondents was easily sketched. Also, these 

questions were placed first, in order to focus the attention to the issue and provide the 

respondents with some time to reflect on the topic.

(ii) Sections 2 and 3 consisted of questions about the perception of health and 

satisfaction, this was related to more straightforward issues. By asking the 

respondents questions about the issues, their awareness about health itself and their
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satisfaction, this section of questions may help them to remember the topic before the 

following sequence.

(iii) Sections 4 to 7 consisted of specific questions about availability, and spatial, 

social and informational aspects of accessibility to the CHC respectively, with the 

attitudinal scale frame and the open-ended form. Respondents were now able to 

concentrate more on the specific services presented in this section of questions, and 

this enabled them to express their feelings and opinions about the services in more 

detail.

(iv) The last section consisted of personal questions. Issues such as income, and 

levels of education and occupation were addressed. Since these questions were 

considered to be embarrassing by the respondents, they were placed at the very end of 

the interview.

5.7. Summary

This chapter has explained and described the major elements, that operated as guide 

for the analysis of the data gathered, and the research methodology.

The first part of the above discussion, the major elements, was presented in 

sequence: hypothesis and research questions, and variables. All the elements were 

used as a bridge to translate the theoretical and conceptual framework to the research 

that was carried out.
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The second part, then, described the aspects of the research methodology. It 

discussed the rationale of using a mixed approach. The data collecting instruments 

used were a combination of a survey with the questionnaires, for the quantitative 

research, in-depth interviews, for the qualitative research, and documentary research, 

for the collection of secondary data.

The variables, discussed in this chapter, were accessibility, organisational change and 

local variation. Each section explains and formulates the concrete analytical 

framework for the concept or variable. As the elements discussed in these sections 

guide the data analysis that is to be presented in the finding chapters, they provide the 

analytical framework for findings of the research.

Also, detailed descriptions on research design and procedures were provided in the 

chapter for a clearer understanding as to how each process was carried out. There 

were 24 in-depth interviewees from various levels of the government departments, 

local authorities and community health centres. They were local and central 

government officials, social workers, and nurses.

Quota sampling was used for the attitudinal/opinion survey with structured 

questionnaires. 390 users of the community health centres, from the selected four 

districts, were interviewed.

The secondary data from various sources, in the form of public reports and 

unpublished records, were closely reviewed for a documentary survey, and were 

utilised to support the findings.
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Chapter 6

T H E  EMPIRICAL ANALYSIS 1: T H E  USERS’ VIEW

6.1. Introduction

Chapter 5 discussed the multiplicity of factors, such as the characteristics of the 

population (users), the attributes of service delivery (providers) and the locational 

factors that intervene between use and facility. This chapter analyses, the factors 

(respondents’ locality, socio-demographic backgrounds, etc.) from the questionnaire 

survey with special reference to the Community Health Centres of Seoul, Korea.

Chapters 2 and 3 have shown that the factors are important. We do not yet know 

how these factors affect one another in terms of accesibility. This chapter examines 

the relationship between these factors, and addresses questions such as: Which factors 

are significant in explaining users’ satisfaction, needs and decisions? How did 

women respond differently in regards to health services than men? How can we 

differentiate respondents’ predisposed attitudes from their actual opinions about 

facilities? Above all, why are some people more likely to continue to use the service 

than others? Is it because they are more satisfied with the service? Or, maybe, some 

people have to use them while others have more choices.
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These are important questions for answering the issues of choice, equity of access, 

empowerment, and responsiveness of local authorities, i.e. the central themes of this 

research.

A problem in the questionnaire survey is related to the question about why one group 

of people has such a different view from another. Why were certain opinions 

expressed, and how intensely were they held by the respondents? These answers may 

never be discovered. One way of validating such subjective judgements is to search 

the structure of surveyed questionnaire responses (by using factor analysis in this 

research).

However, respondents’ attitudinal predisposition is no less relevant than their 

opinions in making sense of the implication of the study. Rather, it is proved, in this 

chapter, that most of the respondents’ attitudes represent their needs according to 

socio-demographic characteristics, while their opinions mainly represent their actual 

ideas about the situation of the facilities. That is why the result of the statistical 

analysis (by using the logistic regression method) is presented by discussing the 

implications of the respondents’ characteristics in terms of three different levels or 

dimensions, i.e. the attitudes, opinions, and decisions of the users.

The implication of the different levels of satisfaction according to region, which is the 

variable that is investigated in considering the users’ opinion, can only be understood 

thoroughly by examining, specifically, the circumstances of the Community Health 

Centres (CHC) of Seoul, Korea. Therefore, the next two chapters, investigate the 

attributes of service delivery or management (e.g. finance, staff, service providers’ 

view).
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6.2. M ethods U sed for Analysing Questionnaire Survey

Researchers wishing to go beyond the analysis of descriptive statistics typically 

calculate the statistical figures through regression analysis (Oliver, 1997; Hair et al., 

1998). In this research, particularly ‘logistic regression analysis’ is used. This 

analysis reveals which features are most independently correlated with the overall 

scores, i.e. whether or not they make distinct and nonoverlapping contributions to an 

independent variable, e.g. users’ satisfaction.

Other variants of this technique also exist. Frequently, the ‘factor analysis’ is used 

to reduce the dimensionality (i.e. number of predictors or dependent variables) of the 

feature list. Because many of the features will be highly correlated or overlapped (e.g. 

the size and gas mileage of a car), regression will single out one to the exclusion of 

the other. These features are said to be correlated with each other, or multicollinear, 

which, as a set data, may obscure the contribution of predictors (Oliver, 1997: 37).

So the factor analysis is adapted for the following analysis, and the purpose is to 

define the underlying structure in a data matrix. Broadly speaking, it addresses the 

problem of analysing the structure of the interrelationships (correlation) among a large 

number of variables, by defining a set of common underlying dimensions, known as 

factors (Hair et al., 1998: 90).

As discussed earlier, in the analytical framework chapter, utilisation of service or 

buying behaviour is not just determined by accessibility, which is already given before 

use or purchase, but also by motivation, which is an interaction between the needs and 

the incentive, involving the whole process of searching information, evaluating, and
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feed-back. So the analyses go through the aspects of utilisation and access to further 

some more perspectives such as users’ gathering information, expectation and 

satisfaction, and decisions (not) to further utilise. These investigations are further 

examined according to the following three sets of users’ propensity;

■  Attitude (See section 6.4.2. below)

■ Opinion (See section 6.4.3. below)

■  Decision (See section 6.4.4. below)

An ‘attitude’ indicates a certain predisposition towards or away from general social 

objects, whereas an ‘opinion’ applies to more specific, often contextual objects 

(Phillips et al., 1994: 136). Operationally, in this research, ‘Attitudes’ deal with 

questions like: ‘what do you think about?’ (relating to health and health services), 

while ‘Opinions’ deal with ‘how do you feel about?’ types of questions (about the 

significance or the dis/satisfaction with services). Continually, ‘decision’ is about 

why people decide to use the resources (‘Are you going to continue using?). These 

three levels are explained and investigated in the following sections of this chapter.

6.3. Descriptive Statistics: Users’ Socio-Demographic

Characteristics

There were 390 Community Health Centre (CHC) users who became the respondents 

in the four Seoul Metropolitan Districts in this research. They were comprised of 22.8 

percent of Kuro residents (89 persons), 29.5 percent of Socho (115), 20 percent of 

Tobong (78) and 27.7 percent of Nowon (108). The percentages of the four districts’ 

residents were similar to the allotted quotas of the annual number of users who visited 

those four Community Health Centres in 1997. Out of the total, there were 23.1%
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(28,051) Kuro CHC users, 29.9% (36,453) Socho, 19.5% (23,652) Tobong and 27.5% 

(33,424) Nowon.

The gender distribution of respondents were as follows: 29.2 percent (114) were male 

and 70.8 percent (276) were female. The percentage was again closely linked to the 

overall gender composition of the annual number of users who visited those four 

CHCs in 1997.

In terms of the age structure, the distribution of respondents is shown in the table

6.1. The data regarding the age of the respondents was grouped into 6 categories: 

First, young people up to age 24; second, people aged 25 to 34; third, middle aged 

people, 35 to 44; fourth, people aged 45 to 54; fifth, elderly people aged 55 to 64; and 

sixth, people aged 65 and above.

Table 6.1. Age Distribul ion of Questionnaire SurveyI Respondents
AGE Frequency Percentage

-24 32 8.2
25 -34 114 29^
35 -44 57 14.6
45 -54 25 6.4
55 -64 39 10.0
Over 65 123 31.5

Total 390 100.0
Source: Result o f Questionnaire Research (See Appendix VI. for detail o f  how the sampling was done)

In the age distribution of CHC users, the most frequent users are the two groups of 

ages between 25 and 34 (29%), and the people over 65 (31%). Also, the female users 

are dominantly more visible than their male counterparts (male: female = 

approximately 1:3). There was a higher proportion of maiTied users (332 or 85.1%) to 

unmarried users (58 or 14.9%).
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Table 6 .2 .  Cause of Treatment Received by Users, Categorised by REGION
KURO SOCHO TOBONG NOW ON 1

Paediatric 8 6 5 16
Buying Medicine 30 30 9 10
Vaccination 19 24 25 32
Health Check- 14 32 22 29
upEl
Venereal Disease 0 0 0 4
Tuberculosis 1 5 1 6
Internal 8 4 7 3
M edicine^
M aternal clinic 1 2 1 0
Dentist 1 5 3 1
Health Certificate 1 0 0 3
Oriental Medicine 0 0 1 0
Physical Therapy 6 6 4 1
TOTAL 89 114 78 107
El Including blood pressure examination, blood sampling, general health check-ups etc. 
^ Including diabetes, gastroenteric troubles, bronchitis, cardiac disease and so on. 
Source: Results of Questionnaire Research, implemented during the fieldwork

The data related to the occupation of the respondents was grouped into 9 categories. 

Housewives formed the largest group, accounting for 41 percent (163) of the 

respondents. This may be due to the fact that housewives tend to be the primary 

caregivers to their young children and are also responsible for bringing their 

household members to medical facilities.

Table 6 .3 . Distribution of Respondents’ Occupation
Job Frequency Percent |

Self-em ployed 20 5.1
Sales/ service 32 8.2

Skilled manual 13 3.3
Agriculture 4 1.0

Office-working 24 6.2
Professional 6 1.6
Housewife 163 41.8

Student 21 5.4
Unemployed (retired) 107 27.4

Total 390 100.0
Source: Results of Questionnaire Survey

Next, unemployed (or retired) people follow with 27 percent (107) of the respondents. 

The high percentage of the unemployed respondents is partly associated with the high
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percentage of elderly respondents and housewives who were previously working and 

answered that they were unemployed.

Table 6.4. Respondents’ Length of Residence
Year Frequency Percent |
1 - 4 148 3&0
5 - 9 88 2Z 6

10 - 14 63 16.2
15 - 19 20 5.1

O ver 20 70 18.0
Total 389 100.0 1

Source; Results o f  Questionnaire Survey

Regarding the income level of the households in the sample, the data was grouped 

into six categories. The table 6.5. shows the distribution of the households in the 

sample according to their income level.

The first category begins with household incomes that had less than the standard of 

means-test for the Livelihood Protection Programme (public assistance for the poor in 

Korea), that is 300,000 Won per month; the second is composed of those from 

300,000 to 590,000; the third from 600,000 to 990,000; the forth from 1,000,000 to 

1,490,000; the fifth from 1,500,000 to 1,990,000; the sixth from 2,000,000 to 

2,990,000; and finally the seventh over 3,000,000 Won.

Table 6.5. Respondents’ Income (In Thousand Won)
M onthly Income Frequency Percent |

- 290 92 24.7
300 - 590 33 8.8
600 - 990 64 17.2

1,000 - 1,490 90 24.1
1,500 - 1,990 61 16.4
2,000 - 2,990 25 6.7

Over 3,000 8 2.2
Total 373 1 100.0 1

£1 = Approximately 1,800 Won (In May 2000). 
Source; Results of Questionnaire Survey
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6.4. Statistical Analysis of Surveyed Data

6.4.1. Factor Analysis and Logistic Regression

Factor analysis. Researchers often support the development and use of statistical 

tests by employing a form of validity which involves a complex statistical procedure 

known as ‘factor analysis’. The aim is to find factors which might explain the 

observed relationships between people’s scores (Coolican, 1994; Oliver, 1997; Hair et 

al., 1998).

Table 6.6. Factor M atrix (See Appendix IV. for complete matrix)
Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6

S3 .80264

A3
S2
A2

.79540
.58253
.57070

R4 .53971

Child .49413
Age
School
G1
Living

.74779
-.72747
.55996
.48018

Marriage .63880

H U l .61686

Income .55077

HU2 -.64979

Gender .56689
PL2 .46504

.45412

Job
Region

-.55548
-.52820

EC3 .50707 II

The steps involved for the factor analysis, which are calculated by the computer 

programme, SPSS, are as follows: First, correlations are calculated between every 

possible pair of tests arranged in a matrix. Second, the matrix of correlation is fed 

into the factor analysis programme which looks for clusters - groups of tests which all
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correlate well together. The programme then gives the best configuration of this 

number of factors to account for all the correlations (Coolican, 1994: 149). The result 

of factor analysis is displayed in the above table.

Six factors were recognised by the computer analysis. From the factor matrix, some 

strong correlations, especially Factors 1, 2 and 3, were found. The analysis also 

showed weak correlations. Factors 4 and 6. Moreover, there were some isolated 

items, like Factor 5, and other Factors, which were not presented in the above table.

The selection was then made for a major analysis of quantitative survey data, that 

is, ‘regression analysis’. The selected and analysed items are S3, R4, EC3, H U l, and 

HU2.

The above table shows that while the questions about respondents’ satisfaction with 

facilities and medical staff are interrelated or correlated (within the case of Factor 1, 

for instance. Questions from S, R and A), it seems that there is need for a separate 

analysis of questions H U l, HU2 and EC3.

Questions HUl and HU2 are about the respondents’ persistent attitudes about 

health and health care in general so they can be used to indicate their needs. 

Meanwhile, Factor 1 is more likely to offer more specific, contextual aggregation of 

questions on their opinions (or indicators of their levels of satisfaction). Finally, 

question EC3 is about their decisions, that is, about why they decided to utilise the 

CHC.

For the major analysis of surveyed data in this research, ‘logistic regression’ was 

applied. Logistic regression is an extension of multiple regression which analyses the
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influence of two or more variables on a designated dependent variable. In logistic 

regression, unlike other multiple regressions, the dependent variable may have only 

two values. Usually these values refer to either inclusion-noninclusion, satisfied- 

dissatisfied, agreed-disagreed, or yes-no (George and Mallery, 1999: 234).

It is useful to recall that if we have a binary variable and give the categories 

numerical values of 0 and 1 (in this analysis, 1,2 and 3 as 0: unsatisfied; and 4 and 5 

as I: satisfied), usually representing ‘No’ and ‘Yes’ respectively, then the mean of 

these values in a sample of individuals is the same as the proportion of individuals 

with the characteristic. We might expect, therefore, that the appropriate regression 

model would predict the proportion of subjects with the feature of interest (or the 

probability of an individual having that characteristic) for any combination of the 

explanatory variables in the model. The transformation we use is called the logit 

transformation (Altman, 1991: 352).

Multiple regression analysis allows more than one independent variable to have an 

influence on the dependent variable. The multiple regression model can be written

y f i t ~  ^0 ^1^1 ^2^2  ........

where bg is the intercept; bj, etc. are the regression coefficients; Xj, %2, etc. are the 

individual’s values of the variables in the model; and is the fitted or predicted 

value (Altman, 1991: 346; George and Mallery, 1999: 346).

The regression equation, a result of multiple (logistic) regressions, compares 

predictions for subjects with or without a particular characteristic. The multiple 

regression analysis generates the B values (The B can be roughly translated as the 

slope or weighted constant for the variable of interest.). This result suggests that a
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positive value for the coefficients indicates that a higher score on the associated 

variable will increase the value of the dependent variable. A negative coefficient on a 

predictor variable would decrease the value of the dependent variable. The greater the 

B value, the greater the influence on the value of the dependent variable. The smaller 

the B value the less influence that variable has on the dependent variable (George and 

Mallery, 1999: 180).

However, B values cannot often be compared directly because different variables 

may be measured on different scales, or have different metrics. To resolve this 

difficulty, statisticians have generated a standardised score called Beta (P), which 

allows for direct comparison of the relative strengths of relationships between 

variables. P varies between + 1 .0  and - 1.0 and is a partial correlation. A partial 

correlation is the correlation between two variables in which the influence of all other 

variables in the equation have been partialed out (Ibid.: 181).

In multiple regression analysis, any number of variables may be used as predictors, 

but many variables are not necessarily the ideal. It is important to find variables that 

significantly influence the dependent variable. SPSS has procedures by which only 

significant predictors will be entered into the regression equation.

SPSS first computes which predictor variable has the highest bivariate correlation 

with the dependent variable, then it creates a regression equation with this specifically 

selected independent variable. It will then enter the second variable, which explains 

the greatest amount of additional variance. This second variable will be included only 

if it explains a significant amount of additional variation. This process will continue 

until no additional variables significantly explain an additional variance.
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The analysis also computes and includes the standard errors. The standard error is 

designed to be a measure of stability or sampling error. If you take a random sample 

from a population, you can compute the mean, a single number. If you take another 

sample of the same size from the same population you can again compute the mean - a 

number likely to be slightly different from the first number. If you collect many such 

samples, the standard error of the mean is the standard deviation of this sampling 

distribution of means. A small value indicates greater stability or smaller sampling 

error (Ibid.: 87).

6.4.2. Attitudes and Needs

6.4.2.I. H U l (Attitudes towards the significance o f health)

Among questions asked during the survey, the questions H U l and HU2 were 

examined as the ‘Needs and Attitude to Health and Health Care’ questions. These 

questions probed respondents’ attitudes towards the significance of health (H U l: I 

think keeping good health is more important than earning more money. - Disagree/agree), 

and the degree of difficulty in utilising health services in general {HU2: It is not difficult to 

take time for checking my health regularly. - Disagree/agree).

Tables 6.7 (a) and (b) show that the single most influential variable to the question 

H U l is the number o f children of users, which is significant (P) with the 99% 

confidence level. This means that, there is a relation between the way in which people 

rate good health as a higher priority than money and the fact that they have children 

in their households.
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Table 6.7. Logistic Regression Analysis of HUl (N = 371; Missing data = 19)
(a) All variables

Regression coefficient (B) Standard error (SE) Significance (P)
Constant 4.0409 5.5551 .4670
AGE -.2158 .3461 .5330
CHILD 1.1177 .4988 .0250
G1 .0190 .0721 .7920
GENDER .4692 .3573 .1891
INCOME -.0764 .2398 .7501
MARRIAGE .2308 .4355 .5961
REGION -.0301 .7023 .9659
SCHOOL -1.5641 5.3972 .7720
PL2 .1218 .3750 .7454

(b) Variables in the Equation
Regression coefficient (B) Standard error (SE) Significance (P)

Constant 1.9238 .3530 .0000
CHILD 1.2974 .3963 .0011

Other factors such as age, gender, and income may possibly be influential to such an 

attitude, but the statistical analysis of the survey shows that these factors are 

insignificant. This analysis can be presented as follows:

yHui(logit) = 1.9238 + 1.2974 (CHILD) Xj 

There is, however, a problem resulting from the regression analysis as a social science 

method. Logistic regression has become a model appearing with increasing frequency 

in the medical literature. The model can be used to predict whether or not the 

probability of outcome occurs as an exponential function of the independent variables 

(Dawson-Saunders and Trapp, 1994: 222).

For instance, the model that is used, in recent literature, to calculate the weight for a 

child who was bom after 39 weeks’ gestation, weighed 2800 g, was 50 cm long, had a 

34 cm head circumference and whose mother was 62 inches tall and weighed 100 

pounds prior to pregnancy implements into the equation with six independent 

variables related to the weight of children aged three (Petrie and Sabin, 2000: 103). 

How can such a calculation appropriately be used as a predictor for the purpose of
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social science? Is it sensible to assume that, even if the confidence level which is 

statistically significant at 99%, every percentage increase of consumers’ satisfaction is 

a function of certain percentage increase due to age, income, or number of children?

Table 6.8. Cross Tabulation of Question HUl by Number of Chik ren
NUM BER of 
CHILDREN

1. Strongly 
disagree

2. Disagree 3. So-so 4. Agree 5. Strongly 
agree

1. 0 
(73, 19%)

4 (6%) 6 (8%) 2 (3%) 11 (15%) 50 (68%)

10 (14%) 61 (83%)
2. 1 - 2

(159 ,41% )
0 (0%) 3 (2%) 2 (1%) 30 (19%) 124 (78%)

3 (2%) 154 (97%)
3. 3 - 4  

(105,27% )
0 (0%) 0 (0%) 5 (5%) 10 (9%) 90 (85%)

0 (0%) 100 (100% )
4. 5 - 6  
(41, 11%)

0 (0%) 0 (0%) 0 (0%) 8 (20%) 33 (80%)

0 (0%) 100 (100%)
5. More than 7 

(10,5% )
0 (0%) 0 (0%) 0 (0%) 0 (0%) 10 (100%)

0 (0%) 100 (100%)
TOTAL  

(388, 100%)
4 (1%) 9(2% ) 9(2% ) 59(15% ) 307 (79%)

This model, therefore, fits more to the natural scientific research or prediction than it 

does to social scientific ones. The analysis, however, can be a useful tool in searching 

for data structure among a set of variables. In this perspective, the technique takes 

what the data give you (Hair et al., 1998: 91) and it is used as an exploration of 

variables. In this analysis, precise calculations of the functions are not made from the 

analysis results. Instead, relevant cross tabulations, regarding major independent 

variables found in the regression analysis related to the dependent variables of 

attitudes, satisfaction and decisions, are drawn and explained.

6.4.2.2. HU2 (The degree o f difficulty in utilising health services in general)

Next, the analysis result of the question HU2 is shown in the table below.

185



Table 6.9. Logistic Regression Analysis of HU2 (N = 371; Missing data = 19)

(a) All variables
Regression coefficient (B) Standard error (SE) Significance (P)

Constant -.1508 1.8601 .9354
AGE .4035 .1747 .0209
CHILD .3209 .1384 .0204
G1 .0456 .0256 .0749
GENDER - .4027 .1854 .0299
INCOME .0273 .1098 .8037
JOB - .5636 1.7113 .7419
LIVING -.1944 .1180 .0994
MARRIAGE .0454 .2548 .8584
REGION -.3011 .2497 .2277
SCHOOL (3) 1.1388 .5167 .0275
PL2 -.1866 .1666 .2626

As it can be seen in the above table, the variables of age, number of children, gender 

and the education of the respondents are significant to the 95% confidence level in 

question HU2.

First, the findings of the questions HUl and HU2 suggest that an attitude towards both 

the importance of health and the difficulty (or reluctance) of using health services in 

general is significantly influenced by whether the respondents have children or not. 

The more children people have, the more they regard their health to be a priority and 

the more willing they are to utilise health services.

The findings, however, from the HU2 suggest more than that. That is, the variables 

such as age, gender, and schooling are also significant to whether or not people are 

willing to go to hospitals, and why they do so.

Education, the number of years a person has had of full-time schooling, is both a 

measure of intellectual training and an indicator of socio-economic status. The
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implication of education as a variable is that, unlike occupation, it can apply to the 

whole population including those not cunently in the work-force; the unemployed, 

retired, and housewives. Generally speaking, a low-level of education is also 

associated with a poor health-related behaviour and poor economic status (Detels et 

ah, 1997: 111).

Table 6.10. Cross Tabulation of HU2 by Level of Education
EDUCATION
(schooling)

1. Strongly 
disagree

2. Disagree 3. So-so 4. Agree 5. Strongly  
agree

1. Primary 
(83,21% )

2 (2%) 20 (24%) 2 (2%) 26 (31%) 33 (26%)

1 22 (26%) 59 (57%)

2. M iddle 
(48, 12%)

0 (0%) 4 (8%) 0 (0%) 20 (42%) 24 (50%)

1 4 (8%)

3. High 
(148, 38%)

5 (3%) 35 (24%) 8 (5%) 57 (39%) 43 (29%)

1 40 (27%) 100 (68%)

4. College 
(110,28% )

4 (4%) 41 (37%) 4 (4%) 41 (37%) 20 (18%) 1

1 45 (41%) 1 61 1(55%)

TOTAL  
(388, 100%)

11 (3%) 100 (26%) 14 (4%) 144 (37%) 120 (31%)

The findings have indicated that the variable of education is significant. 

Interestingly, the respondents with a middle school education show the highest 

percentage of willingness (92%) to utilise health serviees (i.e. 92% of them agreed 

that they found no difficulties in taking time to check their health.) while those with 

the highest levels of schooling (i.e. college level) show the lowest (55%). This pattern 

is also found in the respondents’ answering to the question R4 (about the positive or 

negative opinion about the role and function of the Community Health Centre).

These patterns of health service utilisation, according to education levels is 

already mentioned in some medical literature. It is suggested that poverty, (level of 

income or economic status) as a rule, cannot maintain a fully sufficient explanation 

for health service utilisation (Kosa and Zola, 1975: 57-77). The health behaviour of
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people seems to be governed by their belief in a desired state of health rather than by 

the teaching of biological science.

Table 6 .1 1 .  Cross Tabulation of HU2 by Age
AGE

GROUPS
1. Strongly  

disagree
2. Disagree 3. So-so 4. Agree 5. Strongly 

agree

1. -2 4 2 (6%) 7 (22%) 3 (9%) 12 (38%) 8 (25%)
(32, 8%)

9 (28%) 20 (63%)

2. 2 5 - 3 4 3 (3%) 47 (41%) 8 (7%) 44 (39%) 12 (11%)
(114, 29%)

50 (44%) 56 (50%)

3. 3 5 - 4 4 4 (7%) 16 (29%) 1 (2%) 26 (46%) 9 (16%)
(56, 14%)

20 (36%) 35 (65%)

4. 4 5 - 5 4 0 (0%) 7 (28%) 0 (0%) 10 (40%) 8 (32%)
(25, 6%)

7 (28%) 18 (72%)

5. 55 - 64 0 (0%) 1 (3%) 1 (3%) 15 (39%) 22 (56%)
(39, 10%)

1 (3%) 37 (94%)

6. Over 65 2 (2%) 22 (18%) 1 (1%) 37 (30%) 61 (50%)
123 (32%)

24 (20%) 98 (80%)
TOTAL 11 (3%) 100 (26%) 14 (4%) 144 (37%) 120 (31%)

(389, 100%)

It is found that educational level is conelated with the frequency of taking preventive 

health actions. Although it is difficult to separate the effects of education from those 

of income, there is nevertheless a good basis for believing that the effects of education 

and income, upon preventive health behaviour, is independent. That is, the majority 

of studies show that even when direct cost is minimised or financial barriers to health 

service are removed, such differences of utilisation were still present (Ibid.: 198-199).

People who are not concerned with a particular aspect of their health will fail to 

learn, accept, or use the information about their health. From these findings, the users 

of health centres (not with the lowest or highest levels of education but with middle 

school levels of education) are more willing to use, and appreciate the Community 

Health Centres than others among different educational level groups.
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Two majority CHC users, elderly people and young housewives, are in more need of 

health services, and therefore, are more willing to use such services. Especially with 

the variable of age, a clear distinction of willingness to utilise health services between 

age groups, before and after 45-years-old, was shown. The younger group displayed 

only a 50% to 60% positive attitude toward using health services, while the older 

group was higher with up to 70% or 90%.

Table 6.12. Cross Tabu ation of HU2 by Gender
GENDER 1. Strongly 

disagree
2. Disagree 3. So-so 4. Agree 5. Strongly 

agree
1. Male 1 (1%) 21 (18%) 5 (4%) 50 (44%) 37 (33%)

(114, 29%)
22 (19%) 87 (77%)

2. Female 10 (4%) 79 (29%) 9 (3%) 94 (34%) 83 (30%)
(275,71% )

89 (33%) 177 (64%)

TOTAL  
(389, 100%)

11 (3%) 100 (26%) 4 (14%) 144 (37%) 120 (31%)

The variable of gender appeared to be a significant factor in the question HU2. The 

above table indicates that female respondents found it more difficult to utilise medical 

and health services in general. The fact that the female respondents showed more 

negative attitudes (33%, while the male 19%) towards the use of health services can 

be interpreted as having several implications.

This certainly cannot be explained by the fact that female users are in less need of 

using health services. Literature actually states the opposite. In a recent British study 

of health service utilisation, especially regarding the trends in GP consultations 

(Drever and Whitehead, 1997: 207-208), the percentage of individuals consulted 

increased with age. In each age group, women are more likely than men to consult a 

doctor. In the ages between 16-44, women are nearly twice as likely as men to have
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consulted a doctor. It is argued that this large difference, in consultation rates between 

men and women, may not be a result of actual differences in health; but it is the age at 

which women consult GPs about reproductive health. This partly explains why the 

women replied negatively, while the majority users, elderly people, replied far more 

positively about the difficulties of the health services.

Also, the majority of CHC female users are mothers of young children. Therefore, 

it can be explained that female users, especially mothers of young children, are in 

more need of utilising the health centres, and are likely to regard health and health 

services more significantly than others. Nevertheless, women still find more 

difficulties in using the health services.

6.4.3. Opinions and Satisfaction Level

6.4.3.I. R4 (Opinion about the significance o f the role o f CHC)

Among questions asked during the survey, the questions R4 and S3 examined the 

‘Satisfaction and Opinion about Community Health Centres’. The question was 

related to the significance of the role of the Community Health Centre (R4: What do 

you think about the role or function o f  a Community Health Centre in the general 

f ie ld  o f  health care? - Unimportant/important), and whether the respondents were 

satisfied with the Community Health Centre staff’s services or not {S3: How did you 

f in d  the service o f  medical team and staff? - Satisfied/dissatisfied).
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Table 6.13. Logistic Regression Analysis of R4 (N = 372; Missing data = 18)

Variables in the equation
Regression coefficient (B) Standard error (SE) Significance (P)

Constant 1.3647 .4264 .0014
G1 .0403 .0270 .1357
MARRIAGE .6912 .1736 .0001
REGION .0174

(1) -.5115 .2473 .0386
(2) .6958 .2515 .0057
(3) .1393 .2238 .5338

SCHOOL .0090
(1) - .9012 .2719 .0009
(2) - .4391 .2491 .0779
(3) 1.0754 .4838 .0262

PL2 - .2936 .1634 .0723

The findings above suggest that variables such as marriage, region and education are 

significant to the question R4, but variables like gender, children, age, and time of 

travelling (PL2) appeared to be insignificant. Here, the question relates specifically to 

the respondents’ attitude towards the importance of the Community Health Centres.

Married respondents considered the role and function of the CHC to be important. 

Again, marital status may be associated with their having children, and married 

people are more likely to consult with doctors and nurses than unmarried people, so 

they are therefore more likely to consider the Community Health Centres as being 

more significant to their general use of health facilities. A high percent of married 

people, 81%, (269 persons out of 332) answered positively, while only 46% of 

unmarried people (26 out of 58) responded positively to the role and function of the 

CHCs. The mean frequency of using the CHCs, according to surveyed data, indicates 

that the married users had used the CHCs on an average of 8 times per year, while 

unmarried people used the CHCs approximately 4 times per year over a three year 

period.
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Table 6.14. Cross Tabu lation of R4 by Level of Education
EDUCATION
(schooling)

1. W aste of 
Public Money

2. Not 
Important

3. So-so 4. Important 
and Useful

5. Absolutely 
Necessary

1. Primary 0 (0%) 2 (2%) 7 (8%) 40 (48%) 33 (41%)
(83,21% )

2 (2%) 73 (89%) 1

2. M iddle 0 (0%) 1 (2%) 2 (4%) 28 (58%) 17 (35%)
(48, 12%)

1 (2%)

3. High 1 (1%) 30 (20%) 12 (8%) 76 (51%) 29 (20%)
(148, 38%)

31 (21%) 105 (71%)

4. College 1 (1%) 27 (24%) 11 (10%) 47 (42%) 25 (23%)
(111,29% )

28 (25%) 72 (65%)

TOTAL  
(390, 100%)

2 (1%) 60(15% ) 32 (8%) 191 (49%) 105 (27%)

The findings also show that the education variable is significant. There is a pattern, 

where the respondents with a middle school education express the most positive 

response (93%; i.e. 93% of them agreed that the CHCs are very important health 

service.) while those with the highest levels of schooling (i.e. college level) appreciate 

the CHCs the least (65%). This pattern is also present in the responses to question 

HU2. So, in regards to level of education, these two questions, HU2 and R4, explain 

each other. That is to say, the willingness to use and the appreciation of the 

significance of health centres, are the highest among people who are educated at the 

middle school level.

Box 6.1. An Interview with a Female User (age 77, with primary 
schooling) o f CHC in Kuro-gii.

She has lived in Kuro for 10 years, and has used the CHC about once a month. 

She has been suffering from diabetes and an intestines ailment. She has been 

satisfied, on the whole, with the CHC’s facilities, medicine and medical team, 

but she is disappointed with the recent services that she has received. She 

failed to recover from the aggravation of diabetes, and asked for help. The 

CHC staff, however, told her to go to a private clinic or general hospital. She
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was told that she needed to be supplied with insulin; a supply which the CHC 

did not have enough of.

The above case is a typical of the discrepancy between expectation and satisfaction. 

Generally speaking, high expectations can frustrate satisfaction attainment. 

Expectations involve anticipated satisfaction at the level of consumers’ affective 

response to their perceived services, which are without details (Oliver, 1997: 72).

A common misunderstanding amongst the CHC users, displayed in their answers to 

the questionnaires, was that they were misled by the confusing perception about the 

role of CHC. The community health centre was designed to provide primary health 

care for the local people publicly. Local people were attracted by the relatively cheap 

treatment and vaccinations, but they did not realise that the services were constrained 

to a very limited extent. This problem was even common among the CHC staff, 

evidenced through an interview with a CHC official:

B o x  6 .2 .  An Interview with a Manager o f General Affairs Department, 
Nowon CHC,

Q: Users said that there is not enough medicine here.

A: No, that is not true. We have enough medicine supplies. There was some 

shortage of the flu-preventive vaccine, but that was purely because we 

provided the vaccines too cheaply, too many people took advantage of the 

lower price at the CHC, instead of going to private hospitals, where it was 

more expensive.

Q: But some users complained that the medicine they received at the CHC was 

not as effective as the medicine that private hospitals had given them.

A: You should bear in mind that CHCs are not private hospitals that work only 

for profit. CHCs are institutions for preventive medicine and public health. 

We only provide basic curative treatments. Do you think that it is possible to 

practice medical surgery or operate here? No, it is not.
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Q; You mean that the CHCs’ function is only primary care.

A: Yes.

Q: If you only provide medicines for primary care, what is so special about 

medicine here compared to the medicine in private hospitals and clinics?

A: No, medicine is not special.

Q: Then what you call primary care, provided at the CHC, is actually 

overlapped with other cares provided by other private hospitals?

A: Probably. But the CHC is basically providing primary cares.

During the process of buying behaviour (see the analytical framework chapter), 

information search and evaluating alternatives are significant for consumers or service 

users when they make a decision or purchase a product. Here we should call attention 

to the need for health education.

If the public cannot be fully involved in decisions regarding their own health and 

health care, then it is impossible to change health care system for them. It is also true 

that they need information from professionals in order to make an informed choice 

(Caiman, 1998: 66).

Health education is conceptualised as being “any intentional activity which is 

designed to achieve health- or illness-related learning, i.e. some relatively permanent 

change in an individual’s capability or disposition” (Tones, 1995; Sidell et al., 1997). 

Effective health education may therefore produce changes in knowledge and 

understanding or ways of thinking.

It can be also acknowledged that the limitations of the notion that knowledge leads 

to practice or behaviour (K—> P) and attitudes must be changed before healthy 

practices are adopted (therefore, K —> A —> P). So knowledge and attitude change

194



regarding the nature and the effects of the given medicine or care, would be necessary 

for an individual’s such decisions (Tones, 1995: 37-38).

A decision costs us time and effort and it leads to a choice. We have to sacrifice 

whatever it was that we did not choose. The degree of consumer involvement in the 

decision is the key to the question of dissonance between expectation and satisfaction 

(Statt, 1997: 95).

When consumers make a decision, they also search for information and evaluate the 

alternatives. The criterion chosen for evaluation and source of information will vary 

from one consumer (or social group) to another.

Perhaps the most important thing is that users’ various expectations need to be 

appreciated and that the professions need to respond to this in a positive way by 

improving services, and by having better communication and customer relations 

skills. When users or patients are involved with service provision for their own 

health, they need to have choice. This choice is not in regards to the doctor or nurse 

who will look after them, but it is a choice regarding the kinds of treatment that are 

available (Caiman, 1998: 66).

It should be noted that resources for health care will always be limited and that this 

is not a new issue. The more important issue is to involve the users in setting 

priorities. To do this, the users need information presented in a form which will 

encourage such choices to be made.
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B o x  6 .3 .  An Interview with a Young Female User (26) with Two Children 
in Kuro.

She visited the CHC for the vaccination of her two children (2 and 4 years 

old). She was satisfied with the location, reception, waiting room, and 

medical team of the CHC, but she felt just so-so about facilities of the centre. 

She did not expect too much from the centre’s services. She only used the 

CHC when she needed vaccinations or for medication, not because of the 

quality of the CHC.

She particularly complained about the lack of information. She said “I do 

not exactly know about the kind of services that are provided in the CHC. The 

CHC does not give out enough information about the variety or extent to 

which the provision covers.” So she depends heavily on private hospitals and 

clinics for the majority of her health care needs.

Finally, the variable of region. In examining the attitude questions (i.e. H U l and 2), 

the region (difference between four districts) was never a significant variable. 

However, the question (R4) regarding the respondents’ perception about the 

significance of the role and function of CHCs and the question (S3) about their 

(dis)satisfaction with the CHC staff show that they are related to the variable of 

‘region’.

As discussed earlier, ‘attitude’ is generally used to refer to an individual’s relatively 

enduring positive or negative feelings about someone or something, while ‘opinion’ is 

different in a sense that it deals with the more specific and contextual objects or 

circumstances (Lloyd and Mayes, 1999: 602; Phillips et al., 1994: 136). In other 

words, one female who is married and has five children may have a similar attitude 

about health in comparison to others with the same individual character, but it is not 

necessary or less relevant that they may share a similar opinion about a different 

situation or different specific circumstance. So the section about the analysis of
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opinions examines the contextual circumstances of the four districts’ Community 

Health Centres.

‘R egion ' is treated as a unique variable in this study, since the responses from the 

respondents of the same district cannot be classified in terms of their personal 

individuality, unlike attitude in the previous section. The respondents of a region are 

a complex mixture of all sorts of individual variables (such as gender, income and 

educational level, occupation, etc.) with a variety of attitudes.

If an analysis can conclude that the region variable is influential and associated with 

an independent variable, it certainly is the circumstantial aspect of the questionnaire. 

The answers given by the respondents are their perceptions, determined by their 

observations and feelings, apart from their own characteristics.

Table 6 .1 5 .  Cross Tabu ation of R4 K Region
R E G I O N 1. W aste of 

Public Money
2. Need 

Improvement
3. So-so 4. Im portant 

and Useful
5. Absolutely  

Necessary
1. Kuro 1 (1%) 18 (20%) 8 (9%) 41 (46%) 21 (24%)

(89, 23%) 19 (21%) 11 1 62 (70%) 1
2. Socho 0 (0%) 6 (5%) 11 (10%) 64 (56%) 34 (30%)

(115,29% ) 6 (5%) 98 (86%)
3. Tobong 1 (1%) 14 (18%) 7 (9%) 40 (51%) 16 (21%)
(78, 20%) 15 (19%) 56 (72%)

4. Nowon 0 (0%) 22 (20%) 6 (6%) 46 (43%) 34 (32%)
(108,28% ) 22 (20%) 80 (75%)

TOTAL  
(390, 100%)

2 (1%) 60(15% ) 32 (8%) 191 (49%) 105 (27%)

According to the above table, it can be seen that Socho people appreciated, (86% 

replied positively about the significance and necessity of the CHC, while only 70% of 

the other districts' people replied positively) more than any other districts’ 

respondents, the role and function of the CHC. More people (about 20% almost 

constantly) in districts other than ‘Socho’ (The richest district in financial terms 

among the four districts researched in this study) chose negative responses (1 & 2; e.g.
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‘The Community Health Centre needs much more improvement’). The following 

section is about the (dis)satisfaction of respondents (question S3) and examines this 

aspect further. The final section (relating to the question EC3: Decisions to continue 

use or not) explores how people’s access and utilisation of CHCs are determined. 

Why do people choose to use the health centres? Is it because they have a different 

degree of satisfaction or opinion? Or do they simply have to use the CHCs because 

the utilisation is necessary for their urgent need?

6.4.3.2. S3 (Satisfaction with the CHC sta ffs services)

The answers given by the respondents about their (dis)satisfaction regarding the 

Community Health Centre (CHC) Staff was analysed and can be explained by the 

influence of three variables; their age, length o f residence, and region (See the table 

(b) Variables in the Equation).

Table 6.16. Logistic Regression Analysis of S3 (N = 372; Missing data =18) 
(a) All variables

Regression coefficient (B) Standard error (SE) Significance (P)
Constant -.4129 .6635 .5338
AGE .2867 .1245 .0213
G1 .0298 .0232 .1993
GENDER -.1426 .1458 .3282
INCOME .0020 .0936 .9831
MARRIAGE .0935 .1954 .6323
REGION* .0333
SCHOOL* .7734
PL2 - .2484 .1555 .1103
LIVING .2120 .1097 .0533

* Notes: Dummy variables, Region (1) (2) and (3), and School (1) (2) and (3) were not significant with 
the 95% confidence level*.

* A customary coding tactic for a nominal variable (i.e. categories such as region or years o f  schooling, 
in this case) is to convert each category into a “dummy” binary variable (Feinstein, 1996). For 
example, an illustrative data set o f dummy variables could be divided into ordinal zones coded as 
follows:
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(b) Variables in the Equation
Regression coefficient (B) Standard error (SE) Significance (P)

Constant - 1.2093 .2930 .0000
REGION .0402

(1) .2217 .2306 .3364
(2) .2944 .2053 .1516
(3) .1047 .2020 .6043

LIVING .2390 .1059 .0241
AGE .3919 .0814 .0000

With the variable of age, there is a similar pattern of discontinuity among the age 

groups before and after 45-years-old (also prominent in the analysis of HU2). The 

younger group shows only a 50% rate of satisfied responses, while 70 to 87% of older 

groups expressed satisfaction.

It could be interpreted that the older users (aged between 45 and 65 or over) are 

more willing to use the medical facilities in general, and are therefore more likely to 

be satisfied with the service of the CHCs. Among the older user groups, the increase 

in the satisfied respondents was consistently associated with the increase in their age 

(i.e. The satisfaction among users aged 45-54 was 72%; the satisfaction among the 

users aged 55 to 64 was 80%; and the satisfaction among the users aged 65 or over 

was 87%).

O rd in a lised D u m m y V ariab les
C ategory X I X 2 X 3

C ategory  1 0 0 0
C ategory  2 1 0 0
C ategory  3 0 1 0
C ategory  4 0 0 1

In general the number o f dummy variables that have to be created to allow a qualitative variable to enter 
into a regression analysis is one less than the number o f categories o f the variable. This type of 
transformation has the mathematical advantage o f preserving an ordered arrangement (Daly et al., 1991; 
Feinstein, 1996).

However, the transformation has a substantial disadvantage. Firstly, the omitted category, chosen 
arbitrarily by the computer programme, does not have a direct opportunity to demonstrate its analytic 
importance. Secondly, when the results are interpreted, the effect o f the original ordinal variable is not 
indicated by a single coefficient. Therefore, if  a prime goal o f the analysis is to determine the impact of 
the ordinal variable, its binary (0/1) ranked decomposition is not a desirable transformation (Feinstein, 
1996; Bland, 2000).
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Table 6.17. Cross Tabulation of S3 by Age
Age Groups 1. V ery  D is sa tis f ie d 2. Dissatisfied 3. So-so 4. Satisfied 5 . V e r y  S a tis fied

1. -2 4  
(32, 8%)

1 (3%0 6 (199&) 9 (28%) 12 (379&) 4 (12%)

7 (2 2 % ) 16(49% )
2  2 5 - 3 4  0 (0%) 7 (6%9 #6%%%) 54 (47%) 7 (6%) 
(114, 29%)

7(6% 0 61 (539b)
3. 3 5 - 4 4  

(57, 15%)
1 (2%) 5 (9%) 23 (409&) 21 (37%) 7 (12%)

6 (119&) 28 (49%)
4. 4 5 - 5 4  

(25, 6%)
0 (0%) 0 (0%) 7 (2 8 % ) 17 (689b) 1 (4%)

0 (0 % ) 18 (72<&)
5 .5 5 - 6 4  
(39, 10%)

1 (3%) 0 (0 % ) 7 (18%) 26 (67%) 5 (13%)

1 (3%0 31 (80%9
6. Over 65 
(123, 32%)

0 (0 % ) 3 (2 % ) 13 (11%) 82 (679&) 25 (20%)

3 (2%) 107 (87%)
TOTAL  

(390, 100%)
3 (8%0 21(5% ) 105

(27%)
212(54% ) 49(13% )

This finding is consistent with the existing literature about health service utilisation 

and job satisfaction. A number of studies have indicated the differences between 

various age groups. In general, the percentage of individuals that consult a GP 

increases with age (Drever and Whitehead, 1997: 208; Feuerstein, 1997: 57). Older 

people are generally in more need of medical and health services than younger people, 

especially the older persons who are poor, and for whom health care is not easy to 

access. It is easily predicted that the older user groups of CHCs would be more 

satisfied with cheaper and closer health services.

Also, studies of job satisfaction generally show an increase in the level of 

satisfaction with age. These studies essentially indicated a continuous increase in 

satisfaction as a function of age, and one would be led to predict that the greatest 

period of job satisfaction is in the pre-retirement period (Gruneberg, 1976: 169). It is 

suggested that the increase of satisfaction was explained by the general adjustment to 

life which comes with increased age.
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Even though those findings are derived from the studies about job satisfaction, the 

explanation is more likely to be consistent with the result from this research. Since, 

on the other hand, there was an opposing argument indicating that workers begin to 

feel hopeless as they contemplate growing older in a job (Ibid.: 173). This decline in 

job satisfaction may be related to the decline in physical health. With the community 

health services, this effect cannot be valid because the issue here relates to the 

utilisation of medical services for improving physical health itself.

T able 6 .1 8 .  Cross Tabu ation of S3 by Length of Residence
LENGTH of  

RESIDENCE
1. Very 

Dissatisfied
2. Dissatisfied 3. So-so 4. Satisfied 5. Very 

Satisfied
1 . 1 - 4  years 3 (2%) 12 (89&) 49 (339&) 72 (48%) 12 (89b)
(148,38% ) 15 (10%) 84 (569&)

2. 5 - 9 0 (0 % ) 3 (3 % ) 37 (429&) 39 (44<&) 9 (10%)
(88,23% ) 3 (3%) 48 (54%)

3. 10 - 14 0 (0 % ) 3 (4%) 7 (11%) 40 (64%) 13 (21%)
(63, 16%) 3 (4%) 53 (85%)
4. 1 5 - 1 9 0 (09&) 2 (10%) 6 (3 0 % ) 10 (509&) 2 (10%)
(20, 5%) 2 U0%9 12 (60%)

5. 20 & Over 0(0% 9 1 (1%) 5 (7%) 51 (73%) 13 (199b)
(70, 18%) 1 (1%) 64 (92%)

TOTAL  
(389, 100%)

3 (8%0 21 (5%) 104 (27%) 212(55% ) 49(13% )

Another variable that is as significant, in relation to the question S3, is the 

respondents’ length of residence. This variable might closely be linked to the age 

effect. The longer they have lived in a district or area, the more adjusted they are to 

life in the place where they live. This difference can be seen in the above table. The 

percentage of users who lived in an area for more than 10 years and said that they 

were satisfied with the CHC services was considerably higher (from 60% up to 92%) 

than the percentage of users who had lived for less than 10 years in a specific area 

(only about 55%).
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Table 6 .1 9 .  Analysis of Question Gl, by Length of Residence, Age and Region,
Compared by ANOVA (A n a ly s is  o f  V a r ia n c e )  K1 p<0.01 (A verage Frequency o f  C H C  U se per Y ear)

Length of Residence 5. 

Mean

20 and over 
(N  =  7 0 )

12.829

4. 19-15
(N  =  20 )

11.550

3. 14-10  
(N  =  6 3 )  

7.444

2 .9 -5  1.4-1 years F(dt) 
(N  = 8 8 ) ( N = 1 4 9 )

6.034 4.446 F (4 )E  = 9.13

Age

Mean

6. over 65 
(N =  123) 
12.496

5A W -55
(N = 39) 
12333

4. 54 - 45 
(N =57) 
3.640

3 .4 4  - 35 
(N = 25) 
4.228

2 .3 4 - 2 5  1 .2 4 -  F(df) 
(N =  114) (N = 32)

3.289 1.969 F(5)*= 16.72

Region

Mean

1. Kuro 
(N  =  89 )

9T64

2. Socho 
( N =  115)

9.957

3. Tobong 
(N  =  7 8 )

5.167

4. Nowon F(df) 
( N =  108)

3.435 F (3)* = 1 0 .4 0

The table above (6.19) indicates the average frequency of use of the CHC, compared 

by the ANOVA test of three variables; length of residence, age and region.

According to the analysis, it suggests that an increase of frequent use of the CHC 

services can be associated with the increase of both the length of residence and the age 

of the respondents (The respondents, with more than 15 years of length of residence, 

and aged over 55, use the CHC services more than 10 times per year, but the other 

groups use the service far less).

Table 6. 20. Length of Residence (years) by District (% of each district’s total)
20  & over 19 - 15 1 14 - 10 9 - 5 4  - 1 Total

Kuro 38(42.7% ) 1(1.1% ) 11(12.4% ) 13(14.6% ) 26(29.2% ) 
15(13.0% ) 10(8.7% ) 26(22.6% ) 32(27.8% ) 32(27.8% ) 
8(10.4% ) 5(6.5% ) 11(14.3% ) 17(22.0% ) 36(46.7% ) 
9(8.2% ) 4(3.7% ) 15(13.7% ) 26(23.8% ) 55 (50.5%)

89(100% )
Socho 115 (100%)

Tobong 77(100% )
Nowon 109(100% )

TOTAL 70 20 63 88 149 390

Moreover, the respondents of the Socho and Kuro districts are more frequent and 

regular users of their CHCs than the users of the Tobong and Nowon district CHCs (In 

the question Gl, the respondents were asked, ' H o w  m a n y  t i m e s  h a v e  y o u  u s e d  th e  C o m m u n i t y  

H e a l t h  C e n t r e  o v e r  l a s t  t h r e e  y e a r s ? '  - A b o u t  X  t i m e s  p e r  y e a r ) .
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Kuro had more respondents (42%) who had lived in the district for over 20 years than 

any other district. The proportion of respondents who had been residing in the area 

for more than 10 years is higher in Kuro (55%) and Socho (44%), and lower in 

Tobong (31%) and Nowon (25%). Relative to that, the length of residence showed 

consistent correspondence to the frequent use of the CHC (See table 6.19 of the 

question G l). The CHC users residing in the area for more than 15 years used their 

CHCs, on average, about once a month, but those who had been residing in the area 

for less than 15 years only used them, on average, about once every two months or 

less.

R E G I O N 1. Very 
Dissatisfied

2. Dissatisfied 3. So-so 4. Satisfied 5. Very 
Satisfied

1. Kuro 0 (0%) 4 (5%) 20 (23%) 55 (62%) 10 (11%)
(89,23% )

4 (4%) 65 (73%)

2. Socho 0(0% 4 4(4% 9 26 (23%) 64 (56%) 21 (18%)
(115,29% )

4 (3%) 85 (74%)

3. Tobong  
(78, 20%)

2 (3%) 6 (8%) 28 (36%) 38 (48%) 4 (5%)

8 ( 1 1 %) 42 (53%)

4. Nowon 1 (l%h 7 ( 7 %) 31 (29%) 55 (50%) 14 (13%)
(108,28% )

8 (8%) 69 (63%)

TOTAL 3 (1%) 21 (5%) 105 (27%) 212 (55%) 49 (13%)
(390, 100%)

The cross-tabulation of the degree of (dis)satisfaction by region shows that Kuro 

(73% versus 4%) and Socho (74% versus 3%) had the almost same percentage of 

division between the satisfied and dissatisfied respondents. They also showed a much 

higher degree of satisfaction than Tobong and Nowon (53% and 63%, respectively).
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Table 6. 22. Analysis of Questionnaire Survey Result by District, Compared by

1. Kuro
(N  =  8 9 )

2. Socho 
( N =  115 )

3. Tobong 
(N  =  7 8 )

4. Nowon  
( N =  10 8 )

F(df)

R4 3.7079 4.095 3.7179 3.8519 F (3)** = 3.41
SI 3.7528 3.9043 3.0641 3.4074 F (3)* = 28.04
S2 3.7558 3.7368 3.2692 3.6732 F (3)* = 9.47
S3 3.7978 3.8870 3.4615 3.6852 F (3)* = 5.15
S4-2 3.8553 3.9277 3.3548 3.8000 F (3)* = 8.88

The above table is an analysis of the results of questions R4 and the questions 

regarding the respondents’ (dis)satisfaction (SI: Satisfaction with CHC medical 

facilities; S2: Satisfaction with medicine; S3: Satisfaction with staff; and S4-2: 

Satisfaction with recent improvement). The table shows that the respondents or users 

of the Kuro and Socho district CHCs were consistently more satisfied with the CHC 

services than those of the Tobong and Nowon.

According to the table, Socho, ranked the highest in its independent revenue ratio, 

shows the highest consistent average scores in most of the ANOVA tests with the 

satisfaction questions (Only with the question S2, regarding the supply of medicine, 

did Kuro show a higher average score of satisfaction than Socho). This means that 

Socho expressed the highest satisfaction, and therefore the most positive perception 

and opinions in terms of the accessibility status to the Community Health Centre. 

Moreover, Kuro, ranked second in its independent revenue ratio, was rated at 

approximately second in relation to the scores of the ANOVA tests; Nowon and 

Tobong ranked roughly as third and forth in their scores.

The Analysis of Variance (ANOVA) is used to test whether the difference between 

two or more scores (means or averages) is real - not merely caused by chance or errors 

(Backstrom and Hursh-Cesar, 1981: 359). ANOVA is also popularly known as the F- 

test, because F is the name of the statistic by which we interpret the significance of an
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ANOVA test. F is the ratio of two variances; the between-group variance (the 

difference in groups) and the within-group variance (the difference in people).

Therefore, the F ratio tells us how many times the group difference is greater than 

the estimation of the difference in individuals in the population. If the difference is 

significant (the significance level), we reject the null hypothesis that the four groups 

are equal. If there is no difference, the ratio would be 1.0; i.e., between- 

groups/within-groups = 1. The further the ratio value is from I.O, the more likely the 

difference between ’within-groups’ and between-groups’ is to be significant - i.e., the 

more likely the four groups are to be from really distinct groups of people or 

populations.

6.4.4. Decision (Not) To Utilise

Finally, through the question EC3, the respondents were asked, specifically, whether 

or not they would continue to use the Community Health Centre’s services {EC3: Will 

you continue to use the health centre later on? - Yes/no).

Table 6. 23. Logistic Regression Analysis of EC3 (N = 339; Missing data = 51) 
(a) All variables

Regression coefficient (B) Standard error (SE) Significance (P)
Constant - .7410 3.4104 .8280
AGE - .2197 .1661 .1859
CHILD .0948 .1326 .4746
Gl - .0120 .0157 .4416
GENDER -.1502 .1831 .4119
INCOME -.1222 .1085 .2603
LIVING - .0935 .1143 .4136
MARRIAGE - .4694 .2495 .0599
REGION .2254 .2467 .3609
SCHOOL .0058 .3133 .9851
PL2 .0631 .1655 .7028
JOB 1.8028 3.3361 ^889
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(b) V ariab les  in the E quation

R egression  coeffic ien t (B) Standard error (SE ) S ign ifican ce (P)

Constant - 1.0205 3 .3603 .7614
AG E - .2373 .1006 .0183
M A R R IA G E - .5050 ^ 2 9 8 .0280
JOB 1.6913 3 .3485 .6135

According to the above table, the variables of age and marriage are apparently 

significant in explaining the decisions made about whether or not to continue using 

the CHCs by the users.

Table 6. 24. Cross Tabulation of EC3 by Marrage
MARITAL
STATUS

1. Yes 2. No 3. Don’t 
Know

TOTAL

0. Unmarried 
(56, 16%)

21 (37%) 8 (14%) 27 (48%) (100%)

1. Married 
(301, 84%)

188 (63%) 27 (9%) 86 (28%) (100%)

TOTAL 
(357, 100%)

209 (58%) 35 (10%) 113 (32%)

After using the CHCs, 63% of the married users answered that they would continue 

to use the CHC services, while only 37% of the unmarried users would do so. Why 

do the rest of the users decide not to seek any further service from the CHCs? It is 

probably because they do not need the services. Or it is because they are not satisfied 

with the services, and therefore decided to stop using them. It could also be a result of 

both the factors combined.

However, the previous analyses indicated that the marriage variable was not a 

significant factor in explaining the extent of satisfaction. Furthermore, married users 

are certainly more in need of the CHC services and appreciate them more than their 

unmarried counteiparts. This is reflected in the way that the married respondents gave 

far more positive replies for the question EC3. The reasons for this positive response 

have already been discussed in the explanation regarding the respondents’ attitudes
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towards their perception about health, health services and the Community Health 

Centres.

The proportion of positive replies for question EC3 increased in relation to the 

increase of age. Only, with the group aged between 55 and 64, does there seem to be 

a little hesitation regarding the continuous utilisation of the CHC health services (See 

Table 6.25).

Table 6. 25 . Cross Tabulation of EC3 by Age
AGE

GROUPS
1. Yes 2. No 3. Don’t 

Know
TOTAL

1. -24  
(32,9%)

13 (41%) 3 (9%) 16 (50%) (100%)

2. 25 -3 4  
(110,31%)

50 (46%) 13 (12%) 47 (43%) (100%)

3. 35 -4 4  
(55, 15%)

30 (55%) 9 (16%) 16(29%) (100%)

4. 45- 54  
(22, 6%)

15 (68%) 1 (5%) 6 (27%) (100%)

5. 55-64  
(32,9%)

20 (63%) 1 (3%) 11 (34%) (100%)

6. Over 65 
(106, 30%)

81 (76%) 8(8%0 17 (16%) (100%)

TOTAL 
(357, 100%)

209 (58%) 35 (10%) 113 (32%)

This result may be because of difference between the age group 55-64 and the over 65 

age group. Elderly, over the age of 65 receive the CHC’s services for free. However, 

elderly in the 55-64 age group have to pay for the CH C’s services. The fact that one 

group has to pay for the services and the other group does not, may affect the 

satisfaction level of the 55-64 paying age group.

207



6.5. Conclusion

Local authorities and Community Health Centres now have to submit their plans for 

the provision of services to the concerned ministry. During the researcher’s survey, 

those health centre officials were waiting for reports and surveys that were to be 

produced in the near future. This is why the officials expressed attitudes, not in 

agreement with the researcher, replying that they felt that additional academic research 

was unnecessary. Moreover, only available since 1995, official records are now 

accessible and can be used, but these records need to be analysed more openly.

Decentralisation may make more accountability possible. However, in the public 

sector, suppliers are accountable primarily to the political and bureaucratic process. In 

that sense. Le Grand (1993: 170) concluded that policy-makers who wish to be 

reasonably certain of achieving regional (or geographical) equity would do better to 

rely on market mechanism than on public sector decentralisation.

Because it is not quite sensible to expect that bureaucrats will reform themselves far 

enough, finding out users’ views, making people involved in decisions, and ensuring 

higher levels of user satisfaction can be regarded as desirable alternatives. With the 

recent changes in the form of management, an individual appraisal system, like a 

consumer survey, has been increasingly developed and is used within the public 

sector. The emphasis is put on satisfying the requirements of customer or service 

users. These surveys require individuals to give particular accounts of themselves.

Since suppliers of the marketplace have an incentive to get closer to their 

customers, and also since the public providers’ incomes are not dependent on
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satisfying the client directly, it is good to encourage consumerism within the public 

sector.

However, the promotion of such a consumerist model in the public sector can be 

criticised as neglecting broader political objectives (Percy-Smith and Sanderson, 

1992: 49). This means that conditions of social efficiency and equity will not be 

achieved by basing service provision on the wishes and expectations of customers. It 

gives the empowerment to those customers with access to resources who can easily 

and readily register their wishes and expectations at the expense of those less able to 

articulate their needs and problems.

These accounts and criticisms can be true in the case of Community Health Centres. 

The respondents’ attitudes or perceptions about health and health services are a 

function of their individualities (such as age, number of children, gender and 

education), but their collective experience also tells us that they have differentiated the 

level of satisfaction with the services after their use of different CHCs. However, 

their different levels of satisfaction could not affect their choice of services or decision 

to use such services (See the below table on significant variables relating to each 

questions of their attitude, opinion and decision).

Table 6 .2 6 .  Summary of Significant Variables of Chapter 6
Questions 

-ant V ariabl^  ^

HU1&2
(Needs)

R4
(Satisfaction)

S3
(Satisfaction)

EC3
(Decision)

Characteristics 
of Population
(Users)

Children
G ender
Education
A ge

M arriage
Education

A ge R esidence

M arriage

A ge

Attributes of 
Service Delivery 
(Providers)

R egion R egion

■

Location (PL2) - - - -
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The problem of choice cannot be made relevant in this context, since people are 

bound to live within their close residential area and neighbourhood, it limits their 

capacity to move or travel. This is particularly truthful in relation to the elderly or 

mothers with younger children or babies. It is quite difficult to utilise a different CHC 

even if the users are not satisfied with the services of the CHC that they are currently 

using. This is partly because there is only one CHC in a district. In a sense, the 

location of the CHC is insignificant to the users, because the distance is not their 

choice.

In addition, the findings of the research suggest that users with only a primary 

education level felt less comfortable with the CHC services. This finding prompted a 

concern for those with the lowest educational level, in that they may have limited 

access to the CHC services.

Finally, for some reason, the Socho CHC users expressed a higher satisfaction level 

than other three CHCs. But it is not clear as to how the other district CHC users’ 

dissatisfaction can be redressed or compensated under the present local government 

system in Korea. Next two chapters, 7 and 8, explores some aspects of the providers' 

viewpoints in terms of available resources and management.
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Chapter 7

THE EMPIRICAL ANALYSIS 2: SUPPLY SIDE I 

AVAILABLE RESOURCES

7.1. Introduction

Previously, chapter 6 showed, in the statistical analysis by logistic regression, that the 

variable of region is significant in explaining the level of users’ satisfaction. The 

factor of region incorporates a wide range of multiple phenomena. The phenomena 

include differences of financial resources in local authorities, the number of nurses, 

medical facilities, and staff’s attitudes towards users or their families. This chapter 

focuses on two of these phenomena, the differences of local finance and welfare 

service resources among regions.

The main objective of this chapter is to highlight the relationships and differences 

in the locally raised revenues and the spending of the local governments between 

different regions. This is directly related to the hypothesis of this study in terms of 

local revenues and expenditures.

This chapter uses documentary evidence - various local government public finance 

data - that has been collected and used to analyse and describe the nation-wide trends 

in South Korea and the district local authorities of the Seoul Metropolitan City. It also
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specifically examines the circumstances of four Community Health Centres (CHC) in 

Seoul Metropolitan Districts; Socho, Kuro, Tobong and Nowon.

This study examines regional disparity in terms of; districts’ spending on different 

items, and a comparison of welfare spending to other expenditures (e.g. administrative 

costs). It is hypothesised that local authorities, with high locally-raised revenues, 

could reduce the proportion of administrative costs to a relatively low level, but that 

local authorities with a low revenue could not do so.

The hypothesis assumed that richer local authorities would spend more for their 

local residents’ welfare because they could afford to do so, and this would therefore 

lead to regional inequality. The test of the hypothesis is presented in the end of this 

chapter. Also, the implications of the levels of welfare spending on CHCs are 

suggested, in a closer examination of district-level data.

This chapter is comprised of seven sections, including the Introduction (section 7.1.). 

Section 7.2. discusses the local revenue patterns of Korea, in terms of the nation-wide 

trends, and the pattern of the Seoul city and its districts. Section 7.3. describes local 

expenditure trends in terms of the nation-wide, the city and the district levels. Section

7.4. examines the conditions of urban local services, focusing on the two services: 

Community Health Centres (CHC) and welfare services. Section 7.5. discusses the 

statistical analysis and tests the hypothesis. Section 7.6 is an analysis of budget and 

staff of four districts’ CHCs. The last section, 7.7., provides the conclusion.
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The researcher constructed this chapter by translating and extracting official data from 

the following various sources:

□  Bureau of Local Finance and Economy (BLEB) Financial Yearbook of 

Local Government, Ministry of Home Affairs (various years).

□  Economic Planning Board (EPB) (1986) Population and Housing Census, 

National Bureau of Statistics, Report Volume 2.

□  National Statistical Office (NSO) Korea Statistical Yearbook, (various 

years).

□  Seoul Metropolitan Government (SMG) Seoul Metropolitan Administration 

(various years).

□  - (1984 - 1997) Seoul Statistical

Yearbook, Volumes 2 4 -3 7 .

□  Socho-Gu (District) Seoul Metropolitan Government (1988 - 1997) Socho 

Statistical Yearbook, Volumes 1- 10.

□  Kangnam-Gu Seoul Metropolitan Government (1986 - 1988) Kangnam 

Statistical Yearbook, Volumes 1- 3 .

□  Kuro-Gu Seoul Metropolitan Government (1986 - 1997) Kuro Statistical 

Yearbook, Volumes 1-12.

□  Tobong-Gu Seoul Metropolitan Government (1986 -1998) Tobong 

Statistical Yearbook, Volumes 1-13.

□  Nowon-Gu Seoul Metropolitan Government (1989 - 1997) Nowon 

Statistical Yearbook, Volumes 1-9 .
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7.2. Local Revenues

7.2.1. Nation-wide Trends

Local governments’ revenue comes from local taxes, non-tax revenues and grants. 

Most local taxes are derived from fixed properties acquisition tax, residents tax, 

registration tax, property tax, automobile tax and city planning tax. Non-tax revenues 

are comprised of, mainly, the proceeds from the sale of properties, workshop earnings, 

fees, contributions and local bonds (see for more detail in the section 4.4.1. of Chapter 

4).

Grants from the central government are threefold. Firstly, national subsidies are 

allocated at a certain matching rate in order to project the joint national-local interest. 

Secondly, the local shared tax is distributed to local governments to correct the fiscal 

imbalances both between the central and local governments. Thirdly, the local tax 

transfer shares the characteristics of national subsidies and the local shared tax. This 

means that the central government attaches the provision to this transfer, while no 

such provisions are precisely earmarked for the tax.

Table 7 .1 . Source of Local Revenues (General Account) at Different Levels of Local 
Government (%)
Types of 
Revenue

Seoul
City

Districts Major
Cities

Districts Provinces
(Doh)

Small
Cities
(Shi)

Counties
(Kun;
Rural
Areas)

Local tax 82.7 45.1 65.8 41.1 42.1 43.6 18.7
Non-tax
revenue

15.9 54.4 15.9 57.5 14.7 35.8 26.3

Grants 1.3 0.5 9.9 0.8 40.4 18.4 53.9
Borrowing 0.1 - 8.4 0.6 2.8 2.2 1.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Source: BLFE (1994) Financial Yearbook o f Local Government, Ministry o f Hom e Affairs.
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General trends revealed that, locally-raised revenues (local tax + non-tax revenues) 

are being accounted for far more than dependent revenues (grants), and that the rate of 

increase in the local revenues has been much higher than that of the central 

government during the last two decades in Korea (See Table 4.2. of chapter 4). This 

is especially true in regards to the highly urban areas and big cities. Table 7.1. shows 

that the local governments in major cities (including Seoul City) and their districts are 

more independent and have more locally-raised revenues (the ratio is about 80-90%) 

than provinces, small cities and counties (about 40-70%). These numbers indicate 

that urban areas have a higher ratio of available locally-raised revenues than the rural 

areas. In other words, the urban areas have a better economic condition and more of a 

solid revenue base. This means that a more autonomous position for those localities is 

possible, in terms of available resources, than is possible for the rural areas.

Table 7.2. Budgets by Accounts at Different Levels of Local Government (%)
Seoul
City

Districts Major
Cities

Districts Provinces
(Doh)

Small
Cities
(Shi)

Counties
(Kun;
Rural
Areas)

General
account

35.7 96.6 40.9 96.0 54.2 52.8 74.9

Public
enterprise
special
account

39.4 33.7 24.8 24.0 1.5

Other
special
account

24.9 3.4 25.4 4.0 21.0 23.2 23.6

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Source: BLFE (1994) Financial Yearbook o f Local Government, Ministry of Home Affairs.

The local government’s budget appears as a general account or as a special account 

in official publications. The general account represents a major part of the 

government budgeting activity formulated for regular-based general purposes. On the 

other hand, the special account is facilitated by the local governments’ regulations.
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The overall trend in the budget between 1960 and 1990 shows that there was a 

steadily decreasing trend in general accounts (Kim and Choe, 1997; Kwack, 1992). 

The general accounts were usually reliant on local taxes. On the nation-wide average, 

more than 71% of the total revenue reflected general purpose accounts in 1960. The 

share was reduced to 58% in 1990. The main sources of general purpose accounts 

have always been locally-raised revenues (local tax and non-tax revenue); a reliance 

which has shifted sharply from 68% in 1970 to 97% in 1990.

Table 7.2. shows that the local governments of Seoul, other cities, and provinces, 

have a lower proportion of general accounts among their total accounts than those of 

the districts and counties. This means that the higher-tier local governments have 

used their resources less for the general account (the ratio is about 30-50% ) than the 

lower-tier local governments (about 70-90%). These numbers explain that the upper- 

level local governments are functioning more as providers for the wider area services 

(water, sewage, transport etc.) than their lower-level counterparts. In contrast, the 

lower-level local governments are more manpower service-oriented providers (see the 

next section 7.3. for more detail about local expenditure).

7.2.2. The Seoul City and Its Districts

The financial self-sufficiency of the Seoul Metropolitan City is about 90 percent. In 

line with the central government’s renovation of the budgetary system, the local 

government reformed its finance system to introduce mid-term finance programmes. 

This new system, beginning in 1982, has given the city a systematic apparatus in order 

to operate its finances. Under this system, financial demand and supply for mid- and 

long-term periods are projected in accordance with mid-term financial plans (SMG,
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1985: 26). Significantly, the Seoul Metropolitan Government declared “The objective 

of the city’s financial programmes is to promote the citizen’s well-being, to the 

highest possible extent, by using limited financial resources effectively (Ibid.: 27)”.

Table 7.3. Revenue of General Account of Seoul Metropolitan City (In mill ion W o n )

Rev. 1984 ’86 ’88 ’90 ’92 ’94 ’96
Total 979,071 1,046,309 1,561,758 2,143,579 4,895,204 5,347,902 7,903,433
A. 97.83(%) 98.14(%) 82.82(%) 97.70(%) 83.32(%) 85.20(%) 84.37(%)
B. 2.17(%) 1.86(%) 17.18(%) 2.30(%) 16.68(%) 13.24(%) 15.47(%)
C. - - - - - 1.56(%) 0.16(%)
Source; Seoul Statistical Yearbook vols. 24 - 37 (1984 - 97), Seoul Metropolitan Government.
(A - One’s own revenues = local tax & non-tax revenue. B - Dependence revenues = grants. C - Local 
bond, disposal o f properties, etc.)

The fiscal status of Seoul has fared much better than other provincial governments 

due to the uninterrupted influx of population and the continuing expansion of 

economic activities mentioned in the earlier context chapter. In terms of self- 

sufficiency, measured by the revenue-generating capacity, Seoul’s status has improved 

constantly (SMG, 1990).

Table 7.4. Revenues of General Account of Kuro District ( In  m i l l i o n  W o n )

Rev. 1982 ’84 ’86 ’88 ’90 ’92 ’94 ’96
Total

A.
B.

26.421
26.421

35.062 40,261 61,155 56,942(100.0%) 98,148
35.062 40,261 61,155 28,875 (50.7%) (49.8%)

28,067 (49.3%) (50.2%)

103,807 99,599 
(60.7%) (52.0%) 

(41.8%) (48.0%)
Source; Kuro Statistical Yearbook, Volumes. 1-12 (1986 - 97), Kuro Gu (District) Seoul Metropolitan 
Government.
(A. - One’s own revenues = local tax & non-tax revenue. B. - Dependence revenues = grants.)

Table 7.5. Revenues of General Account of Socho District* (in million W on )

(* Kangnam district was divided into two districts, Kangnam and Socho, in 1988, due to its recent 
expansion)________________________________________________________________________________________

Rev. 1982 '84 '86 1988 * '90 '92 ’94 '96
Total 78,738 122,904 165,695 16,205 (100.0%) 39,059 76,151 97,940 138,754

A. 78,738 122,904 165,695 12,389 (76.5%) (89.0%) (98.7%) (98.7%) (93.7%)
B. - - - 3.816(23.5%) G 1.0%) (1.3%) (1.3%) (6.3%)

Source; Kangnam Statistical Yearbook, vols. 1-3 (1986 - 88), Kangnam-Gu Seoul Metropolitan 
Government; Socho Statistical Yearbook, vols. 1-10 (1988 - 97), Socho-Gu Seoul Metropolitan 
Government.
(A. - One’s own revenues = local tax & non-tax revenue. B. - Dependence revenues = grants.)
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Rev. 1984 ’86 ’88 ’90 ’92 ’94 ’96
Total 28,634 42,881 44,179 (100.0%) 61,863 92,514 94,275 81,618

A. - 35,672 (80.7%) (37.0%) (43.6%) (49.4%) (39.9%)
B. - 8,552 (19.3%) (63.0%) (56.4%) (50.6%) (60.1%)

Source: Tobong Statistical Yearbook, Volumes. 1 - 13 (1986 - 98), Tobong Gu (District) Seoul 
Metropolitan Government.
(A. - One’s own revenues = local tax & non-tax revenue. B. - Dependence revenues = grants.)

Table 7.7. Revenues of General Account of No won District* (million W on )

(* Nowon District had been a part o f Tobong until its split into two districts, Tobong and Nowon, in

Rev. 1984 ’86 ’88* ’90 ’92 ’94 ’96
Total 28,634 42,881 18,633 (100.0%) 50,819 90,484 85,048 123,635

A. - - 6,317(33.9%) (33.7%) (51.3%) (53.7%) (50.5%)
B. - - 12,316(66.1%) (66.3%) (48.7%) (46.3%) (49.5%)

Source: Tobong Statistical Yearbook, Volumes 1 - 3 (1986 - 88), Tobong-Gu Seoul Metropolitan 
Government; * Nowon Statistical Yearbook, Volumes 1 - 9  (1989 - 97), Nowon-Gu Seoul Metropolitan 
Government.
(A. - One’s own revenues = local tax & non-tax revenue. B. - Dependence revenues = grants.)

Until 1990 (from the early 1980s, as seen in the publicly available local financial 

records) Seoul’s district local governments did not utilise all of its revenues (See and 

compare tables 7.4, 7.5, 7.6 and 7.7., and tables in the section 7.3.2.) and no grants 

from the higher level government were given out during this period. This is because 

the functions of the central and the local governments had been overlapped to a great 

extent. The main issue was not the division of functions between the higher- and the 

lower-tiers of the governments, but to what extent they share the functions with each 

other.
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Independent and Dependent Revenues of Tobong
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Figure 7.2.

District governments were highly constrained in their functions and spending, 

although their expenditure was steadily increasing. The expenditures, which the 

district governments could dispose of, were very tightly controlled by the central or 

the higher-tier governments. This control was mainly due to the lack of available 

resources and the discretion for implementing their own projects.
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Since 1990, the revenues and the expenditures have become balanced, and grants 

from the higher-tier government were given to them.

Revenues of Kuro, Socho, Tobong and Nowon
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Figure 7.4.
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Independent and Dependent Revenues of Socho
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Figure 7.5.

The patterns in revenue changes of the four districts overtime showed an overall 

steady increase from the beginning of the local elections in the early 1990s. It showed 

that Kuro, Nowon and, especially, Tobong, endured their relatively low level of 

revenue generating capacity. Only Nowon’s revenue source improved recently in last 

few years. Socho, in contrast, showed a pattern of steadfast increase in its revenue 

source, showing almost self-sufficient revenue generating capacity, in terms of the 

proportion of locally raised revenues, and the highest level of revenues out of the four 

districts.

7.3. Local Expenditures

7.3.1. Nation-wide Trends

The local government’s expenditure can be classified in terms of economic 

characteristics or functions of local government performance. The distinction can be 

made between capital expenditure and current expenditure, according to the budget, 

by object. Expenditure on sports centre buildings or refuse wagons are examples of
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capital expenditure. Such expenditure implies that the object of expenditure has a 

long life: it is an asset. Short-lived items - i.e. fuel, typing paper and manpower 

services - are examples of current expenditure.

This distinction is important, because, in general, expensive assets should be paid 

for by the people who will benefit from them. For instance, many taxpayers will 

move away from an area where an asset will continue to provide a service, and new 

residents will move in and be able to make use of that service. Consequently, a large 

proportion of capital expenditure is financed by borrowing. By spreading the cost 

over a number of years both the actual and the potential beneficiaries have to pay for 

the expenditures (Byrne, 1994: 298).

Table 7.8 . Expenditures by object at Different Levels of Local Government (In 
million W on)

Total Seoul Districts M ajor Provinces Small Counties
City Cities (Doh) Cities

(Shi)
(Kun;
Rural
Areas)

Personnel 4,128,618 283,372 558,063 315,599 361,126 906,224 1,287,255

(9.3%) (34.8%) (11.6%) (19.6%) (21.6%) (20.8%)

Articles 3,815,597 5 .0  (%) 14.1 (%) 9 .9  (%) 14.2 (% ) 13.5 (%) 12.6 (%)
Current
transfer

5,085,002 10.8 (%) 12.5 (%) 10.9 (%) 17.9 (%) 12.1 (%) 11.1 (%)

Capital 2 0 ,0 3 5 ,1 1 4 3,363,553 578,081 3,122,325 3,869,855 4,730,665 3,880,402
e x p e n d itu r e (46.8 %) (33.5 %) (49.0 %) (39.8 %) (50.0%) (53.4 %)
Loan & 
investment

1,459,611 8.9 (%) 0.1 (%) 2.6 (%) 2.6 (%) 0.2 (%) 0.1 (%)

Financing 1,370,960 0.1 (% ) - 5.3 (%) 2.3 (% ) 0.8 (% ) 0.4 (% )
In
transaction

3,466,776 18.0 (%) 2 .2  (%) 9 .8  (%) 1.5 (%) 0.1 (%) 0.1 (%)

Others 1,453,047 1.1 (%) 2.8 (% ) 0.8 (% ) 2.0 (% ) 1.7 (% ) 1.5 (% )

Total 40,814,725 100 (% ) 100 (% ) 100 (% ) 100 (% ) 100 (% ) 100 (% )

Source: BLFE (1994) Financial Yearbook o f Local Government, Ministry o f  Hom e Affairs.

Table 7.8. shows the differences in both capital and personnel expenditure between 

urban-rural and higher-lower tier local governments. Within the urban areas (Seoul 

and other major cities), the upper-tier governments spent more on capital spending 

(between 45 and 50%) than the lower-tier (district) governments (about 30%). In the
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rural areas (provinces, small cities and counties), capital expenditure accounts for 

more spending (about 50%) in the local government expenditures than the spending 

on personnel expenses.

If observed closely, it can be seen that Seoul City actually spent the smallest 

proportion (only 9%) of money on its personal expenses. However, districts had the 

highest personnel costs (35%). If the actual amount of money spent on capital 

spending is compared to the personnel spending between the higher- and the lower- 

tier local governments in Seoul, the gap is even wider. The Seoul Metropolitan 

Government spent six times more money on capital spending than its 22 Sub-local 

(District or Gu) governments.

The public expenditure can also be classified by government functions (e.g. general 

administration, social welfare, civil defence, urban development and so on). Specific 

expenditures for the programmes, under functional classification, have not 

significantly fluctuated over time. The distribution of these programmes in Seoul 

exemplifies the slow but continuous increase in spending for infrastructure 

development and social welfare. Such areas of general administration, social welfare, 

regional development, education and culture and civil defence, are supported by 

general purpose accounts.

On the expenditure side, like the revenue side, the general purpose accounts were 

also reduced from 69% of the total expenditure in 1960 to 59% in 1990. The 

increasing dominance of the special accounts, in the overall budget, became prevalent 

after the implementation of the revised budgetary system at the beginning of 1982. 

The special account is composed of public enterprise special accounts that include 

subway, sewage, water works and other special accounts (Kim and Choe, 1997; 

Kwack, 1992; SMG, 1990).
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7.3.2. The Seoul City and Its Districts

Although a local authority is under legal obligation to determine how its income is 

spent, some service priorities and the level of provision are matters for local decision. 

This leads to variations in the different local authorities’ spending patterns. These 

figures show the variations in the income and expenditure between the Kuro, Socho, 

Nowon and Tobong districts.

Table 7.9. Expenditures of General Account of Kuro District (In million Won)_______
1982 1984 1986 1988 1990 1992 1994 1996

Total 13,449 21,913 14,219 24,495 56,943 98,148 103,807 99,599
1. (50.83%) (30.19%) (51.85%) (38.17%) (39.11%)(43.26%) (44.9%) (50.4%)
2. - - - - (0.79%) (1.06%) (1.6%)
3. (24.43%) (12.45%) (13.38%) (15.65%) (26.92%) (22.55%) (29.5%) (33.5%)*

a. (9.77%) (4.97%) (0.21%) (3.58%) (9.09%) (8.49%)
b. (2.43%) (1.25%) (0%) (2.43%) (2.42%) (2.29%) No D a t a  A v a i l a b l e

c. (12.21%) (6.23%) (13.17%) (9.63%) (15.45%) (11.77%)
4. (0.15%) (0.09%) (0.01%) (0.08%) (0.26%) (1.63%) (2.2%) -
5. (23.77%)(56.95%) (34.31%) (45.48%) (29.96%) (27.72%) (20.1%)(15.2%)^
6. (0.79%) (0.31%) (0.06%) (0.61%) (0.25%) (0.31%) (0.3%) (0.2%)
7.   (2.68%) (3.46%) (1.4%) (0.5%)
(I . - General administration expenses. 2. - Local assem bly expenses. 3. - Social welfare expenses, 
including a. welfare works, b. health & sanitation, c. environment & green space. 4. - Industrial &
econom ic expenses. 5. - Community & regional developm ent expenses, including construction,
sew age, housing, transport, safety management, etc. 6. - Civil defence & fire fighting. 7. - Other 
expenses, including contingency, support & others.)
< * Social Development, including a. health & environmental improvement, b. social security, c. housing and 

community development; ^ Economic Development, including regional economic and land development, traffic 
management, etc. >
Source: Kuro Statistical Yearbook, Volumes 1 - 1 2  (1986 - 97), Kuro Gu (District) Seoul Metropolitan 
Government.
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Figure 7.6.

Table 7.10. Expenditures of General Account of Socho District (In million Won)
(* Kangnam district was divided into two districts in 1988, Kangnam and Socho, due to its recent 
expansion)____________________________________________________________________________________________

Exp. 1982 ’84 ’86 1988 * ’90 ’92 ’94 ’96
Tot. 12,897 34,153 42,353 16,041 39,059 76,151 97,940 138,754
1. (45.50%) (20.09%) (68.52%) (55.84%) (48.89%) (45.02%) (39.96%) (37.65%)
2. - - - - (3.14%) (1.05%) (1.14%) (1.01%)
3.(15.03% ) (8.78%) (8.46%) (12.85%) (20.28%) (16.80%) (31.81 %)(47.24%)* 

(4.21%) (1.27%) (1.80%) (1.42%) (5.93%) (5.05%) (10.13%) (24.47%)
(0.04%) (3.78%) (3.03%) (2.57%) (2.62%)
(6.62%) (7.65%) (11.32%) (9.18%) (5.33%)

(13.73%)
(0.53%) _ _ _ _

(0.70%) (0.05%) (0.09%) (1.37%) (0.57%)
6.(38.72%) (70.82%) (22.13%) (29.38%) (25.18%) (34.43%) (21.82%)(12.31%)^
7. (0.64%) (0.26%) (0.18%) (0.37%) (0.19%) (0.24%) (0.19%) (0.27%)
8. - - - (0.96%) (2.19%) (1.09%) (4.49%) (1.51%)

a.
b. - (0 .0 1 % )
c. (10.82%) (7.50%)
d. -

4.
5. (0.10%) (0.04%)

(22 . 11%)
(0 .66%)

(1. - General administration expenses. 2. - Local assem bly expenses. 3. - Social welfare expenses, 
including a. welfare works, b. health & sanitation, c. environment & green space, d. cleaning & garbage 
collection. 4. - Culture & education. 5. - Industrial & econom ic expenses. 6. - Community & regional 
developm ent expenses, including construction, sew age, housing, transport, safety management, etc. 7. - 
C ivil defence & fire fighting. 8. - Other expenses, including contingency, support & others.)

< * Social Development, including a. health & environmental improvement, b. social security, c. housing and 
community development; ^ Economic Development, including regional economic and land development, traffic 
management, etc. >
Source: Kangnam Statistical Yearbook, Volumes 1 -3(1986 - 88), Kangnam-Gu Seoul Metropolitan Government; 

Socho Statistical Yearbook, Volumes 1 - 10(1988 - 97), Socho-Gu Seoul Metropolitan Government.
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The patterns in the expenditures of the two districts, Kuro and Socho, also display 

particular differences. Regarding the revenue figures (See section 7.2.2.), of the ratio 

between the own revenue (local tax and non-tax revenue, i.e. locally-raised revenues) 

and the dependent revenue (grants from the upper-tier government), Socho-gu was 

invariably high (about 90% or more; almost self-sufficient) where the ratio of Kuro 

was hardly more than 60%. Although the differences in the expenditure patterns of 

the two districts were not remarkable, the Socho district considerably increased their 

spending on social welfare (about 10% during the 1980s, but the average increased to 

30% or more during the 1990s), whereas the Kuro district could not (Kuro could not 

be around more than 20% during the 1980s, and the average did not increase to a great 

extent during the 1990s).
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Actually, the ratio of administration expenses (which is composed of the costs of basic 

administration, e.g. salaries for officials) to that of the total expenditure for Kuro 

could not be lowered during the period (the ratio was constantly more than 40% both 

during the 1980s and the 1990s) partly because of the lack of the reserved source of 

funding. Accordingly, other functional expenditures (e.g. welfare expenditures) could 

not be increased. However, the ratio of administration expenses of Socho-gu had 

dropped from about 55% in the 1980s to about 40% in the 1990s.
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T able 7 .1 1 .  Expenditures of General Account of Tobong District (in million W o n ) ________
1984 1986 1988 1990 1992 1994 1996_________1997_________

Tot. 25,891 25,710 20,281 50,323 92,514 94,275 81,618 101,709
1. 7,960 9,538 9,658 22,200 42,280 48,447 39,534(48.4%) 48,455(47.64%)
2. - - - 53 1,000 1,443
3. 4,655 5,979 4,478 12,156 24,562 26,685 25,453(31.1%) 36,312(35.70%)*
a. 1,781 2,369 1,136 4,631
b. - 39 598 1,173 No Detailed Data Available (N/A)
c. 2,874 3,571 2,744 6,352

4. 26 10 6 69 605 1,589 (n/a) (n/a)
5. 13,149 9,492 5,817 15,635 23,046 14,871 15,768(19.3%) 15,939(15.67%)^
6. 590 269 -
7. 98 101 53 94 197 144 138(0.2%) 206(0.2%)
8. - - - 116 824 1.096 725(0.9%) 797(0.79%)
(1. - General administration expenses. 2. - Local assembly expenses. 3. - Social welfare expenses, 
including a. welfare works, b. health & sanitation, c. environment & green space. 4. - Industrial & 
econom ic expenses. 5. - Community & regional developm ent expenses, including construction, 
sew age, housing, transport, safety management, etc. 6. - Education and cultural expenses. 7. - Civil 
defence & fire fighting. 8. - Other expenses, including contingency, support & others.)
< * Social Development, including a. health & environmental improvement, b. social security, c. housing and 

community development; Economic Development, including regional economic and land development, traffic 
management, etc. >
Source: T obong Statistical Yearbook, Volumes. 1 - 13 (1986 - 98), Tobong Gu (District) Seoul 
Metropolitan Government.
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Table 7.12. Expenditures of General Account of Nowon District* (million W on)

(* N owon District had been a part o f  Tobong until its split into two districts, Tobong and N owon, in

Exp. 1984 '86 1988 * ’90 ’92 ’94 ’96
Total 25,891 25,710 18,633 50,819 79,300 81,022 112,182
1. 7,960 9,538 8,401 23,203 32,300 37,248 53,885
2. - - - 1,117 913 1,108
3. 4,655 5,979 4,237 11,602 23,992 24,864 44,353*

a. 1,781 2,369 2,067 5,552 12,993
b. - 39 612 1,292 1,918 No Data Available
c. 2,874 3,571 1,558 4,757 9,081

4. 26 10 12 66 1,066 580
5. 13,149 9,492 5,222 13,523 19,690 16,382 12,697^
6. - 590 483 - - -

7. 98 101 50 86 209 153 214
8. - - 228 L223 1,130 687 763
(I . - General administration expenses. 2. - Local assem bly expenses. 3. - Social welfare expenses, 
including a. welfare works, b. health & sanitation, c. environment & green space. 4. - Industrial & 
econom ic expenses. 5. - Community & regional developm ent expenses, including construction, 
sew age, housing, transport, safety management, etc. 6. - Education and cultural expenses. 7. - Civil 
defence & fire fighting. 8. - Other expenses, including contingency, support & others.)

< * Social Development, including a. health & environmental improvement, b. social security, c. housing and 
community development; Economic Development, including regional economic and land development, traffic 
management, etc. >
Source: Tobong Statistical Yearbook, Volum es 1 - 3 (1986 - 88), T obong-G u Seoul Metropolitan 
Government; *Nowon Statistical Yearbook, Volum es 1 - 9 (1989 - 97), N owon-G u Seoul Metropolitan 
Government.
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The expenditure patterns of Tobong and Nowon showed a similar pattern to that of 

Kuro. The implication and impact of the differences in the four districts’ spending 

patterns cannot clearly be explained until some statistical analysis is implemented, and 

the breakdown of a more detailed expenditure is closely interpreted. The next
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sections are designed to examine the statistical analyses, and are aimed at 

investigating the inferences in the questionnaire survey results.

7.4. Local Services

One of the most important outcomes of decentralisation concerns the improvements in 

the neighbourhood services. A service improvement can consist of either service 

inputs - for example, increased client utilisation of a service, increased availability of 

funds or resources for a service, or increased manpower - or service outputs - for 

example, improved health status and lower crime rates.

In this study, local services are investigated in terms of the degree of availability of 

resources for services, i.e., the service input aspect (in the previous sections 7.2. and

7.3.) from the local governments’ financial documents, while the degree of the local 

residents’ satisfaction, i.e., the service outcome aspect was considered in chapter 6. 

The main focus is the public and primary health service, which was supplied by the 

Community Health Centres of the district local governments in Seoul, South Korea.

8.4.1. Health Service

The city of Seoul provides a wide variety of health services, although there is some 

variation between the different districts. It is convenient to group the variations into 

two categories a) prevention and treatment of diseases, and b) medical and medicinal 

management. The first category, health services, is directly given to and benefits the 

individual local residents. The second set of services, however, are no less important 

(which include the guidance and supervision of medical organisations and the sales
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and manufacturing of medicines). Category (a) includes the control of diseases, health 

education, family health programmes, municipal hospitals and medical aid (SMG, 

1985: 118-119).

The number of medical facilities (general hospitals and clinics) in Socho-gu has 

doubled, and specifically in regards to the medical personnel (including medical 

doctors and nurses) of Socho-gu, who have almost tripled during the last decade 

(between 1985 and 1995, See table 7.13).

This remarkable increase did not match the extent of the actual growth in the 

population of the district (see table 7.16. about population and area). Thus, it is hard 

to consider this increase as the outcome of intention for improving medical conditions 

in the area.

Rather, it will be more reasonable to interpret how the economic condition of the 

rich residents in Socho-gu attract an exaggerated demand for medical facilities and 

doctors. Consequently, this exaggerated demand would anticipate a decrease in the 

accessibility of medical services to the people who are living outside the district (e.g. 

travelling costs for the medical services, etc.).
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Table 7.13. Distribution of Medical Facilities and Personnel (N o. o f h o sp ita ls  & b e d s )

1985 1991 1995
SEOUL General hospital 57 (16,344) 66 (24,807) 73 (31,638)

Hospital 94 (6,936) 84 (4,223) 95 (6,721)
Clinic 2,818 3,822 4,238
Dental hospital 1,423 2,260 2,851
Oriental clinic 1,234 1,796 2,121
Midwifery clinic 126 49 22
Medical personnel 41,385 57,280 65,257
Public health centre 17 22 25
Health centre staff 1,125 1,732 2,020

1985 1991 1995
KURO General hospital 3(679) 3 (815) 2 (720)

Hospital 5(243) 5(243) 5 (357)
Clinic 133 201 222
Dental hospital 56 107 132
Oriental clinic 38 58 68
Midwifery clinic 12 8 4
Medical personnel 1,171 2,471 2,396
Public health centre 1 1 2
Health centre staff 65 93 165

SOCHO General hospital 3 (1,594) 4(1,848) 6 (3,727)
Hospital 9(517) 9(631) 18 (1,097)
Clinic 331 500 654
Dental hospital 220 359 488
Oriental clinic 94 177 227
Midwifery clinic - - -
Medical personnel 3,734 6,718 9,347
Public health centre 1 2 2
Health centre staff 63 146 155

Source: Seoul Statistical Yearbook (from each year) Seoul Metropolitan Government.

The number of medical facilities in Kuro-gu did not change as dramatically as those in 

Socho did. The number of the community health centres did not show any difference 

between Socho and Kuro (each district had one CHC and a small branch somewhere 

else), whose facilities are mainly used by low-income people (See Table 7.13.). 

Although the condition of the health services in Seoul City only showed a slowly 

improving pattern on the whole, in terms of the increase of the number of general 

hospitals, clinics and medical personnel, the trends of increasing difference for health 

services between the two districts is likely to cause the inequality in accessibility of 

health services.
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This implies that the inequality can be caused by decentralisation with different 

patterns of available social services between the broader and the neighbourhood levels 

of government. That is to say, even though the upper-level governments try to 

allocate a health service provision, in the long-term period with integrated manners, 

there is always room for the market forces to operate on the micro-level. So, under 

the dominant provision of private health services, the national government policy or 

the political regime could not usually stop or control the impact of general trends, e.g. 

economic aspects of demand and supply or demographic trends.

Table 7.14. Distribution of Medical Facilities and Personnel (No. of hospitals & beds)

1985* 1991 1995
T O B O N G General hospital 3 (589) 3(861) 3(865)

Hospital 2(40) 2(40) 7(984)
Clinic 142 198 232
Dental hospital 50 98 134
Oriental clinic 37 51 34
Midwifery clinic 23 3 1
Medical personnel 1,151 1,911 2,137
Public health centre 1 1 1
Health centre staff 74 90 93

NOWON General hospital 3 (589) 2(950) 4(1,741)
Hospital 2(40) - 2 (282)
Clinic 142 132 178
Dental hospital 50 71 104
Oriental clinic 37 33 50
Midwifery clinic 23 - -
Medical personnel 1151 1,775 2,708
Public health centre 1 1 1
Health centre staff 74 80 82

(* No won District had been a part o f Tobong until its split into two districts, Tobong and No won, in 
1988, due to its recent expansion. That is, the data of Tobong and Nowon before 1988 is from the same 
source )
Source: Seoul Statistical Yearbook (from each year) Seoul Metropolitan Government.

On the other hand, it is interesting to compare the Nowon and Tobong districts. These 

two districts were originally one district until they split up a few years before the first 

local election and the decentralisation of 1991. Their division, in 1989, provides an

234



opportunity to investigate an interesting comparison between these two districts after 

decentralisation had taken place.

According to the table 7.14., figures reported by local governments, the number of 

medical facilities in these two districts did not change immediately after their division. 

After a 5 year time span, from 1985 to 1991, in spite of their split, the number of 

facilities in the two districts became very similar. According to the figures, the 

particular exceptions were the number of hospitals (which reached to 7 in 1995) in 

Tobong, and that of midwifery clinics (which still does not exist) in Nowon.

7.4.2. Welfare Service

Welfare services are concerned with the social welfare of people of every age and 

condition, but their main attention is focused on the more vulnerable groups in 

society: the elderly, the children, the poor and the handicapped. Broadly speaking, 

local authorities are required to promote social welfare by making advice available, 

through guidance and assistance, and by providing a range of facilities (SMG, 1985: 

110).

Table 7 .1 5 . Relief for the Livelihood of the Poor (In number of households and of persons)

1985 1991 1995
SEOUL Persons 225,213 154,784 114,967

Households 61,523 53,174 43,577
KURO Persons 13,841 13,293 4,117

Households 3,012 3,911 1,764
SOCHO Persons 3,459 3,413 16,993

Households 1,093 1,319 4,848
TOBONG Persons 35,263 17,537 11,861

Households 9,002 5,016 3,736
NOWON Persons * 17,045 25,645

Households * 4,494 8,337
Source: Seoul Statistical Yearbook (from each year) Seoul Metropolitan Government. 
(* The figures o f 1985 o f Nowon is the same as those o f Tobong.)
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In both the Socho-gu and the Nowon-gu local governments, there were excessive 

increases in the number of public assistance (which is called the Livelihood Protection 

Programmes') recipients in 1995 (See Table 7.15.). The number of those who 

received the programme benefits was increased by about five times between 1985 and 

1995. Even when this increase is compared to the percent growth in the population in 

Socho-gu (See Table 7.16.), it seems to need a resonable explanation. The increase is 

also peculiar because the actual population of Seoul City decreased between 1991 and 

1995. Also, it is even unreasonable when considering the fact that the lack of 

facilities for the poor is prominent in Socho-gu.

On the contrary, Kuro-gu and Tobong-gu considerably cut the spending on public 

assistance programmes in 1995. Again, this does not match the extent to which the 

population decreased during the early 1990s in the Kuro-gu, reflecting the decline of 

export industries in the district area.

' The number o f  recipients o f the Livelihood Protection Programs in Seoul is about 110 thousand 
people (about 45 ,000  households and 1.1% o f the total Seoul population). In 1994, benefits received  
by the people is 65 ,000  W on per head monthly. H owever, the amount o f  money received cannot even  
meet the minimum living cost (136,000 W on), measured by the government institute (the Korea 
Institute o f Health and Social Affairs, 1993). The Seoul Metropolitan Government spent 185,900  
million Won (in 1994), o f which 24.2% is subsidised by the central government (The Seoul 
Metropolitan Government, The Budget Outline 1994, Internal data).

C om position of W elfa re  spending

Others Livelihood
11 % relief

For children . 35%
15%

For the disabled General

w elfa re  
16X, . ,2 ^

Source: The Seoul Metropolitan Government, The Budget Outline 1994, Internal data
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Table 7.16. Population & Area (Unit: persons & square kilometres)
1985 1995 Area (sq. km.)

SEOUL 9,499,012 10,595,943 605
KURO 663,794 667,833 33
SOCHO 730,910 (100) 966,919 (131) 47
TOBONG 847,197 773,666 44
NOW ON (same) 599,462 35
Source: Seoul Metropolitan Government, Seoul Statistical Yearbook (from each year),

Kuro-Gu Seoul Metropolitan Government, Kuro Statistical Yearbook (from each year), 
Socho-Gu Seoul Metropolitan Government, Socho Statistical Yearbook (from each year), 
Tobong-Gu Seoul Metropolitan Government, Tobong Statistical Yearbook (from each year), 
Nowon-Gu Seoul Metropolitan Government, Nowon Statistical Yearbook (from each year).

7.5. Statistical Analysis

There are differences between local authorities in terms of their locally-raised 

revenues and, therefore, between the local taxation burden per capita. However, it has 

not been demonstrated well how these disparities affect the spending patterns of local 

authorities. As discussed in section 5.2. of chapter 5 (See the footnote of the section), 

the hypothesis looks at the relationship between administrative and welfare spending, 

and investigates to what extent that the locally-raised revenues are available. The 

hypothesis examined is: Increased shares o f locally-raised revenue leads to greater 

inequity in access to welfare services from local governments. Focusing on the 

aspect of available resources (that is, the locally-raised revenues and the spending of 

different local governments), this chapter particularly looks into the relationship 

between the regional difference in spending patterns o f local governments and the 

inequity o f welfare spending among regions.
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Table 7 .17 . Raw Data of Local Finance (Revenues) o f 22 Districts, Seoul City (Mill. Won, 1994)

L O C A L T N O N T A G R A N T S U B S ID B O N D E T O T A L

C H O N G 3 7 9 6 1 2 6 2 3 6 1 6 0 6 3 1 7 4 9 2 6 6 2 8 4 6 7 1

C H O O N 6 4 4 4 3 4 4 3 2 6 1 0 0 1 6 4 1 2 1 1 8 1 1 2 6 2 8

Y O N G S 2 2 9 9 7 2 1 5 3 1 2 0 8 6 4 1 9 4 3 0 6 7 3 3 5

S O N G D 2 9 5 5 6 4 5 4 6 9 3 8 6 4 0 5 1 5 8 3 4 7 2 1 2 2 2 9 5

T O N G D 1 7 4 8 1 2 0 2 6 3 3 3 1 5 8 2 0 2 3 4 1 9 7 3 3 4 4

C H U N N 1 1 8 1 5 1 9 6 7 3 3 4 0 0 1 2 1 2 9 2 0 2 6 6 9 6 4 4

S O N G B 1 6 4 0 6 1 7 6 9 9 4 1 1 5 5 2 4 0 4 2 5 7 4 8 0 2 3 8

T O B O N 2 0 6 3 5 2 5 9 7 5 4 2 8 2 3 2 8 9 2 1 9 5 0 9 4 2 7 5

N O W O 1 3 8 0 5 2 2 3 7 6 3 6 5 5 6 3 9 9 2 4 2 9 3 8 1 0 2 2

U N P Y O 1 4 4 3 9 1 6 2 6 4 3 4 0 1 0 1 9 3 7 1 9 1 4 6 8 5 6 4

S O D A E 1 4 2 4 7 1 9 6 1 7 3 0 9 0 7 1 6 9 7 3 4 0 5 6 9 8 7 3

M A P O 1 9 5 1 0 1 7 9 5 4 2 9 9 9 1 2 2 7 3 2 6 3 5 7 2 3 6 3

Y A N C H 1 4 1 0 1 1 4 8 5 0 3 4 4 6 1 2 0 8 6 5 8 6 9 7 1 3 6 7

K A N G S 2 2 6 5 8 2 5 0 4 0 2 9 0 5 0 3 2 4 7 2 3 8 8 0 2 3 3

K U R O 2 8 7 0 8 3 2 8 2 7 3 8 0 9 4 2 6 6 2 1 5 1 6 1 0 3 8 0 7

Y O U N D 4 6 0 6 1 2 4 1 1 6 1 3 8 3 7 2 1 7 1 1 4 3 8 8 7 6 2 3

T O N G J 1 5 3 2 7 2 0 1 0 1 3 1 3 4 5 2 1 7 9 2 5 3 0 7 1 4 8 2

K W A N A 1 5 6 0 2 2 5 0 4 8 4 1 9 8 3 2 7 8 5 3 6 9 8 5 7 8 7

S O C H O 6 1 2 3 7 3 1 8 5 9 1 0 0 1 1 6 2 3 5 8 2 9 7 9 4 0

K A N G N 9 6 4 2 7 4 7 8 2 1 1 3 0 2 3 6 8 2 5 3 1 4 6 9 9 9

S O N G P 4 2 5 7 1 3 9 0 4 2 1 6 4 9 4 1 8 1 4 2 1 4 2 1 0 2 0 6 3

K A N G D 2 0 4 7 3 2 3 0 2 5 3 1 2 0 1 1 6 1 0 2 2 2 7 6 5 3 1

LO CA LT = Local Tax R evenues, N O N T A  = N on-T ax R evenues, G R A N T  =  Grants,
S U B S ID  = S ubsid ies, B O N D E  = L ocal Bond, etc.
Source: Seoul Metropolitan Government (1995) Seoul Statistical Yearbook 1995, V olum e 35.

With the local finance data of 1998 in comparison to the data from 1994, the 

relationship between the proportion of locally-raised revenues and the total revenues 

is examined.
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Figure 7.14.
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Table 7 .1 8 . Raw Data of Local Finance (Expenditures) of 22 Districts, Seoul City (Mill. W o n ,  1 9 9 4 )

GENAD ASSE SOCWE ECONO REGDE CIVDEF SUPPE TOTAL
CHONG 42865 1086 22222 1137 16374 141 846 84671
CHOON 48729 1124 27187 2053 31703 235 1597 112628
YONGS 33227 1036 17796 1059 13254 143 820 67335
SONGD 55081 1220 36289 578 27693 264 1170 122295
TONGD 36497 1292 20949 1038 12658 188 722 73344
CHUNN 40331 1108 16935 749 9610 160 751 69644
SONGB 41457 1123 22442 1050 13367 225 574 80238
TOBON 48447 1443 26685 1589 14871 144 1096 94275
NOWO 37248 1108 24864 580 16382 153 687 81022
UNPYO 36478 1119 19351 735 10100 100 681 68564
SODAE 36777 1041 17022 740 13285 120 888 69873
MAPO 35356 1250 20587 571 13856 132 611 72363

YANCH 39075 1399 20618 554 8076 886 759 71367
KANGS 41237 1051 20298 1090 15614 126 817 80233
KURO 46599 1611 30656 2330 20827 269 1515 103807

YOUND 37660 1323 23250 49 22959 227 2155 87623
TONGJ 34138 899 19848 1045 14692 167 693 71482
KWANA 43253 1157 27993 1078 11281 168 857 85787
SOCHO 39137 1117 31167 563 21373 187 4396 97940
KANGN 55211 1431 37173 428 31422 306 21028 146999
SONGP 48310 1369 32413 108 17525 316 2022 102063
KANGD 40322 1269 19893 1191 12849 185 822 76531

GENAD = General Administration, ASSE = Local Assembly, SOCWE = Social 
Welfare, ECONO = Economic Development, REGDE = Regional Development, 
CIVDEF = Civil Defence, SUPPE = Support etc.
Source: Seoul Metropolitan Government (1995) Seoul Statistical Yearbook 1995, Volume 
35.
Note: Total Expenditure = Total Revenue.

In the above table (7.17), the data of Local Finance (Revenues), and the following 
table (7.18), the data of Local Finance (Expenditures), of 22 Seoul Metropolitan 
Districts, the figures of the Total Revenues are the same as the Total Expenditures.

That means, when one divides by total revenue it is the same as dividing by total 
expenditure.

As figures 7.14. (above) and 7.15. (below) show, locally-raised revenues (local taxes 

and non-tax revenues) and total revenues are positively related (As the share of 

independent revenues (Y) increases so does total revenue (X) ). That is, as the 

locally-raised revenues rise, the proportion of the total revenues available increases. 

There was no tendency for the other sources of revenues (e.g. grants or subsidies) to 

compensate for the low shares of independent revenues. Richer areas tend to have a 

greater share of independent or locally-raised revenue.
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Table 7 .1 9 . R aw  D ata o f Local Finance (Revenues), Seoul City (Mill. Won, 1998)

LOCALT NONTA GRANT SUBSID 1BONDE TOTAL
CHONG 41766 39623 17216 14857 4000 117462
CHOON 70945 65551 48 10389 0 146933

YONGSA 24993 45375 31337 12445 0 114150
SONGD 19692 47491 40374 22193 0 129750
KWANG 19908 34420 31610 8245 4000 98183

TONGDA 20525 38863 48382 12926 0 120696
CHUNG 14909 31340 44637 19302 0 110188
SONGB 19848 43060 44722 25619 3618 136867
KANGBU 12778 29759 45408 17596 0 105541
TOBON 13209 39155 39584 18372 500 110820
NOWON 17982 60456 47799 25891 0 150128
UNPYON 16679 42088 46583 16642 0 121992
SODAE 16672 43933 42320 16518 0 119443
MAPO 24260 62788 42871 15897 0 145811

YANGCH 18122 42148 36131 12973 0 109374
KANGSO 30260 49076 33069 21369 0 133774

KURO 20394 45232 32990 18011 0 116627
KUMCH 15094 31912 32170 24766 0 103942
YOUNG 53240 41512 5581 13507 0 113840
TONGJA 18815 51726 41643 15236 0 127420
KWANA 18154 46828 49224 20220 1700 136126
SOCHO 60274 62174 48 8988 0 131484
KANGNA 120363 79774 48 10203 0 210388
SONGPA 52290 67651 3048 11912 1100 136001
KANGD 24452 32740 34053 15644 2000 108889

LOCALT = Local Tax Revenues, NONTA = Non-Tax Revenues, GRANT = Grants,
SUBSID = Subsidies, BONDE = Local Bond, etc.
Source: Seoul Metropolitan Government (1999) Seoul Statistical Yearbook 1999, Volume 
39.
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Table 7 .2 0 . Raw Data of Local Finance (Expenditures), Seoul City (Mill. Won, 1998)

GENAD SOCDE REGDEV CIVDEF SUPPE TOTAL
CHONG 58197 35636 9865 280 150 117462
CHOON 52546 51398 15834 427 0 146933

YONGSA 44919 34746 17559 159 0 114150
SONGD 65095 34060 16922 209 0 129750
KWANG 48367 35021 7699 235 50 98183

TONGDA 57092 35935 13457 388 0 120696
CHUNG 56178 36283 8534 330 0 110188
SONGB 61663 45907 15044 319 0 136867

KANGBU 49748 35475 10958 150 0 105541
TOBON 42461 31789 9167 266 0 110820
NOWON 61319 46882 18186 394 0 150128
UNPYON 55233 33385 10634 197 0 121992
SODAE 50126 35942 18105 208 0 119443
MAPO 64995 40788 14977 92 0 145811

YANGCH 55033 33811 10801 288 0 109374
KANGSO 58918 43231 14843 245 0 133774

KURO 48333 34807 19170 359 0 116627
KUMCH 53086 26422 10100 161 0 103942
YOUNG 46336 41062 10597 1047 619 113840
TONGJA 56332 35704 9533 354 0 127420
KWANA 59985 47010 7234 311 0 136126
SOCHO 52599 43514 18160 677 0 131484

KANGNA 83758 70422 17359 590 5000 210388
SONGPA 59289 45287 10597 388 0 136001
KANGD 48791 34140 11103 222 150 108889

GENAD = General Administration, ASSE = Local Assembly, SOCDE = Social 
Development, REGDE = Regional Development, CIVDEF = Civil Defence, SUPPE = 
Support etc.
Source: Seoul Metropolitan Government (1999) Seoul Statistical Yearbook 1999, Volume 
39.
Note: In 1998 data, ‘social developm ent’ spending meant ‘social w elfare’ expenditure, and ‘regional 
developm ent’ spending indicated ‘econom ic + regional developm ent’ expenditures.
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7.5.1. Correlation Analysis

The hypothesis was tested, first, by using statistical correlations. It specifically tested 

whether or not the different shares of the locally-raised revenues between the different 

regions were associated with the share of expenditure items between the regional 

authorities. Welfare (SOCWE) and administrative (GENAD) exspenditures are the 

specific focus of the test.

Table 7.21. Analysis Resu ts of Correlation Coefficients (N = 22) *<.01, **<.05, > .05

GENA Pct.GA SOCW Pct.SW EGON REGD Pct.RD CIVD ASSE

INDEP .694* -.827* .768* - - .899* .619* - -

Pct.IN .446** -.780* .569* - - .802* .698* - -

INDEP = Independent Revenues (Local Tax + Non-Tax Revenues),
Pet. = Percentage To Total Revenues (Total Revenue = Total Expenditure).

CoiTclation coefficient is used to find a statistical association between two 

variables. The Pearson product moment correlation coefficient measures the 

strength of the linear relationship for bivariate data for the two variables. If 

the two random variables are positively correlated, they tend to increase or 

decrease together. If they are negatively coiTclated, one tends to increase as 

the other decreases (Puri, 1996: 103-108).

The value of the correlation coefficient varies between -I and -i-I; I indicates a 

perfect positive correlation, and 0 indicates no correlation. The above correlation 

coefficient table shows that the levels of Independent Revenues (LOCALT -+- 

NONTA) have a strong correlation with the levels of General Administration (0.694), 

Social Welfare (0.768) and Regional Development (0.899), all significant at the 1% 

level.
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Also, interestingly, General Administration spending, in terms of its percentage in 

Total Revenue, has a strong negative correlation with the level of Independent 

Revenue (-0.827). This negative correlation is stated in the above hypothesis and has 

already been explained in the demonstration from the close examination of the cases 

of the four districts (Socho, Kuro, Tobong and Nowon).

However, in contrast to the hypothesis, the share of Social Welfare expenditure 

does not show any significant correlation with either the level of Independent Revenue 

or its percentage in Total Revenue.

Unexpectedly, it is the Regional Development spending, on both levels and in 

relation to shares of expenditure that show quite a strong correlation with Independent 

Revenue.

However, the correlation coefficient test can be used only if the normality assumption 

is held for both variables (i.e. the sample data has to come from a normal 

distribution). If the normality assumption is not held for both variables, then 

Spearman’s rank correlation or Kendall’s tau-b tests should be used (George and 

Mallery, 1999: 202; Puri, 1996: 108).

The test for violation of normality is called the Kolmogorov-Smimov statistic. This 

is available in statistical packages like SPSS (Puri, 1996: 46-48; George and Mallery, 

1999: 202). The test of the variables shows that the significance levels are quite low 

(the K-S significance level for Independent Revenue is 0.001, Social Welfare 0.102, 

General Administration 0.200, and Regional Development 0.015), and therefore the 

Spearman’s rank correlation test was applied in this study.
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The values of the Spearman’s rank conelation lie in the same range as the Pearson 

product moment correlation coefficient (between -1 and 1); their values also have 

similar meanings (a value of 1 implies perfect positive correlation, etc.).

Table 7.22. Analysis Results of Spearman Correlation Coefficients (N  == 22 ) *<  01 . * * <  0 5 , ->  .05

GENA Pct.GA SOCW Pct.SW EGON REGD Pct.RD CIVD ASSE

INDEP .615* -.778* .735* - - .852* .675* - -

Pct.IN - -.723* 470** - - .756* .721* - -

INDEP = Independent Revenues(Local Tax + Non-Tax Revenues), 
Pet. = Percentage To Total Revenues.

The test of Spearman’s rank correlation shows almost the same patterns of statistical 

association with the Pearson conelation coefficient test, only with less strength. The 

above table shows that the level of Independent Revenues have a strong conelation 

with General Administration (0.615), Social Welfare (0.735) and Regional 

Development (0.852), all significant at the 1% level.

7.5.2. Regression Analysis

While the cornelation coefficient tells us about an association (the indication is the 

correlation coefficient), it does not tell us about the nature of the relationship between 

the two variables, or how one chages with the other (Bland, 2000; George and 

Mallery, 1999; Daly et al., 1991).

Thus the second part of the hypothesis test is comprised of some practice of 

regression method for local finance data. This is needed in order to have clearer 

understanding of the statistical analysis of the data. The result of the regression 

analysis is presented in the table 7.23.
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Table 7 .2 3 .  Analysis Result of Regression of 1994 Local Finance Data
Dependent R-square F Sig of F b(, bi

GENAD .48169 18.5872 .0003 33474.76 .1474

ASSE .08862 1.9448 .1784 1112.99 .0017

SOCW E .58958 28.7306 .0000 15592.16 .1569

ECONO .00160 .03202 .8598 964.81 -7.4202

REGDE .80738 83.8304 .0000 5582.08 .2012

CIVDEF .00496 .09963 .7555 198.78 3.8186

SUPPE .57908 27.5151 .0000 -4129.07 .1111

GENAD = General Administration, ASSE = Local Assembly, SOCWE = Social 
Welfare, ECONO = Economic Development, REGDE = Regional Development, 
CIVDEF = Civil Defence, SUPPE = Support etc.

The R-square value indicates that, for example. General Administration (GENAD) 

spending explains 48% of the relationship. Under Sig o f F, the 0.0003 indicates that 

the trend is statistically significant. According to the regression, the variables of 

General Administration, Social Welfare, Regional Development and Support Etc. are 

statistically significant. The relationship can be written as;

Y = /)^+/7yX + £, 

or,

e.g. GENAD = 33474.76 + 0.1474 *(//?) + £•

The equation means that and b, are constants and that e is a random variable, called 

the error, which represents that part of the variability of Y which is not explained by 

the relationship with X. It is the increase in Y (General Administration costs) that 

corresponds to an increase of one unit in X (Locally-raised Revenues; or IR).

The larger the slope fbj) becomes, the more elastically one changes with the other. 

According to the result (table 7.23.), it can be predicted that Regional Development
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(0.2012) would increase faster than Social Welfare (0.1569), General Administration 

(0.1474) and Support Etc. (0.1111), as the locally-raised revenue increased. 

Furthermore, ‘administrative spending (GENAD) bj < welfare spending (SOCWE) b f ,  

this means that, relatively speaking, as independent revenues rise the share of general 

adminstrative spending will fall because more money is being devoted to social 

welfare spending than it is to adminstrative spending.

Table 7 .2 4 . Analysis Result of Regression of 1998 Local Finance Data
Dependent R-square F Sig of F bo b i

GENAD .34255 11.9837 .0021 44638.54 .1412

ASSEM .08862 1.9448 .1784 1112.99 .0017

SOCDE .74461 67.0587 .0000 22830.30 .2150

REGDE .15601 4.2515 .0507 9711.18 .0431

CIVDEF .28352 9.1013 .0061 95.74 .0030

SUPPE .54389 27.4268 .0000 -1401.19 .0210

GENAD = General Administration, ASSE = Local Assembly, SOCDE = Social 
Development, REGDE = Regional Development, CIVDEF = Civil Defence, SUPPE = 
Support etc.
Note: In 1998 data, ‘social developm ent’ spending meant ‘social w elfare’ expenditure, and ‘regional 
developm ent’ spending indicated ‘econom ic + regional developm ent’ expenditures.

The analysis of the data from 1998 showed some meaningful changes. Regional 

Development was not statistically significant, while Social Welfare spending (0.2105) 

increased correspondingly to the increase of the locally-raised revenues more than it 

did with any other spending.

Finally, we can also do a regression analysis with suitable transformation of the data 

rather than with the data itself. This may have several advantages.
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Naturally occurring variables, such as human height, appear to follow a 

Normal distribution very closely. (...) If the variable we measure is the result 

of multiplying several different sources of variation we would not expect the 

result to be Normal. (...) If we take the ‘log transformation’, we would then 

get a new variable which is the sum of several different sources of variation 

and which may well have a Normal distribution (Bland, 2000: 112-113).

In other words, we often want to change the scale on which we analyse our data in 

order to get a Normal distribution, and the logarithmic transformation is most 

frequently used in many statistical analysis (Altman, 1991; Daly et al., 1991). The log 

to base 10 of a number x is y where

X =  lo"^

We write y = log (x). Thus for example log (10) = 1, log (100) = 2, log (1000) = 3, 
10 10 10 10

log (10000) = 4, and so on. This log transformation is usually produced by LOG(X) 

functions in computer programmes (George and Mallery, 1999; Bland, 2000).

Table 7 .2 5 .  Analysis Result of Regression of 1994 Data (with Log Transformation)
Dependent R-square F Sig of F bo bi

GENAD .46255 17.2129 .0005 3.5867 .2189

SOCWE .59900 29.8755 .0000 2.4587 .4076

REGDE .81011 85.3257 .0000 0.7581 .7316

GENAD = General Administration, SOCWE = Social Welfare, REGDE 
Development, IR = Independent Revenue (Local Tax -t- Non-tax Revenue).

Table 7.26. Analysis Result of Regression of 1998 Data (with Log Transforn
Dependent R-square F Sig of F b() bi

GENAD .24209 7.3465 .0125 < 3.8037 .1928"

SOCWE .65362 43.4005 % .0000p ' 2.4742 .4351?

REGDE .18941 5.3743 ^.0297^^- 2.3592 .3577

GENAD = General Administration, SOCWE = Social Welfare, REGDE
D evelopm ent, IR = Independent R evenue (Local Tax + Non-tax Revenue).
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The above tables (7.25. and 7.26) are the results of the regression analysis of the same 

local finance data from 1994 and 1998, in terms of the level of adminstrative 

(GENAD), welfare (SOCWE) and regional development (REGDE) expenditures, 

which were analysed before (See tables 7.23 and 7.24) with the standard method 

regression (called ordinary least squares regression), but, this time, with their log 

transformation. They were all significant at the 95% confidence level.

In 1994 (Table 7.25), as the level of independent revenue (IR; locally-raised revenue) 

increased, the level of regional development spending was rising faster (bj = .7316) 

than those of the welfare (bj = .4076) and the administrative spending (b  ̂= .2189).

Since all the coefficients (b j, of the table 7.25., on IR, are less than I but greater 

than 0 it means that as independent revenue (IR) grows that every type of spending 

will also grow. However, each type of spending will increase by less than IR and so 

the share (i.e. each Expenditure/IR) will fall.

In general, logarithmic scales are used when there is interest in proportionate changes, 

or the rate of change in a variable, rather than in the absolute amount of change. Also, 

we might wish to take logarithms to reduce the effect of extreme values (Altman, 

1991; Daly et al., 1991).

For example, if IR is increased by 10%, we see that SOCWE grows by 4.0% (10% 

X 0.407) and GENAD grows by 2.1% (10% X 0.218). But neither coefficient is 

greater than 1, the share of expenditures in IR will fall despite the increase in 

expenditure. Relatively speaking, in terms of the shares in total, as independent 

revenue rises, the shares of social welfare will fall, and general administration
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expenditures will fall even faster, because more expenditures are devoted to regional 

development spending (b  ̂= .7316) than the other two.

In 1998, the results were different (Tables 7.26). It is social welfare spending that 

rises faster than regional development spending, in response to increased independent 

revenue. Since:

GENAD bj (.1928) < REGDE bj (.3577) < SOCWE bj (.4351)

It implies that the share of social welfare expenditure is the most dedicated, out of the 

three expenditures. As the share of independent revenues rise, the share of regional 

development spending will increase slowly, or the share could even fall compared to 

social welfare spending.

The analysis of the local government spending patterns shows that richer areas tended 

to spend more on regional development than any other item of expenditure in 1994. 

But, in using more recent data from 1998, it can be seen that this trend of preferences, 

regarding how local authorities would give priority to services, has had a shift towards 

putting more emphasis on welfare spending.

As discussed in section 4.4.4. of chapter 4, local politicians and officials have 

recently reflected their local electorates’ preference changes. Especially in accordance 

with the case of Tobong, that is experiencing the newly elected candidate of a district 

government leader. Some local politicians realised that the local people were 

demanding for the necessary daily services to be provided by the local authorities, 

such as nursery, school meals, services for elderly etc., welfare and health services.
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With money being spent on services that are closer to the local residents, there still 

remains the question of local variation of the service provision. Because of the fact 

that richer and poorer areas still exist, the tendency towards more independent revenue 

raising, richer areas will be doing better than poorer areas. The varied situation of 

local revenues is likely to make a difference to the shares of local government 

spending, local residents from different areas will receive and benefit from different 

levels of service provision, as is analysed in the previous chapter, 6.

7.6. Staff and Budget of Community Health Centres

According to ILO (1989: 56), the share of local government in general government 

has increased in almost all countries, in terms of its employees and finance. It is 

commonly argued that one reason for this trend towards decentralisation is that the 

provision of social services has been increasingly devolved to, and is being carried out 

by the local levels of government (ILO, 1989; UNDP, 1993).

The trends can also be applied to the current status of Korea. During the last three 

decades, the number of the Seoul Metropolitan Government’s civil servants has 

increased and almost doubled. In the district level, the number has been increasing 

even faster, it has become five times larger in the 1990s than it was in the 1960s.

Table 7.27. Seoul Metro politan Government’s Number of Civil Servants (U n it person)

Year Metropolitan Government District Governments
1968 I20I 4906
1973 I4II 6637
1983 1768 9973
1990 1931 20746
1995 2055 25353

Increase from 1968 to 1995 X2 x5
Source: Seoul Metropolitan Government (1997) Major Administrative Statistics 1997.
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The number of local public service employees are, however, relatively smaller than 

those of the national public service personnel. As of 1998, the fixed number of total 

public employees was 933,899, which consists of 576,697 (61.8%) national public 

employees and 357,202 (38.2%) local public employees. The grade of general public 

service is vertically classified from the 1st to the 9th in Korea. Horizontally, there are 

twelve occupational service groups, such as public administration, industries, tax, 

public health, environment, traffic, and communications (Moon, 1999: 174-181), 

which are shown on the table below.

Table 7 .2 8 .  Local Government Officials by Grade Group (Unit: person)
TOTAL Public

A dm inistration
Land

R egistration
A griculture Forestry Medical

Technology
Public
Health

163,258 89J38 2 J50 7,960 3,069 :^52i 8^42
Nurse E n v ir o n m e n t C onstruction Housing Tax Mechanic Others
1,366 2,467 13,191 5^W2 8J62 2,455 13,355

Source: Moon (1999: 182).

However, how the increase of the number of local staff would affect the local people 

was still not clear and had not been researched well. Since the existing literature, 

especially in regards to the access of health and social services, it was reported that 

even if services were available, the care might not be received by those who needed it 

(Long, 1994; Donabedian, 1973). Some consumers are predisposed towards using 

more medical care services than others, and these predisposing factors include socio

demographic variables such as age, sex, education, marital status, and other 

preferences. This issue is closely tackled and examined in detail with the 

questionnaire survey and with the analysis of chapter 6.

Utilisation might be considered the interaction of demand and supply. The supply 

side was partly discussed in this chapter, in regards to the district local authorities’
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Table 7.29. F o u r  D is tr ic t s ’ C o m m u n ity  H ea lth  C e n tr e  B u d g e ts  o f  1 9 9 7  (U n i t :  M i l l i o n  W o n ,  % )

KURO SOCHO TOBONG NOWON
TOTAL 3,502 (100.0) 3,575 (100.0) 3,703 (100.0) 3,280 (100.0)
Personnel
expenses

1,700 (48.5) 2,553 (71.4) 2,467 (66.6) 1,860 (56.7)

W orking
expenses

1,656 (47.3) 706 (19.7) 515(133% 1,186 (36.2)

Funds for improving 
equipment and 

facilities

146 (4.2) 316(8.8) 721(193% 234 (7.1)

TOTAL/ District’s 
Population

0.52 0.37 0.49 0.55

Source: Kuro-Gu Seoul Metropolitan Government (1999) Kuro D is tr ic t’s Second Regional Health  
and Medical Plan {1999 - 2002).

Socho-Gu Seoul Metropolitan Government (1999) Socho D is tr ic t’s Second Regional Health and  
Medical Plan (1999  - 2002).

Tobong-Gu Seoul Metropoli tan Government (1999) Tobong D is tr ic t’s Second Regional Health 
and Medical Plan (1999  - 2002).

Nowon-Gu Seoul Metropoli tan Government ( 1999) Nowon D is tr ic t’s Second Regional Health and  
Medical Plan ( 1 9 9 9 -  2002).

Table 7.30. Number of Staff of Four District Community Health Centres (1997)
KURO SOCHO TOBONG NOWON 1

D ir e c to r  o f  C IIC  
(M D )

1 1 1 1

General 6 5 6 6
Physician

Dentist 1 1 1 1

Pharmacist 5 5 5 4
Medical

Technicians
14 1 1 13 1 0

Radiological (4) (3) (7) (3)
C lin ica l P athology (9) ( 6 ) (5) ( 6 )

P h y s ic a l  T h e r a p is t (1) (1) (1) (1)
D e n ta l H y g ie n ic (-) (1) (-) (-)

Nurses 2 9 2 4 2 7 2 7

Clinic (4) (2) (2) (3)
Tuberculosis (4) (1) (2) (3)

Maternal & Child (-) (4) (1) (4)
Health

Family Planning (2) ( 6 ) (1) (7)
Other (19) (11) (2 Ü (10)

Public Health 1 0 9 1 1 8

Administrative 6 5 8 9
Other Employees 17 19 16 16

TOTAL 89 9 0 88 82
Source: Kuro-Gu Seoul Metropolitan Government (1999) Kuro D is tr ic t’s Second Regional Health 
and Medical Plan (1999  - 2002).

Socho-Gu Seoul Metropoli tan Government (1999) Socho D is tr ic t’s Second Regional Health and  
Medical Plan (1999  - 2002).

Tobong-Gu Seoul Metropoli tan Government (1999) Tobong D is tr ic t’s Second Regional Health 
and Medical Plan (1999  - 2002).

Nowon-Gu Seoul Metropolitan Government (1999) Nowon D is tr ic t’s Second Regional Health and  
Medical Plan (1999  - 2002).
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finance and provision of welfare spending and in relation to their fiscal circumstances, 

with a statistical test of section 7.5.

When we look at the tables, specifically at the budget and the number of staff in the 

four district CHCs, the number of staff and the budget for service provision is quite 

similar or only negligibly varied among the different providers. It shows that the four 

district CHCs do not seem to be greatly affected by their districts’ differences to the 

extent that their responsible executive authorities had the locally-raised revenues. 

Rather, it even seems that certain upper-level authorities had already kept excessive 

local variation from taking place.

Nevertheless, when we look at the tables more closely, there are some differences in 

their composition of spending in the budgets (Table 7.29.). Although there might be 

some doubt about a direct causal relation between the spending patterns of local 

authority and its consumer satisfaction, the association between the two factors cannot 

be ignored and is very likely to take place, especially if there is a consistent match 

between the two.

For example, the Socho CHC had spent mostly (71% of its budget) on its personnel 

expenses. The outcome was the highest level of satisfaction from its users. This is 

shown in the previous chapter represented by the users’ view. Even though there was 

the subjective nature of a questionnaire in the respondents’ judgement, it cannot be 

ignored that the statistical analysis showed that a regional aspect was significant for 

explaining the level of satisfaction, and that the respondents’ satisfaction rating in 

Socho-gu was the highest.
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Moreover, the Kuro CHC spent the highest proportion (47%), out of the four 

CHCs, on the working expenses, and the result was that the respondents of Kuro had 

the highest satisfaction with regards to medicine (See the table 6.22 of chapter 6).

This leaves the question about the Tobong CHC’s high spending on equipment and 

facilities. The spending had nothing to do with an investment in medical facilities, 

staff or medicine. Unfortunately, it was revealed that, during the interview with a 

manager of the Tobong CHC, the staff of Tobong had been working in the rented 

offices for several years, and that they had to spend a large amount of money on new 

building for their CHC (See Box 8.12 in the next chapter, 8).

It was also found that, apart from the detailed breakdown of the budget provided by 

the staff of the CHCs themselves, the Nowon and the Tobong CHCs’ staff expressed 

their hardship in financial terms (See Appendices VII-5 and VII-7). There was some 

difference in the degree of financial pressure, among the four districts’ CHCs, in that 

their staff had to face, even though the dry statistics in their budget showed little 

difference in regards to this area. The problem then becomes in looking at how they 

should spend their existing resources, rather than the apparent size of their budget.

This management or delivery process problem can neither be ignored, nor fully 

investigated in analysis of statistical data. However, the question is serious one, 

because it will definitely affect the overall service provision of the CHCs, staff’s 

morale, and, above all, the accessibility of their users. Some of these aspects are 

discussed in the next chapter, in the form of interview surveys with local officials, 

CHC nurses, and social workers.
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7.7. Conclusion

As discussed in earlier chapters, fiscal decentralisation might entail the regional 

disparity of the local financial circumstances among different local authorities 

providing services for local residents. This aspect was closely examined and 

discussed in terms of how the revenues are collected and spent, i.e. investigating the 

mechanism of allocating local resources into different spending items such as 

administrative costs and welfare spending.

The research findings were made through the clear illustration of two points in this 

chapter. First, locally-raised revenues (some become high while others become low 

due to fiscal decentralisation) were significant in their correlation with social welfare, 

regional development spending and administrative costs (from the 1994 data). This 

means, local authorities with high locally-raised revenues tend to reduce the 

proportion of administrative and routine costs to a relatively low level. This is 

demonstrated in the correlation test as a negative correlation, but the local authorities, 

with a low locally-raised revenue level, could not and would not do so.

In terms of other expenditures, it can be said that local authorities with a higher 

locally-raised revenue ratio might have a better choice for their own localities because 

they could afford to do so. The hypothesis assumed that richer local authorities would 

spend more for their local residents’ welfare simply because they could afford to do 

so, and that this spending would lead to regional inequality. The result was slightly 

different from the hypothesis. The second point made in the chapter, illustrates the 

differences between the result and the hypothesis.
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Secondly, social welfare and regional development spending were both strongly 

correlated with locally-raised revenues in monetary terms. Both social welfare and 

regional development spending increase when locally-raised revenues increase. 

However, social welfare spending was not correlated, in terms of the percentage in the 

total revenue to the locally-raised revenues, while the regional development spending 

was. This means that social welfare spending increases as the locally-raised revenues 

rise. However, the correlation analysis needed further investigation. Therefore, 

regression analysis was used for examining the relationship.

It is assumed that welfare spending is attributed to money spent on the poor, 

public health and sanitation for local population, administrative spending on 

maintaining the working and operating of officials and staff’s routines, and regional 

development spending on the construction and maintenance works of sewage, road, 

and transport.

There would then be elastic items and inelastic items among those according to 

increase or decrease of money and resources available. That is, some people will be 

more affected by the independence of each local authority than others. In this 

research, for instance, administrative costs are inelastic, and less affected by the 

amount of locally-raised revenues (therefore by fiscal decentralisation) than any other 

item. In contrast, according to the correlation tests, both in terms of the amount of 

money and the percentage, regional development spending is elastic. Moreover, 

social welfare spending increased when locally-raised revenues increased.

To make the point clearer, the aspect of elasticity was examined by a regression 

method. The analysis result of regression test of the 1994 local finance data showed 

that, as the locally-raised revenues increased, the regional development spending
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increased faster than any other expenditure. Behind the regional development, 

welfare spending increased faster than any other expenditure, followed by 

administrative spending.

However, the analysis results of the regression test in the 1998 local finance data 

was different from the results in the 1994 data. The change of regional development 

spending was statistically insignificant. Instead, social welfare spending was the 

fastest increasing item in relation to the increase in locally-raised revenue.

This result implies that the Seoul Metropolitan district authorities have recently 

changed their policy. It may indicate that the social development expenditures were 

more susceptible to the degree of locally-raised revenue levels than the other 

expenditures. But the social development is comprised of many expenditures, like 

welfare benefits for the poor, sanitation activities, primary health provision, 

recreation, and garbage collection. This should, therefore, be dealt with carefully.

Since the focus of the questionnaire survey of this study was on the Community 

Health Centre (CHC) users, a closer look at the budget and staff of the CHC was 

taken in the last section of this chapter. According to the examination, even though 

the size of the budget and the number of staff in the four district CHCs were quite 

similar, the variance in their composition of budgets, i.e. how they spend the money, 

showed a variation in the CHC’s service provision. Socho’s high expenditure on the 

personnel may be associated with users’ high satisfaction with the overall service, 

while Kuro’s high spending on working expenses might account for the users’ high 

satisfaction with the medicine.
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As the operating and working of bureaucrats is so significant and constantly 

influential, we need to look more closely at the relationship between bureaucracy and 

the local residents (or users of such public services). Decentralisation also means a 

more responsive working of local governments for local people, which is discussed in 

the responsiveness aspects of decentralisation in the theoretical chapter. The 

following chapter examines the working of local authorities in greater detail by using 

a qualitative research method.
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Chapter 8

THE EMPIRICAL ANALYSIS 3: SUPPLY SIDE II 

MANAGEMENT OF RESOURCE

8.1. Introduction

The previous chapters presented the findings of the documentary research regarding 

the current process of decentralisation, and the questionnaire survey with the example 

of Community Health Centres (CHC) in Seoul. It provided a description of the way in 

which the local governments were working in terms of fiscal decentralization, and the 

analysis of the users’ viewpoint on the service.

The purpose of the present chapter is to present the findings of the in-depth interview 

survey which has been implemented with government officials, the CHC nurses and 

social workers. The survey was conducted because the previous two research 

methods, a documentary and a questionnaire, were not appropriate for explaining the 

factual aspects of the working of officials, social workers or nurses.

These individual in-depth interviews give more strength to the interpretation of the 

local variations found in the records, the different factors which contribute to them, 

and the extent to which the local authority staff exercise discretion. Selection of
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informants was based on their availability and willingness to speak with the 

researcher. Consideration was also given to the interviewees based on their 

distribution among the different levels of official, managerial and front-line staff, and 

their to distribution with in each of the four districts.

Attempts to explain variations, in local authorities, with one single factor are 

doomed to fail. The number and the amount of services provided are different in 

different areas. The past and present decisions, not only by local authorities, but also 

by the central- and higher-level authorities, may affect the services considerably. 

These factors cannot be explained by numbers or statistics, and that is why this 

chapter examines and illuminates those details by a qualitative method of in-depth 

interviews.

This chapter is comprised of seven sections, including the Introduction (section 8.1.). 

Section 8.2. explains the background and significance of decentralisation in relation to 

the growth of bureaucracy in the developmental context, which is referred to in the 

literature chapter (See 2.3.3. about ‘responsiveness’ and ‘bureaucracy’). Then, section

8.3. begins by interpreting the actual contents and transcripts of in-depth interviews 

with local authority officials. These interviews are particularly about the relationships 

between the local authority personnel and the elected officials, the effect of 

decentralised local personnel, and their operation to local conditions and affairs. 

Section 8.4. deals directly with factors that affect and cause local variations by 

interviewing both managers and social workers in the four different districts. Section

8.5. examines the collaborative role of local authorities and how they create 

differences in the practical programme operation of the four district CHCs. Section

8.6. is a discussion about the role of front-line workers who have experienced the
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process of providing the services. Finally the last section, 8.7., provides the 

conclusion.

8.2. Limits o f Bureaucratic Efficiency and Decentralisation

Over the several decades of post-colonial development, the administration relied on a 

view of bureaucracy as a key instrument of development (Hirschmann, 1999: 289; 

Weber, 1947: 185; Cousins, 1987: 8). According to the Weberian model for capitalist 

development, the unpredictability and instability of the market economy, required a 

stable and calculative form of organizational control. According to Weber, the 

organization, which can carry out the most rationally known means of imperative 

control, is the bureaucracy. Consequently, development placed its hopes in 

bureaucracy, and, therefore, mainly served to strengthen the bureaucracy.

Since then, there has been a growing discontent with the government economic 

intervention since the early 1970s. The government’s active involvement in national 

economic management was hit by the end of illusions that a rationalized, organized 

and planned economy had succeeded (Panic, 1995; Poulantzas, 1978; Hall et al.,

1978). Currently, the state (and therefore the bureaucracy) is a primary target for 

attacks. That is to say, it is costly, inefficient, authoritarian, patriarchal, corrupt, and 

self-serving.

Weber argued that because today’s modem political system is based, necessarily, on 

national states, we cannot simply abolish bureaucracy as a whole. Two major 

questions remain: ‘Who will control the bureaucracy?’, and ‘How can the form of 

control be transformed?’
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There have been attempts to transform the bureaucracy. Decentralization, if 

effective, is believed, ‘to overcome the severe limitations of centrally dominated 

national planning and administration, cut through red tape, and increase sensitivity to 

local problems and needs’ (Hirschmann, 1999: 293). There are numerous problems 

that discredit beliefs in the democratic reform of the bureaucracy. These problems, 

especially in developing countries, include the lack of financial and incentive systems 

at the local level.

At present, the current decentralisation situation needs to be discussed. This 

situation, however, cannot be discussed in an abstract generalization, since few turned 

out to have any serious overhauling, despite the rhetoric of reforms, of the 

bureaucracy. It has to be discussed in concrete terms with empirical evidence and 

analysis.

8.3. Decentralisation o f Local Authorities’ Personnel

The notion that citizens elect representatives who enact policies that are implemented 

by public agencies is not as straightforward as it seems. Bureaucracies’ accountability 

is difficult to monitor because the relationship between the elected officials and 

citizens is complex. Most citizens do not cast their votes on the basis of policies and 

the elected officials do not necessarily fulfil their policy mandates when they take 

office (Judge et al., 1995: 74).

It is common knowledge that bureaucrats have an interest themselves. Among 

many critiques against the idea of bureaucracy, Niskanen (Judge et al., 1995; 

Niskanen, 1973) argued that officials are assumed to maximize the size of their
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agency, that is to say, they are accused of self-interest. Actually, the role of officials 

cannot be overemphasized, because the control of access to local resources is almost 

completely held by the professional officials of the authorities concerned. These 

public managers hold a common ideology and manipulate their elected representatives 

so that the political composition of the council makes little difference to the policies 

pursued. During interviews with officials, evidence of this type of attitude could be 

found.

B o x  8 .1 .  An Interview with a Senior Officer of Urban Management, 
Seoul Metropolitan Government.

Electing the new mayor made things more difficult. This was due to 

the fact that the mayor was not familiar with administrative routines...as 

such, he attempted to implement several projects which emphasised 

scale and disregarded the financial constraints as well as the 

appropriateness of the issue at hand. The mayor (who has an eye for 

the next election) favours the execution of large projects in order to 

make an impression with the voters. However, the officials are ill at 

ease at carrying out such a demanding programme and believe that 

many of these projects will be abandoned at the end of the mayor’s 

tenure.

Another problem of bureaucracy is the fact that benefit from the outcomes of the 

bureaucratic control falls to those who are most powerfully engaged in the policy 

making. Those who have a personal interest in a policy outcome are the most active; 

this is inevitably the democratic process. Unfortunately, those who are interested in 

politics always raises the issue of the power in business, not the poor or the 

disadvantaged. Businesses are powerful because they possess the political resources 

to get government officials to do their bidding.
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Regarding the Question; “In your opinion, which factors have the highest 

affect on the differences in the public services expenditure between regions?”

a) affluence of local citizens

b) demographic structure

c) politics (central or local)

d) position of a region in the national hierarchy

e) others (specify

Instead of conforming to the survey, the officer gave a different response of 

“headquarters of large firms”. I asked him what he meant by his answer.

B o x  8 .2 . Interview with the Senior Officer of Urban Management, Seoul 
Metropolitan Government. ________  _______________

A: If the headquarter of a large firm has settled in certain district, then the tax 

resource of that district would become self-sufficient. I mean that the location 

of the headquarters of a large firm make an enormous difference in the tax 

base.

Do you understand what I mean? In my opinion, this is very important to 

the local government financial resource. You do not need to ask this kind of 

question to the local government officials in order to know their opinion. Just 

look at the statistics. There’s lots of data, there is more than enough, and you 

will not be able to miss it. The reason that Chong-no gu and Jung-gu 

(districts) are so self-sufficient in their revenue is because they are at the heart 

of Seoul. Lots of large company headquarters are located there; Samsung, 

Hyundai, and so on. It is not exaggerated that Seoul citizens are living on the 

taxation which is imposed on the buildings and offices of large firms.

Bureaucracies, however, are complex organizations. Urban officials, like police, 

teachers, and various specialized inspectors, make daily decisions that impact heavily 

upon the lives of citizens (Judge et al., 1995; Bills, 1984). One classic criteria of 

bureaucratic organization is the operation according to formal rules.
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Box 8.3. The Senior Officer of Urban Management, Seoul Metropolitan 
Government.

I’ll tell you something. I don’t know whether there has been any change since 

the local election. And I don’t think there should be any. Sometimes, I think 

public officials can not change, because they execute what the Laws and the 

Constitution say. Any change in budget execution is limited by and according 

to the Law. Even the discretions of a local government head is limited by the 

Law.

But examining the formal rules is not enough, because personnel behaviour involves a 

grant of discretion; that is, it is left to the public employees to decide what situations 

are in need of intervention.

Box 8.4. The Senior Officer of Urban Management, Seoul Metropolitan 
Government.

I think that Korea is a society that is supported and sustained by an insiders’ 

network, I would call it an informal social organization. Democracy is not 

efficient for organization.

There is always the possibility of temporal contingency. They face different problems 

at different times. Because these problems cannot be measured indecisively, different 

localities have much to do and are guided by the changes in underlying conditions 

(deterioration in revenues stemming from the local tax base; voter dissatisfaction with 

corruption in public agencies and so on). These conditions have a large influence in 

people’s daily life.
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B o x  8 .5 .  An Interview with a Chief Director in the Ministry of Health and 
Social Welfare, Korean Central Government. _______________________

Let’s say, central and local governments contribute the livelihood assistance 

benefit for the poor in one district, and that the proportion of the contribution 

is a fixed ratio of half. Let’s also say that half of the assistance is from central 

and local revenues, respectively. Then, the local government can decide on its 

own capacity to pay for the poor within its own legal and financial limits. I 

will explain how.

The first possibility is that the local government pays less for the poor. The 

money left over is transferred to budget disutilisation, but the local 

government earns less from the central government, because of the fixed ratio 

of 50:50. On the other hand, the local government can contribute more to 

benefit the poor, and the money might come from a charity fund-raiser or other 

various sources. The local government can then host extra projects for welfare 

work. I think that there is a considerable difference between the different 

districts or regions, in theory. Also, there is room for a different legal 

interpretation of the welfare provision.

Even though this might involve a great deal of discretion on the part of the 

bureaucratic behaviour of the public personnel, they do not need to be motivated to 

use their discretion. This is especially the case in the lower-level bureaucracy.

One general reason that the discretion exercised at the lower levels of bureaucracy 

is the variety and uncertainty of concrete circumstances (Hvinden, 1994; Mintzberg,

1979). This variety and uncertainty are also good reasons for decentralisation. 

However, the lower-levels of bureaucrats are likely to evade discretion, to the extent 

that, they lack control over the suitable means, to achieve their end. During the 

interviews with the officials, social workers and nurses, there was a common 

complaint about financial difficulties and about how the elected power exercises an 

inability to implement new programmes.
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Box 8.6. An Interview with a Manager of General Affairs, Nowon Community 
Health Centre (CHC).

Q: Have there been any changes since decentralisation?

A: There are more difficulties than solutions. I think the difficulties are a 

result of poor financial support. Local assembly do not like to increase the 

budget for CHC. They are not cooperative in the introduction of new projects 

or programmes.

Box 8.7. An Interview with a Manager of Health Administration Department, 
Socho CHC.

Q: What is the most important factor when you introduce the new programmes 

that you mentioned? For example, residents’ demands and opinions, the new 

ideas from the health planning department, or the elected head of your district 

office?

A: I think that it is important that the planning department’s suggestions 

initiated new programmes. However, the personal decisions by the elected 

heads should have a significant influence on the suggestions that are actually 

selected and implemented.

Box 8.8. An Interview with a Chief Manager of Health Administration 
Department, Tobong CHC.______________________________________________

Q: I am researching the current financial conditions of the district CHCs 

relating to the differences of their programmes. Does Tobong have any special 

programme at the moment, that can be compared to the other district CHCs?

A: Go ask City Hall. They will have the comparable data for each district.

Officers often complained that they were restricted by laws, rules and bureaucratic 

hierarchies, to the extent that the staff admitted that they had some scope for 

discretion, and tended to emphasize what was limited.
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Almost all the front-line officials of the CHCs and social work staff mentioned that 

the lack of resources and manpower was a hindrance for achieving, what they 

perceived to be, their important tasks. So because they felt a sort of ambivalence in 

regards to the difficult aspects of their work, they were reluctant gatekeepers.

Box 8.9. An Interview with a Manager o f General Affairs, Nowon Community 
Health Centre.

Q: The users reported that there is not enough medicine here.

A: No, that is not true. We have enough medical supplies. There was only a 

shortage of the flu-preventive vaccine, but that’s only because we provided the 

vaccines too cheaply, and too many people came to the CHC for the vaccine 

instead of going to the private hospitals.

Box 8.10. An Interview with a Chief Manager o f Health Administration 
Department, Tobong CHC._____

The Tobong district’s own revenue makes up only about 30% of the whole 

expenditure that is needed. With locally-raised revenues, we are only able to 

pay the personnel expenses; that is the salaries of the local officials and the 

staff. Consequently, Seoul City Hall or the Central government have to cover 

the rest of the costs through grants or subsidies. Otherwise the Tobong district 

would not exist.

Box 8.11. An Interview with a Manager o f Health Administration Department, 
Socho CHC.

Q: As I understand it, Socho has a high independent ratio in financial terms. 

How do you think that independence affects the working of the Socho CHC?

A: The main spending of the CHC is the payment of the salaries of the 

personnel and staff. In very few cases the budget is allocated for a new 

programme implementation.
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Q: Even if that is the case, your district may be less restrained by budget 

control in financial terms than other districts. For instance, you have the 

disabled dentistry service in your CHC. Could you explain this example?

A: Actually, that case has little to do with the financial situation. That case 

was a result of public-private partnership working with dentists practicing or 

living in the Socho area. The oriental medicine service that we are providing 

at the moment is also an example of such a case.

Front-line officials, appear to the public, as having had considerable discretion, but 

that is not how they see themselves. Working under pressure, front-line officials, find 

themselves sacrificing their ideals in order to complete their day-to-day routines. It is 

partly a consequence of the very weak and vulnerable position of the public who seek 

help from these officials. Moreover, those clients rarely have a clear view about 

where power really lies (Hill and Bramley, 1994: 168).

8.4. Local Variations o f Bureaucratic Operations

The problem with matching limited resources to greater needs is commonly 

recognized. As the hypothesis has already implied in this study, there have been local 

variations in terms of revenues and the spending of local district authorities. During 

interviews with the officials of four of the Community Health Centres, more concrete 

evidence of difference, which might affect their service provision and therefore have 

an impact on the local users of the services, was recognised.

The importance of the inherited factors of services, both in terms of the buildings and 

less tangible circumstances, emerged as a significant influence on service provision.
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This factor was appeared severely in the Community Health Centre of the Tobong 

district.

In Tobong, the researcher was already rejected once to an interview with the 

officials. On the day of interview, therefore, it was the second time that the researcher 

was trying to speak with them. The interviewer waited for about half an hour before 

the interview. The interviewer then tried to ask the questions again.

Box 8.12. An Interview with a Chief Manager o f Health Administration 
Department, Tobong CHC.

Q: I read from your health planning report (photocopied when the first 

interview was rejected), that there will be a new building for Tobong's CHC. 

What is the problem with the current building that is being used for the CHC? 

Will you completely disregard the old building or will you continue to use?

A: The current building is not owned by the Tobong local authority. We just 

rent 3rd, 4th and 5th floors of the building. At present, therefore, the Tobong 

CHC has no building of its own.

Q: How long have you paid rent for the use of this building?

A: We have been using the building since March of 1995, so about 5 years 

now.

Q: Who is paying for the construction costs of the new building?

A: About 80% of the cost will be paid by the Seoul Metropolitan City 

Government, but the ratio is not legally fixed. It is a kind of compromise or 

co-operation between the district office and the Seoul City Hall. Also, the 

plan was agreed upon by both the authorities, and the site was bought by the 

district.

The researcher was told that the new CHC was planning to open in January 2000, but 

the opening was delayed until July. Tobong’s CHC was located in a place where it 

was not easy to find. It was located in the 3rd floor of a commercial building, and it 

could be easily determined that the location was not chosen to accommodate the local
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residents. The researcher also found, during the interview, that the Tobong district 

was in a relatively more difficult financial situation than the other districts.

B o x  8 .1 3 .  An Interview with a Chief Manager o f Health Administration 
Department, Tobong CHC.__________________________________ __________

Q: Who will pay for the operation or routine cost of the CHC?

A: At the moment, about 5/8 of the cost is subsidised by Seoul City, and 3/8 of 

the cost is covered by Tobong's own revenues.

Q: When I interviewed the other districts, they said that all their expenses were 

paid by their own revenues. What do you think about that?

A: The Tobong district’s own revenue makes up only about 30% of the whole 

expenditure that is needed. With locally-raised revenues, we are only able to 

pay the personnel expenses; that is the salaries of the local officials and staff. 

Consequently, Seoul City Hall or the Central government have to cover the 

rest of the costs through grants or subsidies.

The central government has a number of formal measures that they can use to control 

the local authority initiative and plans. However, during interviews with officials and 

social workers in the Nowon district, the researcher found that there were other 

influences that the central government could condition.

B o x  8 .1 4 .  An Interview with a Social Worker in Nowon-district,

Q: Why is there especially so many Livelihood Protection beneficiaries 

(officially defined poor population by the Korean government) in Nowon?

A: That is because the central government had decided to build permanently- 

rented housing estates in this area in the beginning of 1990s. Now, many of 

this public housing area’s residents had migrated from other districts into 

No won, because of the government’s housing policy.

Q: What is the permanently-rented housing?
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A: It began with the president election candidate’s promise at the end of 

1980s. Then elected president, Mr. Noh promised to supply 2 million housing 

across the country, especially building homes for low-income people who 

would be given priority to live in.

Q: What do you think about this area of public housing?

A: There is lots of problems. In this area, every household has problem to be 

taken care of. Because the condition for entry in this housing is deficiency of 

the household, such as disability, lone-mother, low-income and so on. This 

area cannot be harmonious with surrounding areas and residents. (...) I think 

the government’s housing policy is a failure.

Compared to this negative attitude, by Nowon’s social worker, there was a much more 

sympathetic response from a social worker who was working in the Kuro-district for 

last 15 years.

B o x  8 .1 5 . An Interview with a Social Worker in Kuro-district.

Q: The number of the Livelihood Protection Programme beneficiaries has 

increased by four times in the last 2 years. What is the main cause for the 

increase in the number of the poor?

A: Kuro-gu has been an industrial complex, so the recent increase of the 

beneficiaries are mainly caused by the current situation (i.e. economic 

problems of 1997 in Korea) of high unemployment. Also, the construction- 

boom has recently ceased. So a number of construction workers have 

currently lost their jobs.

Q: 1 understood, from other interviews, that Nowon-gu’s beneficiaries have 

currently increased because new residents have moved into the permanently- 

rented housing. Consequently, there has been the creation of a poor-intensive 

area. Is this also true in Kuro?

A: This is not the case in Kuro. Other districts probably do have poor

intensive areas, but Kuro’s poor population is prevalent across the entire area, 

and the people who need to become beneficiaries are numerous. Although the
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standard of the means tests has relaxed, most of the applicants would have 

become beneficiaries anyway, regardless of the changes.

The number of people who were recorded as receiving a particular service depended 

upon the expressed demand or take-up of the services. Take-up is affected by the 

individual perceptions of the appropriateness of the service in relation to that person’s 

situation, and the person’s feelings about being helped. Therefore, in a sense, the 

different attitudes of social workers, officials and the circumstances of their operations 

will probably affect the use of the services.

It can be suggested that many factors that influence the services are outside the control 

of the local authorities. But it also seemed there were different patterns between the 

different districts in their dealings with local affairs. There were also different 

routines that were instituted in different places. One of the most affluent local 

authorities, the Socho-district, appeared to have a more flexible use of financial 

resources than other districts did.

B o x  8 .1 6 .  An Interview with a Manager o f  Health Administration 
Department, Socho CHC.

Q: What is the most important factor when you introduce the new programmes 

that you mentioned?

A: I think that it is important that the planning department’s suggestions 

initiated new programmes. However, the personal decisions by the elected 

head should have a significant influence on the suggestions that are actually 

selected and implemented.

Q: What about the local assembly? Do they have a strong opinion about the 

introduction or implementation of welfare programmes?
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A: The local assembly mainly pays attention to the annual execution of the 

budget and the management of the current operation within the district office. 

Welfare programmes are not considered to be programmes that have nothing 

to do with the local residents, and therefore they are not usually against such 

programmes.

B o x  8 .1 7 .  A Manager o f  General Affairs, Nowon Community Health 
Centre (CHC).

In the past, there was a high proportion of subsidies from the national level. 

However, there have only been few national subsidies since then, and the CHC 

is run mainly by the district. (...) Also, local assembly does not like to increase 

the budgets of the CHCs. They are not cooperative in the introduction of new 

projects or programmes.

From the reflection of the contrasting accounts of those districts, it is not hard to 

fathom that the less fortunate local people would be treated differently in these 

districts. People, with less supportive action, taken by local workers, may feel 

powerless or unhappy.

These differences among the local authorities were probably shaped by the usual, 

expected routines. These frameworks have become more and more varied since the 

implementation of decentralisation, and are therefore likely to have a cumulative 

effect in the future.
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8.5. Collaborative Roles of Local Authorities

The local government literature now abounds with words like ‘partnership’ and 

‘enabling’. The issue of the efficient operation of the local authorities is now closely 

related to the question of equity. And because there are disparities among the local 

authorities, there are, therefore, disparities between the capacity and the resources to 

collaborate with their surrounding factors.

The WHO (1988) has been propagating a decentralised health system called the 

District Health System since 1988. It assumed that the transfer of management 

functions from the ministries of health to district health teams. The teams are 

supposed to encourage equity, through focus on the service provision for the poor, 

community empowerment, through elected representatives, and intersectoral co

ordination of line ministries, NGOs, private practice and so on. But it is not clear as 

to who will be participating, or between whom it will be co-ordinated.

In Britain, care in the community for certain client groups, was seen as a more 

appropriate and effective option than institutional care. That is to say, it seemed to 

avoid the dependency which patients experienced in most institutions, and community 

care made it more difficult for the society to ignore the needs of groups such as the 

mentally-ill, handicapped and disabled people because they would no longer be 

hidden away from the public view (Baggott, 1998: 228).

However, it was not until the government was particularly attracted to the concept 

of community care in view of its potential for reducing public expenditure on health 

and social care, that this paper policy had come to be a real agenda. It was accepted 

that, for community care to become a reality, the health system and health service
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resources would have to collaborate with local authorities far more effectively (Ibid.: 

229).

During the interviews with four district CHC staffs, it was found that only one CHC 

had actually implemented a programme that could be properly described as an 

autonomous and locally-initiative collaboration, Socho district CHC’s disabled 

dentistry. Other districts also had new programmes and Socho had some other 

programmes, but they were similar to the other districts or were simply additional 

services for an already existing one.

B o x  8 .1 8 .  An Interview with a Health Direction Division Chief Officer & 
Nurse, Socho CHC, Female.

Q: What is special programme run in Socho district CHC?

A: Disabled dentistry, oriental medicine, and health examination room.

Q: Can we talk about the disabled dentistry, in more detail?

A: It opened in September 1996 by the suggestion of the Socho’s elected head. 

He supported some voluntary society for disabled people at the time, and met a 

dentist who practiced disabled dentistry as a volunteer. So it all began. Now 

voluntary dentists practice 4 days a week for disabled people only, and each 

dentist contributes some of their working hours for this practice.

While the elected assemblies, officials, and the complicated interdependent 

departmental operations were involved in making a variety of decisions and laying 

down the broad service outlines, the implementation of these decisions were 

dependent upon the front-line staff.

Health and welfare services were discussed very little in the meetings of the local 

assembly, according to local officials, compared to economic or regional planning, 

projects or equivalent local authority functionings. Therefore health services, in

276



reality, were being organised by the professional staff of the department concerned. 

The day-to-day decisions about the clients were delegated to the ultimate service 

providers: the field workers. To adequately explain the variations in the service 

delivery it is necessary to know much more about these kinds of decisions and the 

factors that affect them.

Apart from the significance of the routine operations by the front-line field workers, 

discussed in more detail in the following section, the inter-authority collaboration, and 

the public-voluntary sectoral collaboration, were more prominent than the researcher 

had expected. Problems relating to collaboration were often complicated by the 

sectoral, higher-governmental, lower-governmental, and public relationships that were 

engaged in what was previously clearly defined as a public area. The results of this 

complexity were often piecemeal, fragmented and incoherent services.

In the Kuro district, the Community Health Centre had newly introduced a Mental 

health programme in collaboration with six other district CHCs and a private mental 

hospital. The problems of fragmentation and incoherence were apparent there.

B o x  8 .1 9 .  An interview with a Regional Health Division Visiting Nurse, 
Kuro CHC, Female.

Q: Do you have any special programmes, in comparison to the other districts? 

A: We have a recent mental health programme.

Q: What brought about the introduction of such a programme?

A: Since we have no mental hospital in our district, there is shortage of such 

services for people with these special needs. (...) This is not a programme that 

is specific to Kuro. There are actually six Seoul Metropolitan districts in 

collaboration that are running the programme. Also, the programme is linked 

to the rehabilitation programme for the mentally-ill by the Kang-nam Mental 

Health Centre (a private clinic).
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Q: So is the programme arranged by the Seoul Metropolitan Government?

A: Partly, yes. Since the programme was arranged by the collaboration of 

different districts; the health department of Seoul city, and by the private 

clinic, the continuity of the programme over the next few years is dealing with 

the problem of uncertainty.

Q: When did the programme start?

A: In January of 1999, the project was started on a one-year basis. This 

programme is very useful, and does not consume the district’s budget. It is 

also very helpful for the people who need special treatment, the patients and 

their families. I hope it continues but I am not sure that it will.

As discussed earlier in the theoretical chapter, Mintzberg (1979) argued that the 

benefits of decentralisation lied in the flexibility and coordination in coping with 

changing environments both inside and outside an organisation. However, the 

problem of using decentralisation and community development as a tool for policy 

without a clear understanding of the internal dynamic might cause indecisiveness.

When characteristics, related to the complexity of the decision-making process 

pertains to a specific project, many community projects impinge upon wider 

surrounding circumstances, and these situations make it necessary to incorporate other 

sections of community into the decision-making process. When service provision is 

so fragmented and inconsistent, communities and marginal groups, who are the major 

users of the health and social services, are vulnerable to this fragmentation, 

inconsistency, and risk of losing their reliability.

The current issue of decentralization is mainly focused on fiscal decentralization. 

That means raising more money for subnational governments to spend more. It is 

argued that (World Bank, 1994: 7; Bird et al, 1995: 7) “giving subnational
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governments autonomy to tax and spend as a form of trade liberalization, with central 

governments abandoning their monopolies in the provision of public goods and 

services, allows markets for public goods to emerge, and shifts social welfare 

spending to the local level”.

So ‘giving subnational governments autonomy to tax and spend’ does not mean 

‘more autonomy to the local’ itself, but it means allowing markets to gain more forces 

and reducing central government functions by the transfer of responsibility to more 

fragmented local service provision and resources. All decentralization policies in 

developing countries are partly limited, because decentralization takes place to the 

limited extent that localities utilise their voluntary or collaborative resource 

organisation and co-ordination.

8.6. Supportive Role o f Front-line Workers

According to accounts given by the staff interviewed, all of four districts were 

suffering from the shortage of personnel. That is to say, there were insufficient social 

workers and other staff, they all complained about frequent or persistent vacancies and 

the fact that they seldom increased their institutions.

B o x  8 .2 0 .  An Interview with a Social Worker o f Kuro District, Female.

Q: You said you alone are in charge of 270 households. How can you manage 

to visit and talk all of them?

A: I cannot, actually. But I have phoned them regularly. Even only the routine 

works in the office is too demanding. So I contact them at least... about 6 

times a year. And the higher-level government often send part-time assistants
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to districts for helping social workers. Then altogether we visit the 

beneficiaries once a month.

A: Is there plan for increase of social workers?

Q: Not at the moment. It is time of structural adjustment (structural 

adjustment results in downsizing of number of employees) in government as 

well as across the country.

B o x  8 .2 1 .  An Interview with a Social Worker in Tohong, Female.

Q: How often do you meet and talk to them (the Livelihood Assistant 

Beneficiaries)?

A: Not very often. Social workers are extremely busy, you know, if you ever 

met any social worker. But whenever there is newly requesting or moving-out 

beneficiaries, I meet them.

B o x  8 .2 2 .  An Interview with a Social Worker in Socho District, Female.

Q: How many households in your ward are beneficiaries?

A: About 750 at the moment.

Q: You have only 2 social workers. Isn’t there too many beneficiaries per 

social worker?

A: Yes, I heard supplementary social workers will be recruited at the end of 

this year, but I do not know yet.

Q: Can you visit them?

A: It is very difficult to visit each of them at the moment.

Q: Then what is your opinion about the number of beneficiaries one social 

worker can take care of ?

A: The more social workers, the better, of course. I also think there should be 

less administrative chores and more time to take care of them.
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B o x  8 .2 3 .  An Interview with an Oral Hygienist, Socho Disabled 
Dentistry, Female.

Q: Do you have any financial problems here?

A: No. I think that is not problem. But I would tell you that I think that 

patient who is well off should go to private hospital. Since this practice is 

especially for the public who are in hard economic situation to pay. Also there 

is too many people from outside Socho district.

Q: Do you mean the practice should be restrained for the poor and Socho 

residents only?

A: No. We do not have any discrimination against outside users, any disabled 

people from even the outside Seoul as well as the outside Socho can use the 

service. However there is some shortage of working hours of voluntary 

dentist.

It was found that, during the interviews, there are dominant parts taken by female 

front-line staff. All the nurses of the Community Health Centres are female. 

Moreover, many of the social workers are women.

B o x  8 .2 4 .  An Interview with a Chief Visiting Nurse, Nowon CHC.

Q: I can see there are many nurses working in the CHC. How is the working 

going on?

A: Now there are 6 visiting nurses in the Nowon CHC, covering 24 precincts. 

So each nurse visits 7-10 households a day. They visit and provide some 

medical and preventive health services for elderly homes, permanently-rented 

housing, community centres and so on. When we find they need further 

treatment, then we refer them to specialist or specialised hospitals near their 

homes. Sometimes we also may give them some medicines.

In relation to the involvement in health care, women’s role is crucial (Caiman, 1998: 

58). As consumers of health care, it is generally the women who look after the family, 

take the children to receive the health services, and as the principal carers, make most
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use of the social care. It is also important to consider the fact that there are far more 

female carers working in the social service departments.

B o x  8 .2 5 .  An Interview with a Chief Visiting Nurse in Nowon CHC

Q: The records of your CHC annual visits show that they were higher than 

what was originally planned (the record was shown by the nurse after the 

researcher requested). May I suggest that that means there are more people in 

need than you could actually visit?

A: Of course. Many patients ask for more frequent visits. But we sometimes 

cannot visit them because the work here is too busy and too demanding. We 

try to visit them frequently and whenever it is possible. If we ignore their 

requests, there may be a civil appeal...

Q: If the working is overburdened, why is there no plan to increase the number 

of nurses?

A: It is difficult to do so. The people up there, do not like to increase the 

number of staff.

( . . . )

Nursing work involves emotional care. You cannot count the cost monetarily, 

of understanding and listening to people who are dying. The outcome of such 

care is not visible.

(. . . )

Even under such demanding circumstances, the number of nurses has 

decreased from 8 to 6 over the last few years. It was not enough with eight 

nurses, and is now only even worse with only six nurses! We are not used to 

such large demands.

( . . . )

Visiting nurses are especially afraid when they have to visit mentally-ill or 

deviant people. It is sometimes dangerous.

( . . .)

I felt so sorry when we could not assist an elderly person, who was living 

alone, with the cost of medical care. We could not assist this person because
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she said that she had family that lived separately from her. The free medical 

coverage is not legally allowed to be given to an elderly person who has 

family.

Researches (Cooper et al., 1999: 6-9) showed that the presence or absence of social 

support can have a direct effect on health and mortality, and can also effect the well

being of those who provide emotional and practical support for others. It has been 

suggested that the more opportunities an individual has to interact with other people, 

the more their health will improve. Again, female nurses and workers are the central 

principal carers. However, without flexible working conditions, it can be difficult to 

fully provide supportive works for people in need.

8.7. Summary and Conclusion

The arguments in favour of decentralisation can be summarised that a decentralised 

government can be better informed about and more responsive to the needs of 

individuals and communities. Moreover, local people can express their preferences by 

voting. Decentralisation can enhance the systems’ flexibility so that it operate 

effectively, both inside and outside the organisation, in a changing environment (See 

Mintzberg’s argument and responsiveness aspect of decentralisation in theoretical 

chapter).

However, bureaucracy, in capitalist society, is likely to be more responsive to a 

business interest and accountable to only their above counterparts rather than to the 

vulnerable population.
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Also, bureaucracies avoid discretion; a characteristic that could be of a great 

advantage to the decentralised organisation. Their exhausting working conditions 

make their operation difficult and inflexible. The lack of financial resources and the 

leverage of the elected officials were good excuses for evading responsibility and 

discretion.

In both a negative and a positive sense, the front-line staff’s role is particularly 

important to decentralisation, for the fact that they play a major role in regulating 

access to the local authority service provision.

Table 8 .1 . Loca Variation of Four District Community Health Centres
SOCHO Financial independence high, elected head’s initiative, 

local professionals’ involved in CHC (disabled 

dentistry).

KURO Local initiative relatively low, but linking with other 

districts to respond to the local need (program for 

mentally-ill).

TOBONG Financial independence low, more subsidies needed.

NOWON Intensive low-income household area. Aware of the 

need in the poor area, lack of resources.

Involving more actors and transferring functions to other agencies actually creates a 

fragmented local policy-making. Fragmentation reduces the capacity of the system to 

deal with issues that require an integrated approach at the local level. The question 

that needs to be asked then, is; Why introduce decentralisation? As Gilbert and 

Specht argued (see the analytical framework chapter), reducing inaccessibility by 

creating new means of access to services, or by duplicating existing service efforts, 

increases fragmentation.
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That is to say, even though there may be more fragmentation and inconsistency, 

decentralisation can, at least, increase the chance of access to service for the local 

people. Making local service more accessible can be achieved through 

decentralisation. Probably neither enhancing the quality of services, solving the 

problem of who will, and should, participate nor direct democracy.

From the wider context of the medical and health service system in Korea, which is 

dominantly provided by private medical professionals, the collaborative role of local 

authorities is, and will be, more important than their own initiative roles.

It was argued that (Putnam, 1993: Cooper et al., 1999) the wealthiest regions had 

the most successful governments. However, the regions were not successful because 

they were rich, in economic terms, but were successful because they were strong in 

civic activities. There is still the problem, then, that the simple existence of local 

variations will turn out to be local disparities between the localities.

Tiebout’s central proposition is now more problematic, since neither the local 

governments nor the local people do not have any more choice as a result of 

decentralisation (He assumed that there were lots of local authorities to compete with 

one another and that migration would create no cost barrier for individuals or 

societies. Both these assumptions are not true. See the discussion in the theoretical 

chapter). The power to move, or the inability to move is a huge social significance. 

The ones who have more power tie the others, who do not, down in place. It is very 

difficult for local people to compare the different benefits that are received from 

public services, and move in accordance to their taste and preferences.
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Chapter 9

CONCLUSION

9.1. Introduction

In this concluding chapter, the focus is on the detailed summary of the analysed 

findings from the three previous chapters (6, 7 and 8), and the further implications of 

the findings arising from these chapters. The analysis of the findings will be based on 

the hypothesis and research questions examined in the study, and the implications are 

based on these findings.

The background to this study came from a rising anxiety regarding regional disparity 

in the levels of locally-raised revenue in South Korea since the first local elections of 

the heads and the local assemblies in 1995 and 1990. Looking back to the beginning 

of the study, 1 started with a survey tracing the history of the government’s effort to 

pursue the dispersion of outcomes from the development process.

The Korean government’s earlier decentralisation policies and actions, as early as the 

1970s, were shaped by the government’s intention to disperse the effects of 

development and not by the more general goals of more equitable and accessible local 

services, as discussed in the theoretical and framework chapters of the thesis.
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The current situation of fiscal decentralisation in the Seoul Metropolitan City reflects 

unbalanced development formed due to inheritance of the central government’s 

development policies. Since then, the central government’s efforts have been centred 

on dividing the areas of the city in accordance with their functions rather than on 

integrating them.

Any reform should involve allowing greater flexibility in matching local needs and 

priorities, since local conditions vary around the country. However, the current 

situation of local authorities is largely dependent on circumstances inherited from 

previous decades and constrained by finances, leaving little room for flexible 

manoeuvre.

So, the impact and implications of financial disparity caused by decentralisation are 

still far from being understood and have remained ambiguous in Korea, especially in 

social policy terms. The participatory aspects of decentralisation, which are assumed 

to enable local people to identify their own needs and encourage them to become more 

involved with decision-making and service provision, are also much ignored in the 

context of Korea.

9.2. The Main Findings o f the Study and their Implications

In concluding the thesis, it will be essential to provide a summary by appropriately 

answering research questions, as presented in the research framework (see the section 

on the hypothesis and research questions of methodology chapter. Chapter 5). I will
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start by answering Question Number 5 ( ‘How does decentralised local finance 

translate into individual local governments’ provision of local services?’).

9.2 .1 . Analysis of Local Revenues and Expenditures

The analysis in Chapter 7 clearly showed (see Figures 7.14. and 7.15.) that, as locally- 

raised revenues rose, the total revenues also increased, without any tendency for 

grants or subsidies from external sources to compensate for the low shares of revenue.

Empirical analysis of the documentary data in the thesis showed that increases in 

welfare spending by the Seoul Metropolitan district authorities were not highly 

associated with the extent of growth in locally-raised revenues. However, regional 

development spending showed the most positive association with locally-raised 

revenues, while administrative spending showed a strong negative correlation.

In other words, on the one hand, as locally-raised revenues increase, regional 

development expenditure also increases elastically. On the other hand, however, 

increased general administrative expenses do not correspond elastically to increased 

locally-raised revenues. Welfare spending does not increase as elastically as regional 

development expenditure, but does increase more elastically than administrative 

expenses.

Two main thoughts were involved in this empirical analysis of statistical surveys: 

first, it was hypothesised that, as the locally-raised revenues of local authorities (and, 

therefore, the total revenues) decrease, so the service provision would also decrease. 

There would then be regional disparity among local authorities. Some would be rich,
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with more locally-raised revenues and, therefore, more service provision than those 

with poor revenues and less provision. Second, in the poorer areas, the situation 

would be even worse, since there would probably be more sickness and ill-health 

making demands on the health service provision, and because they have less hospital 

support and health service staff. If so, within the local authorities, administration cost 

would increase more rapidly for more employment.

However, the results show that welfare spending and administrative spending 

neither increased nor decreased rapidly in the poor areas (especially with regards to 

the focus of this research, the budget and number of staff of Community Health 

Centres). Rather, there was some higher-level control over rapid increases in staff 

employment and health-welfare spending, thereby somehow equalising spending 

patterns. Nevertheless, rich localities spent much more expansively on their regional 

development expenditures than poor localities, according to their capacity to spend.

With the analysis of 1998 data, however, the results showed that local authorities gave 

highest priority to welfare spending as their locally-raised revenues rose. This result 

fits better with the aforementioned two assumptions that rich areas, with more 

revenues, provide more welfare services, while poorer areas, with more demanding 

populations in terms of illness, receive a poorer provision of health and welfare 

services.

Having said this, it is vital to answer the further question. Question Number 4: ‘Do 

more self-sufficient (in terms of locally-raised revenue) local authorities increase 

accessibility?’ It is essential to ask this question with a suitable understanding of the 

meaning of ‘accessibility’.
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9.2 .2 . Analysis of Questionnaire-based Survey

The questionnaire-based research design was explained in the analytical framework of 

Chapter 5, interpreting ‘access’ as ‘multiplicity of factors between use and facility’. 

According to the framework, it was understood that factors like the characteristics of 

the population (users’ perspective), the attributes of service delivery (providers’ 

perspective), and geographical/locational aspects, all affect people’s accessibility.

When answering Question (4), I became aware of the need to consider both angles 

of the concept ‘equity of access’, the users’ and the providers’ perspectives. Both of 

these are significant since their responses to the opinion survey can give a reflection of 

the providers’ workings and available resources.

The analysis in Chapter 6 aimed to find significant variables (by examining the 

underlying structure of surveyed data) to explain the respondents’ answers, and to 

confirm that the variable ‘region’ is significant to understanding the users’ 

perspectives, in terms of their needs, satisfaction and decisions.

Different Levels of Users’ Satisfaction between Districts

Respondents who had used the Socho district CHC, ranked the highest in its locally- 

raised revenue ratio, consistently showed the highest score in their satisfaction (with 

medical facilities, staff, and recent improvement) out of all the four CHCs. Only with 

regard to the supply of medicine did Kuro CHC users express a high level of
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satisfaction. Nowon and Tobong CHC users had a lower satisfaction level than the 

Socho and Kuro users.

It is therefore possible to perceive that the users of the four CHCs were aware of the 

differences in the level of services, and also expressed differences in their satisfaction 

with such services. Discovering that the variable ‘region’ is statistically significant in 

explaining the levels of satisfaction means that some parts of different district CHCs’ 

service provision and management were differently recognised by users and can be 

compared and improved by asking for the users’ opinions.

By examining people’s level of satisfaction, what could we identify as the causes 

for different levels of satisfaction (Research Question (3))? In this survey, the users’ 

perspective also provided a better understanding of the needs, priorities and concerns 

identified by different groups, and how access to services can be improved in the 

context of Korea.

Various Needs of Users within a Community

Considering Question Number 2 ( ‘What if there are differences in accessibility related 

to different needs based on characteristics of the population rather than the differences 

of actual localities?’), it is equally important to think about the needs of local people 

within a community. This is because the research aimed to study local people’s equity 

of access from two angles, both according to the geographical spread of resources and 

according to their individual needs.

Women and the elderly made up the majority of people accessing the services. Their 

need for such services was particularly high. More specifically, the variables ‘age’,
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‘gender’, ‘education’ and ‘having children’ were significant in explaining the CHC 

users’ need for the services.

• According to the survey results, ‘having children was the single most influential 

variable in understanding why some users perceive ‘being healthy’ to be more 

significant than others. That is to say, people with one or more children agreed that 

‘keeping good health is more important than earning more money’ about 15 per cent 

more often than people without children. Therefore, it was proven that those who had 

children had a greater need for CHC health services in general.

• Moreover, the degree of difficulty in using health services in general was affected 

mainly by age, gender, and education. Younger (aged below 44) female respondents 

had more difficulties in using health services than older and male respondents. At 

first sight, it is not easy to understand why these differences regarding the utilisation 

of health services occur.

It is understandable that younger people have less time to go to a clinic or hospital, 

because they are more likely to have the inconvenience of taking time off work. 

However, it is inconsistent that female respondents, who had visited the CHC about 

three times more often, had about 10 per cent more difficulty in using health services 

than male respondents.

• The fact that the female respondents were much more frequent users of the health 

service may reflect their greater need for the services, rather than their convenience. 

The difficulty could be a reflection of the psychological distress that the female users 

suffer, compared to their urgent need for getting to the health service (e.g. bringing
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young children). This suggests that previously held attitudes may influence their 

judgements.

• Education level also significantly influenced the difficulty of using health services. 

However, the variable ‘schooling’ is better explained by comparing two factors: 1) the 

difficulty of using health services and 2) the appreciation of Community Health 

Centres (CHC). A willingness to use (and therefore a lack of difficulty in using) 

CHCs, and an appreciation of the significance of CHCs were highest among people 

who were educated to the middle-school level. However, users with the lowest 

educational level expressed about 40 per cent more difficulty in using the health 

centres than those with the middle-school level. People with primary school 

education also considered the CHC service to be less significant, by 5 per cent, than 

those with a middle-school education, who showed the highest level of appreciation.

Question "R4" proved to have an interrelationship (or correlation) with other 

satisfaction questions, such as questions "S2" and "S3", according to factor analysis, 

so it was categorised as an opinion or satisfaction question.

It is known from the Korean context of predominantly private-sector-led health care 

provision that the use of CHC services is more appreciated by low-income and low- 

education-level users than high-income and high-education-level users. However, it is 

also known that CHCs are not providing enough medical care to their users. This is 

why Korean people generally recognise that public health care provision is inferior to 

private care and provides a poor quality of service. In this context, the fact that users 

with a primary educational level had lower satisfaction scores than other users has 

significant implications.
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The lower-level educational group’s use of public health services is more crucial 

than the other user groups, and the services should therefore be more accessible to 

them. The lower-level educational group’s dissatisfaction with CHC health care 

services may indicate that they have a poorer health status, since they are highly likely 

to be in a lower social status and live in poorer economic conditions. It may also 

mean that the lower-level educational group has found more difficulties in 

communicating with nurses or officials at the CHCs.

The satisfaction survey is about how well the users accept the services. This means 

that the survey could involve subjective judgements, which are a commonly 

recognised problem of any questionnaire survey. Another problem that results from 

satisfaction surveys is that they produce little variation, with most respondents 

expressing positive satisfaction. This problem is partly solved in this research by 

using logistic regression to recognise the significant variables that reveal the 

discernible variations of different groups.

In general, variables like ‘age’, ‘having children’, ‘education’ and ‘marital status’ 

were crucial in explaining the users’ tendency to be satisfied or dissatisfied, and their 

need for health services. Older users report consistently higher levels of satisfaction, 

and are more willing to be regular users of the CHC than younger users. This is also 

true of married users and unmarried users.

9.2.3. Other Variables Affecting the Users’ Dis/satisfaction

Some meaningful discoveries were made from a synthetic analysis of the surveyed 

data in an unexpected way. That is to say, the analysis results suggest that there is
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possibly a mediating relation between ‘region’ and ‘length of residence’ as a 

significant variable in explaining the level of satisfaction.

The mere characteristics of the respondent population give us little chance of 

understanding how we can improve user satisfaction. If a user is from a certain 

category or group, e.g. female, older, married, highly-educated, and has a different 

level of satisfaction from someone who belonged to another category, we could not 

really influence their attitudes. Satisfaction can be an attitude and a process of 

remembering a previously held opinion. However, if we were better able to 

understand systematically how users come to have different opinions and 

expectations, and how these opinions and expectations might influence their 

satisfaction, we would have a better chance of improving their satisfaction and 

improving the delivery of services.

During the questionnaire survey, some respondents gave additional comments (see the 

boxes 6.1. and 6.3. in Chapter 6). Typical reasons for their dissatisfaction with the 

CHC services included a lack of communication, a lack of information and weak 

gratification of their expectation for improving health status or getting proper 

medicine. It is important that users have the information they need in order to make 

an informed choice, and they should be more involved in decisions regarding their 

health and health care. Users’ various expectations and needs should be appreciated 

by professionals, and the professionals should respond to them in a positive way by 

improving services and providing better communication.

Informed choice and participatory decision-making may also have significant 

effects on health status. Empowerment concerns the relationship between individuals
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and their environment. When people can exercise an influence on their health system 

and the authority, they have more self-esteem, and, therefore, more control over their 

lives. The literature suggests that the feeling of control resulting from receiving 

information and being involved in decision-making can enhance the achievement of 

therapeutic outcomes. Moreover, studies have found that patients who are more 

satisfied are more likely to follow the advice they receive (Fitzpatrick and Hopkins, 

1993; Tones, 1995; Griffin, 1996).

The variable ‘length of residence’ shows that the longer users live in a district or area, 

the more likely they are to be satisfied with the CHC health care services. This also 

means they have adjusted to life wherever they live. The average number of years of 

residence was longer among Kuro and Socho districts’ users than for Nowon and 

Tobong. This partly explains why Kuro and Socho districts’ users had a higher 

satisfaction level than the Nowon and Tobong users. The provision and management 

aspects of the four district CHCs are found to be critical to the clarification of users’ 

perspectives and need to be explored further.

9.2.4. Analysis of In-depth Interviews in Relation to the Other 

Two Surveys

Regarding the analysis of the in-depth interviews in Chapter 8, the main findings of 

local authorities’ and CHCs’ budgets and other statistical data have two implications: 

first, in the contradiction of the increase in staff and spending; and second, in the role 

of front-line staff within the broader local community context (relating to the 

Research Questions (6) and (7)).
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Firstly, which different local actors (such as local officials, front-line staff, like 

health and social workers, and so on) influence decentralisation, and how are they 

affected by it (Question 6)? As decentralisation proceeds, more well-motivated 

government staff will be needed. However, the finance that is offered is generally less 

than what the local authorities need. Furthermore, under the current financial 

constraints and lack of sufficient staff, because welfare and health services demand 

more manpower than other public services, they will become less effective. 

Therefore, the creation of smaller authorities, for a more effective operation of local 

government, needs more spending power, otherwise smaller authorities would not be 

able to function as effectively as expected. The significance of management of 

limited resources and finances is accordingly more critical.

For instance, the Socho CHC had spent primarily (71% of its budget) on its 

personnel expenses, and its users expressed the highest level of satisfaction. 

Furthermore, Kuro CHC spent the highest proportion (47%) out of the four CHCs on 

working expenses, and the respondents from Kuro had the highest level of satisfaction 

with regards to medicine.

It was also found that Nowon and Tobong CHCs’ staff expressed that they felt 

financial hardship. The staff of Tobong, for example, had been working in rented 

offices for several years, and they had to spend a large amount of money on a new 

building for their CHC (see sections 8.3. and 8.4. of Chapter 8).

Secondly, how do local officials and health workers react to their local authorities’ 

affluence or lack of resources (Question 1)1 Inadequate service provision and 

financial pressure, particularly when it is needed to supply more welfare services, may 

lead to collaboration with other authorities and the involvement of a voluntary sector.
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As there is an increasing lack of a common basis for service resources among different 

localities, the level of provision would cumulatively diverge. This phenomenon is 

already taking place in Korea, as has been shown in interviews with local officials, 

nurses and social workers (see section 8.5. of Chapter 8). It may imply fragmentation 

of organisational responsibility and service provision, and since the local authority’s 

finance is constrained, support for provision or organisation outside the authority 

would be the easiest way to save money. However, it is hard to imagine how local 

governments could effectively manage to be an enabling body for other organisations 

if they are themselves in a relatively weak position.

The role of front-line officials appeared to play a critical role in terms of functionality 

and the impact of organisational changes by decentralisation had significant 

implications on the local residents’ quality of life (see section 8.6. of Chapter 8).

Although the lower-level officials’ exhausting working conditions make their 

operations very limited, their supportive role and devotion can be a vital factor in 

improving accessibility and in removing bureaucratic barriers for local residents.

In addition, the local variation between localities is not a direct result of the 

affluence of local authorities themselves, but rather of the collaboration between 

authorities and civil activities, and the richness (or poverty) of broader social and 

political local circumstances.
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POSTSCRIPT

This postscript provides further clarification of the integrated research process, and 

discusses the subsequent results in greater detail. I concentrate on explaining the 

meanings of the process, making suggestions as to the messages emerging from the 

research.

Research as an Integrated Process

In Chapters 6, 7 and 8 ,1 have, to some extent, tested if a hypothesis can be proved or 

disproved by analysing collected data. The hypothesis in question aimed to determine 

the existence or otherwise of a simple linear relationship (either positive or negative) 

between local revenues and equity of access (Figure I).

A: Local revenue B ! Equity of Access

•   ► •
Figure I.

However, it appears that such a linear relationship was assumed too naively. This is 

because one element in the relationship uses numerical financial data while the other 

requires a more subjective analysis (i.e. users’ responses to multiple situations). Thus 

the two variables can only be measured through two separate pieces of research, since 

the data involved is of two types. It is simply impossible to measure them both 

together.

Throughout Chapters 6, 7 and 8, the hypothesis was investigated according to three 

distinctive spheres of measurement or method (Figure U).

299



Figure II. ^

Consequently, the research process was divided into three discontinuous areas, as 

shown in the three chapters concerned with empirical findings (6, 7 and 8). The 

research was conducted using three separate methods of data collection: (a - 

questionnaire, b - documentary-statistical and c - qualitative-interview surveys; Figure

m).

a+c»+c

c
Figure III.

Is the study trying to assess user views, or to see what effect greater levels of locally- 

raised revenue has on the local performance of district health systems as indicated by 

user satisfaction? What the study actually aimed to do was to try to match both of 

them, and also to relate the users’ views to the effect of locally raised revenue. 

Naturally, these three spheres of research did not interface smoothly with one another.

' This diagram provides a simplified explanation o f the research process. It does not indicate that there 
is no relation between the financial situation and the degree o f accessibility. Rather, the point is that 
there exist more complex relations than one single straightforward linear relation.
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As mentioned earlier, financial differences did not translate into differences in the 

health service provision of the districts. That is to say, districts that differed in terms 

of affluence or poverty had spent almost the same amount of money on health service 

provision. This gives rise to the following question: ‘Why is there an actual 

difference in user satisfaction between the four districts, and how come it appears so 

statistically significant?’

A questionnaire-based survey investigates each respondent's subjective state of mind. 

It is therefore more psychological than sociological, although it is also commonly used 

in sociological research. Although this method generally reflects the social identity of 

users (i.e. gender, family status, economic circumstances, occupational experience, 

etc.), it also illustrates some aspects of their immediate understanding of the actual 

service provision and the surroundings of the CHCs (e.g. personnel attitudes, number 

of personnel, how frequently staff visit patients, adequacy of treatment, etc).

However, there remain some factors in the questionnaire survey that cannot be 

reduced simply into mere indicators of public health service performance. Users’ 

perceptions of performance are not dependent only on financial circumstances or the 

number of staff. They involve more than simply users’ indications of service 

performance; further investigation is needed into the social accounts of key 

participants in the system.

Initially, the purpose of the questionnaire was to try to assess CHC health service 

performance in terms of 'routine operations'. The effect of bureaucracy on day-to-day 

performance is hard to recognise; it is hardly a subject of academic research.

301



It would appear that such activities are visible, because we cannot help confronting 

what public health inspectors do in restaurants, how social workers and police officers 

work in our neighbourhoods, and how local officials constantly make changes to the 

geography and housing in our local communities. However, in reality, we can hardly 

know all of these since understanding the experience of day-to-day living requires 

experiencing both sides’ feelings towards one another. Social investigation is all 

about going back and forth, of understanding social phenomena objectively and, at the 

same time, pretending to be someone else subjectively.

One way of turning the task around is simply to avoid asking questions to the 

bureaucrats themselves. Instead, we ask questions to those that confront them on a 

day-to-day basis, and relate these users’ views to the workings of the state. Therefore, 

although the study attempts to look at two separate spheres of social phenomena, in 

reality they are reflections of one another. I don't think these can be used as an 

indicator, because they are not an adequate representation of reality. There are 

multiple subjective accounts from various social participants, and the researcher can 

only pick those aspects he considers to be important. Thus, the researcher’s own 

judgement could also have a part to play. Some separate segments of the research as a 

whole combine well because they happen to overlap based on the accounts of different 

participants, like the 'a-kc' (improving users’ accessibility) or 'b-f-c' (coping with 

financial circumstances) shown in Figure HI.

How can it be possible to determine something as deeply subjective as the state of 

users' access exclusively from a knowledge of available resources (i.e. finance,
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number of personnel, etc; in effect saying: “This health authority has X amount of 

money, so the health service will deliver Y degree of effectiveness”)? Is it possible to 

ask questions in a specific manner, different to that used by my questionnaire, that 

makes replies more critical about the service provision? It makes more sense to relate 

this issue to its policy implications for participation rather than to how the research is 

conducted. That is to say, only increased participation and empowerment can give the 

local public a greater critical voice.

I have yet to find any individual piece of research covering the process of these three 

distinctive spheres all together, this being the contribution of my research to the 

general knowledge of the study area, and the basis of its originality. The identification 

of these three areas and the combination of the research processes to investigate the 

hypothesis made a further original contribution to the knowledge of the area.

Integrating the Research Process into Policy

This section considers the practical value of this research. There are some 

implications of my research for policy. The current situation tells us that, although 

there have been efforts to make the local government system work more effectively, 

we do not have sufficient measurements of how successfully the system works in 

terms of increasing the participation and empowerment of the local public. It would 

also be useful to determine how such a measurement could be utilised to measure the 

effectiveness of a government's operation on its own.
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Decision
-Making ' ^  ( Planning ) ' ^ Implementation

Elected Officials

Local Public 
Election

Figure IV. Current System

The election of representatives plays only a small part in increasing the local public’s 

involvement in local democracy (as in Figure IV). We do not yet know whether the 

election actually improved the local public’s access to the local power structure, since 

we do not have any measurements on which to base such an assessment. With regard 

to the creation of a local institution, it is very difficult to determine whether or not 

such a creation is merely an expansion of another bureaucratic branch. This can only 

be known if one is completely outside the authority, like the young woman or the old 

lady I interviewed. Whenever somebody is associated with a participation committee 

or becomes a part of an empowerment department (if there is any), he or she is no 

longer a pure civilian. How can we draw a line between civic participation and 

governing?

The current system of local government in Korea (compare Figures IV and V) did not 

achieve complete local democracy in any sense. The local public should be involved 

in the planning and implementation of projects and programmes for themselves. This 

raises the question of why some people participate while others do not, in turn raising 

another form of equity of access problem, namely that of access to participation.
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Figure V. Active Involvement of Local Public

Chapter 6 discussed users’ perceptions with regard to satisfaction and accessibility, 

and the differences among these perceptions according to users’ locality or socio

individual status. This was done by investigating their attitudes and opinions. 

Consider the strong case for decentralisation, especially the arguments of the public 

choice theorists: this states that decentralisation makes the local government system 

more efficient, because the more authorities of a small size there are, the more 

effectively their residents' needs are articulated (with parallel efficiencies with regard 

to taxation and expenditure). That is to say:

Difference Within Locality
= D  < 1

Difference Between Localities

In other words, according to public choice theory, if the beneficial effect of 

decentralisation is to be maximised, the difference between localities should be larger 

than the difference within localities (i.e. difference between local people, such as 

gender, age, social identity and status, etc). However, it is difficult to measure which 

one is larger, and indeed each locality contains highly heterogeneous social groups. If 

D > 1, meaning that the needs of different groups within a region are more diverse 

than the equivalent regional differences, the initial argument for decentralisation is 

brought into question.
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The effective mediation of service provision to the needs of the people is more a 

problem of communication between the authorities and the people than with the 

organisation of the authorities or their functional efficiency (this is merely delegation). 

The issue once again is the openness and responsiveness of the organisations to their 

users, rather than their efficiency in any absolute terms.

Apart from the issue of participation and efficiency, there is also the risk of under

investment as a consequence of decentralisation; this had been the research interest 

throughout the thesis. As discussed in the theoretical Chapter 2, the efficiency of 

decentralisation is not about cost-efficiency, but about the accountability and 

responsiveness of service provision. It is a search for a better relationship with the 

users of the services provided by local authorities.

The achievement of greater responsiveness to users requires variations in the supply of 

services according to different demands. However, these demands vary between 

categories, for example between different people, groups, and areas. Greater 

responsiveness to demands therefore requires a complex mix of responses, sometimes 

at an individual level, sometimes to groups, and sometimes to localities.

According to Prudhomme (1990; see Table I), complete centralisation with Model A 

is good from a redistributive viewpoint. It redistributes income from richer people or 

households to poorer people or households, and also from richer areas to poorer areas.
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Table I. Four Models of Centralisation/Decentralisation____________________
Stabilisation Allocative Redistributive
implications implications implications

Model A: Centralisation of Good Unclear Good
taxes and expenditures 

Model B: Decentralisation of Bad Unclear Bad
taxes and expenditure 

Model C: Cent, of taxes Rather good Not too bad Potentially good
and Dec. of exp.

Model D: Dec. of tax & cent, exp. Poor_________ Bad_________ Probably bad_____
Source: Prudhomme (1990: 125)

The reverse is true of the complete decentralisation in Model B. In Model C, which 

implies important subsidies from central to local governments, much depends upon 

the criteria chosen to allocate these central government subsidies; there are certain 

criteria that lead to a fairly redistributive system. The redistributive implications of 

Model D are likely to be bad, although this also depends upon the kind of subsidies 

utilised.

Under-investment is not the sole cause of inaccessibility, but it is nevertheless an 

important one. It not only leads to poor provision of services, but also has an impact 

on the personnel of the organisations concerned. This topic was the main issue 

discussed in Chapter 7.

Health and social work services face uncertainty. This is one of the major reasons 

why decentralisation is needed (see Mintzberg’s argument in Chapter 2). The cost of 

personnel has been negatively estimated because the expansion of bureaucracy is 

usually considered bad. However, decentralisation would lead to higher personnel 

costs; without more staff and their associated costs, decentralisation might not 

function properly.
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Accordingly, the qualitative research into the management of Community Health 

Centres (CHCs) presented in Chapter 8 filled the gaps between financial 

circumstances (regulating the increasing cost of personnel, for instance) and how local 

officials or front-line staff cope with the effect of these circumstances in their 

operations. As discussed previously. Chapters 6 and 7 explained the routine workings 

of local CHC organisations, in terms of both the available local authority resources 

and the users’ own perceptions of services.

Chapter 8 listened to the viewpoints from managers and front-line workers on making 

their district’s operations fit their own circumstances, and specifically on the causes of 

differences between different districts. This investigation is significant and relevant, 

since it explains how employees actually behave in an organisation, working to make 

the differences which are the very central topic of the thesis. The survey touched the 

processes through which decentralisation is taking place via those who are actually 

involved in the day-to-day interactions these processes entail.

Finally, the question of social capital or the broader context of available community 

resources is partially dealt with in Chapters 6 and 8. According to the research, there 

is some relation between higher local user satisfaction (as in Kuro and Socho), more 

regular use of CHC, and longer residence in one district. Users of CHCs in Kuro and 

Socho are more satisfied with CHC services than those in the other two districts 

(Nowon and Tobong). Users in Socho and Kuro had lived in their districts for longer 

than those in the other two.
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of CHC
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Figure VI.

In addition, the longer the users reside in one district, the more often (at least twice as 

often or more) they use the CHC services. This might be because they are better 

informed, feel more comfortable with the service, or use the CHC more selectively, 

for example for cheaper medicine and vaccinations.

Famil

Markei State

Figure VII

Of course, it is true that the districts of Kuro and Socho are richer in terms of their 

local budget, but this issue is not as simple as it seems. As staff recognised and 

admitted when they were interviewed, it is not merely the financial situation of local 

authorities that makes a difference. Rather, it is a broader context of available 

voluntary or community medical resources in each district that matters. It is worth 

considering that a local authority’s financial situation is merely a reflection of whether 

or not taxable properties or households exist within the local community.

Usually the object of policy analysis is the area of interaction between family, market 

and state, as indicated by area ‘B’ in Figure VII. However, the broader social and 

community contexts should also be analysed, defined as area ‘A ’ in the same figure. 

These contexts can include voluntary sector community activities, co-ordination

309



between and within sectors, social capital and the resources of local people’s informal 

networks, and so on.

Concluding Remarks

Common sense suggests that rich local areas provide better services than poorer ones. 

The thesis appears to prove this common sense to be true. Rich areas, in financial 

terms, had more satisfied responses from their local service (CHC) users than poorer 

ones. However, beyond basic common sense there are many more things to be 

researched, and this thesis is devoted to finding and analysing these various factors 

using quantitative and qualitative surveys.

By and large, the factors affecting differences in accessibility can be divided into those 

on the users’ side and those on the providers’ side. From the users’ point of view, the 

difference was recognised as being either socio-individual or local. However, both of 

these are equally significant, and one should not be ignored for the other. The 

conventional arguments both for and against decentralisation place more significance 

on regional differences than on any other factor (i.e. social and individual). How then 

can we ask the question differently?

When this aspect is considered, decentralisation ought also to be related to the issue of 

encouraging local participation. Good communications are essential to service 

provision. Poor communication and participation might result in unnecessary delays 

and suffering, and confusion about where responsibility lies.
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From the providers’ point of view, although financial affluence/poverty is not 

insignificant, it is not a factor that can fully and completely explain all aspects of 

provision. The argument in favour of decentralisation is not about cost-efficiency (i.e. 

reducing costs); instead, it is about how to manage available resources effectively in 

order to satisfy users. Despite the different levels of revenue among different 

institutions, they could all spend the same amount on a specific area of expenditure 

(e.g. health spending, in this case). However, one institution could distribute the same 

amount of spending more effectively and satisfactorily in different proportions for 

personnel, working expenses, and so on.

The argument for decentralisation merely by addressing the delegation of financial 

power is weak, since it does not solve the problems of under-financing, regional 

inequality and the various specific needs within each community. Thus, the more 

significant issue is participation and the capacity of local authorities to co-ordinate 

community resources. These resources are an informal form of capital within 

community and individual networks, and certainly make a difference. This aspect 

raises a new problem of inequity of participation, since poor people may be deprived 

of social capital as well. Therefore, decentralisation should mean giving more 

opportunities for participation to the poorer people in the locality.
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APPENDIX I.

Questionnaire for Community Health Centre Users.

Where do you live?  Gu (District) 1. Kuro 2. Socho 3. Tobong 4. Nowon

Sex: 1. M ale  2. Fem ale__

1. M arried______________________  2. U nm arried_
(If married, how many children live with y o u ?  ,

and w hat is their age? ____________)

W hat is your age? ___
1. -24 2. 25-34 3. 35-44 4. 45-54 5. 55-64 6. over 65

How long have you lived in your d is tric ts?___
1.1-4 years 2. 5-9 3. 10-14 4. 15-19 5. more than  20 years

General Questions

G I. H ow  many tim es per year have you used a public health centre over last three years?  

A bout ________________  tim es per year

Gl - 1 .  W hat kind o f  m edical service have you received  at the health centre?

1. for children (pediatrics)
2. sim p le treatm ent (e.g . cold, flu, etc.)
3. p reventive treatm ent (e.g. vaccination)
4. sexual d isease
5. tuberculosis
6. buying m edicine
7 .others (P lease sp ec ify

0 2 .  W hy do you use a public health centre rather than any other hospital?

1. reliable m edical team
2. not ex p en siv e
3. liv ing  near the centre
4. others

0 3 .  Are you  covered  by M edical Insurance?

1. yes __  2. n o ____
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G 4. W hat kind o f  m ed ica l serv ice  have you  rece iv ed  in the h ea lth  cen tre  tod ay?

1. for children (pediatrics)
2. sim ple treatment (e.g . cold , flu, etc.)
3. preventive treatment (e.g. vaccination)
4. sexual d isease
5. tuberculosis
6. buying m edicine
7 .others (P lease sp ecify

Perception about Health and Health Care Utilisation

Please circle a number to show  w hether it applies to you.

Strongly Strongly
disagree D isagree U ncertain A gree agree 

1. 2. 3. 4. 5.

H U l .  I think keeping good  health is more 
important than earning more m oney.

1. 3. 4.

H U 2. It is not d ifficu lt to take tim e for 
ch eck ing  my health regularly.

1 . 3. 4.

H U 3. I am never reluctant to go  to any 
hospital w henver I find my body fee ls  
sick.

1. 2 . 3. 4.

About Satisfaction

51 . W hat do you think about the quality o f  m edical facilities?

I. very unsatisfied  2. unsatisfied  3. okay 4. satisfied  5. very satisfied
I----------------- 1--------------1-------------I----------------1

52 . W hat do you think about the m edicine you w ere supplied?

I. very unsatisfied  2. unsatisfied  3. okay 4. satisfied  5. very satisfied
I--------------- 1-------------- 1 I---------------1

53. W hat do you think about the service o f  the m edical team  and staff?

I. very unsatisfied  2. unsatisfied 3. okay 4. satisfied  5. very satisfied
I--------------- 1-------------- 1-------------- 1---------------1
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S4. Have you used the community health centre regularly over last few years? 

yes________—> Go to S4-1. n o ________

S4-1. Do you think public health centre has been improved or has deteriorated over time? 
Please explain how.

S4-2. How did you feel about the recent services you received compared to ones that you had 
received previously?

1. very unsatisfied 2. unsatisfied 3. so-so 4. satisfied 5. very satisfied
I----------------1---------------1--------------1---------------1

S4-3. Do you feel that your health improved after your last treatment?

1. very unsatisfied 2. unsatisfied 3. so-so 4. satisfied 5. very satisfied
I----------------1---------------1--------------1---------------1

Perception about Accessibility to Resources of Health Centre

Rl. What do you think about the price for the service of the health centre?

I. very expensive 2. expensive 3. okay 4. cheap 5. very cheap

I--------------- 1-------------- 1---------------1---------------1

R2. Do you think people need the public health centre (i.e. is it necessary for people)?

1. yes _____ 2. no__________

(could you explain why?

R3. How do you feel about the medical services, in relation to what was actually provided, 
by the health centre today (when you compare the treatment you expected before you come 
here)?

1. much worse 2. worse 3. as expected 4. better 5. much better

I--------------- 1-------------- 1---------------1 I
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R4. What do you think about the role or function of the public health centre in general in the 
field of medical care?

1. waste of public money
2. not very useful (need for more improvement)
3. okay
4. very useful
5. absolutely necessary
6. don’t know

1. 2. 3. 4. 5. 6.

About Physical Accessibility to Health Centre Location

PLl. How do you travel to the health centre?

1. walking 2. by bus 3. by underground 4. by taxi 5. by your own car 6. others

PL2. How long does it take to get from your place to the health centre?

1. 5-14 min. 2. 15-29 min. 3. 30-44 min. 4. 45-1 hr. 5. more than 1 hr.

PL3. What do you think about the location of the health centre? (Is it convenient ?) 

1. very unsatisfied 2. unsatisfied 3. so-so 4. satisfied 5. very satisfied

I -------------------------1------------------------1------------------------1------------------------1

About Acceptability of Medical and Administrative Personnel

Al. How did you feel about the attitude of the centre’s staff you experienced in the 
reception?

1. very unkind 2. unkind 3. so-so 4. kind 5. very kind

I--------------- 1-------------- 1---------------1---------------1

A2. What do you think about the waiting room?

1. very uncomfortable 2. uncomfortable 3. okay 4. comfortable 5. very uncomfortable

I------------------- 1 I---------------1---------------1
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A 3. W hat do  you  think about the attitudes o f  the health cen tre’s m ed ica l team ?

1. very unkind 2. unkind 3. so-so 4. kind 5. very kind 
I.................  I I--------------1-------------- 1

About Expectation of Continuity of Use

ECl. Have you recommended the use of the community health centre to your neighbours? 

I. very often 2. yes (couple of times) 3. no

EC2. Did you feel like you needed to complain about the health centre after visiting?

1. yes  —> Go to Q. RG2-1. 2. no______

EC2-1. If yes, what was your complaint about?

1. reception 2. waiting time 3. attitude of personnel 4. medical facility 5. medical treatment
6. prescription of medicine 7. others (please specifiy

EC3. Will you continue to use the health centre later on? 

1. yes_______ 2. no_____  3. don’t know____

About Use of Information

lAl. Can you remember how you found out that a community health centre was available?

a. I read about it in the papers.
b. A friend (a neighbour) told me.
c. I saw it on T.V. or heard about it on the radio.
d. I saw it on local authority’s brochure or a person from local office told me.
e. A family member told me.
f. Any other reason. __________________________________________

IA2. Do you think the information is different from what you have really experienced at the 
centres?

1. yes __________  2. no______
(Please explain how different - > Go to Q. I AX.

I AX. How different?

1. supply of medicine 2. even better 3. lack of facilities 4. uncomfortable 5. wait too long

336



IA3. Do you think that the service is relevant, according to your level of need for the health 
centre?

1. very unsatisfied 2. unsatisfied 3. so-so 4. satisfied 5. very satisfied 

I I-................. I--------------1...................1

What is your occupation?

I. agriculture/forestry/fishery etc.
3. sales, salaried
5. unskilled/construction workers etc.
7. managerial/ administrative job
9. housewife
II. unemployed

2. self-employed (with less than employees)
4. skilled worker
6. white-collar, salaried
8. professional (doctor, lawyer, artist, etc.)
10. student
12. others (please specify)

Education:

1. primary school 2. middle school 3. high school 4. college

Please indicate which band your income falls into? (In 10 thousands Won)

1. less than 30 per month
2. 30-59 per month
3. 60-99 per month
4. 100-149 per month
5. 150-199 per month
6. 200-299 per month
7. 300-499 per month
8. 500-999 per month
9. 1000 or more per month

How much of the expenditure of living costs are spent in your household per 
month when the savings are not included?

How would you classify your housing situation?
1. owner 2. Chonsei 3. Monthly rented 4. others
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Chapter 5 Discussion of Accessibiiitv of Health Core

(i) Access 
=Utilisation

used as cnteria of 
quota (sampling) 
from Local Gov. Data 
(i.e. utilisation according 
to gender, age, region,etc.)

(ii) Access = Multiplicity of factors between use and facility

explains

Use of Health Model I
Care

What factors? ____________
4D Characteristics of the population (users)—  i

Attributes of service delivery |Opinnion"|
(providers - finance, management, personnel)

”(D Geographical & locational _
Attitude

Dis/satisfactior 4
Survey

Model n

Chapter 6 —  
The Users’ View

Model I + n

T
Factor Analysis

Need 
(HU 1 & 2)

I___

Satisfaction
( R4 S3)

Decision to Use 
,(EC3)

Logistic Regression

Results of Logistic Regression T
" ------- ^.Questions

Significant Variables"—-
HU 1 & 2 (Needs) R4 S3 (Satisfaction) EC3 (Decision)

(D Characteristics of 
Population

Gender Children 
Education Age

Marriage Education 
Age Residence

Marriage Age

@ Attributes of Service 
Delivery

- R egion#;,//:^ -

(D PL 2 (Spatial Location) - - -

Result of Satisfaction by Region
Socho showed highest in most of satisfaction questions (staff, facility, recent improvement) 
Kuro showed highest in satisfaction with medicine 
Nowon & Tobong lower in every satisfaction question.
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APPENDIX II 

Summary of Thesis Outline

Chapter 2 Theoretical Framework (in relation to empirical research chapters )

Organisational
(Mintzberg)

(Î) Efficiency of v— Tiebout

Information Problem => Ch. 6&8 
Motivation (Initiative) => Ch. 8 
Respond to Changing Environment => Ch.7&8 

idividual Choice => Ch. 6 
■Competition of Providers =* Ch. 7&8

Decentralisation \
Allocative
Efficiency

The greater number of units / the lower 
the divergence of individual preference

(D Equity

Ch.
6& 7

► Ch. 7Locally-raised Revenue decrease, Regional disparity
Service Provision decrease between rich & poor

^ / ( l )  Discretion remains 
In the case of Health Care ^  Professional Decision (e.g. Doctors,

not bureaucratic decision) =» Ch. 6&7 
\  ^ 2 )  Local conditions dictate particula 

\  demands for health care => Ch. 6&8 
\3 )  There can be compensation 

policy for regional variation
e.g. positive discrimination for 
deprived area => Ch. 7

But there are problems in policies for deprived areas - The asssumptions that the resources 
are truly getting to those individuals in need (There are inequity within a region as well as 
between regions) => Ch. 6

@ Empowerment ^  Strengthening Individuals, Communities and 
Improving Access to Services and Facilities 
People need to be consulted or informed from the start in 
Assessing their needs =» Ch. 6_______ ____________________



APPENDIX III.

ANOVA and Chi-square Test Results

Table III-l. Analysis of Questionnaire Survey Result by District, Compared by
A K T i - V X / A  /  A 1 • f  X T  .  \  .  /  2 \  „  ,

0 1  (A)

1. Kuro 
(N = 89) 

9.764

■ .........
2. Socho  

(N= 115) 
9.957

3. To%ong 
(N = 78) 
5.167

4. N ow on F(df) or 4>̂ (df)’̂  
(N = 1 0 8 f g a 9 E % g k @ ^ ,q p :  

3.435 F (3)* =  10.40

G l-1  (x^) 8. 99 (%) 5.26 (%) 6. 41 (%) 4. 95 (%) x  ̂(18)* = 52. 83
(D 33.71 (%) 26. 32 (%) 11.54 (%) 9. 35 (%)
(D 21.35 (%) 21.05 (%) 32. 05 (%) 29. 91 (%)
® 7. 87 (%) 20 . 1 8 (% ) 23 . 0 8  (%) 1 8 .6 9  (% )

0 . 0  (% ) 0. 0  (% ) 0 . 0  (%) 3. 7 4  (% )
® 1. 1 2 (% ) 4. 39  (%) 1 .2 8  (%) 5. 61 (% )
@ 26 . 9 7  (% ) 22 . 81 (%) 25 . 6 4  (%) 1 7 .7 6  (% )

G2 (%^) ® 12. 3 6  (% ) 17. 5 4  (%) 14. 1 0 (% ) 11. 11(% ) (9 )*  = 1 9 .  68
73 . 03  (%) 55 . 26  (%) 7 0 .5 1  (%) 6 9 . 4 4  (% )
1 4 .6 1  (%) 2 1 .9 3  (%) 10. 26  (%) 10. 1 9 (% )
0. 0 (% ) 5. 2 6  (% ) 5. 13 (% ) 9. 26  (% )

G4 (%^) ® 4. 4 9  (%) 3 .5 1  (%) 8. 97(%) 6. 4 8  (% ) x ^  (1 8 )*  =  37 . 65

@ 10. 11(%) 24 . 5 6  (%) 15. 38  (%) 11. 11 (%)
® 23 . 6 0  (%) 19. 3 0  (% ) 2 1 .7 9  (%) 23 . 15 (%)
® 4 . 4 9  (%) 14. 0 4  (%) 2 8 .2 1  (%) 12. 9 6  (%)

0 . 0  (%) 0 . 0  (%) 0 . 0  (%) 3. 7 0  (%)
® 0. 0  (%) 1 .7 5  (%) 2. 56 (%) 5. 5 6  (%)
@ 57 . 3 0  (%) 36. 84 (%) 23 . 08  (%) 37 . 0 4  (%)

HU2 (A) 3.6404 3.9386 3.6923 3.4074 F (3)** = 3.52
HU3 (A) 4 .0000 4.2456 3.6923 3 .5234  F (3 )* =  8.62
81 (A) 3.7528 3.9043 3.0641 3 .4074  F (3)* = 28.04
82 (A) 3.7558 3.7368 3.2692 3 .6732  F (3)* =  9.47
S3 (A) 3.7978 3.8870 3.4615 3.6852  F (3)* =  5.15
84-1 (A) 2.8507 2.4783 2.2200 2.3333 F (3)* = 6.31
84-2 (A) 3.8553 3.9277 3.3548 3 .8000  F (3)* = 8.88
84-3 (A) 3.6316 3.8171 3.2333 3 .6512  F (3)* = 9.57
R4 (A) 3.7079 4.095 3.7179 3 .8519  F (3)** =  3.41
P L l ( X) ® 17. 9 8  (%) 19. 13 (% ) 23 . 0 8  (% ) 12. 9 6  (% ) X ^  (1 2 )*  =  62 . 25

® 64 . 0 4  (% ) 33 . 0 4  (% ) 39 . 7 4  (% ) 30 . 5 6  (% )
® 1. 12(%) 27. 83 (% ) 17. 95  (% ) 12. 9 6  (%)
® 5. 6 2  (%) 8. 7 0  (% ) 8. 97(% ) 20 . 3 7  (% )
® 1 1 .2 4 ( % ) 1 1 .3 0  (%) 10. 2 6  (% ) 23 . 15 (% )

PL2 (x̂ ) ® 3 1 .4 6  (%) 52 . 1 7 (% ) 4 8 . 7 2  (%) 36 . 11 (% ) X ^  (1 2 )*  =  58 . 25

® 28 . 0 9  (% ) 32 . 17 (%) 39 . 7 4  (% ) 52 . 7 8  (% )
® 32 . 5 8  (%) 10. 43  (%) 1 1 .5 4  (%) 11. 11 (% )
® 7. 87 (% ) 2. 61 (% ) 0. 0 (%) 0. 0 (% )
® 0. 0 (% ) 2. 61 (%) 0. 0 (%) 0. 0 (% )

PL3 (A) 3.325 3.666 3.064 3.361 F (3)* =  8.87
Al (A) 3.662 3.736 3.179 3.268 F (3)* = 1 4 .1 6
A2 (A) 3.550 3.626 3.079 3.305 F (3)* =  10.94
A3 (A) 3.764 3.869 3.282 3.592  F (3)* = 1 0 .3 5

lAl (%^) ® 3. 4 9  (%) 9. 57  (% ) 0. 0 (%) 0 .9 3  (% ) X ^ (1 5 )*  =  4 5 . 33
® 33. 72 (% ) 27 . 83 (%) 30 . 77 (%) 36 . 1 1 (% )
® 2. 33 (% ) 3. 48 (% ) 1 .2 8  (% ) 5 . 5 6  (% )
® 3 1 .4 0  (% ) 24. 35 (% ) 26 . 9 2  (%) 12. 04 (% )
® 22. 09  (%) 33. 0 4  (% ) 34 . 6 2  (%) 29 . 63  (% )

® 6. 98  (%) 1 .7 4  (%) 6. 41 (%) 1 5 .7 4  (% )

IA3 (A) 3.721 3.709 3.474 3 .626  F (3)** =  2.93

(Questions G3, HUl, 84, R l, 2 & 3, ECl, 2, 2-1 & 3, and IA2 are appeared NOT 
SIGNIFICANTLY DIFFERENT by statitistical calculations of ANOVA and Chi-square.)
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Table III-l shows the analysis of the questionnaire results by district, compared by 
Chi-square and ANOVA, which indicates statistically significant differences in their 
score or average.

Table III-2. Analysis of Questionnaire Survey Result by Length of Residence,

Compared by ANOVA or % p<O.Ql, ** p<0.05 (A: average or % : percent)

5. 20 and over 
(N = 70)

4. 1 9 - 1 5
(N = 20)

3. 1 4 - 1 0
(N = 63)

2. 9 - 5
(N = 88)

1. 4 -  1
(N = 149)

F(dt) or %̂ (df)

01 (A) 12.829 11.550 7.444 6.034 4.446 F(4)* = 9.13

Gl-1 (%̂) (D 2.86 5. 00 4. 84 6.90 15. 54 (24)* = 65. 692
@37. 14 30. 00 24. 19 18. 39 10. 81
@ 10. 00 25. 00 16. 13 33.33 33. 11
® 10. 00 20. 00 22. 58 21. 84 16. 22
®  0 .00 0. 00 0. 00 0. 00 2. 70
® 4.29 5.00 3. 23 4. 60 2. 03
@ 35.71 15. 00 29.03 14. 94 19. 59

G4 (%D ® 2. 86 0. 00 6. 35 2. 30 9. 46 (24)* = 84. 812
® 12.86 35. 00 17. 46 21. 84 10. 14
@ 2.86 15. 00 9. 52 22. 99 36. 49
® 11.43 5.00 15. 87 20. 69 12. 84
® 0.00 0. 00 0. 00 0. 00 2. 70
® 2.86 0. 00 4. 76 2. 30 2.03
@ 67. 14 45. 00 46.03 29. 89 26. 35

HU2 (A) 4.0286 4.1500 3.4839 3.3409 3.7095 F(4)* = 4.33
SI (A) 3.9143 3.4000 3.8095 3.5114 3.3514 F(4)* =  9.74
S3 (A) 4.0857 3.6000 4.0000 3.6136 3.5270 F(4)* = 9.45

S4 O 20.00 50. 00 41. 94 51. 14 54.48 x^ (4)* = 24. 696
® 80.00 50. 00 58.06 48. 86 45. 52

Rl (A) 4.2857 3.4500 4.2258 3.8864 3.8699 F(4)* = 8.81

PLl (%̂ ) ® 27. 14 5. 00 15. 87 21. 59 13. 51 X̂  (16)* = 43. 021
@ 51.43 55. 00 42. 86 39.77 33. 78
@ 10.00 30. 00 15. 87 19. 32 14. 19
® 2.86 5. 00 4. 76 12. 50 18. 24
® 8.57 5.00 20. 63 6. 82 20. 27

PL2 (%̂ ) ® 34. 29 20. 00 50. 79 46. 59 42. 57 X̂  (16)* = 33. 704
@ 31.43 60. 00 36.51 43. 18 37. 16
@ 31.43 15.00 9. 52 6. 82 16. 89
® 2.86 0. 00 3. 17 3.41 2.03
® 0.00 5. 00 0. 00 0. 00 1.35

EC2 (%̂) 0  82.86 60. 00 70. 97 55. 68 58.50 X ^(4)*=  16. 871
® 17.14 40. 00 29. 03 44. 32 41.50

EC2-1 (%̂) ® 0. 00 37. 50 5. 88 10. 26 14. 52 X  ̂ (24)* = 43. 376
® 25.00 0. 00 11.76 28. 21 11. 29
®  16.67 12. 50 17. 65 17. 95 17. 74
® 8.33 12. 50 0. 00 15. 38 30. 65
® 33.33 25. 00 52.94 23. 08 8. 06
® 16.67 12. 50 5. 88 2. 56 6.45
@ 0.00 0. 00 5.88 2. 56 11. 29

EC3 (%̂) ® 74.63 53.33 67. 86 50. 00 52. 21 X^ (8)* = 24. 741
@ 4.48 0. 00 16. 07 14. 63 8.09
®  20. 90 46. 67 16. 07 35.37 39. 71

A l (A) 3.7429 3.4500 3.6190 3.2529 3.4257 F(4)* =  4.92
A2 (A) 3.4714 3.5500 3.6984 3.2955 3.3108 F(4)* = 3.93
A3 (A) 3.9714 3.7000 3.8889 3.3977 3.5473 F(4)* = 7.94
IA3 (A) 3.6912 3.8500 3.7903 3.4943 3.6216 F(4)** = 2.87

(Questions G2 & 3, HUl & 3, 82, 4-1, 4-2 & 4-3, R2, 3 & 4, PL3, ECl, and lAl & 2 are 
appeared NOT SIGNIFICANTLY DIFFERENT by statistical calculations of ANOVA and 
Chi-square.)
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Table III-2 contains the means and percentages of respondent groups categorised by 
their length of residence in their districts, these means and percentages are compared 
by ANOVA or Chi-square.

As illustrated by ANOVA and Chi-square, the table of the population’s length of 
residence could explain the differences between the four districts to a considerable 
extent, because the length of residency appeared to account for some of the highest 
scores in many questions.

Table III-3. Analysis of Questionnaire Survey Result by Gender, Compared by T-test 
2

o r  % * p < 0 .0 1 , ** p < 0 .0 5  (average or percent)__________________________________________________________________________________

_________________1. Male (N = 114)___________ 2. Female (N = 276)________________ F(df) or X (̂df)

Gl-1 i x )  ®  5 . 2 6  1 0 .5 8  (6 ) =  30 . 95

0 4  (x )̂ ® 6.19 5.43 %^**(6)= 16. 86

® 5. 26 10.58
@ 15. 79 22. 26
@ 14. 04 30. 66
® 25. 44 14. 23

0. 00 1. 46
5. 26 2. 55

34. 21 18. 25

® 6. 19 5.43
11. 50 17. 39
14. 16 25. 00
22. 12 11. 23

0. 00 1. 45
® 4. 42 1. 81
@ 41. 59 37. 68

4. 54 4. 75
3,. 89 3. 59

® 40. 35 43. 12
34. 21 40. 22

® 21. 05 13. 77
® 1. 75 2. 90

2. 63 0. 00

® 41. 23 23. 36
@ 50. 88 68. 25
® 7. 89 8. 39

® 0. 00 22. 73
14. 29 27. 27

® 14. 29 36. 36
® 57. 14 13. 64
® 14. 29 0. 00

HUl (T-test) 4 . 5 4  4 . 75  p = 0.000 <0.01
HU2 (T-test) 3 . 89  3 . 59  p = 0.0436 < 0.05

PL2 ix)  ® 40.35 43.12 X^** (4) =11-27

ECl (x ) ® 41.23 23.36 X  *(2) =12.  858
® 50. 88 68.25
® 7. 89 8. 39

I A X  (x^) ® 0.00 22.73 **(4)= 10. 103

(Questions G l, 2 & 3, HU3, SI, 2, 3 & 4, Rl, 2, 3 & 4, PLl & 3, Al, 2 & 3, EC2 & 3, and 
lAl, 2 & 3 are appeared NOT SIGNIFICANTLY DIFFERENT by statistical calculations of 
Chi-square and T-test.)

Analysis of the survey results, by gender (table III-3), compared by the T-test or Chi- 
square, explains the differences of the utilisation of hospital and medical facilities 
(Questions HUl and 2 by T-test). Moreover, the gender variable explained the 
differences in the type of medical service or treatment they received (Questions G I-I 
and 4 by Chi-square).
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T ab le III 4. Analysis of Questionnaire Survey Result by Income, Compared by ANOVA
or * p < 0  01 . ** p < 0  05  (A: average or percent)____________________________________________________________________________

1. 2. 3. 4. 5. 6. 7. 8. F(df) or
(N = 92) (N = 33) (N = 64) (N = 90) (N = 61) (N = 25) (N = 7) (N = 1)

Gl-1 i x )  ® 1.09 0. 00 10. 94 11.11 23.33 8. 00 0. 00 0. 00 x \ a 2 ) * =  145. 061
® 28.26 40. 63 15.63 21. 11 8.33 12. 00 14. 29 0. 00
@ 6.52 15.63 28. 13 33. 33 41. 67 36. 00 57. 14 100. 00
® 30. 43 15. 63 15.63 14. 44 10. 00 16. 00 0. 00 0. 00
® 0. 00 0. 00 3. 13 0. 00 0. 00 0. 00 28. 57 0. 00
® 3.26 3. 13 1. 56 3.33 1. 67 8.00 0. 00 0. 00

® 30.43 25. 00 25.00 16.67 15. 00 20. 00 0. 00 0. 00

G2 (%̂ ) ® 6. 52 6. 06 11.11 23.33 18. 03 20. 00 14. 29 0. 00 %i21)** = 37. 961
@ 77. 17 69. 70 73.02 55. 56 63.93 48. 00 42. 86 100. 00
@ 10.87 15. 15 7. 94 18. 89 16. 39 28. 00 14. 29 0. 00
® 5.43 9. 09 7. 94 2. 22 1. 64 4. 00 28.57 0. 00

G4 (%̂ ) ® 0.00 0. 00 4. 69 8. 89 16. 39 4. 00 0. 00 0. 00 X^42)*= 154. 680
® 20. 88 18. 18 7. 81 17. 78 11.48 16. 00 28. 57 0. 00
® 3.30 6. 06 25.00 22. 22 44. 26 48. 00 42. 86 0. 00
® 23.08 18. 18 14.06 13. 33 4. 92 12.00 0. 00 0. 00
®  0.00 0. 00 3, 13 0. 00 0. 00 0. 00 28.57 0. 00
® 2.20 0. 00 1. 56 3. 33 0. 00 4. 00 0. 00 0. 00
@ 50.55 57. 58 43. 75 34. 44 22. 95 16. 00 0. 00 100. 00

S4 0  32.61 51. 52 44. 26 56. 18 49. 18 40. 00 14. 29 0. 00 X ( l ) * * =  14. 957
@ 67. 39 48.48 55.74 43. 82 50. 82 60. 00 85. 71 100. 00

R2 (A) 0.989 1 .0 0 0 1 .0 0 0 1 .0 0 0 1.000 1 .0 0 0 0.857 1 .0 0 0 F(7)* = 4.01

PLl (%̂) ® 20.65 21. 21 12. 50 16. 67 14. 75 20. 00 0. 00 0. 00 %i28)* = 74. 686
®  47.83 45.45 53. 13 37. 78 32. 79 20. 00 14. 29 0. 00
@ 23. 91 15. 15 12. 50 8. 89 13. 1 1 24. 00 14. 29 0. 00
® 2. 17 9. 09 12. 50 16. 67 11. 48 16. 00 71.43 0. 00
® 5.43 9. 09 9. 38 20. 00 27. 87 20. 00 0. 00 100.00

EC2 (%̂) O 73. 63 78.79 51.56 68. 54 57. 38 48. 00 42. 86 0. 00 X { 1 ) * =  18.931
® 26.37 21. 21 48. 44 31.46 42. 62 52. 00 57. 14 100. 00

EC3 (%̂) ® 71.60 60. 00 55.00 54. 32 52.63 62. 50 16. 67 0. 00 %il4)** = 26. 627
®  3.70 13. 33 6. 67 9. 88 12. 28 16. 67 16. 67 100.00
@ 24. 69 26. 67 38. 33 35. 80 35. 09 20. 83 66. 67 0. 00

lAl (%̂) ® 6.67 0. 00 3. 13 5. 56 0. 00 4.00 0. 00 100.00 X (̂35)* = 61.411
®  21.11 34. 38 37.50 33. 33 37.70 40. 00 14. 29 0. 00
® 2.22 3. 13 6. 25 3. 33 3. 28 0. 00 0. 00 0. 00

® 38. 89 28. 13 18. 75 16. 67 16. 39 16. 00 14. 29 0. 00
® 25.56 21. 88 26. 56 34. 44 34. 43 32.00 42. 86 0. 00

In table III-4, the first category begins with household incomes with less than the 
standard of means-test for the Livelihood Protection Programme (public assistance for 
the poor in Korea), that is 300,000 Won per month; the second is composed of those 
from 300,000 to 590,000; the third from 600,000 to 990,000; the forth from 1,000,000 
to 1,490,000; the fifth from 1,500,000 to 1,990,000; the sixth from 2,000,000 to 
2,990,000; and finally the seventh over 3,000,000 Won.
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Table III 5. Analysis of Questionnaire Survey Result by Age, Compared by ANOVA
2 2or X * p<0.01 (A: average or% : percent)

6. over 65 
( N =  123)

5 .6 4  - 55 
(N  = 39)

4. 54 - 45 
(N =57)

3. 44 - 35 
(N  = 25)

2. 34 - 25
(N =  114)

1. 24  - F(df) or %̂ (dO 
(N  = 32)

G l (A) 12.496 12.333 3.640 4.228 3.289 1.969 F(5)* = 16.72

G l-1  (x^) ® 0. 82 0. 00 0. 00 21.05 18. 58 3. 13 (30)* = 222.936
@ 40.16 20. 51 28. 00 8. 77 1.77 25. 00
® 3. 28 10. 26 24. 00 35.09 51. 33 25. 00
® 22. 13 15. 38 8.00 12. 28 19. 47 12. 50
® 0. 00 0. 00 0. 00 0. 00 0. 00 12. 50
®  3. 28 5. 13 4. 00 1. 77 1. 77 6. 25
®  30.33 48.72 36.00 7. 08 7. 08 15.63

G4 (x^) ® 0 .00 0. 00 0. 00 15.79 9. 65 6. 25 X  (30)* = 278.952
@ 24. 59 17. 95 24. 00 15. 79 0. 88 25.00
@ 0 .00 0. 00 4. 00 21. 05 61. 40 6. 25
® 12. 30 15. 38 8. 00 12. 28 14. 04 31. 25
® 0 .00 0. 00 0. 00 0. 00 0. 00 12. 50
® 2.46 2. 56 4. 00 3.51 0. 88 6. 25

@60. 10 64. 10 60. 00 31.58 13. 16 12. 50
HU2 (A ) 4.081 4.487 3.760 3.357 3.132 3.531 F (5 )* =  13.07
HU3 (A ) 4 .358 4.421 3.760 3.607 3.518 3.250 F (5 )* =  12.12
SI (A) 3.862 3.615 3.640 3.404 3.377 3.250 F(5)* = 7.74
S2 (A) 3.918 3.605 3.625 3.400 3.500 3.367 F (5 )* =  7.57
S3 (A) 4.049 3.872 3.760 3.491 3.535 3.375 F (5 )* =  9.08

S4 (x^) O 22. 95 41.03 54. 17 52. 63 54. 39 83. 33 -X (5)* = 48. 223
® 77. 05 58. 97 45. 83 47. 37 45.61 16. 67

S4-2 (A) 3.927 3.720 3.938 3.452 3.667 3.375 F(5)* = 3.67
R l (A) 4.361 3.949 3.840 3.930 3.750 3.625 F (5 )* =  11.37
R2 (A) 1.000 1.000 1.000 1.000 1.000 0 .935 F (5 )* =  4.83
R3 (A) 3.789 3.564 3.680 3.421 3.513 3.250 F (5 )* =  4.28
R4 (A) 4.268 4.128 3.960 3.421 3.711 3.250 F (5 )* =  11.10

PL2 (x^) ® 39. 02 25.64 48.00 43.86 46. 49 53. 13 x^ (20)* = 38. 781
® 36.59 51. 28 52. 00 36. 84 39. 47 18. 75
@21. 14 17. 95 0. 00 12. 28 11. 40 28. 13
® 3. 25 0. 00 0. 00 5. 26 2. 63 0. 00
® 0 .00 5. 13 0. 00 1.75 0. 00 0 .00

A l (A) 3.713 3.718 3.440 3.386 3.360 2.906 F (5 )* =  8.12
A2 (A) 3.586 3.564 3.400 3.368 3.316 2.969 F (5 )* =  4.53
A3 (A) 3.959 3.795 3.880 3.351 3.526 3.094 F (5)*=  11.43

E C l(x ^ ) ® 18.70 31. 58 20. 00 37. 50 25. 44 65. 63 X^(10)* = 39. 363
@ 69.11 63. 16 72.00 50. 00 71. 05 28. 13
@ 12.20 5. 26 8. 00 12. 50 3.51 6.25

EC2 (x^) 0  78.69 82.05 68.00 47. 37 50. 44 62. 50 ■X (5)* = 33. 069
® 21.31 17.95 32. 00 52. 63 49. 56 37.50

E C 2 -l(x ^ )®  0 .00 0. 00 0. 00 13. 33 12. 28 46. 15 X  (30)* = 51. 690
@ 20.00 20. 00 25.00 6. 67 17. 54 23.08
@ 16.00 0. 00 37. 50 26.67 12. 28 15. 38
® 4. 00 20. 00 25. 00 26. 67 24. 56 7 .69
® 44. 00 40. 00 0. 00 20. 00 15. 79 7. 69
® 12.00 20. 00 0. 00 6.67 5. 26 0. 00
@ 4. 00 0. 00 12.50 0. 00 12. 28 0. 00

EC3 i x )  ® 76. 42 62. 50 68. 18 54. 55 45.45 40. 63 X^(10)* = 32. 997
® 7.55 3. 13 4. 55 16. 36 11. 82 9. 38
@ 16. 04 34. 38 27. 27 29. 09 42. 73 50. 00

lA l (x^) ® 1.64 5. 26 4. 00 5. 26 4. 42 6. 25 X^(25)* = 48.275
® 27.87 42. 11 28. 00 35. 09 33.63 28. 13
@ 3. 28 0. 00 12.00 0. 00 5. 31 0. 00
® 34. 43 18.42 36.00 26. 32 10. 62 12. 50
® 29. 51 26. 32 16. 00 21. 05 37. 17 37. 50
® 3.28 7. 89 4.00 12. 28 8. 85 15. 63

343



T ab le H I-6 Analysis of Questionnaire Survey Result by Occupation, Compared by

ANOVA or * p<0.01, ** p<0.05 (A: average or % ■. percent)

1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. F(df) or x^(df)

(n =2) (n =20) (n =32) (n =13) (n =2) (n =24) (n =3) (n =3) (n =163) (n =21) (n =100) (n =7)

G1-1 (X )®  0.00 0.00 6.45 15.38 0.00 12.50 0.00 33.33 16.05 0.00 1.00 0.00 X̂ 66)*= 178.382
® 0.00 15.00 16.13 7.69 50.00 4.17 0.00 0.00 17.90 19.05 35.00 0.00
®  0.00 25.00 19.35 15.38 0.00 41.67 100.00 0.00 38.27 38.10 4.00 0.00
®50.00 25.00 12.90 30.77 0.00 25.00 0.00 66.67 11.11 23.81 20.00 42.86
® 0.00 0.00 12.90 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0,00 0.00
@ 0.00 10.00 3.23 0.00 0.00 4.17 0.00 0.00 1.85 9.52 4.00 0.00
@ 50.00 25.00 29.03 30.77 50.00 12.50 0.00 0.00 14.81 9.52 36.00 57.14

G4 (x^)® 0.00 10.00 3.13 15.38 0.00 12.50 0.00 0.00 8.59 0.00 0.00 0.00 ^(66)*= 193.937
@ 0.00 20.00 15.63 0.00 50.00 4.17 0.00 0.00 16.56 19.05 19.19 0 . 0 0

@ 0.00 20.00 15.63 15.38 0.00 37.50 33.33 66.67 36.20 14.29 0.00 0.00
® 50.00 10.00 12.50 30.77 0.00 25.00 0.00 33.33 7.36 52.38 13.13 28.57
® 0.00 0.00 12.50 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
® 0.00 5.00 0.00 7.69 0.00 0.00 0.00 0.00 2.45 2.45 2.02 0.00
@ 50.00 35.00 40.63 30.77 50.00 20.83 66.67 0.00 28.83 28.83 65.66 71.43

HU2 (A) 3.000 3.250 3.437 3.692 4.500 3.125 2.000 4.333 3.531 3.714 4.220 3.572 F(ll)* = 3.71

HU3 (A) 4.000 3. 650 3. 156 3.923 4. 500 3.458 2.000 4.667 3. 851 3.286 4.430 4. 000 F(ll)* = 5.59

SI (A) 4.000 3.500 3.375 2.923 4.000 3.333 4.333 4.333 3.546 3.095 3.810 4.000 F(ll)* = 4. 34

84 ( x l O  0.00 63.16 66.67 30.77 0.00 58.33 33.33 66.67 46.63 85.71 26.26 14.29 X ^ ( l l ) * =  45.951
® 100.00 36.84 33.33 69.23 100.00 41.67 66.67 33.33 53.37 14.29 73.74 85.71

S4-2 (A) 4.000 3.750 3.250 3.556 4.000 3.400 5.000 5.000 3.733 3.778 3.884 3.857 F(ll)** = 2.25

S4-3 (A) 3.500 3.167 3.357 3.778 3.500 3.071 4.000 5.000 3.534 3.667 3.779 4.143 F(ll)* = 3.19

Rl (A) 4.500 3.650 3.687 3,846 4.500 3.667 5.000 4.333 3.925 3.571 4.354 4.143 F(ll)* = 5.45

PLl (x̂ )® 50.00 10.00 9.38 7.69 0. 00 25.00 0.00 33. 33 14.72 42.86 21.00 28.57 x^(44)*= 85.393
®  0.00 35.00 25.00 53.85 50.00 29.17 0.00 0.00 41.72 38.10 49.00 57.14
@50.00 10.00 18.75 0.00 50.00 8.33 0.00 0.00 15.34 4.76 22.00 14.29
® 0.00 20.00 28.13 23.08 0.00 20.83 0.00 33.33 11.04 4.76 3.00 0.00
® 0.00 25.00 18.75 15.38 0.00 16.67 100.00 33.33 17.18 9.52 5.00 0.00

Al (A) 3.500 3.550 3.125 3.462 4.000 3.250 5.000 4.333 3.491 2.952 3.630 3.667 F(ll)* = 3.97

A2 (A) 4.000 3.400 3.219 3.154 4.000 3.083 4.333 3.333 3.485 2.857 3.54C 3.286 F(ll)* = 3.06

A3 (A) 4.000 3.600

2 ,

3.344 3.462 4.500 3.375 4.667 3.667 3.638 3.143 3.890 4.143 F(I1)* = 3.70

ECl (X ) ® 0.00 40.00 53.13 53.85 0.00 37.50
0100.00 55.00 46.88 46.15 100.00 58.33
®  0.00 5.00 0.00 0.00 0.00 4.17

33.33 0.00 16.77 61.90 28.00 14.29 x (22)*= 70.709
66.67 33.33 75.16 38.10 60.00 42.86

0.00 66.67 8.07 0 .00 12.00 42.86

EC3 ( X  ) ® 100.00 50.00 31.25 61.54 100.00 59.09 66.67 33.33
®  0.00 5 .56 28.13 7.69 0.00 18.18 0.00 0.00
®  0.00 44.44 40.63 30.77 0.00 22.73 33.33 66.67

55.70
8.72

40.00 74.71 100.00 X (22)*= 42.284
15.00 4.60 0.00

35.57 45.00 20.69 0.00

I. agriculture/forestry/fishery etc.
3. sales, salaried
5. unskllled/eonstructlon workers etc.
7. managerial/ administrative job
9. housewife
II. unemployed

2. self-employed (with less than employees)
4. skilled worker
6. white-collar, salaried
8. professional (doctor, lawyer, artist, ete.)
10. student
12. others (please specify)
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Table III-7. Analysis of Questionnaire Survey Result by Marital Status, Compared by
2 2 ANOVA or % , * p<0.01, ** p<0.05 (A: average or % : percent)

0. Unmarried (N = 58) 1. Married (N = 332) F(df) or %̂ (df)
G l (A) 4.483 7.614 F(l)**=  4.29

Gl-1 (X^) ® 0.00 10. 57 x W  = 33. 152
@21. 05 20. 24
@ 17.54 27. 19
® 22. 81 16. 62
® 7.02 0. 00
® 5.26 3. 02
@ 26. 32 22. 36

G2 (x^) ® 1.72 16. 01 xi3)*  = 22. 037
@ 70. 69 65. 56
@ 12. 07 15. 11
® 15. 52 3.32

G4 (x^) ® 0.00 6.65 X^(6)* = 48. 675
@ 17.24 15.41
@ 10.34 23. 87
® 32.76 11. 18
® 6 .90 0. 00
® 3.45 2.42
@ 29.31 40. 48

H U l (A) 4.397 4.743 F (l)*=  11.65
HU2 (A) 3.379 3.725 F (l)**=  3.90
HU3 (A) 3.276 3.985 F (l)*=  19.28
SI (A) 3.293 3.611 F (l)*=  9.21
S2 (A) 3.321 3.678 F (l)*=  12.27
S3 (A) 3.397 3.783 F (l)*=  12.54

S4 (%̂) O 75.00 40. 00 x i l ) * =  23. 689
® 25. 00 60. 00

S4-2 (A) 3.355 3.804 F (l)*=  10.57
S4-3 (A) 3.357 3.631 F (l)**=  4.09
Rl (A) 3.655 4.043 F (l)*=  13.53
R2 (A) 0.965 1.000 F (l)*=  11.94
R3 (A) 3.172 3.653 F (l)*=  22.32
R4 (A) 3.155 3.988 F (l)*=  37.58
A l (A) 3.069 3.550 F (l)*=  20.67
A2 (A) 3.035 3.476 F (l)*=  18.06
A3 (A) 3.259 3.720 F (l)*=  18.03

ECl ix) ® 61.40 22. 96 xi2)*=  37. 006
® 38.60 67. 37
® 0.00 9.67

EC2-1 (x )̂ ® 25.93 9.01 X^(6)**= 15. 511
® 14.81 17. 12
® 14.81 18. 02
® 33. 33 16. 22
® 3.70 25. 23
® 0. 00 8. 11
@ 7.41 6. 31

EC3 (x^) ® 37. 50 62. 46 xhr= 12. 140
® 14.29 8. 97
@ 48.21 28. 57

lA l (x )̂ ® 8.77 3.03 x is)**  = 14. 455
® 17. 54 34. 55
® 3.51 3. 33
® 21. 05 23. 33
® 33. 33 29. 39
® 15.79 6. 36
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APPENDIX IV.

Factor Analysis Result

Factor Matrix
Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Factor 7 Factor 8

S3 .80264
S4-2 .79645
A3 .79540
SI .74198
A l .65738
S4-3 .62302
R3 .59628
S2 .58253
A2 .57070
R l .54209
R4 .53971
Child .49413
Age .74779
School - .72749
G l-1 .55996
0 1 .53819
Living .48018
PL3 .41555
Marriage .63880
H U l .61686
Income .55077
EC2 .52237
S4 .45226
HU2
Gender
HU3

- .64979  
.56689

- .42365
PL2 .46504
S4-1 .45412

Job - .55548
Region - .52820
EC3 .50707
House -.53749
EC2-1 .49288
lA l .48375
G3 .40152

R2 -.44815
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APPENDIX V.

Quota Design for Questionnaire Survey Sampling

The 390 Community Health Centre (CHC) users were made up of 89 Kuro residents (22.8%), 

115 Socho residents (29.5%), 78 Tobong residents (20%) and 108 Nowon residents (27.7%). 

The percentages of the four districts’ residents who were interviewed were similar to the 

allotted quotas of the annual number of users, according to gender (the ratio of 29.2 : 70.8, 

See Table V-b) and the age (See Table V-c) of users who visited those four Community 

Health Centres in 1997, as well as the districts (See Table V-a). This quota was derived from 

three sources. Those three sources were as follows:

Table V-a. Number of Annual Users of Community Health Centre (CHC) in the

Kuro Socho Tobong Nowon

Number of Person 28,051 36,453 23,652 33,424

Table V-b. Gender Distribution of CHC Users in the Year 1997 (Data Originally

Male Female

Percent 29.2 70.8

Table V-c. Age Distribution of CHC Users in the Year 1997 (Data Originally

Age Percent
-24 8.2

25 -34 29.2
35 -44 14.6
45 -54 6.4
55 -64 10.0
Over 65 31.5

Total 100.0
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The complete table for the quota that was implemented during the questionnaire 

survey is shown in the following table (V-d).

Table V-d. Actual Q uota For Sam pling (Implemented in the Questionnaire 
Survey)

Kuro Socho Tobong Nowon Total
Age Male Female Male Female Male Female Male Female

-24 2 2 2 5 3 2 6 10 32
(8.2)

25 -34 5 24 8 19 11 9 11 27 114
(29.2)

35 -44 3 5 2 14 4 11 2 16 57
(14.6)

45 -54 1 2 2 8 1 2 1 8 25
(6.4)

55 -64 4 5 3 10 4 7 0 6 39
(10.0)

Over 9 27 13 29 8 16 9 12 123
65 (31.5)

Subtota 24 65 30 85 31 47 29 79 390
1 (27.0) (73.0) (26.1) (73.9) (39.7) (60.3) (26.9) (73.1) (100.0)

Total 89 (22.8) 115(29.5) 78 (20.0) 108 (27.7) 100.0
M ale : Fem ale (Total) 114:276 (29.2 70.8)
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APPENDIX VI.

Correlation and Regression Analysis Results of Local
Finance Data

Table VI A. Correlation Result of Local Finance Data 1994

- - Correlation Coefficients - -

A SSEM BLY  BO NDETC CIVDEFNC ECONOM IC GEN A DM IN GRANTS

A SSEM BLY 1.0000 -.0560 .4466 .1142 j 0 2 5 .0411

( 2% ( 2% ( 2% ( 2% ( (: 22)
P= . P= .805 P= .037 P= .613 P= .017 P= .856

BONDETC -.0560 1.0000 .5002 -jW 86 -.0758 .1072

( 2% ( 2 ^ ( 2% ( 22) ( 2% ( 22)
P= .805 P= . P= .018 P= .265 P -  .738 P= .635

CIVDEFNC .4466 .5002 1.0000 -.1651 .1757 -.0174
( ( 22) ( 22) ( 22) ( 22) ( 22)

P= .037 P= .018 P= . P= .463 P= .434 P= .939

ECONOMIC .1142 -.2486 -.1651 1.0000 .1557 .1790
( 2% ( 2% ( 22) ( 22) ( 2% ( 22)
P= .613 P= .265 P= .463 P= . P= .489 P= .425

GEN ADM IN .5025 -.0758 .1757 .1557 1.0000 -.1902
( 2% ( 2% ( 22) ( 2% ( 22) ( 22)
P= .017 P= .738 P= .434 P= .489 P= . P= .397

GRANTS .0411 .1072 -.0174 .1790 -.1902 1.0000
( ( 22) ( 22) ( 22) ( 22) ( 22)
P= .856 P= .635 P= .939 P= .425 P= .397 P= .

INDEPEND .2977 -.1751 .0704 -.0400 .6940 -.8067
( 2% ( 2% ( 22) ( 22) ( 22) ( 22)

P = .1 7 8 P= .436 P= .756 P= .860 P= .000 P= .000

LOCALTAX .2690 -.1759 .0821 -.0957 .5719 -.8720
( ( 22) ( 22) ( ( 22) ( 22)

P= .226 P= .434 P= .717 P= .672 P= .005 P= .000

NONTAXRE .3159 -.1473 .0343 .0881 .8579 -^ 4 2 8
( 2% ( 22) ( 2% ( 22) ( 22) ( 2%
P = .1 5 2 P = .5 1 3 P= .880 P= .697 P= .000 P= .009

PCTGENAD -.2345 TI776 .0354 .0791 -.4146 .6607
( 22) ( zn ( 22) ( 22) ( 2% ( 22)

P= .294 P= .731 P= .876 P= .726 P= .055 P= .001

PCTINDEP .1344 -.2100 -.0312 -.0603 .4459 -.9342
( 22) ( 22) ( 2% ( 22) ( 22) ( 2%
P= .551 P= .348 P= .890 P= .790 P= .038 P= .000
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- - Correlation Coefficients - -

PCTWELFA

REGDEVEL

SOCW ELFA

SU BSID Y

SUPPORT

TOTAL

ASSEMBLY BONDETC CIVDEFNC ECONOMIC GENADMIN GRANTS

.2321 .2536 .1573 -.1859 .0457 .2468
( ( 22) ( 2% ( 22) ( 22) ( 22)

P= .299 P= .255 P= .485 P= .408 P= .840 P= .268

.2276 -.0886 -.0269 .0825 4Ï793 -.6401
( 2% ( 2% ( 2 ^ ( 22) ( 22) ( 22)

P= .308 P= .695 P= .906 P= .715 P= .001 P= .001

.4994 .0100 .1615 -.0378 3 3 0 4 -.3210
( 22) ( 2% ( 2% ( 2% ( 22) ( 2%

P= .018 P= .965 P= .473 P= .867 P= .000 P= .145

.0827 .1331 -.0198 -.0374 3873 .4872
( 2 ^ ( 2% ( 2% ( 22) ( 22) ( 22)

P= .714 P= .555 P= .930 P= .869 P= .075 P= .021

3 1 6 8 -.2401 J 2 2 9 -.2291 .5018 -.5535
( 2% ( 2% ( 2% ( 22) ( 22) ( 2%

P= .151 P= .282 P= .586 P= .305 P= .017 P= .008

.4614 -.1038 .1272 .0419 3961 -.4766
( 2% ( 2% ( 22) ( 22) ( 22) ( 22)

P= .031 P= .646 P= .573 P= .853 P= .000 P= .025

(Coefficient / (Cases) / 2-tailed Significance)

" . " is printed if a coefficient cannot be computed
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- - Correlation Coefficients - -

INDEPEND LOCALTAX N O N TA XR E PCTGENAD PCTINDEP PCTWELEA

ASSEM BLY .2977 .2690 .3159 -.2345 .1344 .2321
( 2% ( 2% ( 22) ( 2% ( 22) ( 22)

P= .178 P= .226 P= .152 P= .294 P= .551 P= .299

BONDETC -.1751 -.1759 -.1473 .0776 -.2100 .2536
( 2% ( 2% ( 22) ( 22) ( 22) ( 22)

P= .436 P= .434 P= .513 P= .731 P= .348 P= .255

CIVDEENC .0704 .0821 .0343 .0354 -.0312 .1573
( 22) ( 22) ( 2% ( 2% ( 2% ( 22)

P= .756 P= .717 P= .880 P= .876 P= .890 P= .485

ECONOMIC -.0400 -TW57 ^881 .0791 -.0603 -.1859
( 2% ( 2% ( 2 ^ ( 2% ( 22) ( 22)
P= .860 P= .672 P= .697 P= .726 P= .790 P= .408

GENADM IN .6940 .5719 .8579 -.4146 .4459 .0457
( 2% ( 22) ( 2% ( 22) ( 22) ( 22)

P= .000 P= .005 P= .000 P= .055 P= .038 P= .840

GRANTS -.8067 -.8720 -.5428 .6607 -.9342 JW68
( 2% ( 2% ( 22) ( 22) ( 22) ( 22)

P= .000 P= .000 P= .009 P= .001 P= .000 P= .268

INDEPEND 1.0000 .9792 j # 5 8 -.8273 .9226 -.0863
( 22) ( ( 22) ( 22) ( 2% ( 2%
P= . P= .000 P= .000 P= .000 P= .000 P= .703

LOCALTAX .9792 1.0000 .7871 -.8171 .9348 -.1365
( 22) ( 2% ( 2 ^ ( 2 ^ ( 2% ( 22)

P= .000 P= . P= .000 P= .000 P= .000 P= .545

NONTAXRE .8958 .7871 1.0000 -.7258 .7577 .0367
( 22) ( 22) ( 22) ( 2% ( 2 ^ ( 22)

P= .000 P= .000 P= . P= .000 P= .000 P= .871

PCTGENAD -.8273 -.8171 -.7258 1.0000 -.7804 -.1957
( 22) ( 2% ( ( 22) ( 2% ( 22)

P= .000 P= .000 P= .000 P= . P= .000 P= .383

PCTINDEP .9226 .9348 .7577 -.7804 1.0000 -.1267
( 22) ( 2% ( 2% ( 2% ( 22) ( 22)

P= .000 P= .000 P= .000 P= .000 P= . P= .574

(Coefficient / (Cases) / 2-tailed Significance)
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- - Correlation Coefficients - -

INDEPEND LOCALTAX NONTAXRE PCTGENAD PCTINDEP PCTWELEA

PCTWELFA -.0863 -.1365 .0367 -.1957 -.1267 1.0000
( 22) ( 2% ( 22) ( 2^ ( 22) ( 22)

P= .703 P= .545 P= .871 P= .383 P= .574 P = .

REGDEVEL .8985 .8389 .8947 -.8602 .8019 -.1276
( 2% ( ( 2% ( 2% ( 22) ( 22)

P= .000 P= .000 P= .000 P= .000 P= .000 P = .57I

SOCWELEA .7678 .6699 .8675 -.7452 .5687 .4460
( 2^ ( 22) ( 22) ( 2% ( 22) ( 2%

P= .000 P= .001 P= .000 P= .000 P= .006 P= .037

SUBSIDY -.0671 -.2020 .2386 -.0884 -.2891 .2524
( 2% ( 22) ( 22) ( 22) ( 22) ( 22)

P= .767 P= .367 P= .285 P= .696 P= .192 P= .257

SUPPORT .7610 .7991 ^635 -.6120 ^722 -.1601
( 2% ( 22) ( 22) ( 22) ( 2 ^ ( 22)

P= .000 P= .000 P= .006 P= .002 P= .005 P= .477

TOTAL .9016 .8215 .9421 -.7615 j#08 .0695
( ( 2 ^ ( 22) ( 22) ( 22) ( 2%

P= .000 P= .000 P= .000 P= .000 P= .000 P= .759

(Coefficient / (Cases) / 2-tailed Significance)
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Correlation Coefficients -

REGDEVEL SOCWELFA SUBSIDY SUPPORT TOTAL

ASSEMBLY .2276 .4994 .0827 3168 .4614
( 22) ( 22) ( 22) ( 22) ( 22)

P= .308 P= .018 P= .714 P= .151 P= .031

BONDETC -.0886 .0100 .1331 -.2401 -.1038
( 2% ( 22) ( 22) ( ( 22)

P= .695 P= .965 P= .555 P= .282 P= .646

CIVDEENC -.0269 .1615 -.0198 .1229 .1272
( 22) ( 22) ( 22) ( 2% ( 22)

P= .906 P= .473 P= .930 P= .586 P= .573

ECONOMIC .0825 -.0378 -.0374 -.2291 .0419
( 22) ( 2% ( 22) ( 22) ( 22)

P= .715 P= .867 P= .869 P= .305 P= .853

GENADMIN .6793 ^304 3873 .5018 .8961
( 2% ( 2% ( 2% ( 22) ( 22)

P= .001 P= .000 P= .075 P= .017 P= .000

GRANTS -.6401 -.3210 .4872 -.5535 -.4766
( 22) ( 2^ ( 2% ( 22) ( 22)

P= .001 P= .145 P= .021 P= .008 P= .025

INDEPEND .8985 J678 -.0671 .7610 .9016
( 22) ( 2^ ( 2% ( 22) ( 22)

P= .000 P= .000 P= .767 P= .000 P= .000

LOCALTAX .8389 .6699 -.2020 .7991 .8215
( 2% ( 2% ( 2 ^ ( 22) ( 22)

P= .000 P= .001 P= .367 P= .000 P= .000

NONTAXRE .8947 .8675 .2386 3635 .9421
( ( 2% ( ( 22) ( 22)

P= .000 P= .000 P= .285 P= .006 P= .000

PCTGENAD -.8602 -.7452 -.0884 -.6120 -.7615
( ( 2% ( 2% ( 2^ ( 22)

P= .000 P = .000 P= .696 P= .002 P= .000

PCTINDEP .8019 3687 -.2891 3722 .6908
( 2% ( 2% ( ( 2% ( 22)

P= .000 P= .006 P= .192 P= .005 P= .000

(Coefficient / (Cases) / 2-tailed Significance)

" . " is printed if a coefficient cannot be computed
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- - Correlation Coefficients - -

REGDEVEL SOCWELFA SUBSIDY SUPPORT TOTAL

PCTWELFA -.1276 .4460 .2524 -.1601 .0695
( 22) ( 22) ( 2% ( 2% ( 22)

P= .571 P= .037 P= .257 P= .477 P= .759

REGDEVEL 1.0000 .7415 .2030 5695 .8835
( 22) ( 2% ( 2% ( 2% ( 2%
P= . P= .000 P= .365 P= .006 P= .000

SOCWELFA .7415 1.0000 .3625 5588 5%I2
( 2% ( 22) ( 2 ^ ( 22) ( 22)

P= .000 P= . P= .097 P= .007 P= .000

SUBSIDY .2030 .3625 1.0000 -.0550 .2823
( 22) ( 22) ( 2% ( 22) ( 22)

P= .365 P= .097 P= . P= .808 P= .203

SUPPORT .5695 5588 -.0550 1.0000 .7185
( 22) ( 22) ( 22) ( 22) ( 22)

P= .006 P= .007 P= .808 P= . P= .000

TOTAL .8835 .9212 .2823 .7185 1.0000
( 22) ( 2% ( 2% ( 22) ( 22)

P= .000 P= .000 P= .203 P= .000 P= .

(Coefficient / (Cases) / 2-tailed Significance)

" . " is printed if a coefficient cannot be computed
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S P E A R M A N  C O R R E L A T I O N  C O E F F I C I E N T S - - -

BONDETC -.1327 
N( 22) 
Sig .556

CIVDEFNC .6495 
N( 22) 
Sig .001

.0807 
N( 22) 
Sig.721

ECONOMIC -.1423 
N% 22) 
Sig .527

-3563 
N( 2^
Sig .104

-.2693 
NK 22) 
Sig .225

GENADMIN .4914 
N( 22) 
Sig .020

- .0367 
22) 

Sig .871

.5178 
N( 22) 
Sig .014

4835 
N( 22) 
Sig .414

GRANTS 4859 
N( 22) 
Sig .408

.1045 
N( 22) 
Sig .644

-.0401 
N( 22) 
Sig .859

.2649 
N( 22) 
Sig .234

.0616 
N( 22) 
Sig .785

INDEPEND .2943 
N( 22) 
Sig .184

-.2038 
N( 22) 
Sig .363

.4094 
N( 22) 
Sig .059

-.0017 
N( 22) 

Sig .994

.6149 
N( 22)
Sig .002

-.5501 
N( 22) 
Sig .008

LOCALTAX .3118 
N( 22) 
S ig .158

-.2321 
N( 22) 
Sig .299

.3992 
N( 22) 
Sig .066

-.0288 
N( 22) 
Sig .899

.5155 
N( 22) 

Sig .014

-^269 
N( 22) 
Sig .002

NONTAXRE 3123 
N( 22)

S ig .157

-.1632 
N( 22)
Sig .468

.4263 
N( 22) 
Sig .048

.1158 
N( 22) 
Sig .608

.7617 
N( 22) 
Sig .000

- .3129 
N( 22) 
S ig .156

PCTGENAD -.2282 
N( 22) 

Sig .307

-.0232 
N( 22)
Sig .919

-.4421 
N( 22) 
Sig .039

.2456 
Nl( 22) 
Sig.271

-.2727 
N( 22) 
Sig .219

.4411 
N( 22)
Sig .040

PCTINDEP .1282 -.2693 .2806 -.0774 .3574 -.7817
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .570 Sig .225 Sig .206 Sig .732 Sig. 102 Sig .000

____________ASSEMBLY BONDETC CIVDEFNC ECONOMIC GENADMIN GRANTS

(Coefficient / (Cases) / 2-tailed Significance)

" . " is printed if a coefficient cannot be computed
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- - - S P E A R M A N  C O R R E L A T I O N  C O E F F I C I E N T S - - -

PCTWELFA .3186 3247 .2772 -.2727 .0096 .4095
N( 22) 22) N( 22) 22) N( 22) NX 22)
S ig .148 S ig .140 Sig .212 Sig .219 Sig .966 Sig .058

REGDEVEL .1909 .1135 .3687 -.1033 326 8 -.4524
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .395 Sig .615 Sig .091 Sig .647 Sig .012 Sig .035

SOCWELFA .5806 .1304 .6601 -.1722 .7324 -.0373
N( 22) N( 22) N( 22) N( 22) 22) N( 22)
Sig .005 Sig .563 Sig .001 Sig .443 Sig .000 Sig .869

SUBSIDY .1757 -.0265 .0378 .0322 3W56 .6140
NK 22) N( 22) N( 22) N( 22) N( 22) NX 22)

Sig .434 Sig .907 Sig .867 Sig .887 Sig .271 Sig .002

SUPPORT .3886 -.1259 .4805 -.1237 .6014 -.4518
N( 2 ^ N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .074 Sig .577 Sig .024 Sig .584 Sig .003 Sig .035

TOTAL .5275 .0480 .6002 -.0130 .8238 -.1435
N( 2 ^ N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .012 Sig .832 Sig .003 Sig .954 Sig .000 Sig .524

ASSEMBLY BONDETC CIVDEFNC ECONOMIC GENADMIN GRANTS

LOCALTAX .9548 
N( 22) 

Sig .000

NONTAXRE .9300 3058
N( 22) N( 2 2 )

Sig .000 Sig .000

PCTGENAD -.7775 -.7256 -.6996
N( 22) N( 22) N( 2 ^
Sig .000 Sig .000 Sig .000

PCTINDEP .9221 .9401 .7730 -.7233
N( 2 ^ N( 22) N( 22) N( 22)
Sig .000 Sig .000 Sig .000 Sig .000

INDEPEND LOCALTAX NONTAXRE PCTGENAD

(Coefficient / (Cases) / 2-tailed Significance)
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- - - S P E A R M A N  C O R R E L A T I O N  C O E F F I C I E N T S - - -

PCTWELFA .0198 
N( 22) 
Sig .930

-T#82 
N( 22) 
Sig .797

.0920 
N( 22) 
Sig .684

-.2422 
NK 22) 
Sig .277

-.1869 
N( 22)
Sig .405

REGDEVEL .8521 
N( 22)
Sig .000

7979 
N( 22) 
Sig .000

7990 
N( 22) 
Sig .000

-.8600 
N% 22) 
Sig .000

.7561 
N( 22)
Sig .000

.0028 
NK 22) 

Sig .990

SOCWELFA 7346 
N( 22) 

Sig .000

^420 
N( 22) 
Sig .001

.7877 
N( 22)
Sig .000

-.7199 
N( 22) 
Sig .000

.4704 
N( 22) 
Sig .027

.5031 
N( 22) 
Sig .017

SUBSIDY -.0582 
N( 22) 
Sig .797

-.1801 
N( 22) 
Sig .422

.0920 
N( 22) 
Sig .684

-.1090 
N( 22) 
Sig .629

-.2885 
N( 22) 
S ig .193

.2885 
N( 22)
S ig .193

SUPPORT .8182 
N( 22)
Sig .000

.7685 
N( 22)
Sig .000

.8148 
N( 22)
Sig .000

-.6093 
N( 22)
Sig .003

.7561 
N( 22) 
Sig .000

.0062 
N( 22) 
Sig .978

TOTAL .8340 
N( 22) 
Sig .000

.7369 
N( 22)
Sig .000

.8859 
N( 22)
Sig .000

-.7267 
N( 22)
Sig .000

^957 
N( 22) 
Sig .003

.2479 
N( 22) 
Sig .266

INDEPEND LOCALTAX NONTAXRE PCTGENAD PCTINDEP PCTWELFA

SOCWELFA .7132 
N( :%) 
Sig .000

SUBSIDY .1270 .2750
N( 22) NK 22)
Sig .573 Sig .216

SUPPORT .6657 .6420 -.1892
N( 22) N( 22) 22)
Sig .001 Sig .001 Sig .399

TOTAL jG51 .9413 .2332 .7267
N( 22) N( 22) N( 22) N( 22)
Sig .000 Sig .000 Sig .296 Sig .000

REGDEVEL SOCWELFA SUBSIDY SUPPORT

(Coefficient / (Cases) / 2-tailed Significance)
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- S P E A R M A N  C O R R E L A T I O N  C O E F F I C I E N T S  -

BONDETC -.1327 
N( 22)
Sig .556

CIVDEFNC .6495 .0807
N( 22) N(
Sig .001 Sig .721

ECONOMIC -.1423 -.3563 -.2693
N( 22) RK 22) N( 22)
Sig .527 S ig . 104 Sig .225

GENADMIN .4914 -.0367 .5178 .1835
N( 22) N( 22) N( 22) N( 22)
Sig .020 Sig .871 Sig .014 Sig .414

GRANTS .1859 
N( 22) 
Sig .408

.1045 
N( 22)
Sig .644

-.0401 
N( 22) 
Sig .859

.2649 
N( 22) 
Sig .234

.0616 
N( 22) 
Sig .785

INDEPEND .2943 -.2038 .4094 -.0017 .6149 -.5501
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
S ig . 184 Sig .363 Sig .059 Sig .994 Sig .002 Sig .008

LOCALTAX .3118 -.2321 .3992 -.0288 .5155 -.6269
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
S ig .158 Sig .299 Sig .066 Sig .899 Sig .014 Sig .002

NONTAXRE .3123 -.1632 .4263 .1158 .7617 -.3129
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
S ig . 157 Sig .468 Sig .048 Sig .608 Sig .000 Sig .156

PCTGENAD -.2282 -.0232 -.4421 .2456 -.2727 .4411
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .307 Sig .919 Sig .039 Sig .271 Sig .219 Sig .040

PCTINDEP .1282 -.2693 .2806 -.0774 .3574 -.7817
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .570 Sig .225 Sig .206 Sig .732 Sig. 102 Sig .000

____________ ASSEMBLY BONDETC CIVDEFNC ECONOMIC GENADMIN GRANTS

(Coefficient / (Cases) / 2-tailed Significance)
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- - - S P E A R M A N  C O R R E L A T I O N  C O E F F I C I E N T S - - -

PCTWELEA .3186 .3247 .2772 -.2727 .0096 .4095
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

S ig .148 S ig .140 Sig .212 Sig .219 Sig .966 Sig .058

REGDEVEL .1909 .1135 .3687 -.1033 .5268 -.4524
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .395 Sig .615 Sig .091 Sig .647 Sig .012 Sig .035

SOCWELEA .5806 .1304 .6601 -.1722 .7324 -.0373
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .005 Sig .563 Sig .001 Sig .443 Sig .000 Sig .869

SUBSIDY .1757 -.0265 .0378 .0322 .2456 .6140
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .434 Sig .907 Sig .867 Sig .887 Sig .271 Sig .002

SUPPORT .3886 -.1259 .4805 -.1237 .6014 -.4518
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .074 Sig .577 Sig .024 Sig .584 Sig .003 Sig .035

TOTAL .5275 .0480 .6002 -.0130 .8238 -.1435
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .012 Sig .832 Sig .003 Sig .954 Sig .000 Sig .524

ASSEMBLY BONDETC CIVDEENC' ECONOMIC GENADMIN GRANTS

LOCALTAX .9548
N( 22)

Sig .000

NONTAXRE .9300 .8058
N( 22) N( 22)
Sig .000 Sig .000

PCTGENAD -.7775 -.7256 -.6996
N( 22) N( 22) N( 22)
Sig .000 Sig .000 Sig .000

PCTINDEP .9221 .9401 .7730 -.7233
N( 22) N( 22) N( 22) N( 22)

Sig .000 Sig .000 Sig .000 Sig .000

INDEPEND LOCALTAX NONTAXRE PCTGENAD

(Coefficient / (Cases) / 2-tailed Significance)
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-  -  ' S P E A R M A N  C O R R E L A T I O N  C O E F F I C I E N T S - - -

PCTWELFA .0198 -.0582 .0920 -.2422 -.1869
N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .930 Sig .797 Sig .684 Sig .277 Sig .405

REGDEVEL .8521 .7979 .7990 -.8600 .7561 .0028
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .000 Sig .000 Sig .000 Sig .000 Sig .000 Sig .990

SOCWELFA .7346 .6420 .7877 -.7199 .4704 .5031
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)

Sig .000 Sig .001 Sig .000 Sig .000 Sig .027 Sig .017

SUBSIDY -.0582 -.1801 .0920 -.1090 -.2885 .2885
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .797 Sig .422 Sig .684 Sig .629 S ig .193 S ig .193

SUPPORT .8182 .7685 .8148 -.6093 .7561 .0062
N( 22) N( 22) N( 22) N( 22) N( 22) N (  22)
Sig .000 Sig .000 S ig .000 Sig .003 Sig .000 Sig .978

TOTAL .8340 .7369 .8859 -.7267 .5957 .2479
N( 22) N( 22) N( 22) N( 22) N( 22) N( 22)
Sig .000 Sig .000 Sig .000 Sig .000 Sig .003 Sig .266 

INDEPEND LOCALTAX NONTAXRE PCTGENAD PCTINDEP PCTWELFA

SOCWELFA .7132 
N( 22)

Sig .000

SUBSIDY .1270 
N( 22) 

Sig .573

.2750 
N( 22) 
Sig .216

SUPPORT .6657 
N( 22) 
Sig .001

. 6420 
N( 22) 
Sig .001

-.1892 
N( 22) 
Sig .399

TOTAL .8351 
N( 22)
Sig .000

.9413 
N( 22) 
Sig .000

.2332 
N( 22) 
Sig .296

.7267 
N( 22) 
Sig .000

REGDEVEL SOCWELFA SUBSIDY SUPPORT

(Coefficient / (Cases) / 2-tailed Significance)
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Table VI-B. Regression Result of Local Finance Data 1994

 * * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise Deletion of Missing Data

Equation Number 1 Dependent Variable.. ASSEMBL ASSEMBL 

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .29770 
R Square .08862 
Adjusted R Square .04306 
Standard Error 165.52352

Analysis o f Variance

DF Sum o f Squares Mean Square
Regression 1 53285.28097 53285.28097
Residual 20 547960.71903 27398.03595

F =  1.94486 S ig n ifF =  .1784 

--------------------- Variables in the Equation

Variable B SE B Beta T S igT
IR .001703 .001221 .297699 1.395 .1784
(Constant) 1112.992054 76.724076 14.506 .0000

End Block Number I All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise Deletion of Missing Data

Equation Number 1 Dependent Variable.. CIVDEF CIVDEF 

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .07041 
R Square .00496 
Adjusted R Square -.04480  
Standard Error 164.01063

Analysis of Variance

DF Sum o f Squares Mean Square
Regression 1 2680.09361 2680.09361
Residual 20 537989.72457 26899.48623

F =  .09963 S ig n ifF =  .7555 

---------------------Variables in the Equation

Variable B SE B Beta T SigT
IR 3.81862E-04 .001210 .070406 .316 .7555
(Constant) 198.783469 76.022815 2.615 .0166

End Block Number 1 All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise Deletion o f  M issing Data

Equation Number 1 Dependent Variable.. ECONOM  ECONOM  

Block Number 1. Method; Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .03998
R Square .00160
Adjusted R Square -.04832  
Standard Error 562 .17540

Analysis o f Variance

DF Sum o f  Squares Mean Square
Regression I 10119.81445  
Residual 20 6320823 .50373

10119.81445
316041 .17519

F =  .03202 S ig n ifF =  .8598  

---------------------Variables in the Equation

Variable B S E B Beta T S ig T
IR -7 .42025E -04 .004147 -.039981 -.179 .8598
(Constant) 964 .813117 260.581625 3.703 .0014

End Block Number I All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise D eletion o f  M issing Data

Equation Number 1 Dependent Variable.. GEN A DM  GENADM  

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .69404  
R Square .48169  
Adjusted R Square .45578  
Standard Error 4636 .27904

Analysis o f Variance

DF Sum o f Squares Mean Square
Regression I 399533036 .99740  
Residual 20  429901666 .32078

399533036 .99740
21495083 .31604

F =  18.58718 S ig n ifF =  .0003

--------------------- Variables in the Equation ■

Variable B S E B Beta T S ig T
IR .147438 .034198  
(Constant) 33474 .758578  2149 .025259

.694041 4.311  
15.577

.0003
.0000

End Block Number I All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

L istwise D eletion o f  M issing Data

Equation Number 1 Dependent Variable.. REGIODEV REGIODEV  

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

M ultiple R .89854  
R Square .80738  
Adjusted R Square .79775  
Standard Error 2978 .89983

A nalysis o f  Variance

DF Sum o f Squares Mean Square
Regression I 7 4 3 8 9 9 I6 I .3 2 7 3 7 7 4 3 8 9 9 16 1.32737
Residual 20  177476884.53627 8873844.22681

F =  83 .83054  S ig n ifF =  .0000  

— -----  Variables in the Equation

Variable B S E B Beta T S ig T
IR .201182  
(Constant) 5582 .075295

.021973
1380.790702

.898542 9.156
4.043

.0000
.0006

End B lock Number I All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise D eletion o f  M issing Data

Equation Number 1 D ependent Variable.. SOCW ELF SOCW ELF  

B lock Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

M ultiple R .76784
R Square .58958
Adjusted R Square .56906  
Standard Error 3968.52371

Analysis o f  Variance

DF Sum o f  Squares Mean Square
Regression 1 452482724.42838 452482724.42838
Residual 20  314983608 .84435  15749180.44222

F =  2 8 .73056  S ig n ifF =  .0000

Variables in the Equation

Variable B S E B Beta T S ig T
IR .156904 .029273 .767841 5.360 .0000
(Constant) 15592.158659 1839.504832 8.476 .0000

End Block Number 1 All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise D eletion o f  M issing Data

Equation Number 1 Dependent Variable.. SUPPETC SUPPETC  

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .76097
R Square .57908
Adjusted R Square .55804  
Standard Error 2870.64501

Analysis o f  Variance

DF Sum o f Squares Mean Square
Regression I 226740997 .65044  226740997 .65044
Residual 20  164812055 .84956  8240602.79248

E =  27 .5 1 5 1 0  S ig n ifF =  .0000  

 Variables in the Equation

Variable B S E B Beta T S ig T
IR .111070 .021174 .760974 5.245 .0000
(Constant) -4129 .068342 1330.612026 -3 .103 .0056

End B lock Number I All requested variables entered.
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Table VI C. Regression Result of Local Finance Data 1998

__________________ * * * * M U L T I P L E  R E G R E S S I O N  * * * *________

Listwise D eletion o f M issing Data

Equation Number 1 Dependent Variable.. G EN AD M  G ENADM  

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .58528
R Square .34255
Adjusted R Square .31397  
Standard Error 6986 .89545

Analysis o f Variance

________________ DF Sum o f Squares M ean Square
Regression Î 585003450 .84168  585003450 .84168  
Residual 23 1 1 2 2 7 8 4 2 8 4 .11832 4 8 8 16708.00514

F =  11.98367 S ig n ifF =  .0021 

---------------------- Variables in the E quation ----------------------

Variable B S E B Beta T S ig T
IR .141221 .040795 .585278 3.462 .0021
(Constant) 44638 .539167  3465 .303857 12.882 .0000

End Block Number 1 A ll requested variables entered.
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* * * *  M U L T I P L E  R E G R E S S I O N  * * * *

Listwise D eletion o f  M issing Data

Equation Number 1 Dependent Variable.. SOCW ELF SOCW ELF  

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
L. IR IR

Multiple R .86291  
R Square .74461  
Adjusted R Square .73351  
Standard Error 4497 .62189

Analysis o f  Variance

D F Sum o f  Squares Mean Square
Regression I 1356504839 .58525 1356504839.58525
Residual 23 465257861 .45475 20228602 .67195

F =  67.05875 S ig n ifF =  .0000  

---------------------- Variables in the Equation

Variable B S E B Beta T S ig T
IR .215046  
(Constant) 22830 .302667

.026261
2230.694104

.862909 8.189
10.235

.0000
.0000

End Block Number I All requested variables entered.
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* * * * M U L T I P L E  R E G R E S S I O N  * * * *

Listwise D eletion o f M issing Data

Equation Number 1 Dependent Variable.. REGIODEV REGIODEV  

Block Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .39498  
R Square .15601 
Adjusted R Square .11932  
Standard Error 3575.82203

Analysis o f Variance

DF Sum o f Squares Mean Square
Regression 1 54362262 .96899 54362262 .96899
Residual 23 294089573.27101 12786503.18570

F =  4 .25153 S ig n ifF =  .0507  

----------------------Variables in the Equation

Variable B S E B Beta T S ig T
IR .043050 .020878 .394982 2.062 .0507
(Constant) 9711 .181552 1773.507270 5 .476 .0000

End Block Number I All requested variables entered.
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* * * *  M U L T I P L E  R E G R E S S I O N  * * * *

L istw ise D eletion o f M issing Data

Equation Number I Dependent Variable.. CIVDEF CIVDEF  

B lock Number 1. Method: Enter IR

Variable(s) Entered on Step Number 
I.. IR IR

M ultiple R .53246  
R Square .28352  
Adjusted R Square .25237  
Standard Error 172.43364

Analysis o f  Variance

DF Sum o f  Squares Mean Square
Regression 1 270612 .09946 270612 .09946
Residual 23 683867 .26054 29733.35915

F =  9 .10130  S ig n ifE =  .0061 

---------------------- Variables in the Equation

Variable B S E B Beta T S ig T
IR .003037 .001007 .532464 3.017 .0061
(Constant) 95.740697 85.522240 1 .119 .2745

End B lock Number 1 All requested variables entered.
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* * * *  M U L T I P L E  R E G R E S S I O N  * * * *

Listwise Deletion o f M issing Data

Equation Number I Dependent Variable.. SUPPETC SUPPETC  

B lock Number I. Method; Enter IR

Variable(s) Entered on Step Number 
!.. IR IR

Multiple R .73749  
R Square .54389  
Adjusted R Square .52406  
Standard Error 689 .96160

Analysis o f Variance

DF Sum o f  Squares Mean Square
Regression I 13056421.30766 13 0 5 6 4 2 1.30766
Residual 23 10949081.25234 476047 .01097

F =  27.42675 S ig n ifF =  .0000  

 ........... Variables in the Equation

Variable B S E B Beta T S ig T
IR .021098 .004029 .737491 5.237 .0000
(Constant) -1401 .199706 342.201571 -4.095 .0004

End Block Number I All requested variables entered.

23 Feb 01 SPSS for MS WINDOWS Release 6.1
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APPENDIX VIT.

Selective Transcription of In-depth Interviews

A ppendix VII-1. A Senior Officer of Urban Management, Seoul Metropolitan 

Government

(During the first interview with him, I inquired about the possibility of being provided 

with information regarding local government finance. Having agreed to forward the 

budget breakdown, I then asked him about the aftermath and consequences of the 

latest local election in 1995.)

Q: So, is there any mis-communication between the mayor and the 

officials in execution?

A: There is not only bad communication, but the mayor is thinking in 

political terms, and not realistic. Therefore, many of his proposals 

never materialize. An attractive proposal, before election, is frequently 

a piece of rhetoric with little content.

I then asked him to fill in the questionnaire that had originally been designed for 

government officials.
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Q uestionnaire for G overnm ent O fficials

(This questionnaire was only used in the interview process with three government 
officials, and was designed as a pilot survey scheme for the later in-depth interviews)

1. How long have you been working in this district?

2. What is your age?
a) under 30 b) 30 - 39 
c) 40 - 49 d) 50 or over

3. What is your job grade (jik-gup)?
a) 1-4 (gup) b) 5 c) 6-7 d) 8-9 e) 10

4. What do you think is the most important role or function of the local government at 
the moment?

5. What do you think should be the most important role or function of local 
government in your district in the near future?

(for Q. 4&5) a) public utilities (e.g. energy, sewage, water supply etc.)
b) public services (e.g. children’s day care, health services, social welfare

services for old-aged, disabled, youth etc.)
c) infrastructure (road, parking, construction, traffic etc.)
d) environment protection
c) economic development (or others: please specify )

6. How do you feel about the idea of locally raised revenues increasing in your district 
in the near future?

a) It is very desirable
b) It is desirable but not likely to happen
c) It is not likely to happen and it is not so desirable
d) It is very undesirable

7. To what extent do you think the local election changed the spending in your district 
local government?

a) completely changed
b) very much
c) not much
d) not at all

8. Do you feel that politics matter in relation to the local administration?
a) central politics matters the most
b) local politics matters the most
c) politics does not affect the administrative procedure
d) other opinion (specify )
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9. In your opinion, how do you think your district local government should balance its 
budget?

a) by increasing revenues
b) by reducing expenditures
c) by improvement in management
d) through external factors (e.g. grants from central government or private sector co

operation etc.)
e) others (specify )

10. Do you think that there is an unbalance in the spending of the local governments 
between different districts?

yes_________________  n o __________

10-1. If you answered yes to question 10, do you think that there are any efforts being 
made to improve such conditions?

y es___________________ no___________

11. Are you willing to adopt policies that will separate your district’s spending from 
other districts?

yes ___________________  no______ ____

11-1. If you answered yes to question 11, in which areas would you spend money on 
in your district?

a) public utilities (e.g. energy, sewage, water supply etc.)
b) public services (e.g. children’s day care, health services, social welfare services 

for
old-aged, disabled, youth etc.)

c) infrastructure (road, parking, construction, traffic etc.)
d) environment protection
e) economic development
f) others (specify )

12. In your opinion which factors have the highest affect on the differences in the 
public services expenditure between regions?

a) affluence of local citizens
b) demographic structure
c) politics (central or local)
d) position of a region in the national hierarchy
e) others (specify )

13. Since the local election, to what extent do you think that the role of the district 
local government has become more autonomous than before?

a) still completely dependent
b) still very dependent
c) some parts still dependent, but other parts becoming more autonomous
d) becoming much more autonomous in overall district administration
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13-1. If you answered c) in question 13, which part of the local government do you 
think have become more autonomous?

Please specify

14. To what extent do you think that the needs of the district residents have been taken 
into consideration?

a) very much
b) frequently
c) not so much
d) not at all

15. Which department (guk) do you work for?

16. Since the local elections, do you think that there have been changes in the 
provision of public services in your district?

yes ________________  no__________________
If you answered yes, could you explain the type of changes that have been 

made?

17. Which of the following public services do you think should be improved in your 
district?

18. Which public service, do you think, is the most expensive in your district?
(for 17&18) a) social welfare services for old-age persons, disabled, youth etc.

b) refuse collection and disposal
c) parks and leisure centres
d) health and sanitation
e) others

Immediately after he was given the questionnaire, he pointed out that:

A: In regards to Question Number 1 (How long have you been working 

in this district?), most of the officials in sensitive positions are rotated 

from district to district or from bureau to bureau frequently, in order to 

prevent corruption from occurring. Officials, who specifically work in 

finance, construction or jobs that may involve lobbies, do not stay in 

the position for more than 3 years in the same district. And ...one more 

thing is that if an official feels that his work is ignored by your 

questions or that your interview has weird implications that he cannot 

agree with, then he is likely to spoil your questionnaire by dishonest 

answers. For example, instead of questions like ‘which public service, 

do you think, is the most expensive in your district?(Question No. 18)’,
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to ask ‘which service is less effective in terms of its cost?’, something 

like that... also, ‘what do you think is the most important role or 

function of the local govemment?(Questions No. 4 and 5)’ should be 

changed to ‘which service, aside from your own bureau, do you think 

the local government should place emphasis on?’.

Also, regarding the questions about the changes after the local election (Questions No. 

7 and 13), he suggested that a different style of questioning would be more likely to 

induce proper answers. For example, the question ‘do you think that the 

administrative procedure between the central and the local government has become 

easier since the election?’. I intentionally encouraged to point out his views on the 

questions.

Regarding to Question 12; Instead of conforming to the survey, the officer gave a 

different response of “headquarters of large firms”. I asked him what he meant by his 

answer.

A: If the headquarter of a large firm has settled in certain district, then 

the tax resource of that district would become self-sufficient. I mean 

that the location of the headquarters of a large firm make an enormous 

difference in the tax base. Do you understand what I mean? In my 

opinion, this is very important to the local government financial 

resource. You do not need to ask this kind of question to the local 

government officials in order to know their opinion. Just look at the 

statistics. There’s lots of data, there is more than enough, and you will 

not be able to miss it. The reason that Chong-no gu and Jung-gu 

(districts) are so self-sufficient in their revenue is because they are at 

the heart of Seoul. Lots of large company headquarters are located 

there; Samsung, Hyundai, and so on. It is not exaggerated that Seoul 

citizens are living on the taxation which is imposed on the buildings 

and offices of large firms.
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It has actually been pointed out, frequently, that the tax base for district local 

governments is heavily dependent upon the property-related source of the district. In 

contrast, the tax base for Seoul city is dependent upon the indirect tax, which is 

supposedly more equitably distributable between districts. So it has been suggested, 

in the form of public opinion, as being reformable.

I then went to have a light lunch with Mr. H., and therefore felt that I could talk to 

him in a more informal manner.

Q: Don’t you think both the local and the central governments are all 

reluctant to implement and institutionalise local autonomy?

A: The government does not have the capacity for decentralisation or 

locally autonomous policies.

Q: Do you mean that both the local and the central governments do not 

welcome decentralisation, or that they are both sacrificed in political 

games...?

A: No, what I mean it will be realised one day, but not now. It is too 

early for realisations at the moment.

Q: Then, why do you think that decentralisation was introduced at such 

an early stage?

A: It was introduced for political reasons. Decentralisation created new 

jobs for those who supported people currently in power and it caused a 

lot of inessential cost.

Q: Can we talk further about my questionnaire?

A: Yes, among your questions, you need not ask questions about the 

budget, they are useless. Just carefully look at the record of budget
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statistics from the local governments. If it is your job to analyse data, 

then you are wasting time by asking. There is huge corpus of data, and 

it is not necessary to ask someone about something that they do not 

know about. So I think you’d be better off leaving questions about 

budget out. And personally speaking, I felt that many of your questions 

held some suspicious implications behind them. For instance, implying 

that officials are not very efficient, many officials would refuse to 

answer those types of questions, especially No. 14 or 18.

Q: 1 understand that. But 1 want to know what is really happening in 

the reality of administration, and 1 want to read between the lines of the 

Laws and the statistics.

A: It will take at least three years, even for newly-recruited officials, to 

fully apprehend their job in their own area. How can you possibly 

expect to accomplish such a task within such a short time? 1 have to 

tell you that 1 think that, decentralisation, which has taken place 

recently, is not necessary. Korea, like Italy, is a society which is 

supported and sustained by an insiders’ network. 1 probably would call 

it an informally social organisation. Democracy is, sometimes, not 

efficient for organisation. If a society lost something that had helped to 

maintain it, the society would be soon in chaos, or at least in trouble. 

The values of a society are more important than the morality or the 

democracy. These values are more familiar to outsiders than insiders. 

If you impose embarrassing values, that upset the insiders, you will lose 

more than you gain.
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Appendix VII-2. An Officer of Urban Management, Kyonggi Provincial 

Government

Q: Why, in your opinion, was decentralisation carried into effect?

A: It is rather political reason, I think. It was 1987, when the military 

dictatorship declined, and demonstrations and demands for 

démocratisation from people were generated. One of the political 

proposals was suggested in order to give more empowerment and 

autonomy to the local and provincial people who had been regarded as 

being ignored. But I don’t think that the politicians or the military party 

in the power at the time really expected it to work out. And I still don’t 

think there have been any prominent changes since the local election.

Q: But why decentralisation? It can be another thing, if it was 

corresponding to demands of democracy, that might be...

A: Well, I meant that formal proposal. There were always efforts for 

legal rooms for decentralisation to be implemented. These efforts were 

just not actually carried into effect, it was a matter of no account, just 

delayed. So, when people demanded democracy, decentralisation was 

propagated as démocratisation and was used to turn people’s concerns 

away from democracy in a more radical way. Then, the newly-invented 

institution was put into operation, and the unessential administrative 

procedures were carried out.

I also showed him a copy of questionnaire and asked him to fill it in. He pointed out, 

in detail, the faults in my questions ( ‘this is not a good question’, ‘this expression does 

not fit with the Korean reality’). However, his answers were quite different from the 

Seoul Metropolitan Government officer’s. This difference can be interpreted via the 

different working conditions between the different regions. For instance, regarding 

the question “How do you feel about the idea of locally-raised revenues increasing in
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your district in the near future?”, Mr. S. (who is working in the Kyonggi Provincial 

Local Government) answered (d) (the most negative one on the attitude scale), but Mr.

H. (who is working in Seoul City Hall) answered less negatively, with (b).

This means, the working conditions outside Seoul are more dependent upon the 

economic and political circumstances of the centre; Seoul. They also answered 

differently to the question: “Do you feel that politics matter in relation to the local 

administration?”. Mr. S. answered that “Central politics matters the most”. However, 

Mr. H. answered, expectably, that “Local politics matters the most”. This clearly 

shows that Seoul City tends to self-govem itself.
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A ppendix VII-3. A Chief Director in the Ministry of Health and Social 

Welfare, Central Government of Korea

(I started the interview with him by discussing the impact of decentralisation on the 

workings of the Ministry of Health and Social Welfare. His response was very 

negative.)

A: Can you imagine the idea that different standards of livelihood 

assistance were applied, that different amounts of money were given to 

the poor in different regions, and no problems were caused? It is 

obviously a messy situation, isn’t it? Anyway, show me your 

questionnaire.

He looked at my questionnaire for a while, and asked me what I hoped to learn from 

the answers to the questions. I explained to him that I wanted to know what had 

changed since the local election. I also explained that I assumed that the increase in 

the locally-raised revenue would lead to, and affect, each district’s spending and that it 

would differ the composition of the expenditure after the local election.

I had intended to not give him any impression that I was hiding something in my 

interview. Rather, I tried to give him as many details and as many outlines of my 

thesis as possible, because I realised that the government officials were willing to give 

me information when they were treated as specialists in relation to their work. I also 

realised that they were often upset by any trivial public opinion.

A: I do not feel that I have to answer to each questions in detail, 

because I have found serious problems that I would like to point out.

Well,... Let’s take an example. What if residents could not be aware of 

the changes in local services or whatever the local government 

provides. However, in fact, the provision of what the local government 

is providing has changed. Do you think that there is any change or not?

I replied that “I think there is change”.
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A: Exactly. There is change! If residents do not recognize the change, 

the provision of local services within the local government is still 

different, and is expanded or reduced. Anyway, the effects will appear 

in the future. Contrastingly, what if residents feel the changes, but in 

fact, the changes are just contingent? What I mean is, what if there are 

no organisational changes that take place within the government? The 

supposed changes will soon vanish because they were misperceived by 

the local residents. Do you understand? I think, then, that you should 

check the following factors: first, why was the government spending 

changed?; second, are there changes in the government organisation?; 

third, are there changes in the government personnel?; fourth, is there 

constant interest in the head of the local government?; and fifth, are the 

local residents participating and in need of the change?

The aforementioned questions are the reasons why I advise you be 

very careful when you are interpreting these questions and answers 

from government officials and residents.

Q: So, do you think there have been any changes in the social welfare 

area since the local election and decentralisation?

A: I think so, yes. Let’s say, central and local governments contribute the 

livelihood assistance benefit for the poor in one district, and that the 

proportion of the contribution is a fixed ratio of half. Let’s also say that half of 

the assistance is from central and local revenues, respectively. Then, the local 

government can decide on its own capacity to pay for the poor within its own 

legal and financial limits. I will explain how.

The first possibility is that the local government pays less for the 

poor. The money left over is transferred to budget disutilisation, but 

the local government earns less from the central government, because 

of the fixed ratio of 50:50. On the other hand, the local government can 

contribute more to benefit the poor, and the money might come from a 

charity fund-raiser or other various sources. The local government can 

then host extra projects for welfare work. I think that there is a 

considerable difference between the different districts or regions, in
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theory. Also, there is room for a different legal interpretation of the 

welfare provision.

A: How is it, then, in reality? Are there actual cases like the ones that 

you have described?

Q: Well, I think so... For example, although the attempt failed, the elected 

head of the Tong-jak-gu (district) local government once attempted to reduce a 

large number of social workers. In contrast, the elected head of Ko-je-gun 

(county), pushed forward, projects for the welfare of old-age residents and 

earmarked money for the project. The problem remains, however, is the 

consistency of these projects.
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Appendix VII-4.

Interview Guide: Community Health Centre Staff

1. Background Data

R espondent’s age, sex , position  in the public health centre, etc.

H ow  long have you worked here (in this d istrict’s health centre) ?

2. Main Subject

D o you think m edical facilities and m edicine here are enough?

(Is there enough nurses, enough separation betw een  sp ecia lities, enough m edical facilities for 
public health or not? etc.)

D o you think the facilities and m edicines here are w ell delivered  (processed ) to users?

(Is there enough separation in process, reception and pharmacy, good  or bad sanitation? etc.)

W hen w as the first establishm ent o f  the health centre?

W hen w as major (sign ificant) im provem ent or deterioration m ade sin ce then? 
Please explain  what and how.

3. Relationship with Users

What kind o f  inform ation about the merit o f  the health centre is given  to local peop le?

H ave you heard about com plaints from  users? 
(W hat kind o f  com plaints?

H ow  long d oes it take for consultation on average per patient?  
And how m any patient per day?

What kind o f  users are d ifficu lt for you?
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4. Administrative Aspects of the Community Health Centre (CHC)

What do you think about administrative procedure in the CHC?

How is the relationship between the health centre and the local authority (District Local 
government and Seoul City Hall)

Is there good relationship, financial support or subsidy or not? etc.

5. Attitude to the Community Health Centre (CHC)

What do you think about reliability of services here, compared to other hospitals?

(Why do you think so?

What do you think about your working hours? (e.g. is it more than other hospital?) 

What do you think about administrative relationship between local authority and CHC? 

How are you satisfied with your work?

1. very unsatisfied 2. unsatisfied 3. so-so 4. satisfied 5. very satisfied

What do you think about the level of salary you receive?

1. very unsatisfied 2. unsatisfied 3. so-so 4. satisfied 5. very satisfied

Opinions about your job here in general.

Any improvement s/he would like to see.
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Appendix VII 5. A Manager of General Affairs, Nowon Community Health
Centre (CHC).

Q: What is the national, city’s and district’s, proportion of the budget for the CHC?

A: The CHC is almost completely under the district’s own responsibility in terms of 

financing.

Q: Is that because of the changes since the local autonomy system?

A: Yes. In the past, there was a high proportion of subsidies from the national level. 

However, there have only been few national subsidies since then, and the CHC is run 

mainly by the district.

Q: Does Nowon have a low financial independence compared to other districts?

A: Yes, actually Nowon has only 40-50 percent so there are difficulties in financial 

terms.

Q: What about the building and site of the CHC they seem to be newly built?

A: No. They are already 10 years old, and have been around since Nowon split from 

the Tobong district in 1988. So it was built in 1989.

Q: Was there any national government’s financial support for building?

A: No, there wasn’t.

Q: The users reported there is not enough medicine here.

A: No, that is not true. We have enough medical supplies. There was only a shortage 

of the flu-preventive vaccine, but that’s only because we provided the vaccines too 

cheaply, and too many people came to the CHC for the vaccine instead of going to the 

private hospitals.

Q: But some users complained that they were given medicines that were less effective 

than the medicines that the private hospitals had given them.

A: You should bear in mind that CHCs are not private hospitals and that they make 

no profit. CHCs are institutions for preventive and public health. We only provide 

basic curative treatments. Do you think that it is possible to practice medical surgery 

or operate here? It is not.

Q: You mean that CHCs’ function is only with primary care.

A: Yes.
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Q: Then you provide medicines strictly concerned with primary care? What is special 

about medicine dispensed here in comparison to the medicine that is dispensed in the 

general private hospitals and clinics?

A: Nothing is special about our medicine.

Q: Then what you call primary care, provided here, actually overlaps with other cares 

provided by other private hospitals?

A: Probably. But the CHC is basically providing primary cares.

Q: Do you have special programmes running at the moment? Do the local residents 

participate in the planning or the operation of such programmes?

A: We have visiting nurses, free shuttle buses for disabled residents, health education 

programmes and so on. We also have linkages with oriental medicine clinics in our 

district. Elderly people prefer using traditional medicine, so we have good responses, 

from them, about the programme. We are also planning health promotion 

programmes like health examinations and testing for the general public. We also 

served our residents with more flu vaccines than any other districts did.

Q: Regarding the medicine supply and its relation to the financial health aspect of the 

CHC, how is the present situation?

A: The CHC has quite a limited budget almost all of the time. The CHC is not run 

for profit, like the other clinics or hospitals are. So medicine supply is only possible 

on a planned basis. I mean that, even if there is an increased demand for a medicine, 

we simply cannot respond to that demand because our resources are limited to what 

we have planned for.

Q: Have there been any changes since the decentralisation?

A: There are now more difficulties than there are solutions. I think that these 

difficulties are because of the poor financial support. Also, local assembly does not 

like to increase the budget of the CHC. The members of the assemby are not quite co

operative in the introduction of new projects or programmes.

Q: How about your responsiveness to the local residents and users? Do you consider 

your response to be significant?

A: We have done some survey researches about their needs. The results will be 

coming out soon and will be helpful in our operation of the CHC.

- Thank you for interview.
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A p p en d ix  VII 6 . A Manager of Health Administration Department, Socho
Community Health Centre (CHC).

Q: Could you speak about financial conditions in your Community Health Centre 

(CHC)?

A: This year, the Seoul City Hall subsidised for only vaccinations; all other expenses 

were completely from the district’s budget.

Q: Have there been any changes in your CHC since the introduction of the local 

autonomy system (decentralisation)? For example, the local residents’ participation or 

the reflection of their needs or opinions in the introduction of new programmes, etc.? 

A: The introduction of new ideas or programmes is the responsibility of the Health 

Direction (Planning) department. We, the Health Administration department, only 

manage the buildings, the budgeting-related works, and deal with general affairs only. 

Q: As I understand it, Socho has a high independent ratio in financial terms. How do 

you think that independence affects the working of the socho CHC?

A: The main spending of the CHC is the payment of the salaries of the personnel and 

staff. In very few cases the budget is allocated for a new programme implementation. 

Q: Even if that is the case, your district may be less restrained by budget control in 

financial terms than other districts. For instance, you have the disabled dentistry 

service in your CHC. Could you explain this example?

A: Actually, that case has little to do with the financial situation. That case was a 

result of the public-private partnership working with dentists practising or living in the 

Socho area. The oriental medicine service that we are providing at the moment is also 

an example of such a case.

Q: What is the most important factor when you introduce the new programmes that 

you mentioned? For example, residents’ demands and opinions, the new ideas from 

the health planning department, or the elected head of your district office?

A: I think that it is important that the planning department’s suggestions initiated new 

programmes. However, the personal decisions by the elected heads should have a 

significant influence on the suggestions that are actually selected and implemented.

Q: What about the local assembly members? Do they have a strong opinion about the 

introduction or implementation of welfare programmes?
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A: The local assembly mainly pays attention to the annual execution of the budget and 

the management of the current operation within the district office. Welfare 

programmes are not considered to be programmes that have nothing to do with the 

local residents, and therefore they are not usually against such programmes.

- Thank you for interview.
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A ppendix VII-7. A Chief Manager of Health Administration Department, 
Tobong Community Health Centre (CHC).

(In Tobong, the researcher was already rejected once to an interview with the officials. 

On the day of interview, therefore, it was the second time that the researcher was 

trying to speak with them. The interviewer waited for about half an hour before the 

interview. The interviewer then tried to ask the questions again.)

Q: I read from your health planning report (photocopied when the first interview was 

rejected), that there will be a new building for Tobong’s CHC. What is the problem 

with the current building that is being used for the CHC? Will you completely 

disregard the old building or will you continue to use?

A: The current building is not owned by the Tobong local authority. We just rent the 

3rd, 4th and 5th floors of the building. At present, therefore, the Tobong CHC has no 

building of its own.

Q: How long have you paid rent for the use of this building?

A: We have been using the building since March of 1995, so about 5 years now.

Q: Who is paying for the construction costs of the new building?

A: About 80% of the cost is being paid by the Seoul Metropolitan City Government, 

but the ratio is not legally fixed. It is a kind of compromise or co-operation between 

the district office and the Seoul City Hall. Also, the plan was agreed upon by both the 

authorities, and the site was bought by the district.

Q: Who pays for the operation or routine cost of the CHC?

A: At the moment, about 5/8 of the cost is subsidised by Seoul City, and 3/8 of the 

cost is covered by Tobong’s own revenues.

Q: When I interviewed the other districts, they said that all their expenses were paid 

by their own revenues. What do you think about that?

A: The Tobong district’s own revenue makes up only about 30% of the whole 

expenditure that is needed. With locally-raised revenues, we are only able to pay the 

personnel expenses; that is the salaries of the local officials and the staff. 

Consequently, Seoul City Hall or the Central government have to cover the rest of the 

costs through grants or subsidies. Otherwise the Tobong district authority would not
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even exist. Among these subsidies, there is some money that is not earmarked. That 

is to say, the lion’s share of the Tobong revenues has come from subsidies or grants.

Q: So, you are saying that because your district has low independent revenues that the 

CHC has its largest source of expenditure in the form of subsidies and grants.

A: Yes. By the way, what are you researching? And what do you want to know?

Q: I am researching the current financial conditions of the district CHCs. Does 

Tobong have any special programmes at the moment, that can be compared to the 

other district CHCs?

A: Go ask City Hall. They will have the comparable data for each district, about 

programmes, projects and so on.
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Appendix VII-8. A Social Worker of Kuro-District.

Q: Has there been any increase in the number of the Livelihood Protection 

beneficiaries recently?

A: Yes, the increase is because of the temporary protection programme (for the 

unemployed by recent economic problems).

Q: What is the difference between the normal and the temporary programmes?

A: The means-test standard of monthly earning is the same as it was, but the standard 

measurement of income (e.g. savings) is relaxed and allows for a more lenient 

provision.

Q: How did newly-participating beneficiaries come to know about the changes to the 

standards?

A: Some people simply knew by themselves. The programme is also informed by the 

neighbours of potential beneficiaries, that there are people who are in a very severe 

economic situation. We then visit them, and assess their situation, and register them 

on a list of beneficiaries.

How many beneficiaries are there in your area now?

274 households.

What was the number of the beneficiaries before the implementation of the 

temporary programme?

A: 70.

Q: Then the number of beneficiaries has increased by four times in the last 2 years. 

Four times increase. What is the main cause for the increase in the number of the 

poor?

A: Kuro-gu has been an industrial complex, so the recent increase of the beneficiaries 

are mainly caused by the current situation of high unemployment. Also, the 

construction-boom has recently ceased so a number of construction workers have 

currently lost their jobs.

Q: I understood, from other interviews, that Nowon-gu’s beneficiaries have currently 

increased because new residents have moved into the permanently-rented housing. 

Consequently, there has been the creation of a poor-intensive area. Is this true in 

Kuro?
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A: This is not the case in Kuro. Other districts probably do have poor-intensive areas, 

but Kuro’s poor population is prevalent across the entire area, and the people who 

need to become beneficiaries are numerous.

Q: What do you mean?

A: As I said before, the standard of the means tests has relaxed, but most of the 

applicants would have become beneficiaries anyway, regardless of the changes.

Q: So you are saying that there were cases that failed to be included as potential 

beneficiaries.

A: No, I did not mean that. I have been a social worker for 12 years. Do you think I 

could fail to assess a situation or a means test?

Q: I am just asking you about whether or not there is financial limit that may have 

influenced you to fail to observe such standards.

A: Ask these questions to the Ministry of Welfare. Even City Hall does not know 

about these issues. You should ask these questions to the people that are in charge of 

the public assistance in the Ministry of welfare.

Q: Do you think that there is any difference between the benefits among the districts? 

A: That is possible. There are special gifts (allowances) for the winter time. These 

allowances may be different between the rich and the poor districts. Also, starting 

next year, there will be a higher proportion of districts’ contribution for the benefit 

provision, compared to the proportion of City Hall’s. It will then be very difficult to 

increase the benefits.

Q: Do you expect that there will be a decrease in beneficiaries in the following years? 

A: I do not know.

Q: But you mentioned that there will be no more increases.

A: That is a matter that I cannot decide. I just can deal what is already decided. There 

are many factors involved. How am I supposed to know what will happen?

- Thank you for interview.
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