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Abstract

Objectives. To develop a tool for assessing the performance of primary care services in South Korea from the patient’s pet-
spective and to test the validity of the tool under the conceptual framework of the recently developed definition of primary
care in Korea.

Design. Item development for questionnaire and a cross-sectional survey for tool validation at 16 primary cate clinics. All
family physicians included in this study wete required to have practiced at their current clinic for at least 2 years.

Participants. A nine expert panel was assembled for tool development and patients (or guardians) who had visited their
primary care clinic on six or more occasions over a period of more than 6 months participated in the survey.

Main outcome measures. Scores corresponding to each domain of primary care.

Results. A total of 722 effective data sets were used for the analysis. Five items were eliminated from the preliminary 30-item
tool after expert discussions at two seminars. Another four items were eliminated by principle component analysis. For each
of the four domains (comprehensiveness, coordination function, personalized care, and family/community orientation), tests
of scaling assumptions were well satisfied by all Likert-scaled measures. On the other hand, “first contact’ turned out to be a
composite domain with five independent single-item scales.

Conclusion. The Korean primary care assessment tool (version 1) consists of four multi-item scales and one composite
scale. Widespread application of this tool will provide an empirical basis for the measurement, monitoring and continuous
improvement of primary care in South Korea.

Keywords: family medicine, health policy, Korea, primary care/general practice, public health, quality management, quality
measurement, setting of care, surveys

Introduction throughout the population, and this finding has held true in
both national and cross-national studies [1]. The term primary

The body of evidence supporting the health-promoting and ~ €ate, as distinguished from primary health care, is generally
disease-preventing influence of primary care has been growing reserved for clinical activity that is primarily focussed on the
since rescarchers began to distinguish primary care from other individual. It also connotes conventional primary medical care
aspects of the health service delivery system. The evidence —SrvINg to achieve the goals of primary health care [2]. In
also shows that primary care in contrast to specialty care is ~some health systems, primary care sits at the center of a
associated with a more equitable distribution of health complex primary health care system, which coordinates a wide
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range of nursing home and home care services. However, in
other systems, primary care has little formal connection with
any other primary health care activity. This diversity of opinion
regarding the purpose and practice of primary care has made
it difficult to adopt a universal definition of primary care [3].

The US Institute of Medicine defined primary care as the
provision of integrated, accessible health care services by
clinicians who are accountable for addressing a large majority
of personal health care needs, developing a sustained part-
nership with patients and practicing in the context of family
and community. It also encouraged the development of
appropriate tools for assessing the performance of primary
care practices [4]. This publication on the concept of primary
care led to the development and implementation of at least
three primary cate performance measures, including the
Component of Primary Care Index [5], Primary Care
Assessment Survey (PCAS) [6] and primary care assessment
tool (PCAT) [7, 8]. The PCAS influenced the development
of the General Practice Assessment Survey (GPAS) and the
General Practice Assessment Questionnaire (GPAQ) in
Britain [9]. The PCAT has been translated into Castilian
(Spanish) and Catalan versions [10] as well as a Brazilian
(Portuguese) version [11]. A Puerto Rican (Spanish) version
of the PCAT is currently being developed [12].

In South Korea (hereafter referred to as ‘Korea’), where
the National Health Insurance system covers only over 60%
of health care expenditures and 90% of health care organiz-
ations belong to the private sector, the terms ‘primary care’
and ‘family medicine’ have been used interchangeably since
the introduction of family practice in 1985. However, many
have raised questions about the role and characteristics of
family medicine. A 2006 survey conducted by the Korean
Medical Association found that only 7.9% of all clinic-based
practitioners were family physicians. In addition, all medical
doctors can own a private clinic and practice as a first-
contact (FC) medical doctor, regardless of their specialty.
The conceptual ambiguity regarding primary care remains
painfully evident in Korea [13]. Fortunately, the Korean defi-
nition of primary care was recently established using the
Delphi method and published in a recent report [14].
Conceptually, it contains four core attributes: FC, compre-
hensiveness, coordination of care and longitudinality, and
three ancillary attributes: personalized care, context of family
and community, and community-based care. Under the con-
ceptual framework of this definition, the authors tried to
develop a tool for assessing the performance of primary care
services from the patient’s perspective, and we examined the
performance of this tool using a questionnaire-type survey.

Methods

This study was approved by the Institutional Review Board of
Kangnam St. Mary’s Hospital, the Catholic University of Korea.

Item selection

The authors reviewed 190 items that were addressed in pre-
vious studies pertaining to primary care assessment [5—8, 15,
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16]. Multiple items were developed for each domain and then
evaluated from several aspects. Any item that was exception-
ally long, lacked clatity, had questionable relevance or had
undesirable similatity to other items was either rewritten or
eliminated. In addition, the wording of the items was made as
simple as possible to ensure that the vast majority of the
patients in the sample could fully comprehend the items. All
items were written at or below a middle school reading level.

Response format and scoring method

The items have a 5-point Likert-type response format,
ranging from 1 (strongly disagree) to 5 (strongly agree), with
neutral as the center option. A 5-point Likert scale response
format was selected after considering the patient’s ability to
discriminate between the response levels and acknowledging
that fewer categories reduce the burden of the task for the
respondents. An additional ‘don’t know’ option was included
for respondents who wished to answer in this manner, and it
was interpreted and regarded as ‘neutral option = 3’. To
make the results easier to understand, all scale scores were
reduced by a factor of 1 and multiplied by 25 so that they
would fall in the range of 0—100 points, with higher scores
indicating more favorable performance.

Content validity and pilot test

Three diverse groups of skilled experts in primary care (three
primary care physicians, three health policy tesearchers and
three family medicine professors) were asked to evaluate the
content validity of the items comprising the preliminary tool.
They evaluated the relevance of the items in each of the
seven domains (four core and three ancillary) and sought to
measure and assess the clarity and conciseness of each item.
Revisions were made based on group discussions and
specific comments made before the validation survey. Pilot
tests of the preliminary tool were conducted at three different
sites. A total of 36 patients visiting three family physicians
completed the pilot survey. Several revisions were made to
the wording of the items based on comments made by the
patients. The primary goal of the pilot testing was to focus
on the wording, comprehensibility and content of the items.
The preliminary tool used in the survey contained 30 items,
but expert opinions from two seminars held after the survey
led the authors to consider reducing the number of items
from 30 to 25 because five of the items were deemed inap-
propriate and/or unrealistic for application in the Korean
health care system.

Sampling and survey for development and
validation of the Korean primary care
assessment tool

Because it is very difficult to collect representative national
data on primary care in Korea, the authors regarded family
physicians as the study population from which to obtain
homogenous data and we tried to gather data on primary
care provided exclusively by family physicians.
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Provider selection. The distribution of family physicians by
clinic structure based on survey data published by the
Korean Medical Association (2005) was as follows:
community private clinic of 83.4%, hospital family medicine
clinic of 13.0% and public health center clinic of 3.6%.
There were a total of 16 sampling sites. They were selected
because they were recommended by the authors as ordinary
primary care providers and agreed to participate in this
survey. Eight clinics were located in small provincial cities,
whereas the other eight clinics were located in the
metropolitan city of Seoul. Only providers who had been
practicing at the same clinic for at least 2 years were allowed
to participate in this study. All of the providers were family
physicians (7 = 21; M/F = 13/8) who worked in ptimary
care settings and volunteered to participate in this study.

User selection. The patient sample consisted of patients (or
guardians) who visited one of the participating clinics and
agreed to complete the questionnaire before seeing their
physicians. Eligible participants were individuals for whom
the clinic served as their usual source of care. The usual
source of care was defined as a provider whom the user had
visited at least six times over a period of more than 6
months.

Data collection. Data collection began in April 2007 and
lasted for 3 months. Four research assistants, who wete
trained in interactive interviewing techniques by two of the
authors, helped the patients (or guardians) complete the
questionnaire in the waiting room of each physician’s office.
Parents or guardians were allowed to complete the
questionnaire on behalf of patients who were less than 18
years of age or disabled.

Analyses

Principal component analysis was used to explore the struc-
ture of the Korean primary care assessment tool (KPCAT)
items and examine its construct validity by determining
whether the items fell into the hypothesized scales. Internally
consistent factors with cigenvalues >1 after rotation were
subjected to interpretation. Four criteria were used to elimin-
ate items and determine the final factors [8, 17, 18]. Factor
loadings >0.35 were considered meaningful and used as cri-
teria for item retention. In addition, only factors containing
at least three items with loadings >0.35 were retained. All
retained items should share the same conceptual meaning or
construct. Furthermore, none of the retained items should
have secondary loadings >0.35. The Likert scaling assump-
tions [19] were tested as follows: (i) item-convergent validity,
(ii) item-discriminant validity, (iii) equal item-scale correlation
and (iv) score reliability tested by Cronbach’s coefficient
alpha. Descriptive statistics were performed to determine the
mean, standard deviation, range, etc. Because respondents
who had never seen a specialist did not answer the two
coordination questions, the analyses were performed with
only one question (Does your doctor recommend health care resources

appropriately?).

Korean primary care assessment tool

Results

Among those who had a regular health care provider and
were eligible to participate in this survey (z = 871), there
were no significant differences between the participants
(n =734, 84.3%) and non-participants (# = 137, 15.7%) in
terms of age and sex. The most common reason for refusing
to complete the questionnaire was that the patient was too
busy. After excluding samples with more than three missing
responses (7 =12), a total of 722 effective samples were
used for the analysis.

Table 1 shows the socio-demographic features of the
survey participants by sex. The average age of the partici-
pants was 50.2 years. There were no significant differences in
the distributions of age groups and clinic types by sex.
However, the male participants reported having a higher
income, more years of education, a shorter relationship with
their physician and more disease diagnoses than their female
counterparts.

Principal component analysis

Twenty-five items were analyzed in the initial principal com-
ponent analysis. When the eigenvalue was >1.0, six com-
ponents that corresponded to the hypothesized attributes of
primary care remained. Four criteria were used to reach the
final solution based on the results of principal component
analysis. Three items were eliminated because their secondary
loadings were >0.35. In addition, one item was eliminated
because its factor loading was <<0.35 (Does your doctor share
enough information with you about your health problems and address yonr
concerns?). Only one of the three preliminary items in the ‘longi-
tudinality’ domain remained (Do you get periodic health examinations
by your physician?), and it was included in the ‘comprehensive-
ness’ domain by principal component analysis. Finally, a
21-item questionnaire was constructed and named the Korean
primary care assessment tool, version 1 (KPCAT, v. 1).

One composite domain

The ‘FC’ domain could not be assessed using a traditional
scale with multiple correlated items. The Pearson correlation
coefficients among the items comprising this domain were
so low (0.06—0.24) that each item could be regarded as an
independent scale. Therefore, the ‘FC’ domain was thought
to be a composite domain consisting of the following five
independent single-item subscales: FC utilization, facility
accessibility, cost appropriateness, demogtraphic accessibility,
and basic health care (Table 2).

Testing the Likert scaling assumptions

Table 3 shows a summary of the results of the tests of Likert
scaling assumptions using the four multi-item scales. All of
the item-scale correlations well exceeded the accepted
minimum (0.30), with the majority achieving a correlation of
>0.50. Three of the four multi-item scales achieved 100%
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Table | Socio-demographic characteristics of subjects included in the sample

Total 722 (100)

Age (year) 50.2 SD 20.3
<40 196 (27.2)
40—064 336 (46.5)
>65 190 (26.3)
Clinic types by structure
Community Private clinic 602 (83.4)
Hospital Family Medicine clinic 94 (13.0)
Public Health Center clinic 26 (3.0)
Income (million Won/month/household) 260.6 SD 215.0
<1.50 210 (30.7)
1.50-2.99 206 (28.5)
>3.00 269 (37.3)
Missing 37
Education (year) 9.8 SD 5.4
<10 310 (44.0)
10-12 194 (27.5)
>13 201 (28.5)
Missing 17
Duration since first visit (year) 418D 2.2
<3 227 (31.4)
3-5 273 (37.8)
>6 222 (30.8)
Number of diseases 1.0 SD 0.8
0 205 (28.4)
1 345 (47.9)
2 or more 171 (23.7)
Missing 1

Male (%) 279 (38.6)  Female (%) 443 (61.4) P

74 (26.5) 122 (27.5) 0.78
136 (48.8) 200 (45.2)
69 (24.7) 121 (27.3)
226 (81.0) 376 (84.9) 0.31°
40 (14.3) 54 (12.2)
13 (4.7) 13 (2.9)
78 (28.0) 169 (38.2) 0.003
85 (30.5) 85 (27.3)
116 (41.6) 116 (34.5)
100 (36.6) 210 (48.6) 0.001
78 (28.6) 116 (26.9)
95 (34.8) 106 (24.5)
99 (35.5) 128 (28.9) 0.052
103 (36.9) 170 (38.4)
77 (27.6) 145 (32.7)
61 (21.9) 144 (32.5) 0.043
150 (53.9) 195 (44.0)
67 (24.1) 104 (23.5)

Mantel-Haenszel chi-square test.
*Chi-square test.

scaling success, indicating that almost all of the items in
these scales showed a substantially greater correlation with
items in their hypothesized scale than with items in other
scales. As shown in column 1 (range of item-scale corre-
lations), the range is relatively narrow (from 0.13 for ‘family/
community otientation’ to 0.21 for ‘comprehensiveness’).
Finally, analysis of score reliability showed that, with the
exception of the ‘comprehensiveness” domain (alpha = 0.69),
all alpha levels exceeded 0.70 and were sufficiently high.

Descriptive Feature of the KPCAT

The full range of possible scores was observed for all scales,
except for the ‘personalized care’ and ‘FC’ domains. Of the
five domains of the KPCAT, v. 1, ‘FC’” and ‘personalized care’
had the highest domain scores (Table 4). The eldetly partici-
pants (=065 years) tended to give the ‘coordination function’
domain and the ‘facility accessibility’ and ‘cost appropriate-
ness’ subscales lower ratings than the subjects in other age
groups. The female subjects’ ratings of the ‘comprehensive-
ness’ and ‘family/community orientation’ domains were
worse than those of their male counterparts. In addition, the
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subjects with a middle school education or lower, tended to
give ‘comprehensiveness’, ‘coordination function’ and ‘total
primary care score’ lower ratings than those with more years
of education. People of low socioeconomic status whose
monthly household income was less than 1.5 million Won
(W) gave their usual source of care the worst ratings on the
‘coordination function’ domain and on the ‘facility accessibil-
ity’ and ‘cost appropriateness’ subscales of the ‘FC’ domain.
However, they gave their usual source of care the best ratings
on the ‘personalized care’ domain. Patients with a long-term
relationship with their usual source of care (=6 years) gave
their primary care physician the best ratings on all domains of
primary care, except for the ‘FC’ domain (Table 5).

Discussion

Previous studies have shown the value of measuring primary
care in multi-dimensional terms that parallel its formal defi-
nition, and they have highlighted the fallibility of relying on
unidimensional proxies for primary care (such as the provi-
der’s disciplinary affiliation) [20, 21]. Our research showed
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Table 2 Principal component analysis” and item reduction process used to develop the KPCAT”

Primary care attributes

Items contained in preliminary tool

Missing

‘Don’t know’/
Not applicable (%0)

Factor
loading
(component)

Comments

Comprehensiveness

Longitudinality

Coordination

Do you visit this clinic first when a new health
problem arises?

Is it easy for you to access this facility?
Appropriateness of out-of-pocket cost?

Your doctor sees patients regardless of their age
and sex?

Basic health care available?

Does your doctor treat mental health problems
as well as physical health problems?
Counseling/education for health lifestyle
Medical check-up available? (e.g. physical exam,
blood sugar, cholesterol, BP controls, etc.)
Counsels for cancer prevention and screening?
You (or your family member) get periodic Pap
smear tests from your physician?

Periodic health examination by your physician?
Is the medical team identical whenever you visit
this clinic?

Does your doctor recommend health care
resources appropriately?

Since your doctor started treating you, have you
ever visited a specialist?

a. If yes, did your doctor recommend the
specialist?

b. If yes, did your doctor review the referral
results?

(Deleted)
0

1
(Deleted)

0

337

358

64 (8.9)

205 (28.4)
352 (48.8)

108 (15.0)

131 (18.1)

51 (13.3)

76 (20.9)

0.67 (5)
0.61 (5)
0.62 (6)
0.65 (6)
0.48 (5)
0.62 (1)
0.59 (3)

0.69 (3)
0.75 (3)

0.70 (3)

0.66 (2)

0.84 (2)

0.84 (2)

FC utilization
Facility accessibility
Cost appropriateness

Demographic accessibility

Basic health care
Personalized care

Loading on components 2 and 3
Comprehensiveness (four items)

Loading on components 1 and 5

Coordination function” (three items)

(continued)
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Table 2 Continued

Primary care attributes

Personalized catre

Context of family and
community

Community Base

Items contained in preliminary tool

Doctor understands patients’ words easily?
Doctor explains test results in a manner that is
easy for patients to understand?

Doctor recognizes the importance of the
patient’s medical history?

Trust your doctot’s decisions on treatment?
Doctor shares enough information with you
about your health problems and addresses your
concerns?

Doctor asks about and considers the medical
history or health states of your family members?
Doctor knows about the health, well-being and
environmental problems of your community?
Doctor has a concern about the persons living
with you?

Is the doctor active in promoting the health of
your community?

This clinic surveys and reflects people’s opinions
on health care?

Missing  ‘Don’t know’/
Not applicable (%)

7 3(0.4)
0 5(0.7)
0 51 (7.1)
0 9 (1.3)
(Deleted)

(Deleted)

0 272 (37.7)
0 112 (15.5)
3 472 (65.7)
1 364 (50.5)

Factor
loading
(component)

0.76 (1)
0.79 (1)

0.66 (1)

0.72 (1)

0.61 (4)
0.45 (4)
0.83 (4)

0.74 (4)

Comments

Personalized care (five items)

Loading <0.35 on component 2

Loading on components 2 and 6

Family/community orientation (four items)

"By orthogonal Vatrimax rotation (eigenvalue >1.0, factor loading >0.35); PKorean Primary Care Assessment Tool.
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Table 3 Five domains of the KPCAT, v. 1 and Likert scale assumptions of its four ordinary scales

Domains No. of Ttem-scale

items correlation
Personalized care 5 0.49-0.63
Coordination function 3 0.50—-0.69
Comprehensiveness 4 0.38-0.59
Family/community orientation 4 0.42-0.55

One composite domain: FC

Discriminant validity Cronbach’s
.I ..................................... [T alpha
tem, other scale Scaling success
correlation rate (o)
0.05-0.41 40/40 (100) 0.78
—0.06—-0.40 24/24 (100) 0.77
—0.07-0.42 30/32 (93.8) 0.69
0.04—-0.38 32/32 (100) 0.71

Pearson cortelation analysis. “One composite domain, FC, consists of score average of five independent subscales.

Table 4 Descriptive features of the KPCAT, v. 1

Domains No. of No. of

items patients
Personalized care 5 722
Coordination function 3 722
Comprehensiveness 4 722
Family/community orientation 4 722
FC* 5 722
FC utilization 1 722
Facility accessibility 1 721
Cost appropriateness 1 722
Demogtraphic accessibility 1 722
Basic health care 1 721
Total primary care score” 722

Mean Median Standard Score range
deviation (observed)
90.1 95.0 11.6 40-100
59.9 66.7 31.5 0-100
52.4 56.3 24.5 0—-100
65.0 62.5 17.1 0-100
87.0 90.0 12.4 30-100
88.8 100 20.0 0-100
90.5 100 19.5 0-100
82.0 100 23.3 0-100
96.0 100 12.3 0-100
77.8 100 30.3 0-100
70.9 70.5 13.5 27-100

*One composite domain, FC, consists of scote average of five independent subscales.

PScore average of five domains.

that the seven attributes of the Korean definition of primary
care did not directly form the seven comparable domains
from the uset’s point of view. However, an assessment based
on the user’s experience alone may not be sufficient to
measure the entire range of primary care performance. In
addition, the KPCAT, v. 1 does not assess the technical
aspects of quality of care due to the limitations surrounding
user-provided information.

TC turned out to be a composite domain with five inde-
pendent single-item scales in our study. Considering the
average score (70.9 SD 13.5) on all five domains, this
domain acquired a relatively high score (87.0 SD 12.4), which
may be explained not only by the expansion of health care
resources and increase in average houschold income in
Korea, but also by the remarkable improvement in the acces-
sibility of the Korean health care system since the introduc-
tion of the National Health Insurance (NHI) system in 1989.
The NHI insures 97% of the Korean population. The tax-
financed Medical Protection Program covers the health care
costs for the remaining 3% of the nation’s population, which
represents the poorest members of society [22]. In Quebec,
Canada, by contrast, FC accessibility of primary care clinics

showed the most problematic among three attributes (acces-
sibility, continuity and coordination), in a survey (2002) using
the PCAT [23]. ‘Comprehensiveness’ has rarely been evalu-
ated from the patient’s perspective [24]. A previous study
showed that patients generally have limited knowledge about
the range of services provided by family physicians [25]. In
our study, ‘comprehensiveness’ was evaluated using only a
four-item scale. In this domain, the scaling success rate was
not 100% and the Cronbach’s alpha value was not over 0.70.
More items might have been necessary to sufficiently evalu-
ate this domain.

Longer durations of the doctor—patient relationship corre-
late with a higher degree of patient satisfaction. For example,
patients in 133 Norwegian general practice clinics who had
had a relationship with their primary care physician for more
than 5 years were over one-third more likely to report being
very satisfied with the quality of care than those with
patient—doctor relationships lasting 1—5 years [26]. However,
it is possible to have a poor long-term relationship and it is
possible for a good relationship to develop over a short
period of time. Thus, it seems more reasonable and appro-
priate to assess the strength of the interpersonal linkage
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Table 5 Primary cate scores on 5 domains of the KPCAT, v. 1 by demogtaphic variables

Variables Domains
PC CF CH  FCO

Age (years)

<40 (n = 196) 87.7° 672"  49.0° 652

40-64 (n = 336) 89.6  59.7 546 647

>65 (n=190) 93.4 525 521 653
Sex

Male (# = 279) 89.1 571 52.5° 648

Female (7 = 443) 889 563 482 623
Education (years)

<10 (n= 310) 90.9 513" 484" 643

10-12 (n=194) 902 640 560 663

>13(n = 201) 88.6 682 549  64.6
Income (million Won/month/household)

<1.5 (n=210) 92.8> 509" 515 655

1.5-2.9 (n = 206) 88.9 611 557 642

>3.0 (n=268) 887 646 506 648
Duration since first-visit (year)

<3 (n=227) 88.6° 537" 512" 652°

3-5 (n=273) 89.7 583 476 629

>6 (n=222) 921 680 595  67.3
Number of disease

0 (n = 205) 87.6° 639 480" 642

1 (n=344) 90.8  57.0° 525 657

2ormore (n=171) 917 605  57.5 645

Total
primary
care score

Five independent subscales of FC
composite domain

FC' FCU FA CA DA BHC

88.6  87.6 91.8"> 858 966 8l.1 71.5
86.7  88.0 92.0 81.3 958 764 71.0
858 911 86.2 79.3 96.1  76.2 69.8
854  86.2 87.7 80.5 937 741 70.4
859  86.9 88.9 79.1 955 748 68.9
86.8  89.7 90.0 80.2 96.5 775 68.3"
87.0  87.0 91.1 82.7 96.4  T77.7 72.7
87.7  89.1 91.6 84.1 95.6  78.1 72.8
86.3  90.5 88.3° 771" 961 794 69.4
89.0 894 89.3 85.0 96.0 755 71.4
89.9 87.1 93 83.8 96.7 787 71.3
872  87.3° 923° 828 949 785"  69.2°
86.0 875 914 81.6 96.6 729 68.9
88.0 917 87.4 81.8 96.5  82.06 75.0
883 874 94.7 84.1 96.1 789 70.4
86.9  89.2 90.3 82.0 96.2 771 70.6
85.6  89.6 85.7° 795 958 772 71.9

ANOVA, Student #test and Kruskal—Wallis test.

PC, personalized care; CF, coordination function; CH, comprehensiveness; FCO, family/community orientation; FCU, first contact
utilization; FA, facility accessibility; CA, cost appropriateness; DA, demographic accessibility; BHC, basic health care.
*Composite scale consists of scote average of five independent subscales. PP < 0.01;°0.01 < P< 0.05.

between people and their health care providers [27]. In our
study, there was a significant difference between patients who
had had a relationship with their doctor for more than 5
years and those who had 1-5-year relationships with their
physicians in the ‘personalized care’ domain, which is com-
parable to the longitudinality subdomain of ‘interpersonal
relationships’ of the PCAT.

This study has several potential limitations. First, assess-
ment of primary care practices based on user experience is
only one aspect of primary care evaluation. If providers were
to assess the performance of primary care, the results may
have different features. Second, a previous study reported
that users with a regular source of care were likely to evaluate
their provider’s level of performance as being very high or
favorable [28], and this tendency may be even higher in
Korea, where only 30% of adults have a regular health care
provider [29]. Third, the items with relatively high rates of
‘don’t know’ responses (e.g. >30%) may have low sensitivity
for evaluating the performance that the item represented (e.g
items on Pap smear, community context, etc.). Fourth, this
study was confined to a sample of patients who visited
family physicians, and the results may not be sufficient to
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represent primary care as a whole in Korea. Fifth, it may be
more appropriate to trepresent some ‘scales’ as ‘indexes’
(a sum of the scores) rather than averages, particularly the
domains related to accessibility. In addition, the scale, ‘FC;
was established based on an arbitrary decision made by the
authors rather than statistical evidence.

In conclusion, the KPCAT, which was designed to com-
prehensively assess primary care practices from the patient’s
perspective, appears to measure important features of
primary care performance, even though all scales are not
sound enough to show good psychometric properties of the
KPCAT, v. 1. The results of our study will provide valuable
information about primary care practices in Korea. The next
phase of the study will be to identify the characteristics of
providers and health cate organizations that account for the
observed differences in primary care performance.
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