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A critical juncture in universal healthcare: insights
from South Korea’s COVID-19 experience for the
United Kingdom to consider
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Universal healthcare systems have undergone a severe stress test in the form of the ongoing

COVID-19 pandemic. With respect to the system-embedded allocation of decision-making

powers and responsibilities among actors, different modalities have been revealed in the

COVID-19 responses of South Korea and the UK, respectively. This article compares and

analyzes how these two countries’ healthcare systems have reacted to COVID-19. Although

both have implemented similar responsive measures, the UK has recorded a higher number

of confirmed cases per thousand people and a higher death rate. Based on the analysis on

which this paper is built, the key differences between the two systems are the UK system’s

lack of: (1) appropriate medical equipment and technologies along with the human resources;

and (2) flexible policy options to incentivize healthcare providers and induce cooperation

from the public in a time of national crisis. The UK’s healthcare system is now approaching a

critical juncture. The expansion of internal competition, which was introduced to the system

in 1991, can serve as means of initiating a resolution to the above-mentioned issues and

further reform its system. Under the UK government’s close supervision and precise control,

allowing non-reimbursable special medical treatment in the system and widening public

choice of medical services would be a suitable policy approach promoting internal compe-

tition while at the same time maintaining the UK’s devotion to universal healthcare. The

underlying implication of internal competition though is the sharing of decision-making

powers and responsibilities with societal and private sectors by inducing and facilitating

participation at all levels. Fighting against COVID-19 however is widely considered ‘all-out-

war.’ Under the UK government’s supervision and control, it is time for society to step up and

fight the pandemic together.

https://doi.org/10.1057/s41599-021-00731-y OPEN

1Moon Soul Graduate School of Future Strategy, Korea Advanced Institute of Science and Technology (KAIST), Daejeon, Republic of Korea. 2 Development
Finance Division, Korea Ministry of Economy and Finance, Daejeon, Republic of Korea. ✉email: manoa@kaist.ac.kr

HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS |            (2021) 8:57 | https://doi.org/10.1057/s41599-021-00731-y 1

12
34

56
78

9
0
()
:,;

http://crossmark.crossref.org/dialog/?doi=10.1057/s41599-021-00731-y&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1057/s41599-021-00731-y&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1057/s41599-021-00731-y&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1057/s41599-021-00731-y&domain=pdf
http://orcid.org/0000-0002-6265-7724
http://orcid.org/0000-0002-6265-7724
http://orcid.org/0000-0002-6265-7724
http://orcid.org/0000-0002-6265-7724
http://orcid.org/0000-0002-6265-7724
http://orcid.org/0000-0001-7454-5239
http://orcid.org/0000-0001-7454-5239
http://orcid.org/0000-0001-7454-5239
http://orcid.org/0000-0001-7454-5239
http://orcid.org/0000-0001-7454-5239
http://orcid.org/0000-0002-8019-3986
http://orcid.org/0000-0002-8019-3986
http://orcid.org/0000-0002-8019-3986
http://orcid.org/0000-0002-8019-3986
http://orcid.org/0000-0002-8019-3986
http://orcid.org/0000-0003-2569-841X
http://orcid.org/0000-0003-2569-841X
http://orcid.org/0000-0003-2569-841X
http://orcid.org/0000-0003-2569-841X
http://orcid.org/0000-0003-2569-841X
mailto:manoa@kaist.ac.kr


Introduction

The healthcare systems of both South Korea (hereinafter
Korea) and the United Kingdom (UK) pursue universal
healthcare, whereby everyone can access healthcare ser-

vices with a minimal financial burden (United Nations, 1948;
World Health Organization, 1978). The main difference between
the two is that the UK’s healthcare system directly procures
resources for healthcare services while Korea’s system takes
advantage of the efficiency of the private sector, using an inter-
mediate mechanism called “public insurance” (Böhm et al., 2013;
Navarro, 1989). In other words, in the UK, it is a state actor who
makes decisions on policy, finance, and services. However, in
Korea, under government supervision, a customer (patient) par-
ticipates in decision-making, meaning essentially that it is a
societal actor who manages finance, while a private party provides
the given healthcare service(s).

The COVID-19 pandemic, however, undermines this vision of
universal healthcare. It is the first moment in modern history that
all nations’ healthcare systems have come under similarly severe
stress tests. While COVID-19 is unquestionably a terrible crisis, it
does present a useful opportunity for countries to learn from one
another and fill any gaps that have long lingered in their
healthcare systems.

To tackle COVID-19, many governments have designed and
implemented a wide range of policy measures. In particular, the
universal healthcare system of Korea has received wide recogni-
tion for its success in flattening the curve of confirmed COVID-
19 cases (Majeed et al., 2020; Lee et al., 2020; Heo et al., 2020;
Park et al., 2020; Shim et al., 2020). The purpose of this com-
parative research is to analyze how two public healthcare systems
(those of Korea and the UK) have reacted to COVID-19. Taking
the healthcare systems of both countries as institutions, this
comparative case research presents insights to boost the further
development of the UK’s healthcare system.

Theoretical framework and methods
Historical institutionalism is a theory whereby once a single
institution is formed, its original attributes tend to persist over
time. However, when an institution meets a ‘critical juncture,’ the
original path of institutional development can be deviated from
(Capoccia and Kelemen, 2007; Fougere, 2001; Thelen, 1999).
Based on this theoretical framework, each institution can evolve
at a critical juncture from its long-established historical, social,
and cultural attributes. Based on a large number of daily con-
firmed cases and high casualty rates along with its other heavy
global impacts, we assume that COVID-19 represents a critical
juncture for any universal healthcare system. To cope with the
pandemic, it is necessary to explore novel approaches, conduct a
comparative analysis of countries’ systems, and identify pre-
liminary indications of successful and failed approaches.

Taking into account Esping-Anderson’s research approach of
applying institutional comparison between countries (1990), this
article uses a strategic case-study in which two different countries
and their national healthcare systems are compared. Its aim is to
sharply summarize the differences in historical and institutional
circumstances of the respective countries’ systems by extracting
some relevant and representative examples (Ragin, 2014; Ragin
and Amoroso, 2011; Kümpers et al., 2005; Scharpf, 2000). In this
way, a strategic case-study-based comparison can answer detailed
inquiries “examining a relevant issue or reveals phenomena
through the process of examining the entities within its social and
cultural context” (Salkind, 2010, p. 115).

This article utilizes the comparative study process devised by
Janoski and Hicks (1994, pp. 8–9). Following this process, we first
explored the problem of our research subject from the preceding

body of work on historical institutionalism and critical junctures
(Capoccia and Kelemen, 2007; Fougere, 2001; Thelen, 1999).
Thereafter, the healthcare systems of both Korea and the UK were
taken as comparable institutions in their responses to COVID-19
from March 2020 to June 2020, with data and information col-
lected based on the pre-framed architecture and its selected
variables of interest. In particular, variables were selected on
account of the success factors mentioned by the Korean autho-
rities (please refer to the first column of Table 2). Lastly, we
analyzed the similarities and differences between the two insti-
tutions and drew an inductive conclusion of this two-nation
comparison.

In an institutional case comparison, as the number of cases
reduces, qualitative methods are more commonly applied (Ragin,
2014; Ragin and Amoroso, 2011). Based on practice-oriented
observations and field experiences, we then utilized gray litera-
ture to gather relevant data and information such as materials
and reports produced by organizations (e.g., governments) out-
side of the traditional academic publishing and distribution
channels (Garousi et al., 2016). A gray literature review can be
the most appropriate method to inspire and share early and
preliminary lessons emerging from the public administration and
policy communities directly related to this global crisis. This
method’s utility has been proven, and it is used by many
researchers in various academic domains such as medicine and
healthcare (Favin et al., 2012; Van Cauwenberghe et al., 2010),
software engineering (Garousi et al., 2016; Soldani et al., 2018),
and library and information studies (Farace and Schöpfel, 2010;
Stempfhuber et al., 2008). In this article, to minimize any risk of
little or no scientific factual representation of data or analyses
(Farace and Schöpfel, 2010), the formal reports and official
website materials of both governments were used as data and
information sources. Moreover, to maximize the research’s
validity, we follow Petersen’s systematic approach of the gray
literature review (Petersen et al., 2008; Mahood et al., 2014),
ranging from first exploiting general web search engines,
employing “saturation” as the stopping criteria, to then com-
bining inclusion/exclusion criteria with quality assessment con-
trol factors.

Result
Institutional similarities and differences between Korea and
the UK. Both Korea and the UK have comprehensive and uni-
versal healthcare systems. Under these systems, all inhabitants
receive the same healthcare services and benefits provided by
their governments either indirectly or directly at a minimum cost
or no cost. First, the UK’s healthcare system established in 1948
by the National Health Service Act (1946) is the largest public
healthcare system in the world (Battilana, 2011; Davie and
Nutley, 2000). The system runs on a budget of approximately
USD 170 billion per year and employs more than one-and-a-half
million people as of 2020. Under this system, the UK government
directly provides health, medical and welfare services to all of its
inhabitants. Meanwhile, the Korean healthcare system is designed
to protect its inhabitants by sharing the burden of unexpected
risks from disease among inhabitants and the Korean govern-
ment, known as the principle of social joint responsibility (The
Government of the Republic of Korea, 2020a). Since the intro-
duction of the system in 1963, it has operated as a kind of social
insurance policy for more than 50 million subscribers (Kwon,
2008; Yoon, 2020). The Korean Ministry of Health and Welfare’s
budget for health insurance covers approximately 20% of the
estimated amount of insurance premiums for each year. This
subsidy allows Korea to maintain the national healthcare system
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and guarantee a universal healthcare service for all of its
inhabitants.

The working mechanisms of the healthcare systems of both
Korea and the UK are different in a few respects. In the UK,
healthcare is factored into each inhabitant’s tax liabilities, and the
UK government provides services directly through publicly-
owned healthcare providers. Minors, senior citizens, and low-
income families receive services free of charge, and even ordinary
inhabitants pay around one percent of the total cost. Similar to
the UK, the inhabitants of Korea also pay a certain fee, known as
an insurance premium (based on their wealth and income) to the
public agency, the National Health Insurance Service. This
premium operates like a form of taxation. Moreover, Korea’s
system has a unique feature, namely the mandatory inclusion of
private healthcare providers in the national healthcare scheme. In
Korea, public healthcare providers are scarce. Accordingly,
private providers can carry out public duties. For example, if a
patient goes to a hospital and receives treatment, a significant
portion of the hospital costs will be reimbursed by the Korean
healthcare system. This results in the patient shouldering a low
burden with respect to hospital costs. Table 1 below outlines the
features of the healthcare systems of both Korea and the UK
based on the criteria relevant to the purposes of this research.

As seen in the table above, the differences between the two
systems are significant in the category of medical equipment and
technologies, as well as human resources to be able to handle
them. For instance, the number of computed tomography (CT),
extracorporeal membrane oxygenation (ECMO), magnetic reso-
nance imaging (MRI), and mechanical invasive ventilators in
Korea outnumber those in the UK. Moreover, as of 2017, the

clinical radiology workforce of Korea was eight times larger than
that of the UK (3656 for the UK vs. 23,998 for Korea) despite the
UK having nearly double the amount of health and social care
employees of Korea (Shin et al., 2018; The Royal College of
Radiologists, 2020).

There is no doubt that the reverse transcription-polymerase
chain reaction (RT-PCR) test is the most accurate means of
confirming a COVID-19 case/diagnosis. However, at the early
stage of the pandemic, CT and MRI tests, and ECMO treatment,
were essential and effective in pre-testing a large number of
patients and handling a sudden outbreak of an unknown disease.
First, an initial chest CT scan is used as an early diagnosis of the
viral disease (Fang et al., 2020). It evaluates the lung
abnormalities, with observed imaging patterns on chest radio-
graphy and computed tomography, that are normally detected in
COVID-19 (Bernheim et al., 2020). Second, an MRI scan tracks
the development of COVID-19 symptoms. A patient with a
severe bout of COVID-19 shows neurologic manifestations
associated with MRI scans of abnormal brains (Poyiadji et al.,
2020; Kremer et al., 2020) along with symptoms of anosmia,
partial loss of sense of smell, or changes in taste (Aragão, et al.,
2020; AlKetbi et al., 2020). Third, ECMO treatment is a process
that supports someone who is undergoing respiratory failure
(Royal Papworth Hospital, 2020; Alom et al., 2020). As a last
resort for COVID-19 care, the ECMO treatment allows the
organs to rest and recover.

CT and MRI tests, and ECMO treatment, have been important
elements of care in the pandemic. Meanwhile, the disinfection of
the environments around CT and MRI tests, and ECMO
treatment, and the necessary human resources should not be

Table 1 Institutional comparison between healthcare systems of both South Korea and the UK.

Country South Koreaa The United Kingdoma

Aspects

Government health system National Health Insurance National Health Service
Government health insurance in total
health care

100% of total population (2017) 100% of total population (2017)

Beds in publicly owned hospitals 10% (64,385 out of 631,092 hospital beds (2017)) 100% (167,589 out of 167,589 hospital beds
(2017))

Number of critical care beds 10.6 (per 100,000 inhabitants) 6.6 (per 100,000 inhabitants)
Medical equipment & radiology
workforce (relevant to respiratory or
infectious disease)

· CT scanners: 36.85 per million population (2014)
· MRI units: 25.5 per million population (2014)
· ECMO beds: 350 (March 2020)
· Mechanical invasive ventilators: 9823 (March 2020)
· Negative pressure isolation rooms (beds): 755 rooms
(1027 beds)

· Clinical radiology workforce: 3656 (2017)

· CT scanners: 9.46 per million population (2014)
· MRI units: 7.23 per million population (2014)
· ECMO beds: 15 from five providers (Feb 2020)
· Mechanical invasive ventilators: 10,900
(April 2020)

· Negative pressure isolation rooms (beds): n/a
· Clinical radiology workforce: 23,998 (2017)

Total health and social employment 37.35 per 1000 inhabitants 59.78 per 1000 inhabitants
Medical service Indirect provision through private hospitals Direct provision from government and public

hospitals
Health insurance fee rate and benefit Rate: 6–8.5% of income/wealth

· All inhabitants receive the same benefit.
· Foreigners: same as above but minimum USD 89.31 (the
rate as of 18 May 2020)

No additional fee for health (embedded in
government tax)
· Health fee: 19.9% of income tax (inhabitants
have a 20–45% income tax band)

· Foreigners: an immigration health surcharge of
USD 362/year or USD 484/year (the rate as of
18 May 2020)

Insurance coverage and non-
reimbursable special medical
treatment

· Coverage: 63.8% of the total medical cost (2018)
· A patient also has a free option whether to choose the
non-reimbursable special medical treatment which is
not covered by the system.

· Coverage: all but excludes ophthalmology, dental
care, prescription drugs, long-term care services
· No non-reimbursable special medical treatment
exists within the system.

*CT computed tomography, ECMO extracorporeal membrane oxygenation, MRI magnetic resonance imaging, USD United States Dollar.
**Exchange Rates: 1 Korean Won=USD 0.00082, 1 United Kingdom Pound=USD 1.29 (28 July 2020).
aData collected from (1) OECD Health Statistics 2019 (https://www.oecd.org/health/health-data.htm), (2) Statista Coronavirus (COVID-19) disease pandemic- Statistics and Facts (https://www.
statista.com/topics/5994/the-coronavirus-disease-covid-19-outbreak/), (3) GOV.UK website (https://www.gov.uk/coronavirus), (4) Coronavirus Disease-19, Republic of Korea website (http://ncov.
mohw.go.kr/en/) (Accessed on 28 July 2020).

HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS | https://doi.org/10.1057/s41599-021-00731-y ARTICLE

HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS |            (2021) 8:57 | https://doi.org/10.1057/s41599-021-00731-y 3

https://www.oecd.org/health/health-data.htm
https://www.statista.com/topics/5994/the-coronavirus-disease-covid-19-outbreak/
https://www.statista.com/topics/5994/the-coronavirus-disease-covid-19-outbreak/
https://www.gov.uk/coronavirus
http://ncov.mohw.go.kr/en/
http://ncov.mohw.go.kr/en/


neglected at any time, but particularly amid an outbreak of a
contagious viral disease. All necessary disinfection measures
should be applied in CT and MRI scans and in ECMO treatment
when confirming (or disconfirming) COVID-19 cases. Naturally,
CT and MRI rooms have positive air pressure, forcing the bulk of
the air out of the MRI area without allowing it to circulate back
into the room based upon standard designs (Kooraki et al., 2020).
Adversely, an ECMO room (or bed) has negative air pressure,
with the air pressure dropping below that of outside, so air cannot
escape outside (Royal Papworth Hospital, 2020; Alom et al.,
2020). Moreover, the human resources needed to handle
technological equipment should also be kept safe from infection.
In a pandemic situation, all clinical radiologists and nurses have
to wear personal protective gear. For example, during the Severe
Acute Respiratory Syndrome in 2003 and the Middle East
Respiratory Syndrome Coronavirus in 2015, Korea learned to be
wary of in-hospital infections (Heo et al., 2020). Learning lessons
from these previous outbreaks, during the COVID-19 crisis,
Korean hospitals have been separating treatment processes for
respiratory patients from those of non-respiratory patients to
minimize virus transmission. Second, the Korean healthcare
authorities have been conducting a daily test of all medical
personnel (including equipment operators) and sanitizing each
piece of equipment.

The UK is currently struggling to administer a sufficient
number of CT and MRI tests, as well as ECMO treatments. On
account of the impact of COVID-19, more than half of people
needing CT and/or MRI tests faced at least a six-week wait as of
April (almost 50,000 patients were waiting for a CT scan, and
80,000 patients were waiting for an MRI scan) (Ashworth, 2020).
The demand for CT and MRI among patients exhibiting COVID-
19 symptoms was exceptional; ordinary patients had to wait for
potentially life-saving tests while NHS personnel, as well as care
staff at the frontline of the COVID-19 response, were also not
being adequately tested. During the COVID-19 pandemic, the
number of ECMO rooms (or beds) has remained limited, while
the demand for them increased dramatically (Royal Papworth
Hospital, 2020). For example, the ECMO capacity of Royal
Papworth Hospital NHS Foundation Trust’s critical care unit is
nine at any single point but this had to be increased temporarily
to 19–34 as it was the subject of 190 online referrals at the end of
April (Royal Papworth Hospital, 2020). In addition, the UK has
also faced difficulty in expanding the necessary human resources
to conduct CT and MRI tests, as well as administer ECMO
treatment, because training and education are time-consuming.
For example, the operation of CT and MRI scans requires a
license (e.g., clinical radiologist), and the administering of ECMO
treatment demands highly-specialized skills.

Policy measures of Korea and the UK in tackling COVID-19.
Both countries have implemented various policy measures to
tackle COVID-19. Rather than analyzing their overall responses
to COVID-19, however, this part narrows it down to the impacts
of both countries’ policies on health, medical and welfare aspects.
By introducing six success factors in the Korean healthcare sys-
tem’s handling of COVID-19 (Lee et al., 2020; Yoon, 2020), we
observe and compare how both countries performed with regard
to these variables. Table 2 below explains the detailed roles and
policy measures of both countries.

Deduction of health and medical fees. Both countries offer
healthcare discounts. Korea subsidizes insurance premiums by 30
to 50% of the total fee for those who register in special disaster
areas and whose incomes are lower than the national average
(The Government of the Republic of Korea, 2020a). In the UK,

because health and medical fees are included in general taxation
and the National Insurance (NI) payment, the UK government
provides relief through the local council tax support scheme
(Jenrick, 2020), a deferral of taxes under ‘time to pay arrange-
ments’ (HM Revenue and Customs, 2020), and subsidies for NI
payments (Department for Business, 2020).

Financial and material support for COVID-19-afflicted inhabi-
tants (including those self-isolated). Despite administrative dif-
ferences in the volume of recipients of state support, both
countries have financially supported confirmed COVID-19
patients and self-isolated individuals. In particular, the Korean
government introduced diverse financial and material support
options because its healthcare system had the flexibility to change
the size and composition of insurance schemes. For example, the
Korean government-subsidized public masks (which filter out at
least 95% of airborne particles) while limiting the number of
masks that could be purchased by a single person (three masks
per week) (The Government of the Republic of Korea, 2020b).
Moreover, Korea provided basic income support to each Korean
citizen based on their economic status and financial situation
within two months of the country’s COVID-19 peak. As the
insurance premiums are levied based on the individual income
and wealth of individuals, the extent of the premium determined
the extent of COVID-19 relief provided.

Support and incentives for healthcare providers. Healthcare pro-
viders in Korea and the UK both receive financial and adminis-
trative support from their respective governments. The Korean
healthcare system incentivizes providers with monetary support
because most of them are independent and private hospitals. By
enacting the Health Insurance Benefit Expense Early Payment
Special Decree, the Korean government has supported providers
experiencing financial difficulties due to a decrease in patients
(The Government of the Republic of Korea, 2020a). Providers
were allowed to freely spend these monetary benefits at their
discretion, with many using it to pay hospital rental fees.
Meanwhile, the UK had an advantage when it came to supporting
the providers more directly because of its direct government
control over them. For example, unlike in Korea, the UK can
intervene in the contractual process of medical procurement to
relieve the burden of public healthcare providers. For healthcare
practitioners who experience a decrease in patients, the UK
government guarantees their wages.

Testing, diagnosis, and treatment. Neither Korea nor the UK
charges for treatment. However, unlike the UK, Korea does
charge a small fee for the testing and diagnosis of an asymp-
tomatic patient (30–60% of total medical expenses); approxi-
mately USD 19.6 to USD 40.4 (The Government of the Republic
of Korea, 2020b). In Korea, unlike the UK, inhabitants must
make an ‘out-of-pocket’ payment for all treatment (less than 4
USD per first private clinic visit for signs and symptoms). In
other words, they bear a certain portion of the treatment cost,
other than the amount covered by insurance. The rationale
behind this policy is to encourage responsible behavior on the
part of inhabitants, and this also applied to the country’s fight
against COVID-19 as it managed to induce cooperation from
the public.

Bereavement support (including funeral costs). Adhering to a
similar rationale to that applied in testing, diagnosis, and treat-
ment, both countries to some degree cover the bereavement and
funeral costs of those dying from COVID-19. Both governments
consider that adequate handling of dead bodies is another means
of limiting the spread of COVID-19.
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Table 2 Comparison of Healthcare Measures in South Korea and the UK in tackling COVID-19.

Countries South Koreaa The United Kingdoma

Measures

Deduction of health and
medical fees

Insurance premium support to subscribers
· 50% reduction in insurance fee for inhabitants
registered in a special disaster area and whose
income is lower than 50% of the national average
between March and April 2020

· 30–50% reduction in insurance fee for Koreans
whose income is lower than 40% of the national
average for three months (approximately 11,600,000
people, USD 73 per person)

Tax and National Insurance relief
· USD 610 million hardship fund of council tax relief to
vulnerable people and households through the Local
Council Tax Support scheme

· Deferral of certain VAT and income tax payments under
‘time to pay arrangements’
· Supports National Insurance contributions under the
coronavirus job retention scheme

Financial and material support
(including self-isolated
inhabitants)

Financial support to a confirmed patient and the self-
isolated
· Employed: paid leave (max. USD 107 per week)
· Individuals other than employed (ex. self-employed):
monthly USD 373 to USD 1195 per household
(depends on the number of a house member)

Masks for the public (the price of public masks: USD
1.2 per item)
· Mask which filter at least 95% of airborne particles
· Subsidized by the government (but not by the
system). The government started feasibility studies
on masks in the healthcare insurance coverage on
March 2020.

Insurance fee as a standard for government subsidies
· Because the system is levied by income and wealth, it
becomes standard for “central universal basic
income” and local “emergency disaster relief money”
for those who need it most.

Statutory sick pay to a confirmed patient or the self-
isolated
· Employed: USD 115 per week (paid by an employer for
up to 28 weeks)

· Individuals other than employed (ex. self-employed):
Universal Credit (e.g., Child Tax Credit, Housing Benefit,
Income Support, income-based Jobseeker’s Allowance,
income-related Employment, and Support Allowance,
and Working Tax Credit) based on their household
income, rent fee, number of children, etc.

No subsidies in masks (a price of a mask in the UK:
USD 9.67)

Support and incentives for
healthcare providers

· Early payment to hospitals: approximately USD 70.6
billion by enacting the Health Insurance Benefit
Expense Early Payment Special Decree (as of 14
May 2020)

· Advance payment for financially struggling hospitals:
the amount of loss that is the average of last the
three months

· Shortening of the insurance review process:
Maximum 10 days from maximum 20 days for quick
expense payment

· Block-buy of capacity in independent (private) hospitals
· Guarantee and protection of GPs’ income if other
routine contracted work needs to be substituted

· Additional funding to providers for covering extra costs
in responding to the COVID-19 emergency

· Minimum burden of formal contract documentation and
contract management processes
· Canceling all routine CQC inspections

Testing, diagnosis, and treatment
for free (or minimum charge)

Testing and diagnosis: patient dependent
· Symptomatic patient: no charge (copay of 36% of
primary care)

· Asymptomatic patient: 30 to 60% of total medical
expenses, approximately USD 19.6 to USD 40.4
depending on the level of the hospital (copay of 36%
of primary care)

Treatment: no charge for all
· For citizens: 80% from insurance + 20% from
government

· For foreigners: 100% from government

Testing, diagnosis, and treatment: no charge for either
symptomatic patients or asymptomatic patients
· If patients start treatment and a test then shows they do
not have COVID-19, they may be charged for any
treatment after getting the test result.

Bereavement support (including
funeral costs)

Financial support to medical providers, funeral
services, cremation facilities: USD 2460 per person
· Under the newly enacted national funeral care
guidelines

Funeral expenses for bereaved families: USD 8200
· Average funeral expenses: USD 9840 – USD 13,120

Financial support from the government
· USD 854 if the person died before 8 April 2020
· USD 1220 if the person died on or after 8 April 2020
· Average funeral expenses in the UK: USD 4867

Information sharing through the
central patient record
checking system

· Personal health and medical information provided by
the Health Insurance Review and Assessment Service

✓ Real-time provision of patient information along
with information on any chronic or underlying diseases

Electronic Health Record systems in the
healthcare system
· The systems are run by NHS Digital that functions as a
center for sharing a patient’s information such as GP
records, summary care records, etc.

*COVID-19 Coronavirus Disease, CQC care quality commission, GP general practitioner, NHS National Health System, USD United States Dollar, VAT value added tax.
**Exchange Rates: 1 Korean Won=USD 0.00082, 1 United Kingdom Pound=USD 1.29 (28 July 2020).
aData collected from (1) OECD Health Statistics 2019 (https://www.oecd.org/health/health-data.htm), (2) Statista Coronavirus (COVID-19) disease pandemic- Statistics and Facts (https://www.
statista.com/topics/5994/the-coronavirus-disease-covid-19-outbreak/), (3) GOV.UK website (https://www.gov.uk/coronavirus), (4) Coronavirus Disease-19, Republic of Korea website (http://ncov.
mohw.go.kr/en/) (Accessed on 28 July 2020).

HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS | https://doi.org/10.1057/s41599-021-00731-y ARTICLE

HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS |            (2021) 8:57 | https://doi.org/10.1057/s41599-021-00731-y 5

https://www.oecd.org/health/health-data.htm
https://www.statista.com/topics/5994/the-coronavirus-disease-covid-19-outbreak/
https://www.statista.com/topics/5994/the-coronavirus-disease-covid-19-outbreak/
https://www.gov.uk/coronavirus
http://ncov.mohw.go.kr/en/
http://ncov.mohw.go.kr/en/


Information-sharing through a central patient-record-checking
system. As Korea and the UK run public healthcare programs,
patients’ medical histories are recorded and utilized in a cen-
tralized manner. This means that both countries make use of
personal information in their treatment of COVID-19, including
a patient’s history of chronic and underlying diseases.

To sum up, the healthcare systems in both countries are deeply
rooted in the philosophy of universal healthcare provision.
Indeed, courtesy of their institutional similarities, the UK and
Korea have implemented policy measures in similar ways to
tackle COVID-19. However, there are differences to note between
them as well. As of 28 July 2020, the UK had had 300,111
confirmed cases and 45,759 deaths, while Korea had had only
14,203 cases and 300 deaths (Worldometers, 2020). Clearly,
despite the above-mentioned similarities in terms of universal
healthcare coverage, the effect of COVID-19 has been far graver
in the UK than in Korea. Table 3 below outlines the number of
COVID-19 cases per thousand of population and the death rates
in both countries (Worldometers, 2020).

Discussion
Looking at the results presented in the table above, key differences
between the two systems remain in the following: (1) appropriate
medical equipment and technologies along with the necessary
human resources to respond to the sudden pandemic; and (2)
flexible policy options incentivizing healthcare providers and
inducing cooperation from the public in a time of national crisis.

With this in mind, this article proposes that through govern-
ment control and supervision, the expansion of internal compe-
tition introduced to the UK system in 1991 can serve as a means
of initiating a resolution to the above-mentioned issues, using this
critical juncture (COVID-19) as a moment to reform the system.
The following paragraphs present two approaches: (1) allowing
non-reimbursable special medical treatment in the healthcare
system; and (2) giving the public an open choice of medical
services (both of which have been effectively utilized in Korea
during its response to COVID-19). These approaches could be
applied to the UK’s healthcare system while not undermining any
foundations of the UK’s universal healthcare objectives. Thor-
ough supervision and precise control of a healthcare authority is a
critical foundation though, making sure that, for the sake of the
patients, services do not become too competitive. Without a
government’s strong control, internal competition may lead to a
situation where only the rich can access standard treatment.
Nevertheless, the UK can share decision-making power between
societal and private sectors while strengthening the vision of the
UK’s universal health coverage.

Before delving into these approaches, it is necessary to clarify
the causal relationship between expanding internal competition
and quality of response to COVID-19. It has been shown that
internal competition can be effective in situations of sudden
uncertainty and complexity in various ways (Birkinshaw, 2001;
Propper et al., 2004; Xavier, 2003). First, internal competition
creates flexibility. The future is of course uncertain but by facil-
itating different channels and diverse approaches, a flexible
mechanism, system, and/or an organization can respond rapidly
to uncertain political, societal, and technological changes. Second,
internal competition has the power to change the status quo. For
times of sudden external threat, when a revolutionary measure is
required, internal competition can change old and traditional
inertia-ridden systems. According to Birkinshaw, internal com-
petition “provides an antidote for myopic thinking, essentially as
a means of challenging the hidden assumptions” that underpin a
system (Birkinshaw, 2001, p. 22). Third, when an external threat
emerges, the internal competition provides strong motivation to
fight back among the involved actors. Their internal competi-
tiveness can lead to coordinated efforts to combat a sudden
external threat. Such actors in such circumstances tend to pull
together and work harder. Therefore, internal competition’s
advantages may enable direct but flexible government action with
respect to health and medical measures at the early stage of an
infectious disease’s development, including early case-finding,
quarantining of contacts, testing, epidemical investigation, and
border control (Heo et al., 2020). In that sense, internal compe-
tition is essential to delivering a better response to a pandemic as
long as it is kept under control by a reliable authority such as a
government.

Meanwhile, referring back to the two Korean approaches that
may be applicable to the UK, the first of these would be the
introduction of non-reimbursable (i.e., not covered by the UK’s
healthcare system) special medical treatment as part of the daily
medical services, under the government’s thorough supervision
and precise control, in order to expand the degree of internal
competition within the system. As patients pay an additional ‘out-
of-pocket’ expense for choosing to receive these treatments,
healthcare providers compete with each other to offer better ser-
vices. Pertinently, by shifting certain health services and medical
treatments from its original service coverage to non-reimbursable
items, the UK could have flexible policy options in place to
effectively respond to a national healthcare crisis. For example, in
such instances, Korea immediately includes non-reimbursable
items into national coverage such as testing, diagnosis, and the
treatment of infectious diseases. By varying their coverage between
symptomatic and asymptomatic patients, Korea can also fully
provide universal healthcare only to those who are sick while
encouraging responsible behavior on the part of inhabitants to
mitigate the risk of possible infection. In addition, the inclusion of
subsidized public masks in the healthcare scheme is another
example of Korea’s policy flexibility. Meanwhile, the additional
‘out-of-pocket’ money for non-reimbursable special medical
treatment incentivizes healthcare providers to compete with each
other in technological innovation, including cutting-edge equip-
ment and new medical treatment. Unlike the public coverage
reimbursed by a government allowance, non-reimbursable items
are much more profitable to providers. This is because the
allowance usually leaves them with a small profit for each item,
but non-reimbursable items follow the specific demands of
patients and therefore healthcare providers control its supply and
margins at their discretion. To secure (or expand) the demand for
non-reimbursable items, hospitals have to reinvest profits into
new and experimental medical technologies and equipment.

The other Korean policy that may benefit the UK is widening
the public’s choice of medical services, thereby promoting

Table 3 COVID-19 confirmed cases and death in the UK and
South Korea.

Countries Aspect UK South Korea

Population (thousand)a 66,436 51,635
Population densityb 275 529
Confirmed casesc 300,111 14,203
Deaths3 45,759 300
Cases per thousand
Populations

4.51 0.27

Death Rates (death/cases) 15% 2%

aData collected from 2018 Population (indicator) from OECD (https://data.oecd.org/pop/
population.htm) (Accessed on 25 June 2020).
bData collected from 2018 Population Density (people per sq. km of land area) fromWorld Bank
(https://data.worldbank.org/indicator/EN.POP.DNST) (Accessed on 25 June, 2020).
cData collected from 2020 COVID-19 Worldometer (https://www.worldometers.info/
coronavirus/) (Accessed on 28 July, 2020).
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internal competition within the system. Individual choices would
eventually reflect popular demands and preferences thereby
indicating the necessary quantities to be supplied of certain
products/treatments. In that sense, this second approach
encourages greater internal competition between healthcare
providers to meet the diverse needs of patients. The providers
here would have no choice but to provide the most appropriate
services and best treatments available to attract customers. Under
the internal market policy introduced in 1991 on health reform,
the UK’s healthcare system distinguishes between purchasers and
suppliers of medical equipment and supplies (Propper et al., 2004;
Propper et al., 2008). This triggers competition between suppliers
to some degree. However, limitations remain because a patient is
not classified as a purchaser and thus demand cannot be con-
trolled/predicted. In Korea, however, a patient can choose
healthcare providers and services along with cutting-edge medical
equipment and new medical treatment (e.g., robot surgery or AI-
based diagnosis), which falls under the category of non-reim-
bursable, as well as special medical treatment not covered by the
system. This arrangement prompts healthcare providers to
engage in fierce competition to deliver better patient services. For
example, large healthcare providers compete with each other to
induce greater patient inflows and strive to establish a leading
position by providing better customer service and cutting-edge
technology. Local hospitals and small clinics then introduce
unique and patient-tailored healthcare services, such as integra-
tion with traditional oriental medical treatments and acu-
puncture, to compete against large providers. The vast array of
new medical equipment such as CT, MRI, and ECMO equipment,
as well as mechanical invasive ventilators to be made available in
Korea, explains the efforts made by hospitals to meet patients’
needs.

The above two measures designed to expand internal com-
petition should however be utilized under a central authority’s
thorough supervision and control in order to minimize the
possibility of undermining universal health coverage in the UK.
This does not mean that the UK government should assume
‘full’ control over them or abandon incentive mechanisms
already in place within the healthcare system (Gaynor et al.,
2012). It rather means that a healthcare system should balance
public service provision and the incentives of healthcare pro-
viders while meeting the demands of citizens and evolving with
political, economic, and societal changes. First, a government or
a healthcare authority should negotiate prices for various
medical services (both non-reimbursable special and regular
medical treatments) with healthcare providers (Le Grand,
1999). It is the responsibility of the government to identify and
mark the line between a reasonable price and an appropriate
quality of health service. Second, a government’s safeguarding
infrastructure or system should be well set before encouraging
the expansion of internal competition. Moreover, it should
continue to evolve according to demands and changes as they
arise. For example, a patient referral system, as well as a fre-
quent review of non-reimbursable treatments, should be strictly
applied to minimize unnecessary healthcare services and over-
treatment. Third, a government should provide open and pre-
cise information on doctors, clinics, and hospitals to assist a
patient in their selection process. After all, rational choice is an
underlying enabler of healthy competition between healthcare
providers.

Conclusion
By expanding internal competition, which was already introduced
to the UK’s healthcare system in 1991, specifically by allowing
non-reimbursable special medical treatments and widening

public choice of medical services, the UK would be better
equipped to respond to a sudden healthcare crisis with (1)
appropriate medical equipment and technologies along with the
necessary human resources to respond to the sudden pandemic
and (2) flexible policy options incentivizing healthcare providers
and inducing cooperation from the public in a time of national
crisis. The underlying implication of internal competition is a
sharing of decision-making powers and responsibilities with
societal and private sectors by facilitating participation at all
levels. The UK’s healthcare system allows a state actor to make all
decisions and assume all responsibilities with respect to policy,
finance, and services. However, in Korea, a state actor shares
decision-making powers and responsibilities with societal and
private actors. Instead of being a total healthcare service provider,
the Korean healthcare authority is more of a regulating observer.
Both societal and private actors should participate in decisions
with regard to the benefits, prices, and standards of healthcare
services and share responsibility for a healthy medical system.
Fighting against COVID-19 is seen as ‘all-out-war.’. Providing
there is thorough supervision and precise control on the part of
the UK government, now is the right time for the entirety of
society including patients, private parties, and citizens to engage
in this fight together, instead of relying too heavily on their
government.

The above analysis signals that the COVID-19 pandemic
represents a critical juncture at which the UK’s healthcare system
could and perhaps should be changed. The new proposed chan-
ges, if implemented, could serve as an example to follow for other
countries pursuing universal healthcare coverage under the 2030
Agenda for Sustainable Development and could also provide
valuable lessons as to how such coverage can be realized in each
country according to its national and local context (Webb, 2019).
Moreover, if adequate changes are indeed made, nurses, doctors,
and other healthcare personnel would no longer assume most of
the responsibility for the ongoing crisis. Moreover, a crisis ulti-
mately makes a system and people stronger. The UK’s reputable
healthcare system, the largest in the world with a long history,
should therefore be reformed accordingly.

Nevertheless, it should be borne in mind that internal com-
petition in the Korean healthcare system has also triggered some
problems. First, the unnecessary inclusion of non-reimbursable
special medical treatments increased ‘out-of-pocket’ payments for
patients, thereby imposing a greater financial burden on Korean
society. Specifically, this problem emanates from hospitals char-
ging more for a new treatment that uses cutting-edge medical
equipment in order to cover its investment. Second, internal
competition has caused an inflow of healthcare services, the
clinical effectiveness of which has yet to be verified. Hospitals
have persuaded patients to use such services by presenting them
as mandatory medical treatment. Because patients are not fully
aware of what a service entails or why it is available, they will
accept and pay for treatments or services if they are recom-
mended by their doctor. Third, increased internal competition
has led certain medical departments such as cosmetic and plastic
surgery, whose main profit comes from non-reimbursable special
medical treatment, to become more popular than other more
general but necessary surgical departments. Fourth, a patient is
now more inclined to seek and accept treatment by a large
healthcare provider instead of a relatively small-sized provider.
This can lead to an imbalance in the quality of healthcare services
obtained between large hospitals and local alternatives in terms of
monetary benefits, information on disease outbreaks, and
patients’ medical records. So far, the supervision and control of
the Korean government and healthcare authority have helped to
minimize these drawbacks emerging from increasing internal
competition in its healthcare system.
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Importantly, this article’s argument and its comparative
structure have some limitations. First, it is too early to definitively
characterize the suggested approaches as ‘evidence-based,’ After
all, this article is geared toward stimulating dialog between
scholars and practitioners in the healthcare administration
community with ‘promising’ or ‘best’ practices (Jennings and
Hall, 2012). This article, therefore, serves as a critical instrument
for bridging scholars and practitioners and offers an opportunity
to engage the practice community in a novel way to increase the
involvement and participation of societal and private sectors.
Second, it is necessary to take into account the difference in
population between the UK (66.6 million) and Korea (51.6 mil-
lion), as well as in population density (275 people per sq. km for
the UK, and 529 for Korea) and other factors that may have
contributed to Korea’s so far successful fight against COVID-19
such as leadership, good citizenship, public-private partnership,
and tracing and tracking methods. Ultimately, the difference
between the UK and Korea with respect to confirmed COVID-19
cases and deaths is stark. Accordingly, the unexpectedly large
figures in the UK imply that holistic action is required urgently to
ensure that its well-respected healthcare system can prevail
against the virus.

Data availability
All data generated or analyzed during this study are included in
this published article.
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