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GENERALL  INTRODUCTIO N 

Abstract t 

Thee first part of this chapter describes the author's background and experiences and some 
characteristicc features of Hungary in the period between 1980 and 1997, in order to show 
thatt the demand for quality assurance emerged slowly and implicitly rather than rapidly 
andd explicitly. 

Furthermore,, the ways in which quality assurance studies started in Hungary and the 
processs of the institutionalisation of quality assurance are described briefly. 

Thee second part describes the study objectives and research questions of this thesis and 
addressess the hypotheses, methodology and rationale of the study. 



2 2 Hungariann health care in transition... 

Aboutt  the author; background and experience 

Thee author of this study graduated at the Debrecen Medical University in Hungary in 
1981,, and worked as a researcher and lecturer at the Department of Social Medicine of the 
samee university. He obtained his qualification in social medicine in 1986. Parallel to this he 
wass a lecturer at the Department of Biophysics for a few years. Besides teaching under-
graduates,, his main responsibility was to analyse the Hungarian health care system and 
thee health of the population with particular emphasis on chronic non-communicable dis-
easess associated with the leading causes of death. 
Att that time these responsibilities resulted in a conflicting situation. The development of 
thee Hungarian health care system in terms of number of hospital beds and of physicians 
wass really spectacular. Hungary had reached a higher level of health care capacity than 
mostt Western countries. In contrast, the population's health status had decreased rapidly 
andd steadily, with morbidity and mortality rates growing continuously since 1970. Show-
ingg a decreasing trend since 19 70, life expectancy of the population reached the 1950s level 
off  the western average. 

Fromm the early to mid 80s, Hungary was in the second decade of her experience with 
markett socialism, ivhich began to evolve in the 1960s. The basic aim was to improve the 
economy'ss efficiency through confronting state enterprises with simulated market condi-
tions.. But, as Kornai, a leading scholar on the socialist economies of Central and Eastern 
Europee concluded: "The basic idea of market socialism simply fizzled out. Yugoslavia, 
Hungary,, China, the Soviet Union and Poland bear witness to its fiasco". (Kornai 1990) Similar 
criticall  analyses were published concerning health care, education, art, and almost all parts of 
life,, stirring heated discussions in the early 80s. The communist party itself initiated a nation-
widee dialogue about the ways socialism could be reformed in order to create what they termed 
aa new, human-faced socialism. 
InIn this situation it was quite understandable that the author's students in social medicine 
startedd to ask obvious questions. 'Why is the gap in the population's health status increas-
ingg between the Western countries and Hungary? Why had life expectancy started to shorten 
afterr 1970? How is it possible that GPs offices, clinics and hospitals are more and more 
crowdedd (with patients laying on the floor in the hospitals), and that more and more under 
thee counter payment (i.e. gratitude money, tip) has to be paid in order to have access to 
variouss types of examinations and treatments or even to be admitted to hospitals, while at 
thee same time the health care system's capacity is attractively growing? Why is health care 
becomingg less and less human and increasingly reluctant to meet the needs of the public?' 

Att that time the writer of this thesis had no answers to these questions. In his quest for 
answers,, the author first went to the library, where he found various books, which were 
usedd as background readings for public health professionals in Hungary. But reading these 
bookss was almost pointless. After pointing out that "socialism equals health", the authors 
statedd that Hungary's main problems related to the health of the population would be 
solvedd by the pure existence of the socialism, and the likes. (Fülöp, 1973) Furthermore, the 
authorss gave a rather negative view on prevention, and highlighted the primary impor-
tancee of expanding curative care in hospitals. The author of this study felt that this was 
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nott the answer that his students wanted to hear from him. To keep his credibility he de-
cidedd not to present his library findings to them. Their open questions made him feel un-
comfortablee with his knowledge and urged him to begin studies in mathematical econom-
icss and sociology at the University of Economics, Budapest and mathematical program-
mingg at Kossuth University of Arts and Sciences, Debrecen. In those days during the last 
stagee of planned economy, management, econometrics, epidemiology and sociology were la-
belledd as capitalist manipulation and propaganda against real democracies. Real democracies 
weree by definition: East Germany (DDR), the Soviet Union (SSR), Czechoslovakia, Romania, 
Bulgaria,, Hungary, etc. Very often students would have classes in sociology and econometrics 
inn the professor's home. 

Afterr the author graduated in these subjects at these universities, he started to analyse 
healthh care planning in Hungary. He arrived at a very surprising conclusion: between 1950 
andd 1986 nothing went according to the national five-year plans in the field of hospital, 
manpower,, outpatient and primary care development. There were no relationships, evalu-
atedd by econometric methodology, between the central plan and what had really happened. 
(Gulacsi,, Huszay, Dömösi et al. 1985/1-2) There were, however, many other plans pro-
ducedd by the Central Planning Office during the 1960s, to forecast e.g. the required amounts 
off  eggs, tomatoes and other products, that would be needed to cater for patients in the 
Hungariann hospitals until the year 2000. (He has yet to analyse these forecasts.) He con-
ductedd comparative studies on standardised death rates, on equity, and hospital process 
measurementt and patient flows. He put the official book of public health to the shelf and in 
hiss classes he discussed the results of his own studies with the students. In 1986 the 
communistt party commission at the Medical University found his work to be meaning-
less,, and declared that his teaching activity influenced undergraduate students in a rather 
negativee way. The university's secretary of the communist party decided that he had to 
leavee the university. 

Thee day following that verdict he became a general practitioner in a village, where he 
stayedd for some years. Subsequently, he worked at a hospital's medical respectively inten-
sivee care departments until the political changes of 1989. He saw several diagnostic, trans-
portationn and medication errors in primary care and in the hospitals which caused seriouŝ 
harmm to patients and, either directly or indirectly, resulted in death. He had a patient who 
diedd because there was no night staff available to transfer the patient from the ward to the 
intensivee care unit; another patient died next to him because the elevator stopped between 
twoo floors due to a power-cut; still another patient died because he was not able to open 
thee door of the corridor, as it was obligatory to keep doors locked during nights. His peers, 
justt like himself, started to work at intensive care departments with no previous experi-
ence,, training or explanation, and no senior medical staff was available to help. Physicians 
weree using equipment (ECG, ergometer, sphygmomanometer etc.), that had never been 
calibrated,, and drugs with known and published lack of effectiveness and even efficacy 
(e.g.. Strophanthin). Illustrative to the situation was that the hospital he worked at had the 
bestt video recorder available that was marketed internationally but had no functioning 
wheelchairr to transport patients to the ICU. Later, these experiences helped him implement 
qualityy assurance programmes. 
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Qualit yy assurance and health care reform in Hungary; how it started? 

Thee political changes came just in time for him in 1989. Within a few weeks he was 
awardedd a fellowship from the Dutch Government to study health care management in the 
Netherlands.. One day in 1990, he heard a presentation on quality assurance by CBO (*) 
stafff  and he recognised that this was what he would like to do in Hungary. 
Hee asked for an appointment from the lecturer and some days later he entered CBO and 
mett with Dr. Niek Klazinga; and later he got acquainted with the rest of the staff. In the 
meantimee health care reforms started in almost all parts of the health care sector in Hungary. 

Afterr he had completed his studies in the Netherlands he set to work in Hungary to imple-
mentt quality assurance programmes. He was invited to be the country co-ordinator and 
workk together with the COMAC/HSR countries (Concerted Action Programme on Quality 
Assurancee in Hospitals, European Community), by the CBO project leader (Dr. Niek Klazinga). 
(Rémond,, 1995; Baert, 1995) At the same time he was appointed to be the Hungarian co-
ordinatorr on quality assurance by the WHO Regional Office for Europe and Hungarian 
WHOO Liaison Office. The elements of the European Union's COMAC/HSR project were the 
firstt quality assurance programme to be implemented in Hungary, with the financial help 
off  the Dutch Ministry of Health, Welfare and Sport. 
Withh the involvement of an increasing number of hospitals into the COMAC/HSR project, 
thee need to create a legal body of quality assurance emerged. With the help of the CBO, 
WHOO Regional Office for Europe, Hungarian WHO Liaison Office, the Hungarian Hospital 
Association,, Hungarian Nursing Association, National Public Health Institutes and the 
Sociall  and Health Insurance Funds, the Hungarian Society for Quality Assurance in Health 
Caree (HSQA) was created. The author became the general secretary of the society. Accord-
ingg to its constitution HSQA is responsible for implementing quality assurance programmes, 
andd education and training. In order to attain its main goal, i.e. to assist and facilitate 
qualityy improvement, the Society applied for active membership in the International Soci-
etyy for Quality in Health Care (ISQua), and participated in various European projects. The 
authorr became responsible for implementing and running quality assurance projects, and 
alsoo for publishing findings with colleagues. In the past years he published as the first 
authorr over 100 papers on Quality Assurance in various Hungarian medical and nursing 
journals.. HSQA has become a successful organisation in quality assurance, and its multi-
sitee quality assurance projects have grown into nation-wide quality assurance develop-
mentt . His main objective was to see whether it would be possible to implement various quality 
assurancee programmes in the Hungarian health care system during the transition period. 
Qualityy assurance in the early 1990s was a new concept in Hungary; even to discuss this 
topicc was difficult because the Hungarian language lacks the appropriate words to describe 
thee real meaning of some key elements of quality assurance such as: efficacy, effectiveness 
andd efficiency, and benchmarking. It soon became clear, however, that not only was it 
possiblee to implement quality assurance programmes in Hungary, but there was great 
demandd for them as well. Another fascinating question was how quality assurance would 

(*)(*)  Kwaliteitsinstituut voor de Gezondheidszorg, formerly Centraal Begeleidingsorgaan voor de Intercollegiale 
Toetsing,Toetsing, (Dutch Institute for Healthcare Improvement, Utrecht) 
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contributee to the populat ion's health status through the improved effectiveness of health 
care,, to health care budgeting, and whether it would result in increased cost or cost-con-
tainment.. (Kahan and Gulacsi, 2000) Better quality wi t h increased cost could be difficul t to 
managee in a middle-income country like Hungary. But to identify and implement quality 
assurancee programmes that clearly contribute to cost-containment had reality. The author 
wass in a very privileged position to have a fellowship from the Canadian Government. In 
Canadaa thanks to Professor Devidas Menon, he got acquainted wi t h health technology 
assessmentt in the Canadian Co-ordinating Office for Health Technology Assessment. In addi-
tionn to this in the mid 90s, thanks to Professor Anthony J. Culyer, he studied in the Depart-
mentt of Economics and Related Studies of the University of York where he received his master's 
degreee in health economics. These studies helped the author of this study to get closer to his 
researchh aims. The author wil l discuss these experiences in the following chapters. 

Studyy desc r ip t ion 

Thee study consists of 10 chapters, with a reference section in each of them. The thesis 
startss wi th the 'General introduction' and ends wi th conclusions, to which recommenda-
tionss for the future are added. Chapters 1-2 are descriptive and theoretical ones about the 
healthh care in Hungary: description of the population's health status and the Hungarian 
healthh care system 1948-1999, delineation of health care system in transit ion. The series 
off  quality assurance studies starts wi th a case study about a 'patient w i t h stomach-ache'. 
Thiss case study gives a relevant description of the problems wi th quality in health care in 
Hungary.. Chapter 3 consists of the study on the content area of quality assurance and key 
conceptt of the thesis. One of the research questions of the thesis is theoretically addressed 
byy this chapter, namely: do quality assurance initiatives really improve the effectiveness 
andd efficiency of health care, in what extent and under what conditions? Furthermore, in 
Chapterr 4, the history and chronology of quality assurance, the impact of the quality 
assurancee projects on health care in Hungary, changes of attitudes of consumers, provid-
ers,, regulators and financing institutions are discussed. Chapters 5-9 contain descriptions 
off  various quality assurance studies carried out by the author in Hungary between 1992-
19988 such as: quality of hospital care, preoperative assessment in surgery, nosocomial 
infectionn surveillance, the quality of nursing care and quality of pr imary care. The 'Con-
clusionn and recommendations' (Chapter 10) further discusses the quality assurance in 
Hungary,, its influence and impact on health care. In this section the main results and the 
overalll  conclusion of earlier chapters wil l be summarised, and finally recommendations 
wil ll  be highlighted. 

Th ee ob jec t ives of t h e s tudy 

Thee intention of this study is to: 
demonstratee that quality assurance methods can be implemented in Hungary; 
analysee the ways quality assurance contributes to the implementat ion of the con-
ceptss of effectiveness in health care during the transition period; 
off  the Hungarian health care system when the demand for health care increases, and 
resourcess are scarce; and 
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yieldss relevant and valid information for policy makers on the Hungarian health care 
systemm during the transition period and provide an insight into the 'black box' of the 
healthh care reform in general, and in the field of improving quality in particular. 

Researchh questions 

Thee general aim of this study is to acquire knowledge about the possible role of quality 
assurancee in improving health care effectiveness and its relationship to the costs of health 
caree services in the transition period of the Hungarian health care system. In particular, 
thiss study is designed to answer the following questions: 
(i)) Do quality assurance initiatives in Hungary improve the effectiveness of health care? 
(ii)) Do quality assurance initiatives in Hungary contribute to cost containment? 

TheseThese two questions will  be addressed in relation to the following topics: 
qualityy of hospital and primary care: patient satisfaction, and patient reports (Chap-
terr 5 and 9); 
qualityy of preoperative assessment in surgery (Chapter 6); 
nosocomiall  infection surveillance: surgical site infections (Chapter 7); and 
thee quality of nursing care: prevention and therapy of pressure sores (Chapter 8). 

Hypotheses s 

Accordingg to the literature quality assurance methods were implemented successfully un-
derr various circumstances in many countries through almost countless ways in order to 
achievee diverse quality improvement goals.(*) Evidence shows that quality improvement 
cann be achieved through appropriate implementation of quality assurance methods. Lit-
eraturee on the effects of quality assurance on cost is relatively limited in number; however, 
thee relation between cost and quality is an issue of universal interest. As Williamson (1978) 
andd Reerink (1987) pointed out the focus of quality assurance is on increasing effectiveness 
andd efficiency. Several difficulties can be encountered in this field. Cost elements, i.e. direct, 
indirectt and intangible costs are difficult to account, and to find information about eco-
nomicc loss because of poor quality is not very easy. "Without any public consensus about 
whatt is meant by either quality or cost containment, it is difficult to evaluate their relation 
too each other fairly." (Carpenter and Bender, 1996) However, there is sufficient support for 
thee hypothesis that "i t is not too much quality, but rather too low quality that creates 
costs""  (Crosby, 1979) and that quality assurance activities might contribute to cost con-
tainment.. (** ) 
Basedd on international literature the following two hypotheses can be formulated. 

(*)(*)  Fontaine, Vinceneux et al. 1997; Young, Charns and Barbour, 1997; Barber, 1993; Madhok, Thompson, 
Morduect.Morduect. al. 1993 
(**)(**)  Haley, 1986; Bliersbach, 1989; SBU, 1989; Gronroos, 1983 and 1990; Harteloh and Vergeggen, 1994; 
Maycock,Maycock, 1994; Milakovich, 1991; Cleverley and Harvey, 1992; Shockney, 1992; Hsia and Ahem, 1992; Harkey 
andand Vraciu, 1992; Suver, Neumann, Boles et al. 1992; Klazinga and Helsloot, 1989; Klazinga, 1994; Arvidsson, 
Bjork,Bjork, Brorsson et al, 1989; Donabedian, 1996; Keston and Enthoven, 1998; Homa, 1998; Grol, 2000 
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Hypothesiss 1: Quality assurance can be implemented and used in Hungary in the transi-
tionn period of the health care system. 
Hypothesiss 2: Once implemented, quality assurance activities can improve health care quality 
andd contribute to cost containment. 

Methodology y 

Descriptivee and theoretical chapters (Chapter 1 and 2) are partly based on literature review 
off  primary publications. Further analysis and the author's conclusions are added concerning to 
thee main focus of the study. Chapter 3 provides a systematic review of the literature on the 
contentt area of quality assurance and effectiveness and cost-effectiveness of various quality 
assurancee activities. The methodology of the quality assurance studies varies, but the quality 
loopp was followed and completed in all studies. 
Furtherr common feature of these methodologies, presented in Chapters 5-9, is that they 
alloww for the creation of comparative (risk-adjusted) rates (i.e. hospital infection rates, 
pressuree ulcer rates, 'standard patient population' and sample of 'prototype patients'). 
Comparativee rates, on the one hand, enable the comparison of health care services, health 
caree organisations or countries in the given field of health and medical care. On the other 
hand,, comparative rates are also necessary to the investigation of effectiveness (benefit 
achievedd or outcomes) and efficiency (cost relations) under specific real circumstances. 

Rationale e 

Thesee quality assurance projects were chosen for implementation in Hungary and wil l be 
presentedd as the core part of this study, in chapters 5-9, for of the following reasons: 
a)) they represent the two most important features of the outcome of health care: 

-- patient satisfaction (Chapter 5 and 9) 
-- clinical outcome (Chapter 7 and 8) 

b)) they represent various health care settings, e.g.: 
-- primary care (Chapter 9); and 
-- hospital care (Chapter 5,6,7 and 9); 

c)) they cover diverse medical activities such as: 
-- diagnostics (Chapter 6); 
-- medical care (Chapter 6 and 7); 
-- nursing care (Chapter 8), and 
-- patients satisfaction and patient reports (Chapter 5 and 9); 

d)) after the political changes in Hungary (1989) the public and the politicians became 
interestedd in learning more about the satisfaction of the population. In a hospital 
dominatedd health care system it was quite obvious to start with patient satisfaction 
surveyss in hospitals. 

e)) other quality assurance studies were conducted in hospital settings because hospitals 
aree still the basic institutions of the Hungarian health care system. In addition, doing 
qualityy assurance in hospitals is relatively easy as compared with e.g. primary care. 

f)) the chosen topics are in the focus of extensive international co-operation. 
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Formatt  of thi s thesis 

Thee thesis consists of two parts: a) health care in Hungary, and b) quality assurance studies. 
Thee main purpose of the descriptive and theoretical chapters is to analyse the most impor-
tantt problem areas and to describe the Hungarian health care system and the health status 
off  the population. Furthermore, they aim to show the socio-economic environment in 
whichh the quality assurance studies were conducted. The objective of the second part of the 
thesiss is to discuss the effectiveness and cost-effectiveness of the quality assurance activi-
tiess to give an overview of the history and chronology of the introduction of quality assur-
ancee in Hungary and to present the results and impact of various quality assurance 
programmess in which the author of this thesis played the major role, such as: 

qualityy of hospital care: patient satisfaction and patients' reports in hospitals, 
preoperativee assessment in surgery, 
risk-adjustedd surgical site infection surveillance in hospitals, 
thee quality of nursing care: prevention and treatment of pressure sores in hospitals, 
and d 
qualityy of primary health care; physician's and patient's reports on system perfor-
mance. . 
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Chapterr  1 

THEE POPULATION S HEALT H STATUS 
INN HUNGARY 

Abstract t 

Thee Hungarian population's health status is poor, compared to countries of Western 
Europee (CWE) in terms of morbidity and mortality. Average life expectancy is below 67 
yearss for males and 76 years for females. Standardised death rates are high and increasing 
inn almost all disease categories. 

Thiss unfortunate situation is not unique, the Hungarian health condition and trends are 
veryy similar to those in other countries of Central and Eastern Europe (CCEE). This being a 
commonn phenomenon in the whole post-communist world, it is fair to hypothesise that 
commonn causes could be identified and the Hungarian experience lends itself for 
generalisation. . 

Whyy is the population's health status a relevant issue associated with quality assurance? 

Duee to the negative tendencies of the population's health status greater demand for health 
caree could be expected. However, significant amount of additional resources might not be 
availablee for the health care sector, given a relatively low financing capacity of the state 
andd individuals especially if compared to countries in Western Europe. There is a need to 
usee limited resources more effectively. 

Somee evidence suggest that increasing effectiveness of medical care may be important for 
narrowingg the life expectancy gap between the countries of Central and Eastern Europe 
andd the countries of Western Europe. Improving effectiveness of health care is among the 
mainn goals of quality assurance, and might provide a positive contribution to the improve-
mentt of the population's health status. 

TheThe author is grateful to Professor Johan Mackenbach, Erasmus University, Rotterdam, Dr. Peter 
Józan,Józan, Head of Department, Hungarian Central Statistical Office, Population and Health Statis-
ticstics Department and Dr. Imre Boncz, Director, Hungarian Health Insurance Fund Administra-
tion,tion, for their helpful comments of this chapter. 
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1.11 Introductio n 

Thee prevailing ideology under state socialism held that a number of social and health prob-
lemss were to be automatically solved or not to arise at all by virtue of the very existence of 
socialism,, and were instead considered to be the exclusive preserve of western countries, 
particularlyy to the United States. Therefore such problems as drug addiction, AIDS, alco-
holism,, environmental pollution, etc. have been beyond the immediate focus of the health 
caree system. Based on the 1972 Public Health Act the official health care goals were noble, 
forr instance health policy listed among its aims "high standard, free health care and unre-
strictedd access". In spite of such goals and lip service to health as a basic human right, 
healthh care was a stepchild of the socialist system. The high standard was an illusion, nor 
wass health care free. Access was restricted, by geography, socio-economic status, or by the 
lackk of equipment, drugs or even the poor maintenance what existed. The poor population 
healthh status and problems with the health care system lead to the commonly agreed 
opinionn shared by the regulators, providers, clients, financing organisations and tax pay-
ers,, that effectiveness and efficiency should be improved, and there is a need to use limited 
resourcess more effectively. (Gulacsi, Huszay and Dömösi, 1985/1-2; Gulacsi, 1993/1-2; 
Gulacsii  and Balitzky, 1993; Klazinga, 1996) In this chapter the health status of the popu-
lationn wil l be discussed. 

1.22 Health status of the population 

1.2.11.2.1 International perspectives 

Betweenn 1960 and 1990, life expectancy in countries of Western Europe, based on an aver-
agee of 18 countries, increased by 6.3 years (OECD, 1993). This is partly due to a sharp 
dropp in perinatal mortality, but the life span of elderly people also increased. During the 
periodd 1960 to 1990, the life span of women aged 60 years increased by 3,5 years and that 
off  men by 1,7 year. OECD estimated that the fatal outcome of diseases for which an effec-
tivee treatment is available declined by half in all OECD countries (OECD, 1993). 
Schaapveld,, Chorus and Perenboom (1995) have carried out a useful review of variations 
inn health between the 12 countries of the European Union. The conclusions of the review 
aree also applicable to Eastern and Central Europe. Clearly it is difficult to make overall 
conclusionss on outcomes of care. Data on outcomes are generally available for mortality 
only.. Standardised mortality rates do not vary greatly in Western Europe. Although mor-
talityy in Eastern Europe is higher and has even risen, it is difficult to attribute it to any 
factorr or set of factors with any precision, since.socio-economic factors and the environ-
mentt deteriorated at the same time that the health care system came under severe pressure. 
Itt is known, at any rate, that the link between health services and mortality is limited, 
especiallyy in developed countries with high prevalence of chronic disease. Disease-specific 
mortalityy is interesting but difficult to interpret. For example, cardiovascular mortality 
variess greatly from country to country, with a rate twice as high in Ireland as in France 
(Schaapveld,, Chorus and Perenboom, 1995), but no clear pattern can be identified. The rate 
off  cancer death varies greatly as well, with higher rates in Northern Europe than in South-
ernn Europe. 
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Inn Eastern Europe, the picture is not so positive. Klazinga (1996) argued that life expect-
ancyy at birth in EU countries for male as well as females is at present 5-10 years longer 
thann in most Central and Eastern European countries, and between 1990 and 1995 the gap 
hass widened instead diminished (e.g. East-West life expectancy gap). Jozan, van der Velden, 
Ginnekenn et al. (2000) pointed out that "In 1995, the difference between life expectancy at 
birthh for Dutch and Hungarian men was 9.4 years in favour of Dutch men. For womenn the 
differencee was 5.9 years, also in favour of the Dutch. In the first decade of the 20th century, 
menn and women in the Netherlands could expect to live about 10 to 15 years longer than 
Hungariann citizens". (The World Health Report 1999) 
Majorr causes of death are similar between CWE and CCEE but there is a significant differ-
encee between the amount of death due to suicides, traffic accidents and accidents at work-
placee are substantially higher in the countries of Central and Eastern Europe than in the 
countriess of Western Europe. According to Velkova, Wblleswinkel and Mackenbach (1997) 
theree is a wide gap in life expectancy between the countries of Central and Eastern Europe 
(CCEE)) and the countries of Western Europe (CWE). In 1990 male life expectancy at birth in 
CCEEE as a whole was almost 7 years shorter than in CWE, while female life expectancy 
wass 5 years shorter. 
Forsterr and Józan (1990) have assessed trends in four Eastern European countries (German 
Democraticc Republic, Poland, Czechoslovakia, and Hungary) and compared them to those 
off  the (then) Federal Republic of Germany, and England and Wales. Overall death rates were 
similarr in 1960, but the fall in age-standardised death rates has been considerably faster in 
thee two Western European countries than in the Eastern European countries. For middle 
agedd and elderly men, life expectancy has remained stationary or has decreased. While age-
standardisedd male death rates for diseases of the cardiovascular system have fallen dramati-
callyy in Western Europe, they have actually risen in Poland, Czechoslovakia and Hungary. 
Ann approach called 'avoidable mortality' or 'mortality amenable to medical intervention' 
(causess of death that could have been prevented with existing medical technology or changes 
inn behaviour) has been used to analyse the experience of different countries in Europe. 
Hollandd (1988) has published a large set of cross-national comparisons, and the OECD now 
routinelyy publishes disease-specific years of life lost (OECD, 1993). The levels of mortality 
fromm 'amenable causes' were generally low and death rates from the causes declined rap-
idly.. This was felt to reflect an increased effectiveness in health care services. Similar findings 
weree reported by Charlton and Velez (1986) for six countries. Perhaps the best review of this 
subjectt was carried out by Mackenbach, Bouvier-Colie and Jougla (1990), who critically ex-
aminedd eleven aggregate data studies from the literature, mostly dealing with European coun-
triess in the period 1950 to 1984. 
Boys,, Foster and Józan (1991) compared trends in mortality from conditions amenable to 
medicall  care in four Eastern European nations, Hungary included, and two Western Euro-
peann nations (as well as two North American nations). (Atlas, 1997) They found that in 
aboutt 1970 a divergence occurred in the trends for all mortality causes between Eastern 
Europeann and Western nations with the rates in Western countries declining steadily, but 
thosee in Eastern Europe remaining fairly static. In the age group of 0-64 years mortality 
fromm causes considered amenable to medical care fell less quickly in Eastern Europe than in 
thee West. At the same time, mortality from non-amenable causes rose in Eastern European 
countriess in the late 1960s compared with substantial declines in such mortality in the 
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West.. The author concluded: "Non amenable causes of death seem to be the principal, but 
nott exclusive, reason for lack of improvement in trends in all cause mortality in Eastern 
Europee from 1970'. Environmental safety is an especially high priority in Eastern Europe, 
butt personal health related behaviour, including smoking, alcohol consumption, and health 
relatedd diet are also important. At the same time 'enhancements in the quality and effi-
ciencyy of direct health services' are important." The authors suggested to use avoidable 
deathh as negative quality indicator, however it has to be stressed that although a certain 
causee of death (e.g. cancer) may have been classified avoidable it is not possible to infer that 
alll  deaths from that cause could have been avoided. Avoidable death calculations are based 
onn two major assumptions. On the one hand they are associated with an idealised condi-
tionn and, on the other, strong and direct relationship is assumed between medical care and 
mortalityy as outcome. Both assumptions are questionable. The real proportion of avoid-
ablee death, 'achievable benefit not achieved', is based on the development of the health care 
systemm and depends on socio-economic conditions, culture, habits and the value judge-
mentt of the public in a given country. A certain proportion of malignant neoplasms of the 
trachea,, bronchi and the lung, neoplasms of the cervix uteri or breast cancer might be 
avoidablee for a population in a group of countries and the same percentage could be com-
pletelyy unavoidable for the population of another country. This kind of calculation can be 
usedd as a starting point of assessing the level of the achievable benefit. 
Westerlingg (1992) evaluated the 'avoidable' causes of death in Sweden between 1974 and 
1985.. The evaluation was based on a list published by Rutstein, Berenberger, Chalmers et 
al.. (1976), that were suggested to serve as negative indicators of quality. In total 22% of 
deathss in females and 18% of deaths in males were classified as avoidable in Sweden accord-
ingg to Westerling (1992). 

Agee standardised time-trends between 1979 and 1988 for avoidable mortality was analysed 
byy Bojan, Hajdü and Belicza (1991) in Hungary and in a selected developed countries (Italy, 
Englandd and Wales, France, USA, Japan and Portugal). According to the results of this 
studyy the difference in avoidable mortality between Hungary and developed countries in-
creasedd by the end of the observation. Death rate in individual amenable causes are usually 
muchh higher in Hungary than in the developed countries and the differences did not di-
minishh between 1979 and 1988. The authors suggested that avoidable death should be 
takenn as quality indicator. Unfortunately, Bojan, Hajdü and Belicza (1989) did not publish 
avoidablee mortality in terms of percentages. Accordingg to their conclusion in Hungary this 
ratioo is higher that the avoidable mortality rate in the developed countries. In the light of 
thee results of Westerling's study we can assume that at least 22% of death in females and 
18%% of death in males might be avoidable in Hungary. Probably the avoidable death rate in 
Hungaryy is even higher, due to the high infant mortality rate (9.8 /1,000 in 1998) com-
paredd to the rate in the developed countries, for instance Sweden (3.8/1,000 in 1998). 
Velkova,, Wolleswinkel and Mackenbach (199 7) found relatively high levels of mortality 
fromm causes amenable to medical intervention in countries in Eastern Europe as compared 
too countries in Western Europe. Although amenable causes of death are not the major 
contributorr to the East West life expectancy gap, the decreasing levels of amenable causes 
off  death could add about one year to life expectancy both for man and for women in 
countriess of Eastern Europe. In describing health status of the population, years of poten-
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tiall  working life lost and years of potential life lost (YPLL) is another useful tool. Varga, 
Csobann and Bojan (1990) analysed the years of potential working life lost of the Hungar-
iann population, and years of potential life lost were analysed by Zsolnai (1989) in the field 
off  maternal mortality and by Gulacsi (1999) associated with breast cancer mortality. Al -
though,, very few data are available in Hungary about the years of potential life lost, it is 
assumedd to be not below the YPLL level of the developed countries. 

1.33 Demography, mortalit y and morbidit y of the Hungarian populat ion 

Approximatelyy 17% of the population was under 15 years of age and 15% was aged 65 or 
overr in 1998. The number of pensioners, and other people receiving benefits has grown 
fromm 24.7% in 1990 to 47% in 1998. Over one quarter of the population are pensioners. 
(Demographicc Yearbook, 2000; Yearbook of Health Statistics, 1999) In 1996, 18% of the 
populationn were under 15 years of age and 14% were aged 65 or over and the rate of 
pensionerss were 30.3%. This creates a difficult demographic structure from the perspective 
off  health care cost control since most pensioners are older or disabled and, therefore con-
sumee a larger proportion of health care resources relative to a younger and/or healthier 
population. . 
Thee largest minority in Hungary are the Roma people, or gypsies. Although the Roma 
peoplee were given some official protection under the post-war communist regimes, this 
hass reduced in the 1990s. Many health policy makers and researchers have paid relatively 
littl ee attention to the health needs of the Roma people. The Roma people are estimated to 
accountt for 5% - 6% of the population. However, the actual number of Roma is uncertain, 
becausee of their reluctance to identify themselves and enforced assimilation. (Mckee, 1997) 
Theree are between 300,000 and 500,000 gypsies in Hungary, but they are unequally distrib-
utedd across the territory. In some countries in the eastern part of the country, the Roma repre-
sentedd 10% to 15% of the population (e.g. Szabolcs-Szatmar-Bereg county). Typically the Roma 
aree poor, unemployed, and have the worst health status. Although, there is no demographic 
statisticss that contains information about ethnicity, according to experts' opinion life expect-
ancyy of the Roma people is around 10 years lower compared to the life expectancy of the white 
Hungariann population. 
Sincee 1981 Hungary's birth rate has been below reproduction level, there has been a decline 
off  0.26% - 0.40% annually. In 1998 the rate of live births per 1,000 inhabitants was 9,6 
whilee at the same time that of deaths was 13.9 per 1,000 inhabitants. (Demographic Year-
book,, 2000) Hungary's birth rate has slipped from 13.9 live birth per 1,000 in 1980 to 9.6 
perr 1,000 in 1998. The death rate has been consistent from 1985 to 1998, ranges between 
13.99 to 14.6 persons per 1,000 population. Between 1981 and 1998, the population de-
creasedd by 5.0% (536,000 inhabitants). Demographic projections for the period 1990-2025 
forecastt further decreases in the percentage of the population in the age group of 0-14 
yearss from 20.3% to 17.4%, and in the age group of 15-64 years from 66.1% to 61.7%. 
Thiss corresponds to an increase in the 65 + age group from 13.4% to 20.9%. 
Ass Józan (2000) stated: "In Hungary there were in general 140,000 deaths per year in the 
secondd half of the 90s; the death rate was around 14.0 per 1,000 population in these years. 
Inn the second half of the 90s there were almost 40,000 more deaths compared to the 60s 
whenn the death rate was the lowest in Hungary. The death rate was elevated partly 
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becausee of the ageing population - 25,000 additional deaths - but the increased death rate 
off  males aged 35-69 years also contributed 15,000 deaths out of the extra 40,000 deaths." 

Tablee 1.1 shows some characteristic demographic features of the Hungarian population. In 
19855 mortality reached the 14 deaths per 1,000 population level. In contrast, the European 
averagee of mortality is around 10.8 death per 1,000 inhabitants. There is a significant 
geographicall  variability in mortality. According to the Demographic Yearbook (2000) in 
19988 the variability of mortality of the male population of all age among the 19 counties 
rangedd between 13.5 and 17.1 deaths per 1,000 population. (In 1995 the mortality of the 
malee population ranged between 13.8 and 17.7 death per 1,000 population). Geographical 
variationn in mortality of the female population of all ages ranged between 10.6 and 13.9 
deathss per 1,000 population in 1998. (In 1995 ranged between 11.1 and 14.4 deaths per 
1,0000 population.) There are significant geographical variations associated with other de-
mographicc data as well if we compare counties. The variation of infant mortality rates, for 
instance,, was between 9.1 and 16.4 in 1994, between 8.1 and 14.9 in 1995 and between 5.5 
andd 12.8 in 1998. (Demographic Yearbook, 1997, 1998, 1999, 2000; Yearbook of Health 
Statisticss 1998,1999, 2000.) 

Tablee 1.1 Demographic description of the Hungarian population 

Demographic c 
indicators s 

Populat ion n 
(1,000) ) 

Livee bi r ths 

B i r thh rate / 1 , 0 0 0 

Deaths s 

Deathh rate / 1 , 0 0 0 

Natura ll g r o w t h 

Na tu ra ll g r o w t h 
ra te /1 ,000 0 

In fantt mor ta l i t y 

ratee / 1 , 0 0 0 

199 70 

10,322 2 

151,819 9 

14.7 7 

120,197 7 

11.6 6 

31,622 2 

3.1 1 

35.9 9 

1980 0 

10,710 0 

148,673 3 

13.9 9 

145,355 5 

13.6 6 

3,318 8 

0.3 3 

23.2 2 

1990 0 

10,376 6 

125,679 9 

12.1 1 

145,660 0 

14.1 1 

-19,981 1 

-1.9 9 

14.8 8 

1995 5 

10,246 6 

112,054 4 

n o o 

145,431 1 

14.2 2 

-33,377 7 

-3.3 -3.3 

10.7 7 

1996 6 

10,212 2 

105,272 2 

10.3 3 

143,130 0 

14.0 0 

-37,858 8 

-3.7 7 

10.9 9 

1997 7 

10,174 4 

100,350 0 

9.9 9 

139,734 4 

133 7 

-39,084 4 

-3.8 8 

9.8 8 

1998 8 

10,135 5 

97,500 0 

9.6 6 

141,2277 -

13.9 9 

-39,276 6 

-4,3 3 

9.7 7 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999, 2000; Yearbook of Health Statistics 1997, 1998, 1999, Ministry of Health, Budapest, 1998,1999, 2000 

1.3.11.3.1 Life expectancy and age specific death rate 

Accordingg to the data from the Demographic Yearbook, Hungary (1997, 1998, 1999, 2000) 
lif ee expectancy is far behind the western European average and there is a significant differ-
encee between the male and female population. (Table 1.2-1.4) There is a significant differ-
encee in life expectancy among counties especially for the male population, with life expect-
ancyy varying between 66.39 and 61,95 years (4.44 years difference). Death rate is very-
highh especially in the young and middle aged male population (Table 1.5). Age specific 
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deathh rate of the female population is relatively better as compared with the male popula-
tionn (Table 1.6). There are notable variations in death rates among counties, yielding an 
almostt 19% difference between counties with the highest versus lowest death rates. 

Tablee 1.2 Lif e expectancy at birt h of the Hungarian population 

Year r 

1930 0 
1940 0 
1950 0 
1960 0 
1970 0 
1980 0 
1981 1 
1982 2 
1983 3 
1984 4 
1985 5 
1986 6 
1987 7 
1988 8 
1989 9 
1990 0 
1991 1 
1992 2 
1993 3 
1994 4 
1995 5 
1996 6 
1997 7 
1998 8 

Males s 

48.70 0 
54.95 5 
59.88 8 
65.89 9 
66.31 1 
65.45 5 
65.46 6 
65.63 3 
65.08 8 
65.05 5 
65.09 9 
65.30 0 
65.42 2 
66.20 0 
65.43 3 
65.12 2 
65,01 1 
64.63 3 
64.51 1 
64.84 4 
65.25 5 
66.06 6 
66.35 5 
66.12 2 

Females s 

51.80 0 
58.24 4 
64.21 1 
70.10 0 
72.08 8 
74.70 0 
74.86 6 
73.13 3 
72.99 9 
73.16 6 
73.07 7 
73.21 1 
73.38 8 
74.32 2 
73.82 2 
73.72 2 
73.82 2 
73.73 3 
73.81 1 
74.23 3 
74.50 0 
74.70 0 
75.08 8 
75.23 3 

Sources:: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999, 2000; Yearbook of Health Statistics 1997, 1998, 1999, Ministry of Health, Budapest, 1998,1999, 2000, 

Tablee 1.3 Age specific lif e expectancy of the Hungarian population; males 

Year r 

1930-1931 1 
1970 0 
1980 0 
1990 0 
1991 1 
1992 2 
1993 3 
1994 4 
1995 5 
1996 6 
1997 7 
1998 8 

AgeO O 

48.70 0 
66.31 1 
65.45 5 
65.13 3 
65.44 4 
65.55 5 
64.53 3 
64.84 4 
65.25 5 
66.12 2 
66.35 5 
66.12 2 

Agee 40 

29.13 3 
31.51 1 
29.60 0 
28.84 4 
28.27 7 
28.15 5 
27.92 2 
28.08 8 
28.34 4 
28.83 3 
29.02 2 
28.91 1 

Agee 60 

14.50 0 
15.19 9 
14.58 8 
14.72 2 
14.74 4 
14.52 2 
14.45 5 
14.66 6 
14.77 7 
14.88 8 
14.98 8 
15.04 4 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999,2000; Yearbook of Health Statistics 1997, 1998, 1999, Ministry of Health, Budapest, 1998,1999, 2000 
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Tablee 1.4 Age specific lif e expectancy of the Hungarian population; females 
Year r 

1930-1931 1 
1970 0 
1980 0 
1990 0 
1991 1 
1992 2 
1993 3 
1994 4 
1995 5 
1996 6 
1997 7 

1998 8 

Agee 0 

51.80 0 
72.08 8 
72.70 0 
73.71 1 
73.83 3 
73.73 3 
733 81 
74.23 3 
74.50 0 
74.73 3 
75.08 8 

75.23 3 

Agee 40 

29.13 3 
35.76 6 
35.48 8 
36.05 5 
36.17 7 
35.99 9 
35.97 7 
36.19 9 
36.36 6 
36.58 8 
36.75 5 

36.82 2 

Agee 60 

14.50 0 
18.19 9 
18.32 2 
19.02 2 
19.15 5 
19.10 0 
19.18 8 
19.32 2 
19.47 7 
19.44 4 
19.69 9 

19.81 1 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1 998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999,2000; Yearbook of Health Statistics 1997, 1998, 1999, Ministry of Health, Budapest, 1998,1999,2000, 

Tablee 1.5 Age specific death rate of the Hungarian population; males (Rate per  1,000 
maless of the corresponding age) 

Agee groups 

40 -44 4 

45 -49 9 

50 -54 4 

55 -59 9 

1965 5 

3.5 5 

5.0 0 

8.6 6 

14.ó ó 

199 70 

4.3 3 

6.2 2 

9.3 3 

15.3 3 

1980 0 

6.2 2 

9.2 2 

14.2 2 

20.9 9 

1990 0 

7.1 1 

11.5 5 

16.7 7 

24.1 1 

1995 5 

8.6 6 

12.8 8 

18.4 4 

25.6 6 

1996 6 

7.7 7 

12.0 0 

16.8 8 

24.6 6 

1997 7 

7.9 9 

11.5 5 

16.7 7 

23.2 2 

1998 8 

8.4 4 

11.9 9 

17.6 6 

22.7 7 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999, 2000; Yearbook of Health Statistics 1997,1998, 1999, Ministry of Health, Budapest, 1998,1999, 2000. 

Tablee 1.6 Age specific death rate of the Hungarian population; females (Rate per 
1,0000 males of the corresponding age) 

Agee groups 

4 0 - 4 4 4 

45 -49 9 

5 0 - 5 4 4 

55 -59 9 

1965 5 

2.3 3 

3.5 5 

5.2 2 

8.7 7 

1970 0 

2.3 3 

3.6 6 

5.4 4 

8.5 5 

1980 0 

2.8 8 

4.4 4 

6.4 4 

9.8 8 

1990 0 

3.0 0 

4.4 4 

6.6 6 

9.8 8 

1995 5 

3.2 2 

4.7 7 

6.4 4 

9.8 8 

1996 6 

2.9 9 

4.3 3 

6.0 0 

8.9 9 

1997 7 

3.1 1 

4.2 2 

6.1 1 

9.2 2 

1998 8 

3.4 4 

4.6 6 

6.8 8 

9.2 2 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999, 2000; Yearbook of Health Statistics 1997,1998, 1999, Ministry of Health, Budapest, 1998,1999, 2000. 

1.3.21.3.2 Major causes of death 

Inn Hungary, the mortality rate is among the highest in Europe. This is due especially to an 
increasee in the mortality rates of middle-aged and elderly men. Male mortality from cancer 
hass increased in recent years, mainly due to an increase in lung cancer. Mortality rates 
fromm liver diseases and cirrhosis have increased seven-fold since 1970. This lifestyle caused 
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mortalityy has assumed an increasing role since the early 1970s due to an increasing pro-
portionn of smokers and high consumption of alcohol. Mortality due to suicide is the high-
estt in Europe; however a slight decrease in the rate of suicide was observed recently. Car-
diovascularr diseases account for approximately 51% of all deaths, and mortality due to 
malignantt neoplasms makes up approximately 26% of all deaths.(Demographic Yearbook, 
1960-2000;; Jozan, van der Velden, Ginneken et al.2000) (Tables 1.7-1.8) 

Tablee 1.7 Causes of death of the Hungarian population / (Rate per  10,000 population) 

Causess of dea th /10 000 

Infectiouss and parasitic diseases 

Malignantt neoplasms 

Diseasess of circulatory system 

Diseasess of respiratory system 

Diseasess of digestive system 

Accident,, poisoning 
andd purposeful Injury 

Other r 
Total l 

1970 0 

2.7 7 

21.9 9 

62.2 2 

5.7 7 

4.4 4 

9.2 2 

10.3 3 
116.3 3 

1980 0 

1.4 4 

26.1 1 

71.8 8 

9.4 4 

6.6 6 

11.5 5 

8.9 9 
135.7 7 

1990 0 

0.9 9 

30.1 1 

73.7 7 

6.4 4 

8.7 7 

12.8 8 

7.9 9 
140.5 5 

1995 5 

0.8 8 

32.5 5 

72.1 1 

6.3 3 

11.6 6 

11.2 2 

7.7 7 
142.2 2 

1996 6 

0.8 8 

33.2 2 

72.6 6 

6.1 1 

9.8 8 

10.6 6 

7.6 6 
140.4 4 

1997 7 

0.7 7 

33.3 3 

70.2 2 

5.7 7 

9.8 8 

10.5 5 

7.1 1 

137.3 3 

1998 8 

0.7 7 

33.6 6 

71.6 6 

5.2 2 

10.4 4 

10.2 2 

7.5 5 
139.2 2 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999, 2000; Yearbook of Health Statistics 1997, 1998, 1999, Ministry of Health, Budapest, 1998,1999, 2000. 

Accordingg to the WHO Health For All (HFA) Database (WHO, 1989-1993) there is a signifi-
cantt difference of almost all Standardised Death Rates (SDR), both in numbers and in pre-
dictedd trends between Hungary and the Western European countries. The SDR is the age-
standardisedd death rate calculated using the direct method and based on the European 
Standardd Population. Standardised Death Rates, in all cases are increasing especially in the 
agee group of 0-64 years. The same can be seen associated with SDR of malignant neo-
plasms,, especially in the age group of 0-64 years. SDR of trachea/bronchi/lung cancer is 
rapidlyy growing, SDR of cancer of the cervix, malignant neoplasms of the female breast, 

1.88 Table Causes of death of the Hungarian population (%) 

Causess of death 

Diseasess of circulatory system 

Malignantt neoplasms 

Accident,, poisoning and purposeful injury 

Diseasess of digestive system 

Diseasess of respiratory system 

Other r 

1993 3 

51.5 5 

21.6 6 

8.2 2 

8.0 0 

4.7 7 

6.0 0 

1994 4 

50.5 5 

22.5 5 

8.1 1 

8.2 2 

4.7 7 

6.0 0 

1995 5 

50.7 7 

22.8 8 

7.9 9 

8.1 1 

4.4 4 

6.1 1 

1996 6 

51.7 7 

23.7 7 

7.4 4 

7.0 0 

4.3 3 

5.9 9 

1997 7 

51.1 1 

24.3 3 

7.6 6 

7.1 1 

4.1 1 

5.8 8 

1998 8 

1.4 4 

4.1 1 

7.3 3 

7.5 5 

3.7 7 

5.4 4 

Sources:Sources: English Supplement of the Demographic Yearbook 1997, 1998, 1999, Central Statistical Office, Budapest, 
1998,1998, 1999, 2000; Yearbook of Health Statistics 1997, 1998, 1999, Ministry of Health, Budapest, 1998,1999, 
2000. 2000. 
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cancerr of digestive organs and peritoneum, endocrine, nutrition, metabolic disease and 
immunityy disorder, mental disorder and disease of nervous system and organs are in-
creasing.. Rates of SDR in diseases of the circulatory system, ischaemic heart disease and 
cerebrovascularr diseases are very high compared to countries of Western Europe and are 
predictedd to increase according to the WHO HFA database. (WHO, 1985-1993) SDR of the 
digestivee system, chronic liver disease and cirrhosis is also growing rapidly. SDR of external 
causess of injury and poisoning is high compared to CWE and seems to be stabilised in 
middlee range. The level of SDR of suicide and self-inflicted injury is very high compared to 
thee western countries. According to the figures between 1995 and 1998 this trend seems to 
stabilisee or slightly decrease. 

2.3.33 Major causes of disease and morbidity 

Inn the past decades the only successful intervention of health services resulted in the con-
troll  of highly prevalent infectious diseases. The level of rates of all other diseases could not 
bee improved or even have grown worse since 1970s. Cardiovascular diseases are the main 
contributorr to the health gap between Hungary and the average of all European countries 
andd even the average of the countries of Central and Eastern Europe. Also, in terms of the 
incidencee of malignant neoplasms, Hungary ranks among the highest in Europe. As has 
beenn stated above unhealthy lifestyles are widespread and the awareness of the individual's 
responsibilityy for his or her own health is low among the entire population. 

1.3.41.3.4 Prediction for the future 

Accordingg to the WHO Health For All (HFA) Database (WHO, 1989-1994) there is a signifi-
cantt difference in number and in trends in Hungary compared to Western European coun-
tries.. There are major differences in the trends in the field of: Standardised Death Rate (SDR) 
fromm all causes in all ages; SDR from malignant neoplasms in all ages from all causes and 
especiallyy related to trachea/bronchi/lung cancer, cancer of cervix, cancer of digestive or-
ganss and peritoneum; SDR from diseases of the circulatory system and ischemic heart 
diseases;; SDR from cerebrovascular diseases; and SDR from diseases of the digestive sys-
tem,, especially chronic liver disease and cirrhosis. These Standardised Death Rate categories 
aree significantly lower in the Western European countries with a continuously decreasing 
tendency.. In Hungary the level is markedly higher and the trend is increasing in all age 
categories.. In some cases the increasing tendency is very steep such as trachea/bronchi/ 
lungg cancer, cerebrovascular diseases and chronic liver disease and cirrhosis. The alarming 
differencee is even sharper in age group of 0-64 years category as compared with Western 
Europeann countries. 

1.44 Lifestyle: dietary habits, smoking, alcohol and dru g control 

Accordingg to the 'Principles of a Long Term Health Promotion Policy' (1994) hereinafter 
referredd to as 'Principles' four areas of the lifestyle are highlighted as main factors with major 
impactt on the (poor) health status of the Hungarian population: (a) unhealthy dietary habits; 
(b)) smoking; (c) alcohol and drug abuse; and (d) lack of regular physical training. 
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a)) Unhealthy dietary habit 

Thee first representative nutrit ional survey was conducted in Hungary between 1985 and 
1988.. Its results indicated that 25% of males and 33% of females have higher than required 
intakes.. The energy surplus is derived mainly from fats (in fact, it exceeds 40% of the daily 
energyy intake), but sugar intake is similarly excessive. Excessive cholesterol intake is also 
characteristic:: acceptable values are found only in 15% of males and 30% of females. Simi-
larly,, salt intake is several times higher than the accepted value (10-15g/day). On the other 
hand,, polysaccharide, fibres, Vitamins B2, B, C l, B6, Mg, Ca, retinol, iodine and fluoride 
(inn certain regions) etc. intakes are insufficient. The population exhibits signs of both over-
feedingg and deficiency diseases. The proportion of the obese, depending on age, is between 
20-50%% among males aged 20 and over and between 16 and 60% among females. The 
cholesteroll  level as well as LDL cholesterol levels increased by 47-75% between 1970 and 
1990.. (Principles of a Long Term Health Promotion Policy' 1994) 

b)) Smoking 

Thee per capita cigarette consumption, based on trade statistics, is around 3,100 pieces/person/ 
yearr (Principles, 1994) or 2,590 pieces/person/year (Horvath and Nogradi Tóth, 1999). 
Accordingg to the 'Principles' one-third of the adult population are smokers, with more than 
halff  of middle aged men involved. In the age group of 11-16 years, 20% of the boys and 14% of 
thee girls admit to be regular smokers. According to the experts' opinion smoking is responsible 
forr 25% of all premature deaths due to myocardial infarction, for 90% of cancer of the bronchi, 
forr 80% of all deaths from chronic respiratory diseases and for 30% of all low birth weights. 
Accordingg to the national health promotion policy until the year 2000, the proportion of smokers 
inn the populat ion aged 16 years and over shall not exceed 25% (meaning a decrease of 24%), 
whereass in the 11-16 year age-group, it shall not exceed 15% for males (25% decrease) and 
10%% of females (28% decrease). (Principles of a Long Term Health Promotion Policy' 1994) 
Onn the contrary, large advertisements of tobacco and alcohol products appears regularly 
onn the walls, on the billboards in gardens of schools, and tobacco products have been sold 
inn the newsagents' kiosks, in food shops in hospital shops since 1994-1995. Cigarette 
advertisementss are shown in the mass media, often accompanied by influential popular 
sportt events such as Formula 1., soccer, etc. which did not exist before 1992-1994. Small 
shops,, kiosks and even newsagents sell cigarettes by pieces to school children (these shops 
aree often located near schools) who have not enough money to buy a pack of cigarette. 

c)) Alcohol and drug abuse 

Thee annual per capita alcohol consumption is around 10 litres in absolute alcohol. Based 
onn alcohol consumption statistics and the incidence of liver cirrhosis it is fair to conclude 
thatt 30% of males and 15% of females are regular drinkers wi t h 610 thousand individuals 
beingg alcohol abusers. According to the national health promotion policy by the year 2000 
theree shall be a 10% reduction in the number of accident caused under the influence of 
alcoholl  and in the number of mortali ty due to alcoholic cirrhosis of liver. (Principles of a 
Longg Term Health Promotion Policy' 1994) 
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d)) Lack of regular physical exercise 

Accordingg to the 'Principles of a Long Term Health Promotion Policy': "There is substantial 
evidencee to indicate that regular physical exercise and physical training can play a signifi-
cantt role in the prevention of myocardial infection, high blood pressure, diabetes, osteoporosis 
andd depression." (Principles of a Long Term Health Promotion Fblicy' 1994) According to 
thee Principles the Hungarian populat ion have less regular physical exercise than needed. 

1.55 Data accuracy and validit y 

Dataa validity varies and is often questionable in the highlighted areas (Paragraph 1.4) of 
dietaryy habits, blood cholesterol levels, smoking, alcohol and drug consumption, and lifestyle. 
Thee qual i ty of the morbidity and mortality data is also questionable. Due to various meth-
odologicall  problems including misclassification, incompleteness and inaccuracy of data 
collection,, unchecked and mainly self-reported data and often small sample sizes, the over-
alll  validity of the data seems to be rather low. Very littl e sound evidence is available for 
healthh policy setting and decision making purposes. 

Smoking,, alcohol and drug consumption, dietary habits and other factors are very difficul t 
too measure. There are unknown amounts of home-made untaxed goods and extensive 
smuggl ing,, lots of tobacco and alcohol products are on the semi-legal or black market, 
whichh are not accounted by statistics. (In some wine producing areas usually three to four 
t imess higher volumes of wines are sold for example than the volume that can be produced 
inn the given territory.) On the other hand, comparison of the amount of consumption over 
time,, w i t h special emphasis on the past 40 years, is problematic because the data were 
oftenn manipulated especially between the end of the 1940s til l the late 1980s. There are 
somee inherent weaknesses in the questionnaire-based self-reported data collection as well, 
becausee people, in general, are not in favour of providing data (alcohol and tobacco con-
sumpt ion)) which draw a negative picture of them. 

Dataa on blood cholesterol levels stemmed from uncontrolled population screening, often in 
tentss in the streets. There are still no guidelines on screening blood cholesterol created and 
agreedd upon by professionals and implemented in practice. According to the 'Principles' 
LDLL cholesterol levels increased by 47-75% between 1970 and 1990. 

Theree is very littl e evidence behind this statement, the data being based on some non-
randomised,, non-controlled trials wi th limited sample sizes, and mainly retrospective col-
lectionn of data. The unreliability of the data of blood pressure is also a good example to 
showw the weaknesses of the data/databases used for patient treatment purposes, as well 
as,, sometimes for major policy decisions. (*}  Political elements might cause serious distortion 
onn data validity as well. As Boncz (1997) argued: "Because of political reason, the former 
communistt regimes could have modified the data to show a better picture about the health 
statuss of the Eastern European people, and they could have masked the gap. Due to the fact 
thatt the gap in life expectancy between the Western and Eastern European countries started 
wideningg from 1960's, it seems to be highly probable that these data are reliable." 
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Morbidityy data might not be reliable in Hungary as well because of several problems: 
thee reimbursement system of hospitals distorts data collection; in particular, the DRG 
systemm without sufficient monitoring creates an incentive to report diseases as more 
complicatedd than they really are (DRG creep), 
noo data are available about sick leaves on the national level, 
morbidityy data collection by primary care providers is not very accurate. (Nera, 1998) 

Theree are possible problems related to the quality of the mortality data as well. The quality 
off  death certificates was investigated by Gulacsi and Kovacs et al. (1996) in relation to non-
hospitall  death from prostate cancer. More than 60% of the death certificates were not valid 
accordingg to the study. Due to the very limited extent of quality check of death certificates 
inn Hungary, it is difficult to extrapolate the result of this study, but it could be taken as a 
warningg signal, and one has to be very cautious when available mortality data is investi-
gated.. The accuracy of death certificates was questioned and misclassification was observed by 
otherr authors, especially in the field of circulatory diseases and diabetes. The need for training 
inn death certificate completion as part of physician education was stressed. (Messite and Stellman, 
1996)) There are problems with the usefulness of the data collected. Efforts are still focussed 
moree on measuring the burden of disease instead of clinical practice, and cost-effectiveness of 
thee interventions. But as Williams (1999) stated: "Unfortunately, there is no clear link, either in 
theoryy or in practice, between the total burden of disease and our capacity to reduce it." The 
linkk between them is the effectiveness and cost-effectiveness of any feasible interventions. This 
approachh has many practical consequences to quality assurance activities. Areas should be 
chosenchosen for further quality improvement where massive amount of benefit achievable, but 
theree is a gap between the actual effectiveness and efficacy. 

1.66 Discussion: Why is urgent action needed? 

Thiss situation is described by the Report of Hungary, Health Care Reform Module (1999): 
"Comparedd to the EU, each day an extra 100 people die in Hungary from avoidable causes 
duee principally to smoking, unhealthy diets, and the lack of adequate preventative health 
services.. Life expectancy and the burden of disease in Hungary are among the worst in 
Europe.. The widening health gap between Hungary and the EU is worrisome, particularly 
takingg into account that Hungary has spent between 8% and 10% of its GDP on health, a 
levell  of spending that is comparable with the EU average. The deteriorating health status 
off  the population generates, not only additional pressures on health care spending, but also 

(*)(*)  Dilapidated equipment, i.e. blood pressure meters used in hospitals without proper calibration simply do not 
provideprovide reliable measurement. Stress ergometry could be another example, investigated by the author of the thesis 
(Gulacsi,(Gulacsi, 1993) to show possible negative impact on patient care. Ergometry is used for stress cardiac examina-
tiontion to diagnose ischemic heart disease. Patients are usually asked to use a special bicycles (ergometer) and exercise 
forfor a certain period with certain strengths (measured in watts or joule). The strengths strengths is increased over time till 
thethe effect of the physical training causes detectable signs on ECG (or till  the exercise is safe to the patients). The 
authorauthor of this thesis experienced in one (cardiac) hospital that this equipment was never properly calibrated. That 
isis why diagnoses become equipment dependent. For example, 12 min/120 watt exercise of machine 'A' was equal 
toto 12 min/40 watt of machine 'B'. Due to the fact, that diagnosis and drug prescription are heavily influenced by 
thethe detected physical capacity of the patients (the longer the duration of the exercise with the higher strength, the 
better),better), not properly calibrated equipment might have a major impact on the patients' medication and probably 
onon their health status, too. 
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drivess other direct and indirect costs associated with the decline in productivity of the 
Hungariann work force. On average, each Hungarian worker is absent from work 16.5 days 
annually,, compared to 5.2 and 5.5 days for workers in the U.S. and the Netherlands, 
respectively;; such high levels of absenteeism are equivalent to over 60 million work-days 
lostt per year. In addition, this leads to large sickness payments by the Health Insurance 
Fundd (HIF), amounting to almost US 200 million per year. The loss in labour productivity 
iss estimated at US 840 million per year (1.7% of GDP), and the foregone income from 
avoidablee mortality and morbidity is estimated at US 614 million per year (1.2% of GDP)." 
Inn the long run, the risk and exposure profile of the population might be different in terms 
off  key factors and weights in Hungary and in CCEE compared to CWE. Asbestos concrete, 
asbestoss dye and often surface asbestos sheets have been used, for instance, since the 60s 
forr fire protection purposes in sport centres, concert halls and public buildings all over in 
Hungary.. These materials are still there, although, it is well known that asbestos is a 
seriouslyy carcinogen agent causing lung cancer. The health care budget wil l face increasing 
pressuree in the future, due to the ageing population, long time under-investment in infra-
structuree and equipment of the health care system, salary pressures from doctors and 
nurses,, the need to address the East-West life expectancy as well as quality of life gap and 
thee increasing demand for higher quality of medical care. No single method of tackling 
thiss problem wil l work on its own. It might appear that public education and quality 
improvementt are the key. 

1.77 Where to go fro m here? 

Thiss unfortunate situation has to be changed and the population' health status has to be 
improved.. In order to achieve this goal, knowledge, willingness to change, good quality data 
andd more effective and cost-effective health care are needed. But what kind of knowledge 
iss exactly needed, what are the most important determinants of the willingness to change 
off  the population and/or its subgroups, what is the time horizon of the various public 
healthh programmes? Good quality data, effective and cost-effective health care are among 
thee main aims of quality assurance. But again, what kind of data and on which level, and 
whatt might be the consequence of more effective and cost-effective health care in terms of 
healthh status of the population? The answer for the question 'Where to go from here?' 
dependss on the issues that wil l be discussed in the remaining part of this chapter. 

1.7.11.7.1 Prevention of diseases 

Ann important public health aim in Hungary is to point at areas in which prevention of 
diseasee has been successfully applied and/or for which there is scientific evidence that 
preventionn actually wil l work. (SBU, 1998) Leading researchers should be asked to present 
aa synthesis of the evidence for prevention as to the following: prevention of infant, and 
maternall  mortality, prevention of tuberculosis, prevention of poliomyelitis, prevention of 
accidentall  trauma in children, prevention of traffic accidents, prevention of dental diseases, 
preventionn by physical exercise, prevention of disease in the work environment, prevention 
off  disease by the reduction of unemployment, and prevention of disease by restrictive 
alcoholl  policies. (Jonsson, 1999) 
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Theree is good scientific evidence that many measures for prevention may be successfully 
usedd in practice and thereby reduce both morbidity and premature mortality. Considering 
thee failures of many efforts to apply beliefs about prevention, it may be a good strategy to 
bee cautious, and first of all scrutinise the facts available. For instance, smoking is the largest 
singlee preventable risk factor for disease and premature death. There is no other known 
riskk factor used voluntarily by humans, not even war, which is causing more deaths and 
diseases.. There are approximately 5 million smokers in Hungary. More than 1 million of 
thesee people wil l die prematurely of diseases related to smoking -in relatively young ages, 
35-699 years of age. {Jonsson, 1999) The proof that smoking cessation as an effective and 
cost-effectivee measure for prevention of disease is overwhelming and well-known. Doctors 
andd dentists seem to be potentially effective means to provide information about preven-
tion,, as most people, one way or the other wil l encounter them within relatively short 
periodss of time. It may be estimated that the great majority of all smokers in any country 
wil ll  visit their dentist or doctor within a period of one year, and almost everybody within 
aa period of two years. Literature shows that there is strong evidence for the effectiveness 
andd cost-effectiveness of one particular measure, namely for simple counselling to stop 
smokingg coupled with advice, where appropriate, to use nicotine substitutes. (SBU,1998) 
Thee calculated cost per year of life saved by the most effective means of smoking cessation was 
almostt negligible. 

2.7.22 Abstract vs. tacit knowledge and time preference of the population 

Accordingg to the countries of Western Europe, unhealthy behaviour is changed, not be-
causee of the abstract knowledge of health risks involved, but because of personal experience of 
healthh deterioration, (van der Velden, 1999) This part of personal experience (knowledge, 
skills)) is called 'tacit knowledge' by Polanyi (1958). (Swaan, 1994) Most of the behaviour 
relatedd knowledge of the individuals and the society is 'tacit knowledge'. A characteristic 
featuree of this part of knowledge is that 'tacit knowledge' is very difficult to be transferred 
too other people. The lack of 'tacit knowledge' is very often interpreted as lack of technical 
knowledge.. Healthy behaviour related campaigns that aim at spreading information and 
improvingg awareness of healthy lifestyle often fail, because these campaigns usually try to 
conveyy healthy behaviour related technical information and knowledge which are already 
knownn by recipients. 
AA different but closely related term is 'time preference' which has to be taken into consid-
erationn in creating effective and cost-effective health policy. Individuals have positive time 
preference,, preferring consumption sooner rather than later. People at large wil l discount 
weightss of public decision-making in favour of interventions resulting in short-term rather 
thann long-term benefits. There are a number of reasons why individuals may have positive 
ratee of time preference explained by Drummond, O'Brien, Stoddart et al. (1997) such as: a) 
theyy may have a short-term view of life; future is uncertain; and individuals might expect 
too be wealthier in the future. The third reason could be based on the belief in economic 
growthh and the rapid development of health care technology. Time preferences (discount-
ingg future benefit) are not equally distributed across society. It is more positive in some 
subgroups,, such as the elderly, people in low educational and social classes. Sheldon (1992) 
arguedd that "health policy should have a longer time horizon, reflecting social values rather 
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thann individual preferences." In Hungary this time horizon should be defined explicitly 
reflectingg the positive time preference of the various subgroups of the society and the 
naturee of the most important public health problems. The available scientific evidence of 
thee various primary and secondary prevention activities and the stability of the health 
policyy {time horizon of politics) over time should be taken into consideration. 

1.7.31.7.3 The role of quality assurance 

Twoo separated but interrelated roles of quality assurance should be highlighted: providing 
reliablee and valid data; and improving the population's health status through improved 
effectivenesss of health care. 

1.7.3.11 The necessity of reliable and valid data 

Limitedd data availability, reliability, validity and significant differences in diagnosis setting 
andd coding practices within Hungary and compared to developed countries causes lots of 
difficulties,, at health policy, management and patient care levels. 
Qualityy assurance has a very well identified role in the situation when good quality data is 
missingg for health policy setting and decision making purposes. Policy setting in order to 
improvee the life expectancy and quality of life of the population has to be started with 
creatingg basic data sets that are based on widely accepted data definitions, standardised 
dataa collection, and followed by appropriate data analysis and interpretation. Without 
thesee basics, decision makers are not even aware of the existence and extent of the actual health 
caree burden. Experiences, presented in Chapters 5-9 show evidence that quality assurance ac-
tivitiess were hampered seriously by the lack of quality data in various fields of the health care 
sectorsector resulting the limited capacity of the decision makers and managers even to recognise the 
problem.. Not until the problem is recognised can quality programmes be created to improve 
thee effectiveness and efficacy of the given health care services. For practising evidence based 
medicine,, nursing, health policy, management and quality assurance (e.g evidence based prac-
ticee guidelines) searching for evidence and conducting systematic reviews are not enough. 
Scientificc evidence has to be interpreted and translated into daily practice in the lights of 
detailedd information of the demography, epidemiology, morbidity, risks and other important 
detailss of the actual patient mix in the given health care settings or public health programme. 
Ass Lohr, Eleazer and Mauskopf (1998) stated "Clinicians are often (probably) mainly faced 
withh patients who are generally excluded from RCTs, including patients with multiple health 
problems,, older patients, children and women." The demand for 'practice-based' or 'medicine-
based'' evidence requires that the internal and external validity of the scientific evidence have to 
bee validated in the given health care setting under the actual conditions, which also highlights 
thee crucial importance of good quality and useful data. 

1.7.3.22 Improving the population's health status through improved effectiveness of 
healthh care. 

Theree might be another role of quality assurance, namely: some indirect evidence shows 
thatt good quality care could improve the population's health status through the improve-
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mentt of the effectiveness and efficacy of medical care (Velkova, Wolleswinkel and 
Mackenbach,, 1997), and "probably millions of people in developed countries have short-
enedd life expectancies because of poor quality" (Brook, McGlynn, and Shekelle, 2000) Ac-
cordingg to Forster, Frost, Kamberka (1999) "With respect to amenable mortality, that is 
mortalityy which is amenable to timely appropriate medical care, these rates fell by 50% in 
Englandd and Wales during the period 1970-1974 to 1985-1987 but only 28% in Czecho-
slovakia.. (Boys, Forster, Józan, 1991) This differences in amenable mortality was espe-
ciallyy applicable to conditions sensitive to secondary prevention (Forster, 1996). " The dif-
ferencess in life expectancy (0-75 year old population) between the countries of Central and 
Easternn Europe (CEE) and the countries of Western Europe (CWE) ranged between 1.25 and 
6.299 years in men and between 1.09 and 3.44 years in women. Amenable causes of death 
accountedd for between 11% and 50% of the difference in men and between 24% and 59% in 
womenn (early neonatal death excluded). Although the contribution of differences in medi-
call  care to the East-West life expectancy gap is unknown, some results suggest that the 
contributionn of medical care in bridging the life expectancy gap is not as limited as is often 
assumed.. (Velkova, Wolleswinkel, and Mackenbach, 1997) According to this argument, 
improvingg the quality of medical care delivered in Hungary may be one approach to bridg-
ingg the gap in the population's health status between Hungary and the countries of CWE. 

Somee evidence is provided in this thesis about the possible link between quality of care and 
morbidityy and mortality of the patients, in the 'Intermezzo' in Chapter 7 (Risk-adjusted 
surgicall  site infection surveillance in Hungarian hospitals) and in Chapter 8 (Nursing qual-
ity:: prevention and treatment of pressure ulcers in Hungarian hospitals). Chapter 7 argues, 
forr instance, that in Hungary higher risk of the surgical patients is accompanied with 
higherr risk of surgical site infection compared to the US data. In Hungary the relative risk 
off  appendicitis mortality is 3.67 times higher for males and 4.06 times higher for females 
thann that in the countries of Western Europe, the corresponding rate for abdominalis her-
niaa are 1.66 for males and 2.63 for females respectively. (Velkova, Wolleswinkel, and 
Mackenbach,, 1997) Higher surgical site infection rates in the higher-risk patient categories 
mightt result in higher mortality rates. Some of the mortality could be related to the anaes-
thesiaa risk. Deaths occurring 0-3 days after surgery are probably related to anaesthesia or 
surgeryy or comorbidities and deaths within 4-28 day are possibly due to nosocomial infec-
tionss or comorbidities. Patients who develop SSI are twice as likely to die, and 60% more 
likelyy to stay at ICU. (Kirkland, Briggs, Trivette, 2000) Heart disease and diabetes probably 
playy a significant role. There may be a lot of post-operative myocardial infarction. This 
variationn is difficult to interpret without doing chart review, surveillance and further re-
search. . 

Threee important elements have to be taken into consideration related to the potential im-
pactt of quality assurance on the population's health status: 

theree is no clear link, either in theory, or in practice between the total burden of 
diseasee and the capacity of the health care system to reduce it, (Williams, 1999) 
theree is no clear link between the quality of health care and the level of quality assur-
ancee activities. However, scientific evidence show significant role of quality assurance 
inn the improvement of the quality of health care through reducing the level of over-
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usee and under-use of health care technologies. (*) One important aspect of poor qual-
ityy care - overuse of services - is an example of some of the troublesome aspects of the 
healthh care situation in Hungary. (Kahan and Gulacsi, 2000) 
ensuingg from the previous arguments, the link and relationship between differences 
inn health care utilisation and quality of medical care are very difficult to investigate 
andd interpret. 

Somee indirect evidence show that the East-West life expectancy gap is, at least partly, due 
too the lack of effectiveness of medical care. (** ) 

Improvingg the population's health status by bridging the gap between efficacy and effec-
tivenesss of medical and health care resulted by quality of care is among the main goals of 
qualityy assurance. 

Thee contribution of good quality medical care to the improvement of the population's 
healthh status requires more attention as wil l be discussed in the following chapters: 

thee concept of quality in health care, and the contribution of quality assurance to the 
improvementt of the effectiveness of health care services i.e. the effectiveness and cost-
effectivenesss of quality assurance (Chapter 3), 
implementationn of quality assurance (Chapter 4), and 
thee relationship between effectiveness of health care and the health status of the popu-
lation.. (Effectiveness of health care in different areas of health care is discussed in 
Chapterr 5-9.) 

(*)(*)  Chassin, Kosecoff, Solomon et al, 1987; Chassin, Kosecoff, Park et al, 1987; Kosecqff, Chassin, Fink at al, 
1987;1987; Winslow, Kosecoff, Chassin at al, 1988; Bernstein, McGlynn, Siu at al, 1993; Bernstein, Hilborne, Leapt 
atat al, 1993; Hilborne, Leape, Bernstein at al, 1993; Leape, Hilborne, Park et al. 1993; Bengtson, Herhtz, 
KarlssonKarlsson at al, 1994; Bernstein, 1994; Kleinman, Kosecoff Dubois at al, 1 994; McGlynn, Naylor, Anderson at 
al,al, 1 994; Kravitz, Laouri, Kahan at al, 1995; Berstein, Hofer, Meijler at al.,1997 
(**)(**)  WHO, 1988; Levin and Levin, 1990, Boys, Foster and Józan, 1991; Bojan, Hajdu and Belicza, 1991; Peto, 
Lopez,Lopez, Boreham et al. 1992; Guo, 1993; Feachem, 1994; Bobak and Feachem, 1995; Brook, McGlynn and 
Shekelle,, 2000 
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Chapterr 2 

DESCRIPTIONN OF THE HUNGARIA N 
HEALT HH CARE SYSTEM; 

1948-1998 8 

Abstract t 

Hungary'ss health care system is based on a compulsory national insurance model. Univer-
sall  coverage is assured through a combination of mandatory social insurance for the working 
populationn and guaranteed coverage for the retired and the people under the poverty level. 

Officiall  per capita spending is only around one fifth of the average EU level, although high 
comparedd to some other countries of Central and Eastern Europe. Public expenditure is 
channelledd mainly through the National Health Insurance Fund Administration. 

Responsibilityy for primary health care rests with municipalities, which must arrange for 
servicess to be available in their area. Most primary care provision has been privatised, 
althoughh 15-20% of primary care physicians remain the employees of local governments. 
Familyy doctors act as gatekeepers to specialist care and are paid on a capitation basis. 

Specialistt care is delivered predominantly through a network of public inpatient and out-
patientt facilities, staffed by salaried personnel who are remunerated mainly on a perfor-
mancee basis through a Hungarian version of the US originated DRG system. 

Thee main aim of this chapter is to describe the characteristic features of the Hungarian 
Nationall  Health Care System with particular emphasis on the hospital sector and primary 
healthh care in terms of structure, function and financing. 

Inn addition some relevant information is provided about the health and social insurance, 
publicc health and informal care. 

TheThe author is grateful to Dr. Koos van der Velden, Director, School of Public Health (NSPH) 
Utrecht,Utrecht, for his helpful comments on this chapter. 
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2 .11 N a t i o n al H e a l th Care S y s t em in H u n g a r y - H i s to r y 

Priorr to World War II., Hungary 's health care system had an European orientation, with 
s t rongg academic ties to Germany and Austria. The health care system was developed on 
thee Bismarkian model, wi th several employment-based insurance funds. In 1898, a Na-
tionall  Fund of Patient Care was established to provide cost reimbursement for the poor. 
Healthh insurance system was introduced by law in 1928. Until the late 1940s, the govern-
mentt played a minimal role in the administration and financing of the system. Medical care 
wass paid on a fee-for-service basis and a large proportion of the populat ion was not ad-
equatelyy covered by an insurance scheme. Numerous insurance companies and funds were 
inn operat ion; doctors were in private practice, and were concentrated in urban areas, while 
rurall  areas remained relatively under-served. By 1940, an attempt had been made to pro-
videe medical counselling services to rural areas; these were offered through the Green Cross 
Servicee and were largely staffed by nurses. 

Inn the period between the end of World War II. and 1950, less than half of the population 
wass covered by compulsory health insurance, wi t h the rest, consisting mainly of agricul-
turall  workers, remaining uncovered. In the early 1950s, a restructuring of the economy 
wass initiated along Soviet principles while the structure and management of health care 
servicess were increasingly modelled on Soviet patterns. Insurance companies and funds, 
privatee practices, and other health care institutions were dissolved or taken over by the 
state,, and the government progressively expanded its engagement in health care thereby 
removingg all aspects of a market mechanism. The state became responsible for developing 
andd equipping health care services; it obtained also the responsibility for the organisation 
andd management of health services, and the National Health Service came into being to 
providee medical examinations and care. A system of service by General Practitioners was 
establishedd in 1952. 

Underr the Public Health Act of 1972, health care coverage became a right of citizenship, 
andd all services came to be provided free of charge, wi t h the exception of prescription drugs, 
forr which patients had to make a co-payment amount ing from 5% to 15%. The first for-
mall  steps towards a health care reform were taken in 1987 /88. In 1992, the civil right to 
healthh care was replaced by mandatory social insurance. Since 1990 there have been con-
t inuouss efforts and planning to change the health care system. 

2.1.12.1.1 Organisational and administrative structure 

Priorr to the political reforms in 1989, dominant roles in the provision and financing of 
healthh care were played by the Ministry of Health, local councils, the Ministry of Finance, 
andd the Social Insurance Fund. The Ministry of Health was the central agency for plan-
ning,, developing professional standards, and overall policy co-ordination of the health 
deliveryy system. It supervised the implementation of health policies, statistical reporting 
requirements,, capital resource allocation, and it operated several National Institute Hospi-
talss and University Clinics, which also set standards in the various medical specialities and 
inn addit ion deliver highly specialised education and care in their respective areas. On the 
macro-economyy level the Ministry of Finance controlled the overwhelming majority of 
revenuess expended in the health sector, and played a dominant role in health budget alloca-
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tionss through negotiations with local councils and its delivery was fulfilled at the local 
level.. State resources for health were expended by the 19 counties and the Budapest area, 
andd more than 1,500 municipal and village councils according to their own budgets; these 
locall  government bodies provided financial accounting reports of their expenditures to the 
Ministryy of Finance. A number of funds, dominated by the Social Insurance Fund, were 
operatedd by the Social Security Administration, Ministries, and the Council of Health Pro-
motion.. However the "Social Insurance Fund Administration" was in fact a government 
bodyy responsible for collecting, employer and employee contributions that were essentially 
aa kind of tax, which went into the state budget on behalf of the state. The share for health 
andd pension is decided by the parliament yearly. 
Thee Ministry of Health was reorganised in 1990 and transformed into the Ministry of 
Welfare.. Through the Act of Local Governments (1990) the ownership of health care facili-
tiess and responsibility for health care provision were transferred exclusively to city and 
countyy governments. This contributed to the decentralisation of the previous system, with 
locall  government bodies increasingly accountable for the provision and delivery of health 
care.. In 1990, the Social Insurance Fund Administration became quite independent from 
thee state budget, and began to operate as a real form of social insurance, with a budget of 
itss own, funded by employer and employee contributions. Initially, the Social insurance 
Fundd handled funds for both health care and pensions. In 1992, through the Health Insur-
ancee Act, funds for health care were formally separated from those for pensions. As a 
resultt of these changes, since 1992 there is a state run health insurance in operation in 
Hungary. . 
Inn 1998 the Ministry of Welfare was divided into a Ministry of Social Affairs and the 
Ministryy of Health. The Health Insurance Fund Administration (and the Social Insurance 
Fundd Administration) went through dramatic changes. Earlier, both funds had been con-
trolledd by Self-governing Bodies whose members had been delegated by the trade unions. 
Inn 1998, due to the rapidly growing deficit of the health insurance budget, the self-govern-
ingg bodies of the Funds were liquidated and both funds were re-nationalised and at first put 
underr the direct control of the Prime Minister's Office on behalf of the state, than under the 
Ministryy of Finance. 

2.1.22.1.2 Two periods of health policy and practice between 1948-1989 and 1990-1998 

Thee post World War II. history of the Hungarian health care system can be subdivided into 
twoo characteristically different parts: a) socialist health care: 1948 - 1989; b) transition 
periodd 1990- 1999. 

a)) Socialist health care 1948 - 1989 

Five-yearr plans were the planning units of health care during socialism. Between 1957 and 
19822 'classical' five-year planning could be seen, after 1982 various reforms were imple-
mented,, which influenced and modified the real five-year planning mechanisms. Planned 
economyy and five-year planning in health care in Hungary are quite often taken as rigid, 
non-cost-effectivee tool which create health care that is reluctant to respond the needs of the 
public.. When a state-owned health care system is described, people tend to think that what 
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plannedd state health care means is that everything was planned in detail w i thout giving 
roomm to personal initiatives, interest, lobby or even competition. Everything was thor-
ough lyy planned and this was the problem. The reality was just the opposite. Investment 
andd manpower was so-called 'planned' but in reality nothing went according to health 
caree plans. The so-called 'five-year health plans' were more of a political wish list than 
reality.. There was a 5 year cycle of the economy. Lots of investments started in the first 
yearr of the 5-year plan th roughout the economy. There was a shortage in the economy in 
te rmss of capital, resources, building capacity and manpower. Health care was a stepchild of 
thee regime, that is w hy there were significantly lower resources made available for the 
healthh sector in the first and second years of the five-year plan. (*} 

Betweenn 1985-1989 classical five-year plan based state economy and health care partly 
disappeared.. Various health care reforms were initiated but never completed nor imple-
mented.. Because of the economic crisis, the GDP dropped by 25%, and health care resources 
becamee very limited. The first formal activities towards a health care reform were initiated 
inn 1987 /88. 

b)) Transi t ion period, 1990 - 1999 

Afterr the political reforms (1989) both the legislation, financing and regulation of the 
healthh care system changed. Legislation was changed significantly, in 1992, the civil right 
too health care was replaced by mandatory social insurance. The source of funding health 
caree was changed as well, the previously tax based state health care system turned into a 
p remiumm based health insurance. The financing mechanism of hospitals turned form glo-
ball  budget to a modified DRG system. The formerly state owned hospitals mainly became 
propertiess of the local municipalities and county assemblies. During this period there were 
changess in management philosophy from general management to consensus management 
andd again back to general management. The vast majority of the managers are physicians 
w i t hh some management training. Physicians, surgeons and staff are salaried in hospitals. 
Thee major i ty of the GPs (around 80%) became private entrepreneurs, financed through a 
modifiedd German point system. 

A l thoughh a series of reform proposals recommended the transparency and accountability 
off  the financing and provision of the health care system has not improved, either in local 
andd nat ional government level. This creates a need to clearly identify what can be financed 
wi t hh existing funds. The m in imum guaranteed health care benefit package is undefined. 
Thiss lack of definition can serve undesirably, either to expand or contract services. For 
example,, since the benefit package is undefined, patients might reasonably demand that 
purelyy cosmetic care be provided which was not budgeted for. More likely is the circum-
stancee where protocols change, and relatively expensive care is substituted for previously 
inexpensivee care for the same condition, potentially with similar outcomes in the majority 
off  cases. (Nera, 1998; Report of Hungary, Health Care Reform Module, 1999) Responsibil-

(*)(*)  Gulécsi, Huszay, Dömösi, et al. 1985/1-2; Gulacsi, 1993/land 2; Gulacsi and Balitzky, 1993; Kineses, 
1993;1993; Bugovics and Pilt, 1996; Angelus, 1996; Homor, 1997; Enróczy, 1998; Szabadfalvi, 1998 Bord&s, 1998; 
Uhrik,Uhrik, 1998; Tóth-Daru, 1998; Modok, 1998 
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ityy of local government in health care provision and financing should be clearly defined, 
andd primary health care should be given a larger role in the overall treatment of the popu-
lation,, as suggested by many reform paper. Other unfinished reform agenda item is the 
currentt pharmaceutical bill . Both the National Health Insurance Administration and the 
Ministryy of Health believe that the current pharmaceutical bill is too high. According to the 
Ministryy of Health, pharmaceutical expenditure accounts for about 30% of total health 
expenditure,, the WHO estimate is 38%. According to the reform agenda an independent 
bodyy should be created which is dedicated to carrying out cost-effectiveness studies. (NERA, 
1998)) These issues have been appearing in almost all reform proposals, but only very 
limitedd actions has been taken, real questions has not been addressed yet. 

Thee most important elements of the changes of the transition period 1990 - 1999, related 
too social and health insurance system, inpatient care, primary health care and public health 
iss further discussed in the following sub-chapters. Characteristic features of the transition 
periodd associated with the development of quality assurance wil l be further discussed in 
Chapterr 4. 

2.22 Social and health insurance system 

Healthh expenditure per capita is estimated to be around U5D300. Hungary is in the middle 
rangee of health care spending per capita among the countries of Eastern and Central Eu-
rope,, representing around 20% of average health spending in the countries of the European 
union.. (Ministry of Welfare, 1997) Since the introduction of compulsory health insurance 
inn 1990, the National Health Insurance Fund Administration has become the primary channel 
forr health care expenditure in Hungary. The Hungarian system of financing is a two-
channell  system: 

operatingg expenditures are covered by the National Health Insurance Fund Adminis-
tration, , 
capitall  expenditures are covered by the owner of the health care setting, which can be 
locall  governments, public bodies or private owners. 

Thee National Health Insurance Fund Administration has three main sources of funds: 
wagee contributions paid by employers and employees, which are set by general taxa-
tionn law, between 1990 and 1998 the contributing population decreased by 20%, 
mainlyy due to an increase in the number of unemployed and pensioners, 
generall  taxation, introduced in 1996 to cover the costs of the population that do not 
contributee to the National Health Insurance Fund but is entitled to healthcare cover-
age, , 
assets,, both liquid and non-liquid, transferred by the Central Government when the 
Nationall  Health Insurance Fund was created. 

Thee Hungarian social insurance system has a long history. The first act of statutory health 
insurancee was passed in 1898. From the beginning of 1972, the whole population has been 
coveredd by the National Social Insurance Act. Contribution are payable up to the age of 65 
yearss (males) and 60 years (females) respectively, and are income-related. Although called 
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premium,, this contribution in reality was a kind of tax, with no insurance elements in it 
andd deducted from the salary. Employers and employees share the contribution, which 
wass 40% from the employee's income against 12% paid by the employer. The system was 
andd still is statutory. The whole population is covered by social and health insurance, and 
iss free at the point of consumption. 
Til ll  1990 Social and Health Insurance was part of the tax based state budget, its organisations 
(directorates)) had administrative and technical functions e.g. deliver pensions of various 
kinds.. In 1990 the Social and Health Insurance Fund became quasi independent from the 
statee budget, and started to collect social and health premiums and to manage its own 
budget.. In 1992 the Fund was split into Social Insurance Administration and Health Insur-
ancee Administration controlled two Self-Governing Bodies whose members were delegated by 
thee trade unions. In 1998 as because of the financial and professional accountability of these 
Fundss were questioned by the central Government, both Fund Self-Governments were liqui-
datedd and the two Funds were put under the direct control of the Prime Minister's Office. Until 
Decemberr 31, 1998 premiums were collected by national and local directorates of the Funds, 
howeverr from January 1, 2000 'premiums' are collected by the national and local directorates 
off  the National Tax Authority. Currently employers pay 15% of the payroll and employees pay 
4%% of their salary/wages as 'premiums' to the Health Insurance Fund Administration. 
Inn Hungary the number of those who pay contributions has been decreasing while the 
numberr of those in need of social support has been increasing steadily. The annual deficits 
off  the Funds are usually huge and covered by the state. According to the government's 
expectations,, the health care system wil l be more effective and financial accountability wil l 
bee higher as a result of the strong state control. One crucial element of health care financ-
ingg has to be pointed out again, namely the National Health Insurance Fund Administra-
tionn does not finance depreciation in the hospital sector, primary health care and other part 
off  the health care system. Theoretically, it is the owners responsibility to pay for deprecia-
tion,, but no funds are being accumulated to offset this amortisation to meet future capital 
expendituree requirements. But the financial capacity of the owners e.g. municipalities and 
countyy assemblies are very limited, and they cannot afford to finance depreciation. As a 
resultt of this mechanism this element of the budget has been missing since 1990. 

2.33 The structur e of the present health care system 

Thee Hungarian health care system is organised on a county basis: 19 counties typically 
havee populations of about 250,000 - 600,000, and the 20th is Budapest (with 2 million 
population).. To be admitted to a hospital, patients normally have to be referred by a GF GPs 
inn principle are free to refer patients to any hospital. The health care budget is cash limited. 
Thee Hungarian National Health Care System is a compulsory, premium based single pipe 
financedd system. (The system is so-called premium based, state run health insurance.) 
Employeess and employers pay a premium to the National Health Insurance Administra-
tion,, which is under the control of the Ministry of Finance and Ministry of Health. Phar-
maceuticalss are covered by the health insurance, with the insurance coverage varying 
betweenn 100-0% on drugs, and the remainder of the expenses being paid by the population. 
Hospitalss are owned by the state, as well as the city and county assemblies (self-governing 
bodies),, and are not-for profit organisations. (Some of them are owned by various churches, 
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butt this proportion is really marginal.) Hospital care is county based. Each county has its 
ownn county hospital, which are in most of the cases large, 1,500 - 2,000 beds public 
generall  hospitals. County hospitals provide a wide range of 'basic level of care', 'medium 
levell  of care' and some 'top level of care'. Basic hospital care is provided by municipal (*) 
hospitals.. Top level health care is provided by university hospitals and national institutions. 
Theree exists a referral system. Hospitals are reimbursed by a special adaptation of the US DRG 
system.. Hospital doctors are salaried employees. 
Thee surgeries of doctors in general practice and dental practice were mostly privatised. This 
iss a special type of privatisation it is called 'functional privatisation' because the building 
andd equipment belongs to the local municipalities. (And local municipalities are responsible 
forr maintenance and in case of bankruptcy.) Doctors are paid according to the German 
pointt system in the primary care setting. The very high level of patient-doctor encounters is a 
veryy characteristic feature of the Hungarian health care system. Table 2.1 provides information 
aboutt the Hungarian health care system. 

'fablee 2.1 Hungarian national health care system, 1970-1998 
Basicc statistics 

Numberr of Physicians 

Numberr of GPs 

Numberr of Nurses 

Numberr of Dentists 

Numberr of Midwives 
Patientt contacts in 
generall  practice 
(inn thousands) 

Outpatientt visits 
(inn thousands) 

Numberr of Hungarian 
populationn (in thousands) 

1970 0 

20,877 7 

3,646 6 

21,597 7 

1,975 5 

49,698 8 

59,124 4 

10,322 2 

1980 0 

26,898 8 

4,050 0 

28,492 2 

2,640 0 

41,316 6 

69,727 7 

10,710 0 

1990 0 

32,883 3 

4,450 0 

32,597 7 

2,217 7 

38,869 9 

80,923 3 

10,337 7 

1995 5 

34,634 4 

5,011 1 

32,509 9 

3,130 0 

2,414 4 

43,812 2 

101,693 3 

10,246 6 

1996 6 

35,026 6 

5,086 6 

31,998 8 

3,167 7 

2,425 5 

43,565 5 

119,031 1 

10,212 2 

1997 7 

39,446 6 

5,157 7 

31,780 0 

5,451 1 

2,292 2 

43,983 3 

131,622 2 

10,174 4 

1998 8 

40,115 5 

5,210 0 

32,140 0 

5,671 1 

2,277 7 

45,2077 (*) 

138,6588 (** ) 

10,174 4 

(*)(*)  in addition to patient contacts in GPs surgery there are 5,470 thousand home visits by GPs 
("*)("*)  number of performed activities: 317 million 
Source:Source: Yearbook ofHealth Statistics 1997 (1999); Yearbook of Health Statistics 1998 (2000) Magyar Statisztikai 

Évkönyv,Évkönyv, 1998, Központi Statisztikai Hivatal, Budapest 1999 

Thee number of physicians, dentists and midwives seems to be higher than the average level 
off  these professionals in the CWE. The Hungarian health care system has remained rela-
tivelyy uninformed by developments in recent decades in the areas of health economics, 
healthh services management, health informatics, environmental health, health promotion. 
Thee almost complete negligence of these areas might have had a greater negative impact on 
thee development of the health care system than did financial and economic difficulties. 
(Gulacsi,, 1991) There were some controversies in the health care system. The 1972 Public 
Healthh Act was based on three principles: health care was to be of the highest quality, free 
off  charge, and generally accessible. However, whereas it was free of charge, it was not of 
thee highest quality nor was it generally accessible, as the state operated according to the 

(*)(*)  first referral hospital 
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preceptt of channelling resources to the most productive sectors. It therefore allocated health 
caree funds to sectors or regions according to their relative economic importance, thus giv-
ingg rise to an unequal distribution of health care facilities and inequitable access to these. 
(WHO,, 1993) 

2.44 Hospital sector 

Specialistt care is provided in inpatient and outpatient settings, inpatient services are 
hospitall  based; outpatient services are delivered at outpatient hospital facilities. Inpa-
tientt hospital service is the largest element of National Health Insurance Fund's non-
pharmaceuticall  expenditure, accounting for 60% of the total in 1997. Over 89% of the 
amountt allocated in 1997 was for acute care services, and almost 11% was allocated 
forr chronic provision. (Ministry of Welfare, 1997) 

2.4.12.4.1 Structure 

Theree were 167 hospitals in Hungary in 1999. Before 1991, hospitals were owned and 
financedd directly by the state. (Andréka, 1995) Today hospitals are owned by the state, 
countyy and city municipalities and various churches. The county and local governments 
ownn approximately 61% of the total beds, the central government owns about 16.5% and 
thee clinics and hospitals owned by the Ministry of Health each constitutes 9%, the private 
sectorr owns about 2.5%. The Ministry of Defence, Ministry of Internal Affairs, and Minis-
tryy of Justice owns 8%. Three percent of the hospital beds owned by various churches. 
Universityy hospitals, national institutes and hospitals of various ministries belongs to the 
state.. Table 2.2 shows the owners of the hospitals. 

Fiftyy percent of the existing hospital beds were created in the past 30 years, most of them 
(60%-70%)) in such a way that additional beds were taken to the wards without additional 
infrastructure,, equipment and staff. In that time the function of the hospital management 
wass to add beds to the wards. The average number of inpatient and acute hospital beds per 
10,0000 inhabitants in member states of the European Union fell from 88 in 1987 to 71 in 
1997.. (OECD, 1999) In Hungary this number was 104/10,000 in 1990 and 82/10,000 
populationn in 1998. In Hungary this number contains acute and chronic hospital beds as 
welll  (acute beds: 65/10,000 population and 17/10,000 population chronic beds). The rate 
off  hospitalisation in the EU countries is 15% as compared with 22% in Hungary (1993). 
Theree are three types of Hungarian inpatient settings categorised on the basis of the level of 
caree they provide: a) top care settings: university hospitals and national institutes; b) me-
diumm level settings: county hospitals; and. c) basic level settings: municipal hospitals. 
(Andréka,, 1995) 

a)) Top care: university hospitals and national institutes 

Thee 5 university hospitals, with around 10,000 beds altogether, provide care for the local 
populationn (municipal hospital function), for the county population (county function), 
providee services as regional centres (regional function), and they also function as national 
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centres.. In addition, of course they provide medical education. Specialised care is provided 
byy national institutions, such as the National Institute for Traumatology, the National 
Institutee for Cardiology etc. They function as national referral centres. The National Insti-
tutess are responsible for providing the highest level of medical care in their respective fields, 
ass well as scientific training, and professional guidance. Each medical discipline has its own 
nationall  institute. These institutes frequently collaborate with university hospitals, to-
getherr with university hospitals they are supervised by the Ministry of Health. 

b)b) Medium level settings: county hospitals 

Thee backbone of the Hungarian hospital system is made up of 19 county hospitals and the 
bigg hospitals in the capital. The 1,500 - 2,000 beds county hospitals have 10-15 different 
departmentss with appropriate laboratory and diagnostic equipment (CT and MRI included) 
andd provide services for 250,000-500,000 population in their catchment area. Big district 
hospitalss in the capital have a similar functions. County hospitals provide care for the local 
populationn (municipal hospital function), for the county population (county function) 
andd provide certain services in various departments as regional centres (regional hospital 
function).. County hospitals are the leading institutions of medium level care. Some county 
hospitalss function as regional centres. Regional centres serving populations of one to two 
millionn inhabitants provide services in for instance cardiac surgery, dialysis, and/or trans-
plantation.. These centres are attached to university hospitals and, in some cases, to depart-
mentss of county hospitals. 

c)) Basic level settings: municipal hospitals 

Havingg 300-600 beds on the average, municipal hospitals are made up of 4 'basic depart-
ments':: departments of internal medicine, surgery, paediatrics and obstetrics and 
gynaecologyy (OB/GYN). In a number of municipal hospitals there are 2-3 other, so called 
'small-manual'' departments such as ear-nose-throat, ophthalmology, dermatology. The 
distributionn of the municipal hospitals is quite homogenous, with the average distance 
betweenn them of 15-30 km, and with a catchment area of 50,000 - 100,000 population. 
Thesee community hospitals provide care for the local population. The stratification of the 
hospitalss according to the a), b) and c) levels is sometimes very unclear. One part of these 
problemss is always caused by the exceptions: in most of the counties there was a competi-
tionn between big cities (Balassagyarmat, Esztergom, Nagykanizsa) and county seats, and 
evenn more, in two counties, municipal hospitals (Gyula< Szentes) legally provide county 
levell  hospital services. In some subspecialties the situation is even more bizarre: municipal 
hospitalss in the capital provide national level care (St. Laszló Hospital provides infectology 
caree and Erzsébet Hospital provides toxicology at the national level.) In some cities, hospi-
talss (Sopron, Siófok) have national-level high technology. This phenomenon causes many 
efficiencyy problems. The distribution1 of hospitals by number of hospital beds is shown in 
thee Table 2.4. Hospitals with fewer than 400 beds are called small hospitals. 
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Tabl ee 2 .2 O w n e r s h ip of t h e H u n g a r i a n h o s p i t al sector, 1 9 98 

Hospitals s 

Hospitalss belonging to county councils/municipalities 
(municipall  and county hospitals) ( + ) 

Medicall  University Hospitals (State owned) (0) 

Nationall  Institutions (State owned) ( A ) 

Hospitalss of the Hungarian Rail (State owned) (H) 

Churchh hospitals (ft) 

Hospitalss of the Ministry of Defence (State owned) (&) 

Hospitall  of the Ministry of Internal Affairs (State owned) (&) 

Hospitalss of the Ministry of Justice (State owned) (&) 

Total(#) ) 

Number r 

123 3 

5 5 

18 8 

8 8 

3 3 

7 7 

1 1 

2 2 

1677 (@) 

(+)(+)  52,083 hospital beds in the country and 12,752 in Budapest 
(0)(0) 7,9 77 hospital beds 
(")(")  6,722 hospital beds 
(B)) 1,600 hospital beds 
(fi)(fi)  882 hospital beds 
(&)(&)  all together 2213 hospital beds 
(#)(#) In addition in 1993 there were 13 maternity homes, which were closed in 1996-1997. 
Qjj)Qjj)  84,232 hospital beds, 83,770 beds in use, 462 hospital beds is temporarily 'closed' due to renovation or other 
reasoiis reasoiis 
Source:Source: Yearbook of Health Statistics 1997 (1999), Yearbook of Health Statistics 1998 (2000) 

S o mee bas ic da ta on h o s p i t al care are s h o wn in Table 2 . 3. 

Tabl ee 2 .3 H o s p i t al ca re i n t h e H u n g a r i a n h e a l th ca re s y s t em 

Hospitall  sector 

Numberr of hospita! Beds ($) 

Numberr of hospital admissions 
Mill ion/year r 

Numberr of performed 
in-patientss days (million days) 

Averagee length of 

Stayy /days 

Active e 

Chronic c 

1970 0 

84,994 4 

1.8 8 

18.6 6 

14.5 5 

; ; 

7 7 

1980 0 

97,056 6 

2.0 0 

21.4 4 

12.4 4 

? ? 

1 1 

1990 0 

104,686 6 

2.3 3 

23.6 6 

11.6 6 

9.9 9 

? ? 

1995 5 

93,147 7 

2.4 4 

25.8 8 

10.8 8 

? ? 

1996 6 

93,024 4 

2.5 5 

25.2 2 

10.4 4 

8.0 0 

? ? 

1997 7 

83,485 5 

2.5 5 

24.3 3 

9.8 8 

? ? 

? ? 

1998 8 

83,770 0 

2.5 5 

24.0 0 

9.5 5 

7.8 8 

32.4 4 

($)($) In 1998, the number of hospital beds per 1,000 population: 82,0; number of inpatient days: 24 million, 
totaltotal hospital reimbursement: 186,392.2 million HUF; the reimbursement of an average inpatient case: 72,700 
HUFHUF (average acute case: 75,800 HUF); reimbursement per one average hospital day 7,600 HUF (acute: 8,800 
HUF,HUF, chronic 3,400 HUF) 
?? - data is not available 
Sources:Sources: Yearbook of Health Statistics 1997 (1999); Yearbook of Health Statistics 1998 (2000); Magyar Magyar 
StatiszükaiStatiszükai Évkönyv, 1998, Kózponti Statisztikai Hivatal, Budapest, 1999 and Statistical Yearbook 1998, Na-
tionaltional Health Insurance Fund Administration, Budapest, 1999 
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Tablee 2.4 Hospital distributio n by number  of hospital beds, 1995 

Numberr of hospital beds 

>2000 maternity centres and specialised 
hospitalss are not included 

200-600 0 

600-1200 0 

1200-2000 0 

<2000 0 

Numberr of hospitals 

31 1 

66 6 

44 4 

20 0 

6 6 

Hospitall  beds % 

3.7 7 

5.8 8 

43.2 2 

37.6 6 

9.7 7 

Thee distribution of acute and chronic beds is also a relevant characteristic of the health care 
system.. Chronic beds are located both in the county (medium level settings) and municipal 
(basicc level settings) hospitals. Because of financial incentives hospitals were interested to 
increasee their acute care departments instead of chronic care departments. This unbalanced 
developmentt is causing several efficiency problems. According to a survey published in 
1995,, 30-35% of the hospital beds were occupied by chronic patients or patients with 
sociall  welfare indication. According to the same survey, 12-15% of these hospital patients 
couldd be treated on an outpatient basis, (files, Mersany, Goschinné Manno 1995) 
Anyy discussion about the hospital sector will lead to the recognition of the uncertainty of 
fundamentall  information, for example what is the answer for this basic question.' How many 
hospitall  beds do we really have? As Goschinné stated: "The poor quality of information supply 
cann be attributed to two problems: expected or assumed advantages gained by the data supplier 
inn connection with the results of providing data on the one hand, and the use of unclear 
conceptss on the other. Good examples to this are bed numbers and data on performance in 
inpatientt care. Bed number: no one really knows how many beds there are in the country, 
whichh are used in inpatient care. In the yearbook of the Central Statistical Office (CSO) in 1993, 
theree were 100,400 beds, in the financing contracts with the National Health Insurance Fund 
Administrationn (OEP) 104,600 beds were contracted, and in spite of the alleged continuous 
closingg of beds, GYOGYINFOK, the Centre of Healthcare Information reported that on Decem-
berr 31, 1994 there were 105,700 beds. Performance data: the institutions themselves admit, 
thatt performance data are biased. There are two trends in deviation from reality: to get as many 
weightt numbers as possible, and to increase the bed occupancy rate." (Goschinné Manno, 1995) 

Tablee 2.5 Distributio n of active and chronic beds, 1970-1995 

Years s 

1970 0 

1985 5 

1993(D) ) 

1994 4 

1995 5 

1998 8 

Acutee hospital beds % 

70 0 

73 3 

81 1 

85 5 

85 5 

799 (66,223 beds) 

Chronicc hospital beds % 

30 0 

27 7 

19 9 

15 5 

15 5 

211 (17,547 beds) 

((nn)) Hospital reimbursement mechanism changed from global budget to DRCs. 
Source:Source: Goschinné Manno, 1995; Yearbook of Health Statistics 1997 (1999); Yearbook of Health Statistics 1998 
(2000);(2000); Magyar Statisztikai Évkönyv, 1998, Központi Statisztikai Hivatal, Budapest, 1999 and Statistical 
YearbookYearbook 1998, National Health Insurance Fund Administration, Budapest, 1999 
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InIn the early 90s, the general management theory was replaced by consensus management 
inn the hospitals among key players such as medical, nursing and finance directors. As the 
functioningg of this 'triangle' proved to be very insufficient, management philosophy turned 
backk to general management again. Today in the majority of the hospitals there are one 
generall  director (CEO) and three deputy directors: medical director, nursing director and 
financee director. 

2.4.1.11 Outpatient care 

Outpatientt care is provided by hospital owned outpatient-clinics. In 1998, there were 261 
outpatientt institutions in Hungary. Out-patients are provided after a referral for a consul-
tationn is requested by a primary care physician, another specialist, or, in some cases the 
patient.. Out-patient services include: paediatric care, gynaecology care, sports health care, 
venereall  disease services, pulmonology, neurology and alcohol and drug care. It is difficult 
too count exactly how many physicians work in the outpatient services. Most often they 
aree employed part time only the number of the working hours and of patients seen is 
known.. According to the Statistical Yearbook (Ministry of Welfare, 1985) between 1970-
19855 the capacity of the out-patient services measured in 'physician consulting hours 
worked'' in the outpatient departments went up by 20.7%, at the same time the number of 
out-patientss grew by 30.7%. 

2.4.22.4.2 Functioning 

Admissionn to all facilities is predicated on a referral from a physician unless the patient 
requiress emergency admission due to the nature of the presenting condition. Admission to 
municipall  and county hospitals is allowed based on family physician's referral. Admission 
too regional and national institutes is to be following a specialist's referral. Patients usually 
needd to be referred to hospital by the general (family) practitioner. Due to the recent health 
policyy changes less and less patients are allowed to access the ambulatory services directly, 
exceptt to see an ENT specialist, and for breast cancer screening and treatment. In 1994, the 
hospitall  capacity was 104,65 7 beds, the average bed occupancy rate was 67.3%, and the 
averagee LOS (length of stay) was 11.05 days. The average LOS in intensive care units was 
5.544 days, and in the maternity departments it stood at 5.9 days. Seen from another 
perspective:: 94% of the hospitals beds had less than 80% occupancy rate, and what is even 
moree interesting there were 14,000 hospital beds where this rate was less than 60%. It 
seemm fair to say that more than 30% of the total hospital capacity was not used in this 
givenn period. (Ulés, Mersany, and Goschinné Mannó, 1995) The occupancy rate was the 
lowestt in departments of paediatrics (51%), obstetrics-gynaecology (58%), whereas the 
highestt rates were seen in departments of pulmonology {75%) and rheumatology (84%). 
Inn 1995 the National Health Insurance Fund published the results of its first evaluation of 
thee hospitals' bed capacity. According to these figures, which might well be underesti-
mates,, 35,700 beds are redundant out of the currently functioning 104,600 beds (at the 
endd of 1994). Calculating with the current doctor/bed ratio of 13.6 doctors per 100 beds, 
thiss downsizing might result in 4,800 doctors becoming redundant at their current work-
place. . 
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Thee National Health Insurance Fund based its estimates on the following: 
betweenn July 1, 1993 and June 30, 1994 the bed occupancy rate was 67.3%, 
25-30%% of the hospitalised patients was referred to the hospitals because of social 
indicationss and not medical reasons, 
270,0000 hospitalised patients could have been treated on an outpatient basis rather 
thann inpatients. For example, DRG 369 M - menstruation complains and disorders -
wass reported 47,700 times during this period, and 30% of these patients were treated 
inn hospitals within one year, and the costs amounted 1.2 billion HUE 
thee length of stay in hospitals which is 11.05 days on the average (acute cases 9.7 
days,, chronic cases 26.1 days) 

Thee redundancy rate of the hospital beds varies from county to county, but obstetrics-
gynaecologyy capacity has to be decreased in all counties. The currently available beds should 
bee decreased by 26.7% in departments of obstetrics-gynaecology by 35% in departments of 
paediatricss and by 37% in surgery. (Éló, 1995) But downsizing is difficult, since the large 
amountt of capital required to enter the health care system is not only a barrier to entry, 
butt also a barrier to exit, since much of the initial investment wil l be unrecoverable on 
leavingg the health care system. It is widely recognised that capacity is an inherent feature 
off  health care provision. (Shackley and Healey, 1993) The number of hospital beds was 
decreasedd by 10% (about 10,000 beds) and the predicted savings were 3 billion HUE Finally 
itt became clear, and was also published later, that no savings at all were made, because 
hospitalss were able to increase admissions by 15%. 
Inn Hungary day-care is practically not existing probably because hospitals have very strong 
financiall  incentives to hospitalise as many patients as possible. Day surgery is in its in-
fancyy in Hungary. The Ministerial Decree 9/1993 (IV/2) provides a list of 130 treatments 
whichh can be provided in inpatient units in the form of day surgery. Day surgery provided 
byy inpatient units is remunerated on the basis of the DRG system, but the lowest base rate 
havee to be used. Hospitals and surgeons have a strong financial incentives against to set up 
andd maintain day surgery services. 

2.4.33 Hospital Financing 

Thee Hungarian health care system was financed by general taxation til l 1990. A health 
caree budget was allocated to counties by capitation through the county councils. Hospitals 
weree financed by global budgets. In 1985, according to the Yearbook of Health Statistics 
(1986)) two thirds of the health care budget (65.7%) were spent on hospitals and 10.6% on 
otherr inpatient institutions (excluding churches, but including social care institutions). 
Twelvee per cent of the health care budget was spent on out-patient care and 11.6% on 
primaryy health care. In reality, however, the spending on primary health care was not 
higherr than 5-6%, because the remainder of the primary health care budget was spent on 
thee occupational health care system, (i.e. doctors working in major workplaces and having 
thee same rights and responsibilities as the 'real' district general practitioners. They were 
involvedd in occupational health as well, but only to a very, very slight extent.) 
Inn acute care settings hospital financing system changed from the system based on histori-
call  budgets, which was largely determined by the number of beds and the negotiation 
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skillss of the hospital management, to a prospective payment system called DRGs. There is 
noo DRG financing for chronic beds these are financed through different source, on per diem 
basis.. The new system was introduced in 1992. But, in that year, the system was only 
usedd for documentation and pilot purposes rather than for financing. The amount of money 
thee hospitals received was still based on the old system i.e. the number of beds. In Septem-
berr 1993, the Ministry of Welfare and the National Health Insurance Fund Administration 
putt into operation the prospective payment system (PPS) based on diagnosis-related groups 
(DRGs).. This new system established prospective reimbursement rates for 440 diagnosis 
relatedd groups. These rates were developed from the historical global budget of the hospi-
tals.. The DRG system classifies patients according to the patient's principal diagnosis, the 
principall  surgical procedure if any, complications and/or co-morbidity. As a result of this 
radicall  change in payment for hospital care, 21 hospitals out of the 166 Hungarian formerly 
state-ownedd hospitals had a serious financial deficit, 3 out of these 21 were in bankruptcy. 
Otherss were struggling to remain solvent, and very few of them were able to have a surplus. 
Theree are many reasons for which hospitals might prosper or face a financial fiasco under 
thee prospective payment system. The principal reasons are: 

theree were (and in 1999 still there are) major differences in reimbursement received 
fromm the National Health Insurance Fund Administration in the very same DRG cat-
egoriess among hospitals, The hospital specific rates for standard cases were set up on 
thee basis of the total hospital expenditure subdivided by the total number of patients 
dischargedd in 1992. Hospitals with higher resource utilisation per standard case discharged 
receivee significantly higher reimbursement under PPS. 
thee 'national adjusting factor' discriminate rural areas, medium and small hospitals, 
lackk of sound management to reduce overhead expenses and excess resource utilisation 
thatt would not be reimbursed (and in 2000 it is still lacking). 

InIn 1993 hospitals were first reimbursed according to the new system. Deviations in bud-
getss were compensated for according to the previous budget, to avoid hospitals having to 
facee large deviations from their customary turnover. In 1999, these corrections are still in 
operation.. So, in practice, the new system (i.e. DRG) has not yet been put into effect, since 
thee financial consequences are yet to be applied rigorously. As Kroneman and Zee (1997) 
pointedd out: "The proposed gradual adaptation in practice was yet to start; budgets were 
stilll  based on historical budgets. There also appeared to be a major control problems; there 
wass no check between patient's actual illness and declared illness. Hospitals were therefore 
motivatedd to present the patient's illness as seriously as possible." Hospitals are financed 
throughh various sources: 

runningg cost are covered by National Health Insurance Fund Administration through 
DRGs,, - maintenance, restoration and creation of new buildings, purchasing new 
equipmentt (X-Ray, CAT Scanner, MR! for example) or even cars are financed by the 
ownerss (municipalities and state). This budget is in general 3 to 5 per cent of the total 
hospitall  budget, 
hospitalss can apply for a limited support to finance specific projects. 

Becausee of the perverse financial incentives induced by the DRG financing mechanism, the 
volumee of different services provided increased dramatically. In 1994, for instance, there 
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weree 86 million laboratory tests provided, 116 million tests in 1995 this number reached 
1266 million in 1998. The number of births is significantly decreasing with 149,673 live 
birthss in 1980, 112,054 live births in 1995 and 97,500 live births in 1998. But in contrast, 
labour/deliveryy and related cases as well as neonatal cases are steadily increasing. Hyper-
tensionn treatment volumes also increased. More and more people are involved into treat-
mentt with mild hypertension although there is no scientific evidence to show that the 
treatmentt of mild hypertension has any benefit for the patients. (SBU, 1998) Nagy (1995) 
pointedd out that many patients were referred to hospitals who could be treated in the 
primaryy care or outpatient settings, e.g. those with essential hypertension. In 1994 there 
weree 50,000 hospitalisations because of essential hypertension (5/1,000 adult population/ 
year).. The cost of these 50,000 cases amounted to 1.6 billion HUF; 50% was the direct cost 
off  drugs, diagnostics and salary of staff, the other 50% covered the hotel services and 
nursingg care. It can be seen that at least 50% of these expenses could have been saved if the 
patientss had been treated in the primary care or outpatient settings. (Nagy, 1995) In 1994 
thee 20 most frequent DRG categories accounted for 30% of the hospitalised cases. The most 
frequentt cases in rank order were: a) labour and related cases; b) neonatal cases, induced 
abortion;; c) hypertension; d) back-pain problems; e) chronic bronchitis; f) angina pectoris; 
g)) ischemic brain vessel diseases; h) atherosclerosis; i) addictions. These cases cost 25 billion 
HUFF out of the 86 billion HUF that was spent on acute care in 1994. (Nagy, 1995) 

Theree is a great geographical variation in various DRG categories. Hospitalisation due to 
hypertensionn for example was the highest (6.5/1,000 population/year) in Budapest and 
thee lowest in Csongrad county (2.9/1,000 population/year), in 1997. (Yearbook of Health 
Care,, 1998) DRG 'creep' (tendency to put treatment in a higher-value DRG group: e.g. all 
birthss are complicated in Hungary, no simple appendectomies, etc.) is notable - some soft-
waree have been introduced to enable hospitals to maximise DRG payments. The value of 
DRGG points is going down because the total hospital budget is limited, it is very difficult for 
hospitalss to plan ahead, as they do not know how much they wil l get for each treatment 
theyy administer. Incentives to increase output artificially is significant. And finally bad 
outcomess has no direct or indirect consequences on the level of revenues. Most often the 
actuall  level of quality is not known as well as the actual cost because of the lack of case 
specificc cost accounting. 

Thee vast majority of medical doctors and medical staff are salaried. The salaries of physi-
cians,, and nurses are regulated at the national level, with no significant differences be-
tweenn regions or hospitals. Salaries are generally based on seniority, position and qualifica-
tion.. Under-the-counter payments or gratitude money, are a special part of the physician's 
income.. According to a group of experts 30%-50 per cent of the total manpower expenses 
goo through this channel and add to the physicians monthly income (at the national level 
perr year). Around 8 to 12% of the physicians receive additional under-the-counter pay-
mentt (UCP) which might sometimes be significantly higher than their salaries. (Adam, 
1986,, Adam, 1989, Antal, 1992, Ajkay, 1994) As a result of this payment, in many fields 
off  the health care system there is an actual out-of-pocket or co-payment system. Financial 
incentivess created by the PPS are significantly modified by the UCP. 
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2.4.42.4.4 Quality management 

Theree is no accreditation procedure in Hungary. In 1996, min imum standards were intro-
ducedd on the level of equipment, the level of staffing, but no min imum standards of out-
comee have been set up. Many hospitals introduced quality management system on their 
o wnn initiative, mainly ISO 9001 and ISO 9002 standards were implemented. Quality is-
suess wil l be further discussed in Chapter 4. 

2 .55 P r i m a r y h e a l th care, PHC (*) 

Thee specialisation in general practice dates back to 1974. Prior to this date, there was a 
distinctt separation between the organisational structure of outpatient and inpatient care, 
w i t hh outpatient care delivered in two forms:.primary health care by general practitioners 
andd specialised outpatient clinics. From 1975, as a result of the introduction of "Integrated 
andd Progressive Patient Care", various health care settings in a given geographical area 
weree integrated into one organisational unit directed by the management of local hospitals. 
Healthh care settings in the hospital 's catchment area e.g. outpatient care, general practices, 
weree integrated into a hospital-polyclinic unit. The out-patient and pr imary care sector of 
thee hospitals were headed by one of deputy directors of the hospital. In rural areas pr imary 
healthh care was run by the local municipality, headed by the Department of Education, 
Sportss and Health of the municipality. Asa consequence of the health care reforms (1992), 
p r imaryy health care became separated again and operates independently from the hospi-
tals.. There were some important legislative actions in the early 90s related to GPs. In 1992, 
thee Government Decree related to the Primary Health Care Act reoriented the health care 
sectorr towards more cost-effective and high quality basic care. In 1992 a Ministerial Decree 
definedd the responsibilities of family physicians, and established the National Institute for 
Familyy Practice. Emphasis is placed on prevention in the 2% role of the family physician. 
Thee change over to the term "family physician" (haziorvos) from the previous "district 
pract i t ioner""  (körzetiorvos) is intended to stress the notion of prevention, and the continuity 
off  a good doctor-patient relationship (**) . New educational programmes are intended to fulfi l 
needss in undergraduate, postgraduate, and continuing education for family physicians. The 
fundamentall  philosophy underlying family practice is based on the following elements: a) the 
familyy is the most important social unit from the point of view of supporting health promo-
tion;; b) the family physician is to be the supporter of this social unit; c) the family physician is 
too be a provider of continuous care for all family members, d) the family physician is to be the 
firstt detector of risk and disease, based on information gathered alongside the cont inuum of 
care;; e) the family physician forms the basis of the health care system and is to integrate the 
findingss and performance of different specialities and level of care; f) the family physician is to 
bee an integrative link between pr imary health care and specialist care. 

(*)(*)  Definition of Primary Health Care ( WHO) : " Essential care based practical, scientifically sound and accept-
ableable methods and technology made universally available to individuals and families in the community through 
theirtheir full participation and at a cost the community and the country can afford and maintain at every stage of 
theirtheir development, in the spirit of self reliance and self determination." 
(**)(**)  The terms of 'family physician' (haziorvos), 'district practitioner' (körzetiorvos) and 'general practitioner' 
areare synonyms - in short: GP. 



22 - Description of the Hungarian Health Care System; 1948-1998 49 9 

2.5.12.5.1 Structure 

Primaryy health care (PHC) includes: primary medical care (PMC) and public health. Primary 
healthh care contains: general practitioner (named family doctor - 'haziorvos', after 1992), 
districtt paediatrician, district gynaecologists, occupational health physician, school physician, 
dentist,, district visiting nurses, maternity and child nurses, and home care nurses. (Allied health 
professionalss are not part of the primary health care services.) Physicians working in the in-
dustriall  settings were formerly not part of the primary health care, but they had the same 
responsibilitiess and rights as the general practitioners. They treated the employees and their 
familyy members, in and out of the industrial settings, had the right to put them on the sick list. 
Betweenn 1970-1985, the number of physicians and surgeons increased by 41.4%, and that of 
generall  practitioners by 17%. The number of district paediatricians increased by 230%, the 
numberr of physicians working in the industrial settings increased by 220%. 
Altogetherr the development in terms of number of physicians in the primary care settings 
wentt up by 70%. (Between 1970 and 1993 the number of physicians and surgeons ex-
pandedd by 77.5%, the number of general practitioners increased by 50.7%.) Some relevant 
dataa are shown in Table 2.6. 

Tablee 2.6 The number  and distributio n of physicians among primar y health care 
settingss between 1970-1998 

Numberr of physicians 

Al ll  working physician 

Familyy physicians 

Districtt paediatrician (DP) + 

Schooll  physician (SP) 

Occupationall  health physician/ 
Factoryy general practitioner 
(mostt of them are part 
timee employed) 

Totall  number of primary care 
physicians s 

Numberr of population/ 
primaryy care physician 

Averagee annual consultation 
perr family doctor (@) 

Motherr and child care nurses 

Homee care nurses (0) 

1970 0 

20,877 7 

3,646 6 

589 9 

55 74 

4,809 9 

2,153 3 

7 7 

7 7 

--

1985 5 

29,524 4 

467 7 

11 27 

173 3 

6.908 8 

1,540 0 

? ? 

7 7 

--

1995 5 

34,634 4 

5,011 1 

1,527 7 

3,7077 (Q) 

1,5077 ("M 

7,9244 FT 
3,8288 PT 

1,520 0 

? ? 

? ? 

--

1996 6 

35,026 6 

5,086 6 

1,340 0 

3,125 5 

9,551 1 

1,450 0 

9,300 0 

4,873 3 
? ? 

1997 7 

39,446 6 

5,157 7 

1,595 5 

3,335 5 

9,991 1 

1,350 0 

9,600 0 

4,754 4 

? ? 

1998 8 

40,115 5 

5,210 0 

1,601 1 

3,425 5 

10,236 6 

1,330 0 

9,700 0 

4,745 5 
7 7 

(E)) 3,114 physicians out of the 3,707 school physicians are employed in part time 
(( A) 793 physicians are full time and 714 physicians are part time employed 
FT-fullFT-full time 
PTPT - part time 
(@)(@) Average annual consultation per family doctor consists of three elements: 1) consultation in the family 
physicians'physicians' surgery (e.g. in 1998, 8677 patients at average); 2) home visits (e.g. in 1998, 390 patients at 
averageaverage per practitioner); and a so-called continuous care visits (in 1 998, 660 patients per practitioners) -
altogetheraltogether 9727 patients at average per practitioners) 
(0)(0) number is not available 
Source:Source: Yearbook of Health Statistics 1997 (1999), Yearbook of Health Statistics 1998 (2000) 
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Iff  we use only the number of the GPs as denominator we can see that the number of 
populationn per GP was 2,726 in 1970, 2,409 in 1985, 1,907 in 1995, 1,897 in 1997 and 
1,8366 at average in 1998. If we use the sum of general practitioners and district paediatricians 
ass denominator the result wil l be different. But if we take all primary care physicians as 
denominatorr we can see that the number of population per physician is around 1,000 per 
physician,, or less. (There is some difficulty because some of the part-time physicians work 
justt some hours while others are part-time employed up to 50-70% of their working hours.) 
Whatt makes the calculation even more difficult is the fact that primary health care physi-
cianss practising in the health care services of the Hungarian Rail, of the Ministry of Inter-
nall  Affairs, the Ministry of Defence are not included in this statistics or these numbers 
weree not published correctly. Although, not called primary health care physician, these 
doctorss in fact do primary care physician's work. Data from the Hungarian Euro-Prosper 
programmee show that GPs surgeries are very often crowded, with long waiting times and not 
muchh time for health promotion and disease prevention. Looking at the statistics, one wonders 
aboutt the reasons of all this happening. (This will be further discussed in Chapter 9) 
Theree are two other important players can be found in the primary health care such as: the 
networkk of maternity and child nurses and home care. Maternity and child nurses operate 
inn close relationship but independently from the family practitioners. This service is staffed 
byy nurses; on 1998 there were almost 4,800 nurses working in this capacity. They are 
takingg care of pregnant women and infants. The childhood immunisation rate in Hungary 
iss (traditionally) very high, over 97% in every year, thanks for the maternity and child 
nursess in a large extent. Home care is financed on contract basis by Health Insurance Fund 
Administration.. Contracts are signed for a set number of visits per financial year. Home 
caree includes: short term specialist home care; specialist home care for chronic cases; and 
speciall  therapeutic services. Home care services are available upon referral of the family 
doctors,, and provided mainly by home health agencies. In Hungary in 1998 there were 
3411 home care providers and they provided 695 thousand home care visits. The number of 
homee care nurses and the number of patients received home care services are not known. 

2.5.22.5.2 Functioning 

Thee characteristic feature of primary care are: continuous; integral; person centred; fam-
ily/communityy orientation; all health problems oriented. Individuals are free to chose their 
primaryy care physicians, and have to be registered on a GP's list in their neighbourhood. 
Soloo practice is the only type of practice, with no shared or group practice. According to the 
studyy carried out by the author and collaborators in two counties in 1996, the physical 
conditionss and the geographical location are serious limitations, among others, of the cre-
ationn of group practices. (Gulacsi and Kovacs, 1997) About 15% to 20% of the general 
practitionerss could organise a three or four physician group practices. The geographical 
locationn of the practice and the distribution of the population in a rural area makes this 
kindd of organisational change difficult. An important feature of the Hungarian heath care 
deliveryy system is that there is no sharp distinction between general practitioners and 
medicall  specialists. Typically general practitioners (family physicians) are specialists who 
usedd to work in hospitals, but then left hospitals soon after they became board-certified 
doctors.. Over 60% of them have specialisation in internal diseases, surgery, etc. Most of 
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themm remained surgical or medical specialists working in general practice. GPs have access 
too unstandardised machinery (ECG, lab. equipment) and al though there is no incentive to 
performm tests, it probably would be undesirable if they did so. The main reason for this is 
thee lack of validity of the data for use outside a specific practice. From the early 70's there 
wass a move in health policy to have an increasing number of patients treated at the pri-
maryy health care level and on an ambulatory basis, wi t h a concomitant decrease in the 
numberr of hospital admissions. However, this goal was never met. Between 1970 and 
19855 the patient workload in primary health care decreased by 30%-35%, but at the same 
timee the of number patients referred to hospitals increased from 5.7% (1970) to 6.8% (1985). 
Significantt variations were also seen. In Budapest and in the cities the rate of patients 
referredd to hospitals was a double the rate found in villages. In the period between 19 70 
andd 1993 the number of patients in the ambulatory care departments increased by 11.5%, 
andd in the same time the number of patients in pr imary health care decreased by 5.5%. In 
contrast,, the number of hospital admissions increased by 31%. (Goschinné Manno, 1995) 
Theree is no financial incentive in general practice to deliver comprehensive and complete 
caree for the patients. As the income of the practice is not related to the numbers of patients 
seenn and the workload, the PHC doctor has strong financial incentives to refer patients to 
hospital.. This, by the way, constitutes the basis of a good relationship wi th this hospital-
basedd peers, which the PHC doctor is in great need of. (As hospitals are reimbursed on a 
DRGG basis, it is their best interest to deliver as much care as possible on an ambulatory 
basiss and also to hospitalise as many patients as possible.) One relevant example: in 1993 
thee number of patients referred to the laboratory diagnostics of the hospitals increased by 
20-25%.. (The DRG financing mechanism was introduced in 1993.) The majority of GPs 
havee some kind of laboratory, which in many cases is quite well equipped, however, the 
healthh insurance fund does not finance either the running costs or the depreciation costs of 
thesee laboratories. Furthermore, the health insurance fund does not provide finances for 
thee purchase of single-used or other laboratory supplies, and should the GP purchase these 
suppliess from his own pocket, cannot deduct these costs from his tax. What is more, the 
insurancee fund does not reimburse the costs related to the use of these devices and the 
depreciationn costs, thus doctors have a clear financial incentive to refer their patients to 
hospital.. The health insurance fund maintains that some of the examinations that' can be 
carriedd out within the PHC setting are contained in the practice money. However, there are 
noo professional guidelines nor external audit (e.g. by the insurance fund), therefore the 
mostt spectacular development has occurred in the quality of the cars used by the GPs, 
whichh by now has attained, or at least has come close to, the level in the most developed 
economies. . 

Servicess provided are limited in scope to family physicians services such as basic child and 
adultt diagnoses. Family physicians are expected to be the initial point of contact for pa-
tients.. They provide assessment, initial diagnosis, treatments, and referrals as medically 
necessary.. The content of services offered has not changed radically wi t h the reform. They 
offerr mainly prescriptions and referral services due to lack of equipment (or many time 
duee to the lack of financial interest to use the available ones), over specialised medical 
educationn and low competency of pr imary care nurses. The current reimbursement sys-
temm (capitation) does not take account of preventive and screening services. Family doctors 
oftenn refer patients to higher levels of care, due to their limited training and to financial 
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incentivess (capitation) to do so. In 1996, there were over 3,260,000 family doctor's refer-
ralss to specialists for consultations, and over 4,345,000 referrals to specialists for services, 
suchh as EKG, X-ray and other. 

2.5.32.5.3 Financing 

Accordingg to the Yearbook 1995 of Health Care Statistics, 65.7% of the total health care 
expenditure,, excluding churches, including homes for elderly people (social home) was 
spentt on hospitals, university hospitals, 10.6% on other health care organisations. Out-
patientt services received 9%, while primary health care got 14.6% from the total health care 
budget.. According to the Yearbook of the National Health Insurance Fund Administration (1997) 
inn 1996 the total primary health care spending was equivalent to 16 % of non-pharmaceutical 
expenditure.. Primary health care financing changed dramatically in the early 90s, and con-
tractss between providers and financing organisations became very important The provider of 
thee primary health care services (municipalities, entrepreneur GPs or local GP associations) 
contractss with the local branch of the Health Insurance Fund. The Health Insurance Fund 
Administrationn might contract with service providers if at least 200 patients are registered on 
theGP'ss list. The average list size of GPs was 1,600 in 1997, and the optimal practice size to be 
attainedd in 3 years is 1,500 according to the plan of the Ministry of Health. 

Theree are no patient's co-payments in the primary health care field, but unofficial 
paymentss to doctors are widespread. 

Primaryy health care providers (family physicians) can be grouped into two categories: 
GPss employed by the local municipality: General practitioners (family physicians), 
nursess and technicians are employed and salaried by the municipality, and the prac-
ticee belongs to municipality. Maintenance and reconstruction costs fall to the munici-
pality.. The municipality is responsible for buying the equipment which is contained 
withinn the 'Basic List of Equipment' in primary health care settings. 
Entrepreneurr GPs: The practice (not the capital assets) belongs to the GPs. Nurses, 
technicianss and clerks are employed and salaried by the GPs. Maintenance and recon-
structionn costs fall to the municipality. The municipality is responsible for buying the 
equipmentt which is contained within the 'Basic List of Equipment' in primary health 
caree settings. The practice income of the entrepreneur GP comes from five different 
sources:: 1) variable practice income (related to points); 2) fixed practice income; 3) 
areaa supplementary income; 4) Computer bonus; and 5) Specialisation benefit. 

2.5.42.5.4 Quality management 

Primaryy health care is among the most important areas of quality improvement but the 
complexityy and multiple dimensions of PHC require lot of attentions commitment and 
involvementt of PHC professionals. The most important dimensions of the quality of care in 
PHCC are: access and equity; technical skills; communication skills; practice management 
(administration,, information up to date, consultation arrangement); cost of care (using 
generics,, rational patient referral, etc.). Numerous projects were conducted in the 90s in 
primaryy health care in order to improve the quality of primary health care. In 1992 the 
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Europeann Union Phare programme was launched. The funds from international assistance 
programmess were small in relation to the health sector budget but played and important 
catalystt role. Assistance programmes were instrumental in providing training for key prac-
titionerss of family medicine who were to form the core for the future development of this 
speciality.. Support was provided for the establishment of the College of Family Physicians 
andd the National Institute of Family Practice which was transformed to National Institute 
off  Primary Health Care after a few years of existence. Various projects were financed by 
internationall  assistance programme, under the leadership of van der Velden (NIVEL) such as: 

Morbidityy Registration Project, 1996, Phare, 
Preventionn in Primary Health Care, Phare, 1996, and 
Locall  Consensus on Prescribing Antibiotics, Primary Health Care Project, Phare, 1997 
Practicee Management Study: assessment of workload of PHC professionals, Phare, 1997 
Homee Care After Stroke, Phare, 1997 (about 20 home care nurses trained), 
Trainingg for Primary Care researchers, 1997, Phare (about 25 professionals received 2 
weekss training, and small scale research was performed). 

Thee impact of the Phare programme lies in the fact that policymakers and professionals in 
Hungaryy may be more aware of the importance of primary care and the way it works. The 
mostt important project in the Phare programme was an automated morbidity registration 
systemm conducted in 38 practices within a year's time. Although, data collection and pro-
cessingg were successful the analysis of the data was done at a very basic level. Incidence 
andd prevalence figures were created on morbidity of various diseases, as one of the impor-
tantt results of the programme, but unfortunately, due to the unsolved problems around 
thee National Institute of Family Practice, these results and figures were never made avail-
ablee for the public. The draft (unofficial) report on automated morbidity registration in 38 
primaryy health care practices was completed at 1996. In addition, a small programme on 
guidelinee development in a rural area was successfully implemented and exported to other 
areass in Hungary. There were several training courses as well as part of the Phare programme 
forr instance, a training for home care nurses on the advanced patient care after stroke had 
beenn a success and 20 people were trained in primary care research. The quality of PHC wil l 
bee further discussed in Chapter 9 entitled duality of primary health care; physicians' and 
patients'' reports on system performance. 

2.66 Public health 

Thee characteristic features of public health: disease prevention/health promotion; program-
maticc scope; population-based; planning monitoring and evaluation. The National Public 
Healthh and Medical Officers Service (Allami Népegészségügyi és Tisztiorvosi Szolgalat -
ANTSZ)) was created (enactment of XI Act of 1991 on ANTSZ) as a state agency to assume 
thee responsibilities of the central government in the fields of prevention and health promo-
tion.. This was intended to provide Hungary with an up-to-date state public health service, 
carryingg major responsibilities for epidemiology, hygiene, health promotion (such as anti 
smoking,, drug and alcohol campaign, changing lifestyle, etc.) prevention (such as vaccina-
tion),, environmental and work safetiness, and the quality of medical care. Unfortunately, 
thee legislative intentions remain incompletely fulfilled. A consensus has since developed 
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amongg key decision makers, within and outside the Service, that a major renewal of ANTSZ 
wil ll  be required, including any necessary changes to current legislation, if the state is to be 
ablee to fulfi l its responsibilities to the public for providing modern, effective and efficient 
publicc health services, equally proficient in all aspects of both 'old' and 'new' public health. 
Thee key issues which concern ANTSZ fall into the following main categories: 
a)) the poor state of health of the Hungarian population, particularly due to the huge 

shiftt which has taken place towards chronic non-communicable diseases; 
b)) the changing context of health in Central and Eastern Europe, for example: 1) trans-

formationn of the structures, patterns and products of manufacturing, distribution 
andd consumption, with the shift toward a consumer society, 2) major movements of 
populationn (tourism, refugees, guest-workers etc.), continuing pollution of the physical 
environment,, 3) recrudescence of communicable diseases, 4) increased threats result-
ingg from the liberalisation of trade and tourism, e.g. from smuggling of alcohol and 
tobacco,, illegal drugs, 5) unemployment and poverty for many people, overwork for 
others,, 6) deteriorating conditions for physical recreation; 

c)) the slow and, in cases, inadequate overall response of Hungarian society and of many 
off  its institutions to this situation; 

d)) the enormous scope of responsibilities of ANTSZ, and the difficulties of the service to 
dischargee them adequately; 

e)) the role confusion and lack of co-ordination with one another, and with ANTSZ, of 
thee other agencies with key responsibilities for public health services; 

f)) the unclear definition of ANTSZ in policy making and command, and (ii) the proce-
duress between it and the Ministry; 

g)) the requirements and challenges posed by European Union accession, including the 
needd to re-examine and modify many well used concepts and practices. 

Accordingg to XI Act of 1991, ANTSZ has the following responsibilities under its hygienic, 
epidemicc and health promotion and disease prevention tasks (jointly described as public 
healthh which was then introduced into the Hungarian terminology): Continuous monitor-
ing,, evaluation and publication of the health status of the population {including nutrition 
patternss of the population; operation of the reporting system {surveillance}  of communi-
cablee and non-communicable diseases and epidemiological processing of data); 
a)) Continuous monitoring of the status, and effect on the health of the population, of 

physical,, chemical, biological and psychosocial factors of natural, residential, work-
placee and social environment (including food hygiene, environmental health, occupa-
tionall  health, radiation); 

b)) Scientific foundation of the public health standards and criteria of the prevention of 
environmentall  hazards and health damages; 

c)) Inspection and enforcement of hygienic and epidemic requirements and supervision 
off  the effectiveness of such requirements; 

d)) Direction, co-ordination and participation in the implementation of tasks and 
programmess for the prevention of diseases widely affecting the population, as well as 
promotionn of the conscious and active attitude of the population toward health pro-
motionn and disease prevention; 

e)) Health administration and co-ordination tasks. 
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Thiss huge range of activities is undertaken by a three tier organisational structure. It com-
prises: : 
a)) First tier: 114 town and 22 district (capital) institutes. At this level the basic tasks are 

undertaken.. These institutes are in close relations with the local governments and 
withh the population; 

b)) The middle tier of 19 county and 1 capital institutes with laboratories; 
C)) The Office of the Chief Medical Officer. 

Thee two National Centres, which were founded in 1997 to cluster the ANTSZ based na-
tionall  institutes, also belong to the top tier: a) National Centre of Public Health comprising: 
Nationall  Institute of Occupational Health, National Institute of Chemical Safety, National Re-
searchh Institute of Radiobiology and Radiohygiene, National Institute of Food Hygiene and 
Nutrition,, National Institute of Environmental Health; and b) National Centre of Epidemiology. 

2.77 Informa l care 

Theree are various informal care activities in Hungary, the most important ones are: a) OTC 
market;; b) journal articles, c) TV and other health related information from non-profes-
sionals;; and d) internet. 

a)) Self-care, family care, support groups 

Self-care,, family care, and support group involvement are the most important part of 
informall  care, and maybe among the most important part of all care. It would be very 
relevantt for health policy setting purposes to know how much can be expected from fami-
liess and support groups to care for their relative/related patients and it becomes a crucial 
issuee also for planning health care services. It includes socio-economic and cultural devel-
opments.. If, for instance, divorce rate wil l increase the possibility and willingness of caring 
forr relatives might go down with all consequences for institutional care. In the near future 
significantlyy more attention has to be paid on planning and improving the capacity of this 
partt of care, because it is the largest and growing part of health care which, in many 
instances,, proved to be the most effective and cost-effective. 

b)) Market of OTCs 

Thee over-the-counter (OTC) market has grown rapidly, in both volume and value, due to 
thee price increases of prescription medicines and the introduction of new OTC drugs on 
market.. ÖTC accounted for around 15% of drug sales in 199 7. (NERA, 199 7) This cost-sharing 
hardlyy reduces drug consumption but mainly shifts the financial burden to the patients. 

c)) Journal articles 

Almostt all leading journals have. periodical health and healthy lifestyles related supple-
mentss and they publish a large number of articles on this topic on a daily/weekly basis. 
Thee reliability and validity of these articles vary to a great extent. 
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d)) TV and other health related information from non-professionals 

Healthh and healthy lifestyles related programmes of the various TV channels are surpris-
inglyy low, almost non-existing. A large number of drug advertisements is shown on TV. 
Thee state does not finance prevention and promotion TV programmes. 

e)) Internet 

Theree are two major internet providers in this fields: Hazipatika, egészségról interneten 
(Homee chemistry in Internet): http://www.hazipatika.com and Telemedicina: ht tp: // 
www.futuris.hu.. In 1999, some ten thousand people visited these web sites, but the ten-
dencyy is rapidly growing. Information what is available via Internet is a special mix of 
healthh promotion, useful information about drugs and promotion activities from pharma-
ceuticall  companies. Greater public education would be needed in many areas, for instance, 
educationn about the effects of antibiotics, hormone replacement therapy, screening, pre-
ventionn of various diseases and healthy lifestyles. 

2.88 The most importan t problem areas of the Hungarian health care system 

Improvingg effectiveness and efficiency is among the main targets in Hungary today. In 
orderr to set the target to be achieved one should have to have a clear understanding of what 
iss the real problem of the Hungarian health care system. Targets are becoming increasingly 
importantt in Hungary for the government, the financing organisations, providers, and for 
thee population alike. Targets must be meaningful and achievable. Choosing an unworkable 
targett no matter how well-intentioned, will not achieve the desired results. 
Thee crucial problems relate to the littl e knowledge available on the outcome and cost of the 
healthh care and littl e monitoring on behalf of the public. The health care system might not be 
respondingg to the needs of the population, partly because these needs have not been assessed 
yet.. Very littl e attention has been paid on outcomes in health care, therefore the consequences 
off  financial investments in terms of the population's health status are most frequently not 
known.. The health care system does not operate under the framework of rational health policy, 
whichh means that scarce health care resources might be mis-allocated. Clinical decision making 
iss very often not based on scientific evidence and not assistedvby guidelines. The quality of 
medicall  and nursing documentation does provide a good basis for management, both in 
organisationn and at the departmental level, to assist its operation. On top of all things, the 
currentt financial system creates perverse incentives to report non-reliable data. There is no 
consensuss among the key players (providers, financing organisations, purchasers, regulators 
andd customers), acting as very weak interest groups, about what should be done in order to 
addresss these problems. Also, the shortage of resources seems to be stabilised for the coming 
years,, while at the same time it .seems fair to foresee a growing demand for more and improved 
healthh care provision. In this situation not only the problem solving is difficult but even to 
recognisee the existence and extension burden of the problems. (Examples to show these are 
givenn in the 'Quality Assurance Studies' part of the thesis.) At the same time, partly as conse-
quencee of these problems, the capacity for change of the rigid health care system is limited, and 
itss development is heavily hampered by the existence of the under the counter payment. 

http://www.hazipatika.com
http://
http://www.futuris.hu
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2.8.12.8.1 Low quality and efficiency 

Theree have been very few experiments in the Hungarian health care system, except in the 
fieldd of communicable diseases and mother and child health care, to show positive ex-
ampless of effective good quality services since the 60's and 70's. Ineffective, inefficient and 
loww quality care accompanied with poor equity was not recognised til l the early 90's in 
Hungaryy and in many instances has not been realised even today. The health care system 
mainlyy achieved the results that it was designed to achieve in the past decades. Now effec-
tivenesss and efficiency of care have to be proved and improved through the implementation 
off  quality assurance among others. This improvement requires clear goals, changes and 
knoww ledge. 

Ann expert group of World Bank (1991) Health Project Mission summarised the main prob-
lemss of the Hungarian health care system in the following way: "Short life expectancy, 
highh infant mortality rates and other indicators of poor health status compared with west-
ernn countries is a serious indictment of the low performance of the existing Hungarian 
healthh system. There is a considerable disillusionment with the curative services. Entitle-
mentt to universal and free health care is meaningless in the face of widespread informal 
gratitude.. The rigid centrally organised National Health Service creates many barriers to 
accesss and continuity of care. Health services in Hungary are administered inefficiently 
withoutt any management in the western sense of the word and central bureaucratic dic-
tatess still leave littl e latitude for responding local needs. Despite the extensive network of 
clinicall  facilities, which has more beds and doctors per capita than many western coun-
tries,, shortages in some critical drugs, equipment and supplies led to ineffective and low 
qualityy services. At the same time, imbalance between different levels of care and among 
differentt groups of health care providers often lead to inappropriate care. Although it is 
generallyy recognised that scarce financial resources are wasted by excessive utilisation of 
services,, there are few deterrents to such practices other that waiting lists and gratitude."... 
"Controllingg expenditure on drugs and imported equipment wil l be especially important 
duringg the liberalisation prices and the present period of high inflation. The cost of failing 
too achieve these gains wil l be extremely high. The experience of other Eastern European 
countriess has already demonstrated that a deterioration of the quality of overall health 
caree due to excessive expenditure on drugs can trigger a serious political hurdles against 
Government'ss policies. At the same time, uncontrolled increases in health care sector ex-
pendituree would threaten the Government's economic reforms." 

Sincee the World Bank mission's report, no major action has been made to address and solve 
thee problems, in 2000 most of the above statements are still valid. (*) There was no change 
inn widespread informal gratitude. The whole health care is financed by one single agency, 
andd financing decisions are more centralised than before. The National Health Service is 

(*)(*)  Orosz, 1995; Gulacsi and Draijer, 1996/1; Gulacsi and Draijer, 1996/2; Banta and Gulacsi, 1996; Gulacsi, 
1995;1995; Endwczy, 1998; Szabadfalvi, 1998; Kineses, 1993; Bugovics and Pilt 1996; Angelus, 1996; Homor, 
1997;1997; Bordes, 1998; Uhrik, 1998; Tóth-Daru, 1998; Kineses, 1998; Modok, 1998; Simon Kiss, 2000; Szanthó 
andand Solymosi, 2000 
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evenn more rigid and more centrally organised and creates even more barriers to access and 
continuityy of care. Although, decentralisation and regionalisation were emphasised in the 
government'ss 1994 programme, their implementation never began. Central bureaucratic 
dictatess still leave littl e latitude for responding to local needs. Management in the western 
sensee of the word is still inefficient and there is a shortage of management knowledge and 
skills.. Clinicians with some management training make up the main body of senior man-
agerss in hospitals and in all other health care settings, often very large organisations oper-
atee without strong management. At different stages of the transition of the Hungarian 
healthh care system various elements and mechanisms of health care were imported from 
abroadd and implemented in the system with or without adaptation. These elements might 
workk well in the given countries under certain conditions from where they come from, but 
mightt not work properly under totally different conditions after a different implementa-
tionn process in Hungary. DRG financing mechanism (475 DRG categories in the begin-
ning)) were implemented, for example, to reimburse all hospitals and a rather complicated 
Germann point system was introduced for primary health care in Hungary. However, the 
implementationn of these techniques have been fraught with several contradictions; also 
implementationn of the different methods have stopped at different levels of completeness. 
Forr example, the DRGs system has never been introduced in its completeness. (Kroneman 
andd Zee, 1997) Market, competition, free patients choice, privatisation, liberalisation of 
drugg import, various and often changing insurance ideas and licensing were implemented 
att least partly without coherent health policy and clearly defined goals. Market forces, for 
instance,, can be effective in improving technical efficiency, this does not appear to be true 
inn the case of allocative efficiency. (Abel-Smith, 1992) 

2.8,22.8,2 Reluctance to define and rank goals as well as to evaluate results 

Decisionn makers in the health care system are reluctant to define and rank their goals and 
havee refused to evaluate either the costs or the outcome of the reforms. The benefit from 
variouss health care projects and programmes financed by the government, the Health 
Insurancee Fund, the World Bank, Phare as well as other funds (USAID) were rarely evalu-
atedd and published. Effectiveness, cost-effectiveness and impact on quality and care or even 
thee impact on the population's health status is unknown. In the rapidly growing literature 
off  health reform, it is difficult to find any mention of health outcomes. Perhaps this is not 
surprising.. Very littl e can be said about the impact of reform on health outcomes, in part 
forr the reasons stated above, other important reason is the lack of data. As a consequence 
off  this it is very difficult to describe 'where we are now'. In Hungary the assumption is 
thatt market forces wil l solve the problems of health care; and the type of care to be imple-
mentedd has received littl e attention. Creating market and competition in the health care 
systemm was the central goal of the most influential Hungarian health care development 
programmee financed from a World Bank loan. However, very littl e evidence can be 
foundd that demonstrates the positive benefit of competition for quality of health care. 
(Thompson,, 1998; Maynard, 1998) 

Thee removal of centralised state control over the health sector, and the rapid introduction 
off  unregulated competition have already led to a significant market failure. The govern-
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mentt budget for health care has been reduced and hospitals are in direct (non-price) compe-
tition.. The controls of import of new drugs, devices and procedures have been removed and 
theree is no proper evaluation or training for use. Many health care providers, such as 
generall  practitioners, pharmacists, diagnostic centres, and.surgical departments now see 
themselvess as entrepreneurs in private practice. Patients have come to see themselves as 
customerss of health care demanding services in return for their taxes or contribution. The 
resultt is an extremely irrational pattern of investment in technology, with much obvious 
wastee while basic needs cannot be met. 

2.8.32.8.3 The failure of the national public health policy 

Inherentt in a the government funded system was the problem that no one was responsible 
forr trying to ensure that the services provided were those that met the needs or demands of 
thee patients. Since the whole structure was dedicated to the problem of arranging the 
supplyy of services the mechanisms for deciding what services should be provided and who 
shouldd get them were poorly developed. While the 1972 Public Health Act placed a strong 
emphasiss on prevention, health promotion was in fact very a very low priority. Instead 
healthh care was disease oriented, and focused on treatment and medical therapy as opposed 
too prevention. 

Thee document "Principles of a long-term health promotion policy in Hungary" (hereinaf-
ter:: Principles) was published in 1994. The 'Principles' (five national targets and ten na-
tionall  goals) was intended to improve the population's health status of the by the year 
2000.. Major share of the 'Principles' are not based on scientific evidence, the: a) burden of 
illness;; b) etiology or causation; c) community effectiveness; d) efficiency; e) synthesis and 
implementation;; and f) monitoring and reassessment are mostly not covered or not estab-
lished.. Very similar situation was discussed by Warner (2000) in the 'JK: " . .. the Chief 
Medicall  Officer gives his top ten tips. If you look at them they are about not eating fatty 
food,, not smoking, not sunning yourself in the park. It is all about not doing things. 
Negativee approaches and blaming individuals is no way to enlist public support." ... "The 
processs of introducing targets can be as important as the targets themselves." 

Andd finally there is another cause of the failure of the Hungarian health policy, as Donaldson 
(1993)) pointed out, traditional epidemiological approach to needs assessment measure the 
amountt of 'il l health' in the community categorised by disease. These data pro\&k no 
allocationn rule. The implication of the epidemiological approach is simply that more re-
sourcess should go to treatment and prevention of diseases which cause high mortality rate, 
althoughh no indication is given as to how much should go where 

2.8.42.8.4 There is no systematic method to translate scientific evidence into clinical decision 
makingmaking and clinical practice 

Informationn is still fragmentary, but systematic reviews have demonstrated that com-
monlyy used interventions in different areas are either definitely ineffective or probably 
ineffective.. In Hungary, research findings indicate that a great deal of ineffective technol-
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ogyy is in use, and/or effective technologies are frequently over used and/or under used. 
Irrespectivee of health care reforms and political changes, needs and assessment programmes 
byy population screening (cholesterol test, blood pressure, various blood and urine tests) 
weree always awarded large funds and attracted a lots of attentions among the public, 
politicians,, media and professionals. These programmes had a very limited effect on health 
status,, if any, because very often the process used was not appropriate for screening pur-
poses,, nor was the target population identified. In addition, and probably most impor-
tantly,, because the risk factors are simply associated with an altered probability of the 
diseasee and have not been shown to have causal relation. To understand quality, one must 
understandd the nature of clinical decision making and the basis for most medical practice. 
Feww people understand how littl e is known about the efficacy of many routine clinical 
processess or how much of medical practice is justified by the experience of physicians 
ratherr than objective evidence. Another problem is that technology is generally evaluated 
inn terms of efficacy, or benefit under ideal conditions of a study. It is often observed, how-
ever,, that benefits in actual use fall short of this maximum conceivable benefit. Effective-
nesss is used to denote the benefits achieved under actual conditions of routine clinical prac-
tice,, as measured against the potential for accomplishment (Banta and Luce, 1993] The 
differencee between efficacy and effectiveness could be said to be due to both errors of com-
missionn and errors of omission. (Williamson, 1978) 

Veryy often scientific evidence are available but not translated into practice because of the 
inappropriatee dissemination, interpretation, lacking or not evidence based guideline or sim-
plyy because of conflicting interests. Members of the Professional College of Urology in 
Hungaryy for instance know that there is no evidence supporting PSA screening for prostate 
cancer,, however, they supported the importance of screening the male population with no 
agee limi t once or twice a year for everybody. Exactly the same thing can be mentioned in 
associationn with osteoporosis screening which is performed in 102 centres in Hungary for 
womenn in or after menopause. Caesarean section rate in Hungarian hospitals provides a 
goodd example for the need of a systematic method to translate scientific evidence into 
clinicall  decision making and clinical practice. As Miko, Director General of the National 
Healthh Insurance Fund Administration pointed out in 1998 November: " . .. and there are 
obstetricc departments where more than half of the women deliver with Caesarean sec-
tion".. (Népszabadsag, 1998) 

2.8.52.8.5 Lack of consensus on what constitutes quality and cost containment 

Inn Hungary similarly to other countries there seems to be no general understanding and 
agreementt on the meaning of quality and cost containment. The US situation as described 
byy Carpenter and Bender is relevant to Hungary as well. They stated: "Quality of health 
caree was neither defined nor debated, the concepts and goals of cost containment were 
neitherr explored nor explained; the relation between the two was never discussed. Without 
anyy public consensus about what is meant by either quality or cost containment, it is 
difficul tt to evaluate their relation to each other fairly" . (Carpenter and Bender et al. 1996) 
Unfortunatelyy the term 'quality' is used in many different ways and may denote charac-
teristicss including efficiency, equity, acceptability, accessibility, timeliness of care, appropri-
atenesss of care, continuity, privacy, confidentiality, family participation, safety of the care 
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environmentt and supportiveness of the care environment. In fact, quality assurance does 
nott often focus on health outcomes. Most quality assurance activities have dealt with the 
structuree or process of care. The latest trend in quality assurance is "total quality" which 
doess not necessarily emphasise health outcomes, although it may do so. A review of the 
literaturee on quality assurance found littl e attention to either immediate or long-term 
outcomes.. (Hedryx, 1991) In general, structure and process variables cannot be linked to 
desirablee health outcomes. (Lohr, 1990) 

Thee Hungarian experiment shows the same. There is no consensus about the definition of 
qualityy of care. For many managers and professionals and for a significant part of the 
publicc doing more still equals doing better. Because of the limited health care budget and 
thee prospective payment system for hospitals, doing faster has come to be equal with 
doingg better. There are many advocates of this emerging new slogan today. According to 
ourr multi-site hospital quality survey access is valued very high and is seen as a proxy for 
qualityy (this topic wil l be further discussed in Chapter 5). Others take satisfaction as the 
mostt important single measure. The impacts of quality assurance activities need to be 
definedd and made operational more thoroughly in order to be able to show its value and 
createe better accountability. There are many uncertainties and mist around the costs issue 
ass well. When politicians and decision makers talk about the problem of escalating costs 
andd the necessity to control costs in Hungary it is not clear what costs they are talking 
aboutt and what they want to control. Do they mean unit costs or some aggregate measure 
off  cost e.g. hospital cost, total national expenditures or share of GDP? Do they want to 
controll  the expenditure of the given unit of benefit? 

Laparoscopicc cholecystectomy is a very good example to show that decreased unit cost can 
bee accompanied with higher global expenditures, because the provider response to this cost 
savingg technology was to increase the number of operations. (Escarce and Chen, 1995) The 
Hungariann experience yielded the same conclusion. An additional problem is linked to the 
factt that terms are often used interchangeably, e.g. cost, payment (same as expenditure) 
andd charges (same as prices). Cost means resources required to produce goods or services. 
Expendituree is what is paid for goods and services. Charges are set by provider and are not 
necessarilyy the same as payments. The Hungarian National Health Insurance Fund for 
instancee covers 30-100% charge for various drugs. When people say health care costs are 
tooo high they usually refer to charges. The difficulty comes from the fact that the prospec-
tivee payment system frequently underpays for some services and overpays for others in 
thee various DRG categories. This is partly the reason why costs do not equal charges. 
Hospitalss charge less than their costs for some items and services to some patients while 
chargingg more than their costs to others. This cost-shifting makes the economic analysis 
difficult .. In many publication in Hungary, and probably in other countries, quite often 
chargess and payment (DRG) are used for cost-effectiveness analysis because prices are not 
known.. There is a growing attention on defining quality and costs to set up appropriate cost-
ingg and evaluate other cost issues, in order to show not only effectiveness but cost-effec-
tivenesss of various quality assurance methods and programmes, as well as to strengthen ac-
countabilityy of quality assurance. Having crucial importance for quality assurance, these top-
icss are in the focus of the thesis and will be further discussed in the thesis in Chapter 3 and 8. 
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2.8.62.8.6 Lack of reliable data on health care and the population's health status 

Thee quality of collected data is suspect for several reasons. (Paragraph 1.5; 2.4.1; 2.8.2) 
Dataa collection had been a means of control and punishment. In order to conform to the 
reproductivee health policies of the previous regime, health services providers, altered data 
on,, for example, birth weight and caesarean section rates. Even though these policies have 
beenn eliminated, a lack of data responsibility remains; it is crucial that it can be demon-
stratedd to providers how accurate information may dramatically improve the manage-
mentt of care and priority setting process, to support the transition from crisis manage-
mentt to a more stable health policy and planning strategy. There are no reliable data be-
causee of various perverse incentives to provide false data. Low level of information supply 
cann be attributed to supposed or hoped advantages of data-supplier in consequence of the 
informationn supply's results. Frequently, no data due to the lacking process and outcome 
data.. Outcome data is crude and there is no accepted 'best practice' for the collection of a 
nationallyy agreed core data set. In the lack of agreed and implemented best practice, com-
parisonn is impossible. In this situation evaluation of the effectiveness is not possible be-
causee measurement is comparative. If this is created this wil l facilitate the production of 
'bestt practice' advice to purchasers and clinicians. Such data wil l facilitate the regulation of 
thee market to ensure that cost effective care is provided. However, its absence now means 
thatt the efficiency of market-induced changes in resource allocation is unknown. 

2.8.2.8. 7 Black economy blocks health care reforms 

Thee existence and magnitude of Under the Counter Payments (UCP) might block necessary 
changess associated with effectiveness and efficiency of the Hungarian health.care system 
withh high probability, through a major distortion of the preferences and behaviour of health 
caree organisations, and the doctors. Although the impact of UCP on health care was dis-
cussedd in the 70s and 80s the importance of this phenomenon was not analysed in detail. 
Itt was recognised after the political changes that UCP causes major distortion of the prefer-
encess and habit of health care organisations and health care workers as well. Although 
somee modest discussions were conducted after 1989, not intervention was made to control 
thiss crucially important distorting factor. 
Publishedd in 1991, the Health Care Reform Programme of the Ministry of Welfare declared 
UCPP as the most serious problem of the Hungarian health care system because UCP might 
obstructt the health care reform. "The magnitude of the problem makes it very serious, it 
cann block all changes." (Health Care Reform Programme of the Ministry of Welfare, 1991) 
Accordingg to this programme the amount of the UCP is estimated to be close to one quarter 
off  the national health care budget. At the same time this document declared that because 
thee problem was huge, the health administration would not able to overcome it alone. It 
alsoo stated: "If UCP is given to a physician by a patient with the expectation of receiving 
betterr services or more attention it could be turned into legal income, according to present 
regulationss the health care sector should be given three times more financial support than 
noww for gross wages and insurance contribution. There are not any chances for that. On 
thee other hand, even if there were finances for that, it is hopeless to stop it in the short run. 
Illegall  income without tax obligation is such a temptation, that only very few were able to 
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resist.. Further UCP enters health care very unequally and unfairly (not proportional to the 
workk done). Real beneficiaries - many times in decisive positions - could not be recompensated 
evenn by an unrealistic raising of their legal income. The success of any attempts for fast 
changee (first of all administrative) of the present situation seems to be quite doubtful. 
Thereforee elimination of UCP can be imagined only in a long run, gradually, and by the 
emergingg of the new health care system. The reason of UCP (black market) is the absence of 
reall  market, the appropriate provision for legal needs of the population. These needs can be 
mett now only by an illegal way. However, according to black market laws, people are often 
deceived.. One would not receive, and not for that sum what he expected. Therefore the UCP 
issuee can be solved first of all by developing a real market for health care services. A correct 
market,, however, demands sensitive regulations, therefore legal means are to be involved. 
AA new health care system discourages UCP in the following ways: 

Thee health insurance wil l let the population know the proportion of health care con-
tribution,, and the package of services it covers, 
Competitionn between providers encourages the development of correct behaviour. " 
(Healthh Care Reform Programme of the Ministry of Welfare, 1991) 

"Ourr aim is the elimination of the "gratuities", this disgrace to the health care system. 
Thiss can be realised through the free choice of doctors, the introduction of the insurance 
system,, and the formation of a system of salaries proportional to the work done justified 
byy the case and providing all necessary care. (Surjan, 1993) 
UCPP has a major impact and distortion on priority setting and health care planning as well 
ass on access at all levels of the health care system. Where health services are provided on a 
pay-as-you-goo basis, with user fees paid by patients, there is littl e or no role for priority 
settingg and health care planning. With private insurance, social insurance or government 
funding,, there is a need to set rules of access, entitlements or limits. The existence of UCP 
makess it very difficult if not impossible. The extent of the under the counter payment 
(UCP)) or in another word under the table payment is really significant. A survey which 
wass conducted in 1993/94 throughout Hungary involved 3,200 hospitalised patients after 
dischargee in 22 hospitals; the survey related that, 25.3% of the respondents paid UCP and 
49.7%% reported that UCP payments caused major difficulties for them.(Gu!acsi, 1997) A 
veryy similar study was conducted almost at the same time in Bulgaria where they found 
thatt 42.9% of the patients paid UCP (Delcheva et al. 1997) The Bulgarian author reported 
thatt UCP had been common before the political changes caused economic collapse as well. 
Thee function of the officially ignored but de facto tolerated system (e.g. UCP) served sev-
erall  purposes as Delcheva et al. discussed (1997) including as: "... to act as control of the 
medicall  profession that provided them with additional resources as long as they did not 
opposee government policies but, as the payments were illegal, it offered an opportunity to 
attackk anyone who did step out of line." According to Delcheva and her collaborators' 
opinionn UCP has an important function o provide extra funds for health care during the 
transitionn period in Bulgaria. "... To solve the problem the World Bank emphasised that 
suchh payments should be incorporated into a system of regulated cost sharing." According 
too the estimate of the World Bank before 1989 the UCP percentage was 10% in Czechoslo-
vakia,, 25% in Romania, 20% in Hungary and in 1992, 34% in Bulgaria. (NAPOC 1992; The 
Worldd Bank World Development Report 1993; WHO 1994; Halapénz Bizottsag, 2000) 
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2.8.82.8.8 Weak incentive structure to improve effectiveness and efficiency 

Inn Hungary many changes can be found at the first glance in the health care system, but 
thesee are superficial, rather than profound changes performed in relation to structure, 
f inancingg mechanisms and regulation. Because of this fact there are very few incentives to 
improvee effectiveness and efficiency in the health care system. The health care system is 
stilll  a typical one-player game. There are no separate and independent providers, financing 
organisat ionss and customers at the vertexes of what is often called the 'health care tr i -
angle'' surrounded and managed by the regulator. The government is still the major pro-
vider,, and it directly owns 'top care' i.e. the national institutes of health and university 
hospitals,, and through municipalities, it indirectly owns all other hospitals except the church 
hospitals,, that have just a very marginal role. Although county councils and municipali-
tiess entered into the possession of formerly state owned county and munic ipa l /commu-
nityy hospitals, these bodies are in direct relationship with the Ministry of Internal Affairs. 
Hospitalss are the property of state bodies on one side and all professional and financing 
decisionss are made by the Ministry of Welfare (and of course by the Ministry of Finance). 
Thee government is still the major financing organisation. County councils and municipali-
tiess are only responsible for depreciation and renovation expenses, but because of their 
limitedd budget they have never met these requirements. Practically these bodies cover one 
orr t wo percent of the hospital budget. The major part comes from the premium based 
Nationall  Health Insurance Fund which has some formally declared independence but in 
realityy it is under the total control of the government. The Fund has no right to chose what 
i tt is going to finance and to what extent, and as it was presented and published several 
t imess the Fund even unaware of the accurate number of inhabitants it should provide 
coveragee for. And finally the government is still the major customer. Al l professional and 
financiall  decisions are made by the government on behalf of the public. The public cannot 
bee taken as customer, neither do they feel themselves as customers. The incentive structure 
cann be deducted part ly from the unchanged power centre situation. 

Medicall  malpractice claims might have a quite notable role and might be a real incentive to 
keepp qual i ty high to avoid mistakes. Although, a growing trend was predicted in the early 
90ss in Hungary malpractice claims remained marginal and unimportant. 

2.8.92.8.9 Vulnerable professional, patient and financing organisations 

Inn the late 1980s and the early 1990s large number of professional organisations were 
createdd or reorganised in Hungary. (*) Memberships are voluntary. These organisations do 
nott play important role in the post-graduate training structure and not really involved in 
debatess on health policy and medical ethics, they have mainly trade union functions. 
Klazingaa (1996) argued that: "They can provide the backbone of further professional de-
velopmentt if they know how to find an acceptable equilibrium between the scientific/ 

(*)(*)  Some of the must important professional organisations are: Hungarian Medical Association; Hungarian Medical 
Chamber;Chamber; Hungarian Hospital Association; Hungarian Scientific Society of Nursing; Hungarian Nursing Asso-
ciation;ciation; Hungarian Association of Hospital Financial Directors; Hungarian Association of Nursing Directors; 
HungarianHungarian Association of the Mother and Child Nurses. 
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clinical,, economic and political interest of the professional groups." Professional organisations 
inn the Hungarian health care system are under-organised and rather weak. They are often 
fragmented,, sometimes three-four professional organisations are dealing with the same 
topic,, for instance, breast cancer screening and treatment, with somewhat different aims, 
policyy and suggestions. Communication and information flow among members and with 
otherr organisations are rather poor, significant number of the associations are functioning 
withoutt sufficient financing, clear mission and strategy. From the point of view of quality 
assurance,, the inability to reach consensus on quality improvement and 'best practice' in 
thee absence of tight professional co-operation and strong organisations is a major concern. 
Guideliness developed this way, for instance, would not reach members of the specific pro-
fession,, and their implementation would depend on the individual physician. In other words 
thiss means that for a quality assurance programme to be launched, each physician needs 
too be convinced individually on the advantages of the programme, and then it is up to the 
individuall  doctor whether or not he chooses to get involved and to what extent he wishes 
too adhere to the guideline. This in turn leads to minor, quick and short-term quality assur-
ancee programmes having absolute priority. Associated with the research projects the re-
sultss of which wil l be discussed later, the most important difficulties faced included the 
needd to discuss and negotiate with every single hospital physicians and surgeons and gen-
erall  practitioners about the given quality assurance programmes into which they were to 
bee involved. Although, professional organisations exist for hospitals, physicians, general 
practitioners,, nurse and hospital managers they are much more of a trade union natures 
thann safeguarding professional organisations. Quality assurance programmes spanning 
overr from problem identification through data collection, guideline setting and consensus 
conferencess to intervention cannot be done without well functioning professional 
organisations. . 

2.8.102.8.10 Increasing demand for health care is predicted 

Itt is expected that the demand for more resources and/or higher level of effectiveness and 
efficiencyy wil l be growing in the near future (in the following 10 years) because of two 
reasons:: a) growing health problems of the population; b) the health care system is likely 
too become more resource demanding. 

a)) Health problems of the population 

Thee Hungarian population's health status is far below the level of the developed countries, 
standardisedd death rates (SDR) growing in almost all diagnosis groups. Life expectancy at 
birthh is stabilised at a very low level. 

Deathh rates in Hungary in the mid to late 1980s were as high as those in the Western 
Europeann countries in the early 1950s. The 30 year time delay in achieving equivalent 
mortalityy rate standards might worsen if Hungary fails to implement policies for health 
thatt are as successful as those that have produced a decrease in mortality rates in the 
Westernn European countries. (Forster and Jozan, 1990) 
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b)b) Health care system is likely to become more resource demanding. 

Thee health care system is expected to become resource demanding in the next decade. Much 
off  resources are needed to finance the 'old' big rigid health care system, and to redesign and 
reorganisee the system needs substantial investments during the transition period. The 
workloadd of the health care system has also dramatically increased. Between 1980 and 
19955 the number of hospitalised patients went up by 19.2%, in primary health care by 
7.4%% and in the outpatient sector by 51.3%. 

2.8.112.8.11 Conclusion 

Thee major causes (and eventually cures) of low quality care may be divided into three 
categories,, which are termed here: a) information; b) incentive, and c) change agency. 
Inadequatee information, conflicting incentives and the lack of effective change agents all 
combinee to create an environment where quality improvement continues. Attending to 
eachh of those elements is necessary in order to improve quality-care providers must be 
informedd about whether or not their services are inefficient, they must be motivated to 
changee their practices to a higher standard of care, and there must be agents capable of 
facilitatingg that change. In present-day Hungary, all three categories are problematic. 

a)) Information 

Thee health information situation in Hungary might be characterised as too sparse. Major 
healthh information collection efforts, such as the Hungarian'contribution to the WHO 
databasee initiatives, are focussed more on descriptive epidemiology instead of clinical prac-
tice.. Although information on evidence-based medicine and assessments of health technol-
ogyy are not unknown in Hungary, dissemination has not been as extensive as would be 
desired;; it is difficult to access information for use in resource allocation. Finally, what 
informationn that is disseminated is largely presented in an undirected for mat-programmes 
too present information in terms of care provider behaviours are absent. Thus, it is hardly 
surprisingg that information dissemination has not helped. 

b)) Incentives 

Althoughh the nominal incentive system in Hungary, including capitated payment for pri-
maryy care providers and a Diagnosis Related Group (DRG) system for hospital reimburse-
ment,, might be thought to encourage the avoidance of overuse, the de facto system con-
tainss few controls for quality of services of services. Formally, physicians are paid salaries-
onn a capitation basis for primary care and on a salaried basis for the hospital-based second-
aryy care providers. However, in parallel to official payments, there is a well-established 
systemm of "tips," or under-the-table payments to physicians for the provision of services. 
Althoughh the tips are technically illegal and not reported as taxable income, they are a 
majorr economic force driving the personal side of physician decision-making. The percent-
agee of physician income that comes from these tips is unknown and probably unknow-
able;; estimates range from ten percent to ninety percent of income. Precisely because the 
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informall  driving system is outside the boundaries of law, the de jure payment system is 
dominatedd by the actual perverse economic incentives encouraging overuse of physician 
services.. Institutional services are similarly not driven towards efficient use of services 
becausee of the opportunities for "gaming the system." Beyond the expected "DRG creep" of 
diagnosingg patients to receive the highest reimbursement possible, there are other means 
usedd to increase institutional incomes. Thus, it is said that in obstetric units, "there is no 
labourr without complications." Many procedures take place "after working hours" there-
foree generate extra payments. Hospitals and sanatoria are happy to fil l beds to capacity by 
admittingg referrals that might be of dubious origin. 

c)) Change agents 

Thee third piece of the triangle are the agents to facilitate change. Any health care reform 
programmee needs identified and capable change agents in order to succeed, but various 
characteristicss of the Hungarian situation shackle the potential ability of any of any poten-
tiall  agent. Because so much of the incentive system is informal, formal levers for change 
fromm above is not possible. As was discussed earlier, the continuing reinvention of the 
nationall  health care system has been ineffective for the past decade and nobody is optimis-
ticc that the next round wil l be any more successful. Absent the ability of the national 
governmentt to intervene, one might turn to more local levels, but the counties and regions 
off  Hungary are not empowered to act. Finally, one might turn to self-policing of care 
providerss through the legitimacy and peer influence of speciality societies, but in Hungary, 
thesee societies function more as protectionist trade unions rather than centres for the shar-
ingg of knowledge and experience. (Klazinga, 1996) 
Thee role of quality assurance and its capacity to assess and improve quality, effectiveness 
included,, in the Hungarian health care system in general and in relation to the ten main 
problemm areas in particular vary. The role of quality assurance in this context is to provide 
necessaryy measures (structure, process and outcome), tools for monitoring and to show 
thee value of the resources to be spent on health care. 
Ass shown above, the health care reform and the development of health policy requires that 
sensiblee and achievable targets are formulated which has to meet both the structure, pro-
cesss and outcome requirements. Quality assurance can be used as powerful tool attaining 
thiss goal. The content area and the key concept of the quality assurance wil l be further 
discussedd in the Chapter 3, and results of various quality assurance studies were con-
ductedd in Hungary wil l be presented in Chapter 5-9. 
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Intermezzo o 

CASEE STUDY: PATIENT WIT H STOMACH-ACH E 

Whenn working as a general practitioner in the 80s, the author often covered for his fellow 
GPs.. One day he saw a patient one day whose story with the Hungarian health care system 
providedd many health care quality problems for further investigation. 

Thee story is as follows: 

Itt was an early spring day when the patient, a man in his mid sixties, realised some irregu-
laritiess in his bowel motion, and some weeks later he had a permanent and painful consti-
pation.. As he did not like to complain and was rather shy, he was reluctant to see a doctor. 
Hee was suffering from constipation during the spring. At the beginning of summer he 
askedd his neighbours to advise him what to do. He received some better pieces of advice on 
alll  occasions saying that he should take three different sorts of laxatives. But laxatives 
causedd only painful cramps and stomach-ache. 

Afterr a few more weeks of waiting and hesitation he decided to see a doctor. He really did 
nott like to go to see the doctor, because it meant waiting 2-3 hours. Patients would come 
andd go, and there was never a good opportunity to have an intimate talk with the doctor. 
Hiss general practitioner told him that elderly people often suffer from the same or similar 
symptoms,, and suggested that he should eat plum, jam, dried prunes or some mineral 
waters.. Upon examination, the physician found that not only did the patient have consti-
pationn but his blood pressure was unusually high, too, which made follow up visits neces-
saryy to evaluate this patient's hypertension. The patient claimed that he was fine except for 
thiss constipation and wanted the doctor to prescribe some medicine for him. The physician 
explainedd that medicines were not necessary against constipation and went on stressing 
thee need for follow-up because of the elevated blood pressure. 
Thee patient was scheduled for a return appointment, but he did not want to return, be-
causee he was frustrated by his inability to get the medicine for which he had come to his 
generall  practitioner. The general practitioner was frustrated by the patient's refusal to 
continuee treatment as the patient's hypertension rendered him more liable to heart and 
kidneyy diseases. Furthermore the above mentioned discussion was interrupted by other 
patients,, there were seventy five more patients outside in the waiting room. So, the patient 
wentt home, but everything was getting worse and worse, thus some weeks later he came 
too the surgery again to ask for some help. Shrugging his shoulders the general practitioner 
prescribedd some medicines for him and the patient went home. This medicine was probably 
goodd for the first two weeks but in a few weeks his health status became worse than ever 
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before.. Some weeks later he went back again to the general practitioner and asked for a 
referrall  to the out-patient department for medical check up. The general practitioner did 
nott see any need for referral to the out-patient department and prescribed oleum ricini for 
him.. The GP was offended because his service did not seem to satisfy the patient, and what 
iss more, the patient was impatient, always disturbed him and was in doubts concerning 
thee GP's knowledge. After the visit the patients went home without any help again. This 
particularr medicine gave no relief. 

Earlyy October the patient travelled to the out-patient department of the hospital by train 
(500 kms return) to the nearest city. But medical check up was not possible without referral 
fromm the general practitioner. He expressed his willingness to pay extra fee under the counter, 
butt the waiting room was full and he could do nothing. Back home one of his relatives 
recommendedd him a good private physician. The following day he went back to the city 
againn to see this private physician. This physician made a very thorough examination, 
includingg neurological examination, took his temperature and blood pressure. He even 
gavee injections immediately. The private physician prescribed some other injections such as 
Vitaminn Bl, Vitamin B6, Vitamin B12, and Nerobolil as well. He got 55 injections as a cure 
everyy other day for two weeks. The patients had to be back to the private physician to the 
cityy by train to receive injections every other day. As the train service was rather bad, he 
hadd to wait a lot in the private physicians waiting room. Each visit took him 6-7 hours 
altogether.. He found it very expensive. So he travelled every second day from the village to 
thee city. During the cure, in the beginning of December his stomach-ache and constipation 
weree getting worse rapidly, so he discontinued the injection regimen and went back to his 
ownn general practitioner again. 

Thee general practitioner did not examine him, but gave him the necessary referral to go to 
thee outpatient-department of the hospital. He went to the out-patient department again, 
inn the laboratory an assistant drew blood from him for a test and a lot of examinations 
weree done. It took four days to receive the results, then it was suggested to him to have a 
rectoscopyy made. He went back to the outpatient department, to the surgery and was 
waitingg more than half a day when he was told to come back in a week. Before coming 
backk he had to take oleum ricini. He did it as ordered but oleum ricini caused painful 
cramps,, nothing else. So one week later the patient was sent back home again with the 
samee advice, i.e. to take more oleum ricini. Unfortunately when the patient arrived at the 
surgeryy for his appointment to have an examination, the equipment was out of work. 
Whenn he went back for the fourth time, it was already before Christmas and the specialist 
wass not there. This was a very unpleasant Christmas because of the sharp stomach-ache. 
Afterr Christmas he went back without the necessary preparation. Notwithstanding, the 
physiciann began to make rectoscopy. But the equipment was not perfectly in order, the 
examinationn and the patient were not prepared, there was no rectal irrigation. When the 
patientt had been kneeling for twenty five minutes on the examination table, he decided to 
refusee this kind of examination in the future. In the end the examination did not succeed. 
Thee patient was told to go back to the out-patient department in the following day to have 
somee special X-ray. However, this special X-ray was available only for patients with ad-
vancee appointment, as for this examination, the X-ray department had to be prepared 
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before,, special material were necessary and so on. Thus the patient was not on the appoint-
mentt list. It is needless to say that the examination did not take place. 

Justt outside of the waiting room, another private physician was recommended by another 
patientt to the exhausted, disappointed man. The visit to the private physicians was very 
expensivee but all in vain, because the private physician said the patient should have gone to 
hospital.. However the private physician could not refer him to the hospital because he was 
nott permitted to refer patients to hospital. The patient went home and did nothing for two 
weeks.. He was completely exhausted and hopeless. 
Hiss health status was getting rapidly worse and worse, his stomach-ache was very pain-
ful,, the constipation became intolerable. He went back to the GPs surgery for a referral to 
thee hospital, but the GP said that he could refer him to the out-patient department only 
andd not directly to the hospital. The patient, because of his very bad experience in the out-
patientt department and after some days thinking and contemplating went straight to the 
hospitall  without referral. He found a physician and gave him under the counter payment 
andd informed him about his symptoms and complaints. The physician suggested a 
rerectoscopyy examination what the patient refused. The physician was not willin g to deal 
withh him without rectoscopy, so the patient went home. At this time a herbalist was lived 
inn the same village where the patients lived. He visited her and was given some special tea 
forr his pain and constipation. This tea made him better for some weeks. 
Hee thought he could recover but he lost about ten kilos during these weeks, he became 
veryy weak, and had no appetite at all. He felt very ill . He was thinking what to do but he 
didd nothing. 
AA bit later a relative of him suggested to go to the capital to see a famous professor. He 
askedd an appointment by letter from him. Some days later he received a letter with an 
appointment,, some days later he went to the capital to see the professor. After the exami-
nationn the professor put him on the waiting list and the patient returned home. Some days 
laterr he received the referral, went to the capital and was admitted to the hospital. Every 
examinationn was ready in three days, and on the fifth day he was operated on. 

Whenn I talked to him he felt a littl e bit better, but he lost another fifteen kilos again and he 
wass very weak. The professor told him that it was too late to operate his neoplasms. 

Fromm the first complaint til l the operation more than nineteen months had passed. 





33 - Study on the content area of quality assurance and... 75 

Chapterr  3 

STUDYY ON THE CONTENT AREA OF QUALIT Y 
ASSURANCE E 

ANDD KEY CONCEPTS OF THE THESIS 

Abstract t 

Thee main aim of this chapter is to describe the key concepts used in the thesis. The key 
conceptss of the thesis include quality, and its key dimensions, from the thesis point of view, 
suchh as efficacy, effectiveness and efficiency of health care services. 

Thiss chapter wil l focus on exploring the role of quality assurance as a tool to implement 
andd improve effectiveness and efficiency. Multidisciplinary research needs explicitly stated 
conceptss and terminology. However, the terminology of quality assurance, which has cen-
trall  importance in this study, is frequently used interchangeably and sometimes in a rather 
confusingg way. There is no widely accepted agreement over fundamental concepts in the 
literature.. Another factor that adds to the importance of this chapter is the fact that experts 
inn the field of quality assurance (quality management, improvement, continuous quality 
improvement,, total quality management) frequently use terms (same words) differently, 
orr in contrast, use different terminology with the same meaning. 

TheThe author is grateful to Professor Frans Rutten, Institute of Medical Technology Assessment, 
ErasmusErasmus University, Rotterdam, for his helpful comments on paragraph 3.4, 3.5 and 3.6. 
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3.11 The concept of quality , qualit y in health care and qualit y assurance 

Thiss paragraph looks at the concept and dimensions of quality in the product and service 
industryy as well as in health care services, and discusses the meaning and function of 
qualityy assurance. 

3.1.13.1.1 The concept of quality in the production and service industry 

Thee concept of quality came form the industry. In the industry TQM/CQI was pioneered 
byy Shewhart, Deming, Feigenbaum, Juran and Crosby. Their most important contribu-
tionss are summarized below shortly: 

Shewhartt created and implemented the control chart and the Plan, Do, Check, Act 
(PDCA)) Cycle. (Deming, 1986). He wrote that price alone is not an indicator of value. 
Pricee without understanding of quality is meaningless. Decisions based on price alone are 
almostt certainly more expensive in the long run than necessary and lead to undesirable 
results.. He highlighted the importance of variation as well. 
Demingg made a great contribution to TQM, and is known for his 14-point programme 
off  recommendations for management. He focused on process, rather than structure, 
onn the ever continuous cycle of improvement, rigorous statistical analysis of objec-
tivee data. One of his main activities was to describe, analyse and eliminate process 
variations. . 
Feigenbaumm together with Juran. he provided the theoretical frame for TQM. Accord-
ingg to Feigenbaum the goal of quality, is to meet satisfactorily whatever customers 
believee to be their requirements for the service or product. Feigenbaum (1991J wrote: 
"Qualityy is the capability of a product to fulfi l its intended purpose of use, produced 
withh the least possible cost." Product and service quality, according to Feigenbaum, 
cann be discussed as: "The total composite product and service characteristics of mar-
keting,, engineering, manufacture, and maintenance through which the product and 
servicee in use wil l meet the expectations of the customer." (Feigenbaum, 1991) 
Juran'ss definition for quality is: "fitness for use" as defined by customers. He stated 
that:: "Quality is doing the right things right in the first time.". (1988) He pointed out 
thee importance of the mission of the organisation and the individual departments. He 
alsoo highlighted that the quality goal has to be specific. The often quoted Juran's 
Qualityy Trilogy are: 1) quality planning; 2) quality control; 3) quality improvement. 
Crosbyy set up four 'absolutes of quality': 1) conformance to requirements (do it right 
att the first time); 2) defect prevention is the only acceptable approach; 3) zero defect 
iss the only performance standard; 4) the cost of quality is the only measure of qual-
ityy which means that the cost of producing quality (zero defects) are less than the 
lossess associated with nonqualify defects. (1979) 

Numerouss definitions are used to describe quality in this field. Many approaches and con-
ceptuall  developments discussed by Klazinga (1996) show the well amplified position of the 
conceptt of quality associated with industry. In the field of industry quality is a tool to 
increasee selling, to keep or increase the market share. In contrast, the concept of quality in 
thee service industry, is far less elaborated, because of several historical and methodological 
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reasons.. (Hertog and Kunst, 1992) In the production and service industries several quality 
systemss are in use to measure and assure the quality. The most well-known quality sys-
temss are: a) the International Standard Organization (ISO) 9000; b) European Quality Award; 
c)) the British Standard 5 750 (1987) in the UK; and the Malcum Baldridge National Quality 
Awardd System in the USA (Ovretveit, 1989 and 1992). 

3.1.23.1.2 Defining quality 

Accordingg to Dumas (1987), there are three cumulative, levels of quality: a) Conformance 
qualityy - conforming to specifications: having a product or service that meets predeter-
minedd standards; b) Requirements quality - meeting total customer requirements: having 
perceivedd attributes of a service or product that meet or exceed customer requirements; and 
c)) Quality of kind - quality so extraordinary that it delights the customer: having perceived 
attributess of a product or service that significantly exceed customer expectations, thereby 
delightingg the customer with its value. Jaeger at al. (1994) pointed out that quality assur-
ancee is like the term of conformance quality. But they explained later that: "The confusion 
thatt surrounds the use of the two terms CQI and QA stems in large part from the difference 
inn quality as conceptualised in the work of early leaders in the health care quality move-
mentt and the somewhat simplistic popularisation of TQM by health care groups and orga-
nizations.. If one, such as Donabedian, reads carefully the initial quality efforts in health 
care,, there is surprisingly littl e difference between that conceptualisation of quality and 
whatt TQM leaders in industry have written." The similarity or difference depends to a 
largee extent on how the terms 'conforming to specifications', 'predetermined standards', 
orr 'customer' are defined. Quality is a very multidimensional term and key players of 
healthh care might have a very different vision about conformance and might have different 
requirements.. Quality is a function of the conformance, requirements and quality of kind 
inn the level of providers, patients, public at large, financing institutions, and regulators. 
Thee elements of quality are defined in various "ways depending on the actual model. Qual-
ityy elements according to Ovretveit (1989) are client quality, professional quality and man-
agementt quality. The European Quality Award's (1999) quality elements are: leadership 
(10%),, people management (9%), policy & strategy (8%), resources (9%), process (14%), 
peoplee satisfaction (9%), customer satisfaction (20%), impact on society (6%), business 
resultss (15%). The numbers in brackets show the weights, or relative importance of the 
differentt elements of quality. Components of quality have to be clearly listed but this is not 
enough.. The way we give values (weighting) to the quality elements and we judge the 
conformancee (scoring) is equally important and even more difficult. 

3.1.33.1.3 Quality in health care 

Thee profound changes associated with quality in health care that happened during the past 
decadess are probably best described by Boyce (1996) who pointed out: "debates in health 
caree quality forums have shifted in recent decades from whether quality can be measured 
too how best to measure quality in health care." A comparison of quality from the indus-
triall  versus from a health care perspective shows that the two are similar and both have 
strengthss and weaknesses. (Donabedian, 1996) The industrial model is limited in that it: 1) 
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ignoress the patient-practitioner relationship; 2) downplays the knowledge, skill, and mo-
tivationn of practitioners; 3) treats quality as free, ignoring quality/cost trade off; 4) gives 
moree attention to supportive activities and less to clinical ones; 5) provides less emphasis 
onn influencing professional performance via "education, retraining, supervision, encour-
agementt and censure." (Donabedian, 1996) On the other hand, Donabedian suggests that 
thee professional health care model can learn from the industrial model: 1) new appreciation 
off  the fundamental soundness of healthcare quality traditions; 2) the need for even greater 
attentionn to consumer requirements, values, and expectations; 3) the need for greater at-
tentionn to the design of systems and processes as a means of quality assurance; 4) the need 
too extend the self monitoring self governing tradition of physicians to others in the orga-
nization;; 5) the need for a greater role by management in assuring the quality for clinical 
care;; 6) the need to develop appropriate applications of statistical control methods to health 
caree monitoring; 7) the need for greater education and training in quality monitoring and 
assurancee for all concerned. (Donabedian, 1996) 

Thee meaning of quality is discussed by several authors both in the industrial and health 
caree settings. (Cyert, 1975; Crosby, 1979; Donabedian, 1980; Steffen, 1988; Juran, 1988 
andd 1992; Reerink, 1990; Feigenbaum, 1991; Worning, Welch and Grover, 1991; Mainz 
andd Klazinga, 1992; Klazinga, 1996) The definitions of quality provided by different au-
thorss differ to a great extent reflecting the multidimensional character of the quality in 
heathh care. The most important characteristics or dimensions of the quality of health care: 
1)) accessibility; 2) timeliness of care; 3) efficacy of care; 4) effectiveness of care; 5) appro-
priatenesss of care; 6) efficiency of care; 7) continuity of care; 8) privacy of care; 9) confi-
dentialityy of care; 10) participation of patient and patient family in care; 11) safety of care 
environment;; and 12) supportiveness of care environment. The meaning of "good' medical 
caree changing over time. During the 1960s, in many countries (US, UK) governments 
weree committed to the idea that more care is better. This still is the case in Hungary, where 
financiall  incentives push the whole curative health care sector into this direction. 
Ass policy makers and governments became more and more involved in third party pay-
mentt and increased their cost-consciousness, the meaning of quality changed dramatically 
ass compared to the traditional physician's view. Previously the discussion on appropriate-
nesss was focused on benefit and disbenefit of the patients. In contrast, now purchasers are 
concernedd with the opportunity costs on spending on health care when the same resources 
mightt yield more valued benefits if spent on other goods and services. Quality is weighed 
againstt its cost. Another important difference from the traditional physician perspective emerges 
inn the OTA definition of efficacy and effectiveness, which refers to the probability of benefit to 
populations,, rather than to individual patients. The Office of Technology Assessment (OTA, 
1988)) defines the quality of medical care as "the degree to which the process of care increases 
thee probability of outcomes desired by patients, and reduces the probability of undesired out-
comess given the state of medical knowledge. ... Which elements of patient outcomes (health 
andd satisfaction) predominate depends on the individual patient or condition." 

Thee definition of quality by Donabedian (1980) pointed out that: "Its expected ability to 
achievee the highest possible net benefit according to the valuations of individuals and soci-
etyy ". These dimensions are difficult to define, but it is not 'a mission impossible' to do this. 
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(Reerink,, 1990) "The quality of care", as discussed by Donabedian (1989) "has three com-
ponents:: the goodness of technical care, judged by its effectiveness, the goodness of the 
interpersonall  relationship, judged partly by it contribution to technical care, and the good-
nesss of the amenities." 

AA further major component of quality, which is of outstanding importance, is to eliminate 
inappropriatee care e.g. inappropriate hospitalisation and hospital stay, supplier induced 
demand.. (Rigter, Meijler andBreeman, 1992; Grover, 1991; Tophill, 1992; Welch and grower, 
1989;; Mozes, Schiff and Modan, 1991; Aploneet al. 1991; Rice, 1989; Dranove and Wehner, 
1994;; Pelps 1986; Cromwell and Mitshell, 1986) In the words of Brook: "When you or I 
visitt a doctor, we want to be assured that we wil l receive the services that we need (that is 
thee application of the service expected to produce more health than harm) and, likewise, 
thatt we wil l not receive services that we do not need. This is what is meant by appropriate-
ness.. (Brook, 1991) Inappropriately selected care may be ineffective or harmful, and there-
foree inefficient." One definition of inappropriate care is that: "Inappropriate use of a facility 
comess about through providing unnecessary care, through providing necessary care using 
aa resource not suited for the level of care actually provided or required, and through less 
thann complete use of time during the course of care." (Donabedian, 1973) The importance 
off  appropriateness can be shown by, for instance, studies conducted in the UK, which 
typicallyy found that around 15-25% of admissions can be classified as inappropriate. (Tor-
rance,, Lawson, Hogg et al., 1972; Pringle and Falk-Whynes, 1994) 

3.1.43.1.4 Quality assurance in health care 

Theree are many descriptions and definitions of quality assurance in the literature. Accord-
ingg to the World Health Organization, the objective of quality assurance is to "improve the 
outcomee of all health care in terms of health, functional ability, patients well-being and 
consumerr satisfaction" (WHO, 1988) Quality assurance, according to BSI (1987) is "A 
managementt system designed to give maximum confidence that a given acceptable level of 
qualityy of service is being achieved with a minimum of total expenditure." Donabedian (1989) 
maintainedd that: "Quality assurance protects and enhances quality through system design 
andd performance monitoring." "Quality assurance is at base an effort to find and overcome 
problemss with quality - that is, to change the performance and behaviours of practitioners, 
institutions,, and systems toward those that are more appropriate and acceptable (in terms of 
healthh outcomes, or expenditures, or both. (Palmer, Donabedian at al. 1991) 

Thee conceptual framework for quality assurance was developed by Donabedian. His widely 
acceptedd model of structure, process and outcome is an important tool to guide research 
andd development. (Donabedian, 1966; Donabedian, 1982; Donabedian, 1988) The concept 
consistss of three main elements: a) structure; b) process; and c) outcome. 

a)) Structure 

Structurall  measures apply to health care settings at all levels from individual practitioners 
too large organisations and agencies, irrespective of their size, characteristics, location, own-
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ership,, governance licensure and accreditation status. For health professionals variables 
includee demographic and professional characteristics. According to Donabedian (1980) the 
structure:: "includes the human, physical and financial resources that are need to provide 
care" " 

b)) Process 

Thee process of care encompasses what is done to and for the patients. Measuring the pro-
cesss of care against criteria that reflect professional standards (statement of expectation) is 
thee most common way to asses quality. It can be done in the entire health care system. The 
processs of care assessment is not without drawbacks. Although it is commonly assumed 
thatt optimal process of patient care yield optimal outcome, the relationship between pro-
cesss and outcome is not always demonstrated. When this link is missing, measuring pro-
cesss may not truly point out the problem that needs to be solved. Process measurement is 
oftenn done against explicit professionally established criteria, but often there is no agree-
mentt and consensus on best practice among professionals. Finally process data sources are 
poor,, varied among health care settings (intensive care versus home care) and the predictive 
valuee of process measures in various settings might be different in relation to outcome. In 
somee settings process measure may be less appropriate than outcome measure. (Lohr, 
1992)) One of the most important aims of quality assurance is to eliminate process errors 
inn the health care work setting. Occasional errors are inevitable and the potential of human 
errorr must be recognised before appropriate caution wil l be taken. (Deusinger, 1992) 
Accordingg to some authors, claims data can be used to achieve this goal. Despite the poten-
tiall  utilit y of claims data, clinicians are sceptical about them as a substrate for clinical 
research.. Clinicians' concerns are centred around two issues - the quality of the data and 
thee fairness of comparison that are made. (Steinberg, Whittle et al. 1990) 

c)) Outcome 

Ass Donabedian (1982) stated in his famous book: " I shall use "outcome" to mean a 
changee in patient's current and future health status that can be attributed to antecedent 
healthh care. By postulating a rather broad definition of health, I shall include improvement 
off  social and psychological function in addition to the more usual emphasis on the physi-
call  and psychological aspects of performance. By still another extension Ï shall add patient 
attitudess (including satisfaction), health related knowledge acquired by the patient, and 
healthh related behavioural change." Measuring outcomes, the effects of care on patients, 
healthh and well-being, has received considerable attention in the 90es. Outcomes encom-
passs a wide range of variables associated with the presence or absence of illness, impair-
mentss or handicaps, physical functioning, emotional health, pain and other symptoms, 
dayss lost from work, daily life activities and satisfaction. Although the lack of process-
outcomee links can undermine outcome assessment, it is limited by the fact that outcomes 
arcc not routinely and uniformly recorded, it requires time, manpower and money. The 
growingg interest in health outcomes has been labelled the 'third revolution in health care'. 
(Relman,, 1988) 
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Itt is important to take into consideration that health outcomes are about values and not 
justt technicalities. The need to make choices make it imperative to consider whether what 
iss achieved is also what is most valued. It is important to know what the patients and the 
communityy want from their health services. According to Shiell (1997) the challenge lies 
nott in measuring the outcomes of health intervention but in deciding what the objectives 
off  the health system ought to be. As Mooney agreed upon and pointed out: "There is a 
needd to reflect more on what both patients and the community want from their health 
servicess and there is sometimes insufficient recognition of the role of the health outcomes 
movementt in achieving this." This topic is closely related to the efforts made in the past 
decadess and are made currently as well to set up basic benefit packages. (Cotton, 1992) 
Theree are many ethical and economic perspectives related to the outcome. The relationship 
betweenn outcome and equity is important for health policy. It is not enough to consider 
horizontall  equity, the equal treatment of equals, but we have to examine vertical equity 
thee equation i.e. the unequal, but equitable, treatment of unequals. What system for weight-
ingg outcomes might be used? (Mooney and Jan, 1997) Evidence-based outcome oriented 
proceduress are increasingly used in public health. (Chapman, 1997) 

Onee of the most important aims is to compare outcomes among providers. In order to 
assesss the effect of hospital care on patient outcomes, it is essential to take into account the 
differencess for instance across hospitals. Hospitals are different in mix of diagnoses, the 
severityy and complexity, social and financial conditions and health behaviour of the pa-
tientss treated. Unless adjustments are made for these differences no valid comparison can 
bee made. The two major problems with existing health outcome measures which limit 
theirr utilit y as accountability tools are risk adjustment and attribution. (Boyce, 1996) Risk 
adjustmentt models which adequately and appropriately account for all the confounding 
factorss for given health care interventions are currently unavailable. (Iezzoni, Ash et al. 
1995;; Localio and Hamory, 1995) Problems with attribution means that when a series of 
interventionss is involved, it may be difficult to ascribe health status changes to any indi-
viduall  intervention. Difficulties of the comparison between providers and the need for 
standardisedd outcome measurement and interpretation are stressed by the following ex-
ample.. An important question is highlighted as well, namely whose point of view should 
bee used among providers, financing organisations, regulators or the public? 

3.1.53.1.5 The main aim of quality assurance 

Accordingg to the definition of the World Health Organization, for instance, the objective of 
qualityy assurance is to "improve the outcome of all health care in terms of health, func-
tionall  ability, patients well-being and consumer satisfaction" (WHO 1988) Berwick's (1994) 
definitionn of quality practice is more concrete, one of the most important purpose of qual-
ityy activities, according to him, is 'narrowing of practice variations' - require an explicit 
descriptionn of the thresholds of impact, cost and risk. As Reerink (1987) stated: "The purpose 
off  quality assurance is to assess and, if necessary, to improve health care delivery. Its focus is on 
increasingg effectiveness and efficiency, not on fighting excessive cost, fraud or excess." 
"Thee main aim of quality assurance activities", according to Williamson (1978), "i s to 
assesss and improve the actual benefit of a given health care service where there is further 
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benefitt achievable but not achieved. In other words, one of the most important goals of 
qualityy assurance is to improve the effectiveness and efficiency of health care. " According 
too various authors, quality assurance might have a very different aim and function. In this 
thesiss the author is focusing the 'bridging function' of the quality assurance which means 
too improve effectiveness and to make the gap narrower between efficacy and effectiveness. 

3.3. J.6 Outcome, benefit, risk and needs 

Williamsonn (1978) pointed out the importance that the value of outcome to the patient, 
family,, community or to the nation have to be thoroughly evaluated and documented. A 
valuee of a given health care outcome, as he further explained, is relative not an absolute 
attribute,, it may be perceived differently among individuals or between larger social groups. 
Thee value of health outcome represents the sum of positive, negative and neutral effects of 
aa given treatment, prevention or intervention. In relation to efficacy very often only posi-
tivee values have been encompassed, whereas in relation to care interventions as a universal 
characteristicc the often neglecting harmful side effects or risk-to-benefit ratios, have to be 
accountedd as well, particularly in long term.{Williamson 1978) "Benefit minus risk" is 
highlightedd in the conceptual exploration of quality of health care by Donabedian (1982) 
ass well. Williamson and co-workers (1991) further explained the importance of the out-
come-benefitss orientation: "There are several important conceptual factors in developing 
ann outcomes orientation. First, and foremost, the product of health care needs to be defined 
ass "benefits achieved," not "units of service," as some suggest. Second, benefits must be 
definedd in terms of outcomes, not improved processes or structures. Finally, outcomes 
mustt be defined as encompassing the entire spectrum of health care results for both con-
sumerss and providers, including health, economic and societal results. Societal outcomes 
includee such examples as education, satisfaction, or ethical legal results. The implication of 
benefitss achieved as the product of health care helps us define quality in terms of the extent 
too which achievable benefits are achieved in any specific area. The purpose of quality man-
agementt is thus to identify "achievable benefits not achieved" and apply requisite inter-
ventionss to increase these benefits, that is to effect improvement. Quality assurance is a 
tooll  to improve benefit of the recipients of health care, that could be a subgroup or group 
off  the population. In order to achieve this goal it is necessary to determine both the average 
benefitt per person and the number of persons involved. (Williamson, 1978) 
AA useful application, introduced by Williamson, of the concept of achievable benefits of 
healthh care related to three basic quality assurance indicators, efficacy, effectiveness and 
efficiency.. Efficacy shows the maximum benefit achievable by a given intervention under 
idealisedd conditions, effectiveness show the actual benefit achieved under actual condition. 
Efficiencyy is the relation to benefits achieved and the accompanied costs. "... the concept of 
achievablee benefit not achieved", as Williamson (1978) formulated, "indicates that benefit 
off  health care that is possible given the state of medical science and local conditions of care, 
butt that is not being attained, whether due to insufficient provider performance or to 
misallocationn or inefficient use of available resources." Within theoretical frame "benefit 
minuss risk" can be easily calculated. However, both benefit and risk are multidimensional, 
changingg over time and valued (weighted) differently by individuals or groups. Because of 
itss central importance of risk related to uncertainty and outcome, risk should be discussed 
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inn some detail. Many tests, diagnostic procedures, prevention and screening are virtually 
risk-freee and do not produce much discomfort. Patients would not risk having or avoiding 
thesee ones. It is mentioned virtually because inappropriately used procedures can result in 
falsee positives for instance, and to further examine or treat false positives is a real danger. 
Goodd examples for that is a routine chest X-ray in ASA 1. patients before operation. 

Thee capacity to benefit competing groups of patients may vary e.g. the poor may benefit 
less,, per unit of expenditure, than the rich because of e.g. their genetic endowment, their 
work,, their leisure, and household behaviours, and their education, housing, income and 
wealth.. If resources are allocated to those who benefit most, the poor may get less care and 
healthh inequalities may be increased. Equity issues such as these cannot be ignored in a 
publiclyy funded health care system. The competitive market, if it is successful in allocating 
resources,, on the basis of capacity to benefit, wil l be constrained by public regulation in 
orderr to meet socially determined equity targets. (Maynard, 1993) 
Benefitt and needs are closely related, needs are quite often formulated as capacity for 
benefit.. To measure needs is not an easy task. For many procedures estimates of aggregate 
needd in population remain highly insecure, with inadequate information about: 1) their 
effectivenesss in different subgroups of patients and the indications for treatment, 2) the 
numberss of the population for whom the procedure is appropriate, and 3) the acceptability 
off  the procedure to patients. (Frankel 1991; Sanderson and Hunter 1997) The extra-welfarist 
approachh attaches great importance to the identification of potential for benefit. In its most 
rudimentaryy form 'need' for health care would seem to imply that someone is better off 
withh the 'needed' treatment than without it. Thus health services are needed only if the 
outcomee is desired and there is no alternative (or more cost effective) way of realising it. 
Sincee inputs are nearly always substitutable, it wil l not normally make sense to say that a 
specificc resource in a specific quality is needed. Since there is no effective treatment for such 
condition,, it is nonsensical to say that persons suffering from such conditions need health 
services.. Since health services are needed for what they enable to be accomplished, in a 
worldd of scarcity judgements must be made about the value of what might be accom-
plished.. Some services are bound no to be supplied in the light of such judgement and so it 
doess not make much sense to require that all needs should be met. One of the first lesson of 
'needology'' is the lesson of the ethical acceptability of unmet need. 

3.1.73.1.7 The importance of risk assessment 

Relatedd to treatment, operation or other intervention the following question should al-
wayss be asked: what risk of side effects, nosocomial infection, or even death would be 
acceptable.. First of all we have to make clear statements and distinction between uncer-
taintyy and risk, then we have to spend some time to see how to measure risk and use this 
information.. Probability and uncertainty in medicine are extensively discussed by many 
authors.. (Sox and Blant, 1988) Probability, uncertainty and risk are often used interchange-
ablyy but these are different concepts with profoundly different consequences or outcomes 
inn practice. It is also important to make a clear distinction between risk and uncertainty. As 
Friedmann (1985) explained, Knight (1921) proposed a distinction between 'risky' and 'un-
certain'' situations. Risky situations, in his terminology, are those in which each possible 
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outcomee has a known probability of occurring. Uncertain situations, again according to 
Knight,, are those in which the probability of each outcome is not known. Risk can be 
calculated,, the 'benefit minus risk' calculation can be made. In contrast, if the uncertainty 
iss not known, the 'benefit minus uncertainty' calculation cannot be made. It is doubtful 
whetherr quality assurance activities under uncertain conditions produce any benefits. In 
orderr to improve effectiveness there is a need to stratify patient population, to measure the 
riskk related to a given patient population and to adjust achievable benefit and effectiveness 
byy this rate of risk. Without risk stratification achievable benefit might not be defined. As 
somee authors (Moorhead, 1989; Phillips and Kawachi, 1990) pointed out, hospital infor-
mationn systems have made great improvement in their ability to collect resource utilisation 
andd cost data, but it is not possible to provide comparative data that allow for the monitor-
ingg of the quality of care provided in different organisations. Maynard (1998) stressed the 
importancee of comparative data on quality in improving existing performance. 

Riskk adjustment is widely used now. Risk adjusted outcomes: mortality, readmission and 
complicationn rates can be used to monitor quality of care. According to Desharnais et al. 
(1991)) risk adjusted indices can be used to achieve the following goals: a) identifying pa-
tientss records for peer review; b) comparing variations in outcomes; c) monitoring changes 
inn outcomes following a change in the delivery system; d) measuring the size and the gap 
betweenn the efficacy of technology and the effectiveness of this technology (this is espe-
ciallyy useful related to the diffusion of new technology form the US where the patient 
accesss to new technology is determined by the patient's ability to pay, and access not based 
onn effectiveness of this technology.) 
Thee effect of the medical service offered to the patients depends on how sick was the patient 
whenn she or he entered the health care facility. A broader effect on a given patient popula-
tionn relies on the patient-mix, case severity and social-mix. Every patient population has 
itss own risk-profile. In health care effectiveness of a given medical (prevention, diagnostics, 
therapy,, intervention) or nursing service depends on the risk of the given service and the 
wayy it is provided (infrastructure, technology, skill of the staff etc.) to the patients. This is 
thee risk profile of the given health care setting. An effective intervention has different 
outcomess and may or may not improve the health status of the population based on 
differentt risks. The absolute level of risk cannot be measured most of the time, or if it can 
bee measured it is not important. What can be measured is a relative risk, the risk compared 
too the accepted level of risk. This accepted level of risk (some call it safety) can be defined in 
accreditationn standards in order to decrease uncertainty. As a consequence of the above 
statements:: effective drug delivery or treatment is an abstract term which is generally 
non-existingg in the real world. A given drug or service is effective in a given patient popu-
lationn stratified by risk. 
Itt is very important to take into consideration, that the existing risk is closely related to the 
variationn of outcome and can create a situation: it is when good apples look bad. A signifi-
cantt amount of outcome variation is associated with the different risk profile of the patient 
populationn and the different risk profile of the given health care setting. Significant amounts 
off  risk cannot be squeezed out from health care. Very few studies compare the risk of for 
examplee iatrogenic illness to the benefit that could have been expected from the medical 
intervention.. This is a major shortcoming. By separating the risks from benefits associated 
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wit hh a course of action, and focusing only on the risks, readers are given the impression 
thatt net ha rm has been done - even when it is not necessarily so. For most clinical deci-
sions,, one can only at tempt to achieve net benefit on the clinical decision, one cannot 
at temptt to achieve net benefit, on the average, while expecting some probability of harm. 
(Fletcherr and Fletcher, 1989) In their book: 'Health care for Elderly', Petersen and White 
(1989)) discussed thoroughly the possible dimensions of risk from hospital admission to 
discharge. . 

3 .22 Efficacy 

Efficacyy implies that the interventions have a certain power to produce the desired effect 
(Merriam-Webster,, 1994) Efficacy is the ability to do something or do it well and produce 
thee results that were intended. (Collins, 1990) As Williamson (1978) stated, quality assur-
ancee research must not include formal study of the efficacy of care interventions. Having 
somee benefit of the given diagnostics, therapy or intervention is a prerequisite of subse-
quentt quality assurance activity. Having efficacy is a typical yes or no type of question. 
Medicall  services are efficacious or not. However, there are different levels of evidence on 
efficacy.. Classically the major source of evidence is the randomised controlled clinical trial 
(RCT).. (Begg, Cho et al. 1996; Cappelleri, Ioannidis et al. 1996) According to a number of 
researcherss this is the only source for evidence. RCT's are often meant to be trials under 
controlledd research-based clinical or laboratory 'ideal' conditions. But 'ideal' conditions can 
bee created in various parts of the health care services, for instance, in the field of pr imary 
healthh care (Cupples and McKnight, 1994; Palmer, 1996). There are relatively few RCTs 
available,, until October 1997, the Cochrane Collaboration collected 150,744 RCTs. (Silagy, 
1997) ) 

Theree are many areas in health and medical care where, because of time, sample size, 
limitedd resources or ethical considerations RCT-based scientific evidence are not available 
(e.g.. Pap smear), but quality should be improved. In these cases lower levels of evidence can 
bee used (non-randomised trial wi th contemporaneous controls, non-randomised trial with 
historicall  controls, cohort study, case-control study, cross-sectional study, surveillance, 
seriess of consecutive cases, single case report) for subsequent quality assurance activity. 
Theree are many quality problems wi t h efficacious services. In many cases efficacious 
technologiess are underused, or inappropriately provided; not in the right time, not in the 
rightt place or not to the patients who might have some benefit out of it. Sometimes pa-
tientss are even overtreated (Franks and Glancy, 1993). In summary: data on efficacy have 
too be present, and a formal study on efficacy is not a target area of quality assurance. 
Although,, efficacy is not incorporated in quality assurance, it is important to define its 
relationshipp towards effectiveness and efficiency. The terms efficacy and effectiveness are 
oftenn used interchangeably, but these two terms have very different meanings. Efficacy is 
thee potential to produce an effect, effectiveness the production of an effect. Efficacy is 
mostlyy concerned wi th the benefits achievable from therapy or an intervention under ideal 
conditions,, such as the ones found in a randomised clinical trial (Brook and Lohr, 1985, 
Cochrane,, 1971, Sackett, 1980; Williamson, 1978). Figure 3.1 shows the key elements of 
efficacy.. (Williamson, 1978) 
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Figuree 3.1 Efficacy in health care 
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Ass is demonstrated in Figure 3.1 an efficacy index can be formulated to determine the 
achievablee benefit of care. This index shows the portion of the maximum conceivable ben-
efitt which is actually achievable. The maximum conceivable benefit demonstrates the de-
sirablee but in most of the time unattainable elimination of all patient risks, illness and 
disabilityy in a given study population. 

Thee efficacy index is computed as a rate of 

Achievablee benefit 
Efficacyy index = x (100) 

Maximumm conceivable benefit 

Sometimess efficacy is defined differently. A typical example for that is the definition of St. 
Leger,, Schnieden et al. (1992): A clinical service cannot attain its goals unless its compo-
nentt parts and the way these relate to another, and the manner in which the service is 
targetedd to the community, are themselves effective (in general usage of the word)'. 

3.2.13.2.1 Conceivable and achievable benefit 

Conceivablee and achievable benefit can be further investigated with the help of the example 
takenn from the field of breast cancer screening by mammography. Breast cancer is one of 
thee most common forms of malignancy and the leading cause of death of women. (Shapiro 
andd Venet, 1982; Tabar and Fagerberg, 1989; Scanlon, 1994; Szeto and Devlin, 1996) 
InIn Hungary according to the estimation of Mestyan (1995) approximately 4,100 women 
aree diagnosed as having breast cancer yearly and 2,000 (49%) die from this cause. Accord-
ingg to the Hungarian Demographic Yearbook (1995 and 1997) the number of breast cancer 
deathss were 2,310 in 1993 and 2,239 in 1997. To save this approximately 2,300 lives is 
ourr 'conceivable benefit'. The achievable benefit is equated with the avoidable death based 
onn real scientific evidence under local conditions of care. Three-fourths of the identified 
positivee breast cancer cases are in pre-clinical phase according to the literature, one-fourth 
off  the cases have few chance to survive or cannot be operated. Our medically achievable 
benefitt in Hungary in this way is not more than 1,725 lives to be saved yearly according to 
thee statistical data. Scientific evidence shows that in an organised programme (under 'ideal' 
conditionn = efficacy) breast cancer mortality can be decreased by 30% in the age groups of 
500 years and over. (Shapiro and Venet, 1982; Tabar, Fagerberg et al. 1989) According to the 
meta-analysiss of 8 RCTs the mortality of breast cancer can be decreased by 29-39%, in 
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generall  26% in the age-group 50-74 years and over (efficacy of the screening). (Nystrom, 
Rurquistt et al. 1993; Fletcher, Black et al. 1993; Kerlikowske, Grady et al. 1955). Another 
meta-analysiss of 6 RCTs published by Elwood, Cox and Richardson (1993) found that 
breastt cancer mortality can be decreased by 34% as maximum in the age-group of 50-74 
years.. According to this, 300 lives can be saved yearly and this is the yearly achievable 
benefitt in Hungary. However, because of various reasons, for instance lower compliance 
rate,, the actual effect of the screening programme (effectiveness) is lower than what the 
effectt could be under idealised conditions. (Kruse and Philips, 1987; Rimer, Keintz et al. 
1989;; Zapka, Stoddard et al. 1990; Lerman, Rimer, Trock et al. 1990; National Cancer 
Institutee Breast Cancer Screening Consortium 1993;) Demonstrated best results, also 
benchmarking,, can be used in order to define achievable benefit in different countries. Maas 
ett al. (1989) predicted 12% breast cancer mortality reduction due to screening in the age 
groupp of 50-70 years. This percent can be used as 'achievable' benefit, as benchmark. 
Achievablee benefit from mammography screening of the Hungarian female population 
overr 50 years of age, defined by benchmarking, based on the results of Maas and collabo-
rators,, is 160 lives saved per year. If we further investigate the annual target population 
andd the annual costs in Hungary, and if we see the Dutch experience of the 7 years building 
upp periods, the compliance rate and the detection rate in relation to a very sophisticated 
Dutchh health care system and extrapolate findings to a Hungarian situation, the actual 
achievablee benefit for the same target population could be much lower than 12% breast 
cancerr mortality reduction due to screening. This prediction should be taken into consider-
ationn when establishing a screening programme. (Gulacsi, 1999b) 

3.2.23.2.2 Ethical dimensions 

Efficacyy has important ethical dimensions as well. In economic terms health care is a zero 
summ game. Resources spent on one services cannot be spent elsewhere. Money spent in the 
fieldd where efficacy is given is a way to give value for the money spent on health care. 
Theree are two examples to show that lacking evidence of efficacy might be harmful for the 
patientss or at least could cause major financial loss. Preoperative routines, routine chest X-
ray,, ECG and laboratory tests, have not been showed to be beneficial for patients but widely 
usedused in Hungarian hospitals (Chapter 6). Related to pressure sores prevention and treat-
mentt many procedures can be found, massage of bony prominence for instance, witch are 
nott based on evidence to be beneficial (lacking efficacy) and might even be harmful to the 
patients.. Although autologus bone marrow transplants (ABMT) in breast cancer cases 
provedd to be not efficacious, it is being done and heavily advocated in Hungary. (ECRI, -
formerlyy called Emergency Care Research Institute - analysed 40 studies of ABMT and 
similarr procedures and 61 studies of patients receiving conventional therapy. The available 
dataa suggest that a high dose chemotherapy plus autologus bone marrow transplants not 
onlyy fail to extend the lives of women with advanced metastatic breast cancer, but also is 
likelyy to be life shortening. (Stephenson, 1995) 
Lackingg evidence of efficacy of prostate cancer screening with prostate specific antigen 
(PSA)) illustrates the usefulness of the concept of efficacy. Screening for the early detection 
off  prostate cancer with serum prostate-specific antigen (PSA) is controversial because re-
searchh has not yet determined whether PSA testing improves patient outcomes. (Smith, 
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Catalonaa and Herschmann, 1996) The therapy of prostate cancer is also problematic. Radi-
call  prostatectomy leads to high 10-year disease specific survival. However, a great deal of 
cautionn is needed in interpreting results, because it is still not evident that survival rate 
afterr radical prostatectomy is higher compared to the rate ... 'watchful waiting'. Krahn and 
colleaguess (1994) published evidence based on the result of a study that PSA and DRE 
screeningg followed by radical operation increase life expectancy with an average of 0.6-1.7 
dayss in the 50-70 year-old population. (Fleming, Wasson et al. 1993; Chodak, 1993) In 
contrastt to the lacking evidence in 1995-97 a large group of men were involved in a state 
healthh insurance financed PSA screening programme in Hungary, and the population PSA 
screeningg is heavily advocated. 

3.2.33.2.3 Efficacy: value in practice 

Brook,, Klamberg and McGlynn (1996) pointed out that:" ... we know that efficacy (the 
outcomee of a procedure performed under ideal circumstances) may not predict effective-
nesss (the outcome of the procedure performed under usual circumstances), so that results 
fromm controlled clinical trials may mislead clinicians weighing the health risks and benefits 
off  an intervention." He illustrated this with two examples from the field of carotid endar-
terectomyy and the care of heart attack patients. In both fields the experience has shown 
thatt these activities in the community-based settings have much lower effectiveness than 
itss efficacy and the complication rates are not as low and outcomes are not as good as in 
controlledd clinical trials. 

3.33 Effectiveness 

Thee importance of effectiveness was pointed out by various authors. As the Health Council 
off  the Netherlands pointed out: "Effectiveness and efficiency in medical treatment are cen-
trall  to health care policy and gain in importance as the tension between the demand for 
caree and the resources available increases" (Health Council of the Netherlands Work 
Programmee 1998, 1997) Lomas (1990) highlighted: "Increasing interest in quality assur-
ancee and effectiveness in health care has been generated by three major things: about 20% 
off  care is consistently demonstrated to be inappropriate, variations in practice cannot be 
explainedd by patient or facility factors, and decreased utilisation as a result of changing 
economicc and regulatory incentives seems to lead to both inappropriate care and appropri-
atee care reductions." "An emphasis on effectiveness", as Lomas (1990) stated, "constantly 
encouragess us to focus on the objectives of health care delivery. How can we decide whether 
wee are being effective without knowing what our objectives are?" 
Throughoutt of the world, issues surrounding the clinical effectiveness of treatment are 
highh on health care service agendas. These include the fact that so littl e of our health care 
hass been shown to be effective by research methods. Avery large proportion of our health 
caree is simply not evaluated at all. This may be apply to as much as 80% of our procedures 
andd treatments within medicine, and a much larger proportion within most of other health 
caree disciplines. (Firtb-Cozcns, 1996) There is an important distinction between efficacy 
andd effectiveness (VVoolf, Battista et al. 1990) These authors explained: "Effectiveness may 
differr from efficacy due to factors related to provider the patient, and the health care sys-
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tern:: practising clinicians may perform the procedure differently or less consistently than 
investigatorss with special expertise and a standardised protocol, and they may follow up 
onn results less thoroughly; patients may be less willin g to or able than clinical trial volun-
teerss to comply with screening and/or follow up; and the health care system as a whole 
mayy encounter financial or logical limitations in providing the service for appropriate per-
sonss and ensuring adequate treatment and follow up." 

Thee relationship between effectiveness and quality activities is also discussed. Phillips and 
Beroo (1996) stressed: "Determining what is effective and measuring and incorporating 
patientt preferences are key components of the move towards measuring quality and using 
qualityy information to guide patients and providers." According to Donabedian (1989): 
"Thee first component of the quality is technical care. In essence, the quality of technical 
caree is proportionate the to its effectiveness, which means its expected ability to achieve the 
greatestt improvement in health that science, technology, and skills can now offer." The 
otherr two components, the goodness of interpersonal relationship, and the goodness of 
amenities,, are not in the focus of this thesis. Future focus on quality assurance as was 
predictedd by Roper (1988) is: "the future wil l see increasing focus on the aspects of effec-
tivenesss - health outcomes - because it is now well recognised as the "gold standard" 
againstt which performance should be judged." As Brook (2000) pointed out that: 'Al-
thoughh the likelihood that a person wil l benefit from medical care is better now that it was 
aa third of a century ago, largely as a result of investment in basic science and clinical 
research,, there is no evidence that we are better today at applying what we know than we 
weree 30 years ago. Indeed, we may be worse because of the complexity of medicine has 
increasedd so greatly." 
Thesee different views of effectiveness have a very important meaning to the current Hun-
gariann situation, where increasing health care spending and a large health care capacity 
seemss to have no impact at all on the health status of the population. 

3.3.13.3.1 The era of beliefs: the more health care, the better 

Osierr noted that 'a desire to take medicine is perhaps the great feature which distinguishes 
mann form other animals'. This led shortly to the very widely held belief that every disease, 
orr symptoms has its bottle of medicine or magic pill , an operation or other service which 
solvee the problem or at list help. Patients expected the doctor to do something to help him: 
thee more the better. (Cochrane 1971) People in this 'golden era' of medicine believed very 
muchh in science, not only in the medical field but in general. We had witnessed the inven-
tionn of the clean cheap energy power, the fusion in the physics, benefits from the gene 
technologyy seemed so close to reality, unlimited source of row materials as results of space 
research,, economy was growing, unemployment rate was low, social harmony and well 
beingg were present all over in the developed world. It seemed that economic barriers were 
downn for ever. This beliefs crashed in the early 70's. At the first glance because of the oil 
crises,, but shortly after it became visible that problems are more profound. That time the 
'doingg nothing', or 'watchful waiting' were not among the set of elements of the health or 
medicall  care. In other word 'zero action' was not defined, even the 'concept of zero' (doing 
nothing)) in health care was not invented or at least was not conceptualised. 
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3.3.23.3.2 The era of scepticism 

Ass health care resources become more and more limited, and because the benefits in health 
statuss provided by health care services were less than expected by the public, or at least 
theyy were not proportional to the investment, research in both sociology and the medical 
communityy became critical. Some times later the public started to worry too and wanted 
too know more about how the money is spent on health care. The industry in the western 
worldd spent more money on health insurance than their competitors and started to loose 
markett share. For instance automobile companies in the United States realised that they 
spentt more money on health insurance of the employees than on raw materials. As soon as 
theyy became aware of this problem, the well trained young managers started to optimise 
healthh purchasing and devoted relatively less attention to other fields. Governments started 
too worry, too. Their contributions became higher and higher, pressure from industry and 
fromm the public tended to be more and more visible. At the same the health care became a 
reall  industry with hospitals in its centre. Specialisation and sub-specialisation, the boom-
ingg and uncontrolled diffusion and consumption of the new and expensive health technol-
ogyy created a situation where traditional hospital management failed. To put it simply, 
theree were very few competent individuals to control and manage this and there were no 
appropriatee methods and data on and insight into what was really happening in the health 
caree sector. Some decades earlier Cochrane (1971) pointed out in his famous book (effec-
tivenesss and efficiency, associated to NHS) that: "Most industrial organisation of compa-
rablee size would have had large research section checking on the effectiveness of the service 
itt was providing. In point of fact there was no research of this kind for the first fifteen years 
off  the life of NHS. Part of the trouble was that in 1948 medical research meant the Medical 
Researchh Council. The MRC inevitably was biased towards the pure and opposed to applied 
research." " 

3.3.33.3.3 What are the contributions? 

AA key question can be addressed in relation to the effectiveness of services: Did the service 
contributee positively to the patient's health status? This question has been asked very 
often,, and it consists of two fundamental sub-questions, namely: What are the contribu-
tionn of medical care to the health of the population, and can the effectiveness of health care 
bee improved? 

Healthh care is among the important factors attributable to the continuously improving 
healthh status of the population in the developed countries. In Hungary, however, despite 
thee increasingly used health technology the population's health status improved until the 
earlyy 70s, then its improvement turned back and started to decrease. Because the answer is 
nott always clear, viewpoints dependent, there is ample room for further discussion and 
research.. Different authors represent a significant range of different opinions from the 
sometimess called nihilistic viewpoint up to the apologetic opinion. Some of the authors 
questionn the effectiveness of medical care. The key representatives of these writers are 
sometimess called the 'nihilistic chorus'. (Aday, Begley, Lairson et al. 1993) According to 
thiss 'nihilistic chorus': Mckeown, Illich and Carlson: whatever improvement in health sta-
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tuss is achieved, the driving forces to obtain this are everything but medical care. In his well 
knownn and often quoted book: Medical Nemesis, Illic h (1975) pointed out, perhaps in the 
mostt radical manner, that not only has medicine limited effectiveness but since 1950s it 
evenn has had potential to cause as much harm as good. Carlson (1975) reached a similar 
conclusionn in his book: T he End of Medicine', questioning that even a limited effectiveness 
off  medical care seems to be non-existing. McKeown (1979) pointed out that environmental 
factorss were important in improving the health status of the population. Fuchs (1974) 
pointedd out the importance of non-medical interventions, such as lifestyles. Fuchs (1974) 
touchedd upon very important questions. He did not question the effectiveness and contri-
but ionn of medical care but pointed out the decreasing marginal contribution (benefit). Mil o 
(1983)) presented evidence on the limited effectiveness of medical care both in acute and 
chronicc care, and pointed out the importance of social change in avoiding the rather nega-
tivee influences of modern life. Evans and Stoddard (1990) argued that spending great sums 
onn health care reduces savings and investment and consequently have a negative effect on 
healthh status. 

Thee writer of this thesis thinks that the above mentioned scepticism is in general correct. 
Healthh care has a potential to cause more harm than good. If we use health technology 
inappropriately,, for instance not having pr imary health care doctors, unnecessary opera-
tions,, PSA screening, hospital infection, inappropriate antibiotic regime etc. The authors in 
generall  did not separate medical care from health care, but these are two very different 
entities.. They did not take into consideration that the result of medical care is not only 
increasedd lif e expectancy, but improved quality of life, and many things what are not 
relatedd to the effectiveness of medical care but meet the expectations and requirement of 
thee public, such as breast augmentat ion, cosmetic surgery or artificial insemination, etc. 
Moree and more areas and services are being incorporated into health care beyond medical 
care.. Fields outside classical medical care are becoming more and more important includ-
ing,, for example, management, quality assurance, technology assessment, patient educa-
tionn and information, behavioural studies etc. This is echoed in the regulation as well. For 
instancee the Joint Commission has 7 non-medical members on its board, the Canadian 
Councill  on Health Services Accreditation has one representative from the public and the 
Councill  is going to invite more representatives from the non-medical but health care field, 
suchh as social workers. The message that the above cited authors pointed out most impor-
tantlyy can be put as follows: the gap between efficacy and effectiveness is becoming wider 
andd wider. The gap is between what health care could achieve and what it actually does 
achieve.. In my point of view Illich, Carlson McKeown, Fuchs and others became important 
analystss and vehicles of the health care effectiveness improvement in the field of health care 
systemm research, wi t h their positive scepticism (rather than nihilism). 

3.3.43.3.4 Can the effectiveness of health care be improved? 

Donabedian,, Will iamson, Brook and Wennberg accepted the limit s of effectiveness of medi-
call  care and addressed a very practical question: can medical effectiveness be improved and 
iff  yes how? They argued that medical effectiveness can be enhanced and their work re-
sultedd in what is called today outcome research. Donabedian (1966) stressed the necessity 
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off  quality measurement of medical care through the analysis of the impact of the struc-
ture,, process on quality and outcome. Williamson (1978) in his book on health accounting 
statedd that accounting a quality assurance system is analogous to the process of the finan-
ciall  accounting. This pioneer findings were further discussed by Williamson Moore, and 
Sanzanoo (LARGE QA)U 991); Brook and Lohr (epidemiology of medical care) (1985); Ellwood 
(outcomess management) (1988); and resulted in the era of accountability (Relman, 1988). 
Att the same time investigation of the geographic variations and small area analysis showed 
tremendouss variation in the services used and in mortality rates (Wennberg and Gittelsohn, 
1973);; Wenneberg (clinical evaluation science) (1990); Health Care Financing Administra-
tionn (1986 and 1 987) resulted in a through investigation of outcome and establishment of 
clinicall  indicators through various national (Agenda for Changes, JCAHO), (O'Leary, 1987) 
andd international efforts. According to Bernstein and collaborators (1997) setting clinical 
guideliness based on effectiveness criteria is one possible way to improve effectiveness. 

3.3.53.3.5 Conceptual framework and definition 

Accordingg to Wilson and Goldschmidt (1995) effectiveness has a very significant impor-
tancee in quality management. "In the broad sense, health care quality management's goal 
iss to design and document effective interventions, to ensure and document their proper 
applicationn in clinical practice, to measure and document health outcomes, and to use the 
resultantt information on process and outcome variation to improve conformance to cost 
effectivee health care process and interventions' effectiveness in producing health outcomes." 
(Wilsonn and Goldschmidt, 1995) According to Wilson, safety and effectiveness are interre-
lated.. "I f effectiveness is measured in terms of health status improvement - as it should be 
-- any harm that the intervention may cause is counted automatically and thus safety, and 
cannott be considered separately, as the same measure captures both gains (in health status) 
andd losses (injury or harm to patients' health), to yield net health status improvement (or 
deterioration).""  The major conceptual framework of effectiveness research derives from 
thee work of Donabedian (1966). Donabedian first suggested categorisation of medical care 
inn terms of structure, process and outcomes for the purpose of determining what aspects 
mightt have influence on quality. Effectiveness research reflects two competing but prob-
ablyy complementary definitions of effectiveness. One is the population perspective (macro 
level)) or called epidemiology of health (Milo, 1983). Effectiveness research is focused on the 
question:: what are the contributions of health care to the health of the population. The 
secondd is a clinical (micro level) perspective. In this level effectiveness research has a focus 
onn the relationship between the structure and process of health care organisations on the 
healthh of patients. Donabedian and Wennberg called this level a 'clinical evaluation science', 
accordingg to Brook and Lohr (1985) its name is epidemiology of medical care. The cause of 
thee seemingly competing situation is that the unit of analysis for effectiveness is the whole 
population,, while the unit of clinical practice is the patients, group of patient or even a 
singlee patient. What is effective for a group is not necessarily good for each member of the 
group.. That is why clinicians often rely on personal experience over research data. They 
vieww effectiveness research as useful but not necessarily definitive. According to Cochrane 
(1971)) effective service (prevention and treatment) have to have some positive effect, which 
mayy or may not based on evidence from RCT. He also pointed out the importance of taking 
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intoo consideration the potential of having some effect (being effective) in the short run but 
havingg potentially less good than harm in the long run (psychometric drugs). 

Effectivenesss concerns the results achieved in the actual practice of medical care with typi-
call  patients and providers, as contrasted to efficacy which is assessed by benefits achieved 
underr ideal conditions. (Cochrane, 1971; Williamson, 1978; Sackett, 1980; Brook and Lohr, 
1985)) Effectiveness can be composed as a function of benefit achieved and the achievable 
benefit.. (Figure 3.2) 

Figuree 3.2 Effectiveness 
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Thee key element of any study of effectiveness is the comparison between actual practice 
andd some standard. The standard may be absolute (e.g. the explicitly stated aims of the 
service)) or comparative (e.g. the achievement of a differently organised service of the same 
intent). . 
""  ... the ultimate goal is to assess the outcome or impact of health care services on the 
population.""  (St. Leger, Schnieden et al. 1992) Lots of publications are focused on effective-
nesss of the most common medical and preventive activities. (St. Leger et al. 1993) The 
answerr for the question 'efficacy or effectiveness' is critical for all part of the health care 
servicess and not only in the field of high technology but associated with common activities 
suchh as vaccination. (Clemens, Brenner, Rao et al. 1996) The effectiveness of the medical 
proceduree depends on the indications set for that procedure. The question is: in which 
patientss and compared to which other treatment options? In other words, 'appropriate-
ness'' and indication setting' are inseparable. As Long (1992) stated: " ... the concept of 
effectivenesss in health care services performance can be defined as the measure of the de-
greegree to which the objective(s) of a policy programme, treatment, pattern of care, or re-
sourcee group has been achieved. The critical feature of such a definition is the explicit link 
off  the objectives of the service or procedure to actual performance: that is the achievement 
off  the objectives. Effectiveness is thus bound up with the production of a desired effect, in 
contrastt to efficiency the focus of which lies on the achievement of the maximal result 
withh minimum effort or inputs. ... The very concept of effectiveness becomes meaningless 
unlesss clear objectives are identified and set in the establishment of a service or programme." 
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Effectivenesss according to Holland (1983) is "... a measure of the degree to which a par-
t icularr treatment of pattern of care in the population achieves its objective in medical, 
psychological,, and social te rms ." 
Accordingg to the US 'Essential Public Health Services Work Group (1994), to evaluate effec-
tiveness,, accessibility, and quality of personal- and population-based services are among 
thee essential public health services. (Eilbert, Barry, Bialek et al. 1997) There is a different 
definitionn for effectiveness discussed by Woolf and Battista et al. (1990): " The principle 
criterionn in analysing the effectiveness of any medical practices is whether performing the 
proposedd manoeuvre is likely to result more in more good than harm. There is an impor-
tantt distinction between this definition and of effectiveness and a more popular use of the 
term:: the ability of a manoeuvre to reduce to reduce the incidence of severity of its target 
condit ion.. The second definition omits consideration of the adverse effects of the clinical 
manoeuvree that may increase the incidence of non-target condit ions." 

Qual i tyy has many different meaning and dimension. Although, there might be a wider 
interpretation,, in this thesis a rather narrow focus of quality is used. The author is mainly 
concentrat ingg on the issue of measurement and improvement of effectiveness of health 
caree services. 

3.3.63.3.6 What should be the impact of quality assurance? 

Thee impact of quality assurance could be structure, process or outcome related or the 
combinat ionn of the three elements. There are many different views concerning what should 
bee the impact of quality assurance. Two markedly different opinions were discussed by 
Wil l iamson,, Moore and Sanazaro (1991) and Walshe and Buttery (1995). 

Wil l iamson,, Moore and Sanazaro (1991) stated that: ... the product of health care needs to 
bee defined as "benefit achieved" not "units of service" and " ... benefits must be defined in 
termss of outcomes, not improved processes or structures". Finally they argued that: " ... 
outcomess must be defined as encompassing the entire spectrum of health care results for 
bothh consumers and providers including health, economic, and societal results." As they 
furtherr discussed: "The purpose of quality management is thus to identify 'achievable 
benefitt not achieved' and apply requisite interventions to increase these benefits, that is, to 
effectt improvement." If the benefit must be defined in terms of outcomes, there is a need 
forr more good quality outcome data, which are quite often lacking. As Gill (1993) stated 
thatt in the third years of contracting with the NHS: "The main aim seems to have been 
"damagee l imitat ion" rather than the introduction of imaginative approaches to quality 
improvement .""  The author pointed out that limited attention was paid to quality mea-
surementt such as generating indicators or other tools to measure quality of health care, 
andd the absence of national consensus on appropriateness explain why it continues to be 
hardd to use contracting to improve key dimensions of quality. In contrast, Walshe and 
Butteryy (1995) argued that the impact of quality assurance could be defined narrowly as 
itss effect on quality of health care delivered to patients or much broader defined as its effect 
onn the healthcare organisation, the processes of healthcare provision and quality of health 
caree delivered to the patients. According to their survey in the NHS the results of the audit 
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activityy showed that 8 percent of the changes were related to the quality provided to the 
patients,, 46% of the changes were associated with clinical practice, 33% were associated 
withh service delivery, 5% were associated with organisational structure, 11% were associ-
atedd with organisational culture and 10% were associated with the quality management as 
thee result of the audit in the NHS. Between 1989 and 1994 the Department of Health spent 
overr 220 million pounds on establishing medical and clinical audit in the NHS in England. 
(Departmentt of Health, 1994) However, to evaluate quality of care requires resources. 
Iezzonii  (1997) addressed a very important point in her article entitled 'How much are we 
willin gg to pay for information about quality of care?' As she argued computer files with 
dischargee abstracts to examine no risk adjusted mortality rates can be purchased for $1000, 
inn contrast when clinical data were reported and evaluated for quality of care in California, 
inn 1990 the estimated annual cost was $61 million. In Pennsylvania hospitals are required 
too collect large amount of clinical data which are used to adjust mortality rate for risk since 
1986,, costs are estimated $17.43 per case. 

3.44 Effectiveness of qualit y assurance activities 

Thee importance of the effectiveness of quality assurance activities is pointed out by many 
authors,, but there is scarce scientific evidence in the literature. As Phelps (1976) wrote two 
yearss after the introduction of the mandatory quality assurance in the USA: "The evidence 
usedd to justify these various regulations of quality has been, to be generous, sparse. The 
primaryy justification for many of these programmes is that the present state of affairs is 
scandalouss so that change must lead to improvement. While not necessarily quarrelling 
withh the premise, the conclusion is unwarranted. It therefore seems appropriate to begin to 
evaluatee the evaluators, to develop a framework with which one could assess the gains to 
societyy from undertaking a quality assurance program of one type or another." While 
theree is a large number of approaches to quality assurance in use, there is no consistent and 
definedd method. As Donabedian (1995) says: " ... we do not know what such efforts 
accomplishh in either altering behaviour or improving health." Shortell et al. (1995) as-
sessedd the evidence of CQI in terms of quality and costs. They found non-conclusive evi-
dence,, based on their research: "i t is difficult to say whether the CQI glass is half empty or 
halff  full" . Donabedian (1996) further discussed this topic in his article about 'The Effec-
tivenesss of Quality Assurance'. He argued that: "The large number of quality assurance 
interventions,, separately and in combination, add another set of complexities to the task at 
hand.. So does the imperfect state of our knowledge about effects of these interventions. 
Truee enough, there is an extensive literature to draw upon. But much of it is anecdotal; it 
merelyy describes what was done, and what seemed to have been accomplished, only in 
specificc locations, during short periods of time. There are very few controlled studies. For 
example,, of the more than 6,000 reports on continuing education gathered by Davis and 
associates,, only 99 were deemed worthy of further analysis. Of these only two thirds 
reportedd a change in behaviour, and even fewer spoke of changes in outcome". In 1998 at 
thee 15th ISQua conference in Budapest a panel of experts came to a similar conclusion as in 
1993.. (Gulacsi, 1999a) Still littl e is known about and few evidence are shown that quality 
assurancee programmes are effective and improve quality of care in a cost-effective way. 
Althoughh some progress can be seen not much has changed since the 10th ISQua conference 
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inn Maastricht, 1993. (Donabedian, 1995; Grol, 1996; Palmer, Louis, Peterson et al. 1996) 
Oftenn the ultimate goal of implementing quality assurance activities is to achieve, or get 
closerr to, the best practice. However, substantial further improvement is needed to set up 
thee 'best practice' for comparison purposes, to see 'where we are now?' and what is achiev-
able.. As Lewis and Foreman (1997) pointed out: " . . . it is impossible for even the most 
conscientiouss practitioners to assess whether they are over- or under-using LCDTs (Low 
Costt Diagnostic Technologies) without information on the expected number of tests in a 
referencee population. There has been very littl e research on what a "best practices" vol-
umess profile would look like in a "standard population" (or in sub-populations with de-
finedd characteristics). (Chapter 9 discusses further and presents practical example) Estab-
lishingg these target volumes would be no easy task, not least because they are logically tied 
too resolution of the "threshold" issues discussed above. Nevertheless, peer performance 
comparisonss are powerful motivators, and without meaningful population-based targets 
economicc and health status effects wil l be considerable." 

Sometimess there are perverse incentives, often created by the financing system. In Hun-
gary,, for instance, under the current hospital financing mechanism (DRG) doing more and 
fasterr is equated with doing better. A very similar situation was discussed by Sheldon and 
Borowitzz (1993) in relation to the NHS in the UK. 

3.4.13.4.1 Peer review 

Peerr review is one of the oldest methods in quality assurance. According to Ertel and Aldridge 
(1977)) peer review is: "the investigational, managerial, and educational process for sys-
tematicallyy monitoring medical and health care which the judgements regarding provider 
performancee and recommendations regarding corrective actions are based on a review of 
qualifiedd professional peers who practice in the same community and who communicate 
thee results of their efforts to the public". Livingstone and Balachandran (1977) evaluated 
thee effectiveness of the peer-review process, compared the costs and benefits resulting from 
peerr review. They found that the benefits of peer review appear to substantially outweigh 
itss costs in Florida. According to Kistemaker (1987) the peer review system in the Dutch 
hospitalss has shown its viability. Smith, Atherly, Kane et al. (1997) investigated 20 refer-
encess of the peer review process, the authors concluded that the peer-review process must 
bee interpreted with caution and if peer review is to be used, priority should be given to 
increasedd use of outcome measures. Other authors came to the very similar conclusions. 
(Smith,, 1998) The authors argued that peer review of the process of care has limited reliabil-
ity.. Berstein, Hofer, Meijler et al., (1997) reviewed 44 references of the peer review process. The 
authorss pointed out that decision analysis performed much better that peer review by an 
expertt panel in measuring the effectiveness and appropriateness of the process of care. 

3.4.23.4.2 Audit 

Medicall  audit was defined in the White Paper (Working for patients, 1989) as a systematic 
criticall  analysis of the quality of medical care including the procedures used for the diagno-
siss and treatment, the use of resources, and the resulting outcome for patients. Macpherson 
andd Mann (1992) argued that there was no data, no criteria, no time for medical audit and 
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theree is no purpose in medical audit unless it changes professional behaviour. Gabbay and 
Laytonn (1992) pointed out that "extended audit of note keeping failed to sustain an initial 
improvementt in practice; this may be due to coincidental decline in feedback to doctors 
aboutt their performance." In our resource-constrained environment a lot of attention is 
devotedd to showing demonstrable effectiveness, the value of resources spent on quality 
assurancee and other quality activities. As Donabedian stressed in 1993 in an interview: "... 
Soo part of the audit activity is not simply a reporting of activity but a documentation of 
reall  change and a reporting of that change. If we can do that, then we wil l be allowed to 
runn our own affairs. If we cannot, sooner or later, someone is going to say this is a lot of 
activityy without evidence of effectiveness; something else has to be done. To me, the lesson 
thatt we have learnt from the past 10 or 15 years of developments in the United States is 
thee inability of professionals to put their own house in order, resulting in justification for 
publicc authorities to become more intrusive, more directive in their pursuit of quality 
assurance".. (Baker 1993) 
Althoughh there is evidence of the efficacy of medical audit, there is littl e evidence of its 
effectiveness.. (Walshe and Coles, 1993; Baker, Noelle, Farooqi, 1995) As Buxton (1994) 
stated:: "Unfortunately there were very few controlled studies undertaken that could show 
convincinglyy that audit had a real impact on practice. Audit, now usually described as the 
systematic,, critical analysis of the quality of medical care, including the procedures used 
forr diagnosis and treatment, the use of resources and the resulting outcome for the patient. 
Theree is a significant degree of uncertainty about the effectiveness of audit activities but 
thee costs are certain. Quality assurance is not free of charge. As Walshe and Buttery (1995) 
pointedd out: " They require staff, clinician's time, facilities, equipment, information and 
otherr resources. All these resources might be used in other ways such as to treat patients, 
too undertake clinical research, or to engage in education or professional development. The 
amountt of opportunity costs of quality improvement may be arguable; however, their 
existencee is indisputable. In the long run, the investment of health care resources in audit 
andd other quality improvement activities has to be justified by their results". (The justifi-
cationn of results is further discussed later in this chapter.) Elfström, Stubberöd and Troeng 
(1996)) based on a literature review of seven references found that patients not included in 
medicall  audit have a worse outcome than those included. The authors concluded that 
clinicall  databases must be seen as suspect sources of patient data for audit and research 
unlesss the problem of missing cases has been explicitly addresses. According to Earnshaw 

(1998)) patients who fail to be registered into medical audit are those who develop complica-
tionss and are transferred to other specialities. Generally the result of all major surgical opera-
tionss are probably worse than reported. Semple, Khaled and Maresh (2000) pointed out the 
importancee of staff training associated with improvement of clinical audit. Johnston, Crombie, 
Daviess et al. (2000) reviewed 93 publications on the benefits and disadvantages of clinical and 
medicall  audit. According to the authors, the main barriers to clinical audit can be classified 
underr five main headings, such as: lack of resources, lack of expertise or advice in project design 
andd analysis, problem between groups and group members, lack of overall plan for audit and 
organisationall  impediments. These findings stress the importance of complex management 
innovationss in order to improve quality of health care. According to Spies, Mokking and Grol 
(1999)) there are limitations of patient records as a source for audit valid quality assessment, 
theirr study showed that the patient records only provided 40% of the necessary data. 
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3.4.33.4.3 Accreditation status 

Walshee and Coles (1993) pointed out that in 1993, at the ISQua conference in Maastricht a 
panell  of eminent experts on quality assurance were asked what evidence existed to show 
thatt the massive annual investment in quality assurance resulted in higher quality of care. 
Accordingg to the panel there was littl e or no evidence. It was pointed out that there is no 
conclusivee evidence that relationship between the accreditation status of hospitals and quality 
off  care exist. (McGowan, 1995}  A very similar panel of experts came to the same conclu-
sionn in 1998 at the ISQua conference in Budapest (Gulacsi, 1999a) Transparency of the 
decisionn making in the field of accreditation and certification should be further encouraged, 
ass stated by the United States General Accounting Office. (GAO, 1999) Brook (2000) ar-
guedd that: "The USA spends more money than probably any country in the world on 
hospitall  accreditation, yet study after study has demonstrated huge variations in quality 
off  hospital care. There is no evidence to suggest that, in the absence of accreditation, the 
variationn in hospital quality in the USA would be any greater" 

3.4.43.4.4 Practice guidelines 

Accordingg to Lohr, Eleazer and iMauskopf (1998): "Guidelines are meant to provide formal 
conclusionss and recommendations about appropriate (inappropriate) and necessary (un-
necessary)) care for specified types of patients in specified types of practice settings." In the 
medicall  field there is evidence from systematic reviews to show that practice can be changed, 
effectivenesss and patient outcome can be improved. Grimshaw and Russel (1993 and 1994) 
andd Grimshaw, Freemantle and Wallace (1995) and Grimshaw, Eccles and Russel (1995) 
showedd through systematic reviews that practice guidelines can improve effectiveness 
throughh changing medical practice and achieve health gains if they are scientifically valid, 
guidelinee development, dissemination and implementation strategies are appropriate, and 
iff  the consultation is individualised. But as they stated: "Unfortunately, development of 
guideliness has largely ignored the issue of costs." Scientific validity is an important issue 
becausee clinicians are often (probably mainly) faced with patients, who are generally ex-
cludedd from RCTs, including patients with multiple health problems, older patients, chil-
drenn and women. (Lohr, Eleazer and Mauskopf, 1998) Klazinga (1994) stated that guide-
liness can enforce efficiency when developed within the framework of a consistent goal-
method-effectt scheme and applied as an integral part of personal quality assurance activi-
ties.. Introduction of guidelines often does not change practice. The impact of the guidelines 
onn patient outcomes are often absent or not studied at all. (Grimshaw and Russel, 1993; 
Hunt,, Haynes, Hanan et al., 1998; Thompson and Oxman, 1999; Grol, 2000) 
Inn the field of nursing and primary health care this kind of evidence is weak or lacking. 
Thomas,, McColl, Cullum et al. (1998) undertook a systematic review to evaluate effective-
nesss and cost-effectiveness of clinical practice guidelines in nursing. They used the Cochrane 
Effectivee Practice and Organisation of Care Group (EPOC) register. Eighteen RCTs met the 
inclusionn criteria which provide some evidence that care driven by guidelines can be effec-
tivee in changing the process and outcome of care. Most of the studies suffered from various 
weaknesses.. Only three of the eighteen studies provided evidence from randomised con-
trolledd trials in which the unit of randomisation and analysis were the health care profes-
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sionals.. In studies where patients were the unit of randomisation there was a possibility of 
thee contamination of the control groups. Recently many researchers focussed heavily on 
effortss in various countries to evaluate how to transfer the results of clinical research into 
clinicall  practice and how to create and disseminate clinically evidence-based guidelines. 
Thorsenn and Makela (1999) highlighted the importance of the economic evaluation of 
guidelinee implementation strategies and the investigation the impact of guidelines on the 
changingg professional practice. The Cochrane Collaboration has created a new Group - The 
Cochranee Effective Practice and Organisation of Care Group to assist efforts in bridging the 
gapp between evidence about effective and efficient health care delivery. Lohr, Eleazer and 
Mauskopff  (1998) argued that differences, between effectiveness and efficacy is an impor-
tantt one. (Lohr, 1988; Brook and Lohr, 1985; Detsky, 1995). 'Evidence based medicine and 
clinicall  practice guidelines have become increasingly salient in the international health care 
communityy in the 1990s. (Lohr, Eleazer and Mauskopf, 1998) According to Worall, Chaulk 
andd Freake (1998) littl e support exists to show that guidelines in primary care settings 
improvee patient outcomes. As the authors stated: "Implementation of clinical practice guide-
lineslines in primary care settings does not consistently result in improvements in clinical 
outcomes."(EVB)) Practice guideline vs. feedback to providers, or probably guideline for feed 
backk to providers is most useful. Wilson (1998) came to a similar conclusion, he argued that 
littl ee support exists to show that guidelines in primary care settings improve patients out-
comes.. Woolf, Grol, Hutchinson et al. (1999) pointed out that guidelines have potential ben-
efits,, limitations and harms, due to the fact that scientific evidence about what to recommend 
iss often lacking, misleading or misinterpreted. Guideline setting should be based on scientific 
evidence.. (Shekelle, Woolf, Eccles et al, 1999; Hurwitz, 1999; Thorsen and Makela, 1999) 

3.4.53.4.5 Other quality improvement tools 

Lotss of quality improvement tools are used in various health care settings in several coun-
tries,, which have varying levels of evidence that they work. The effectiveness of the printed 
educationall  materials alone, as Freemantle, Harvey and Grimshaw (1997) argued, appears 
limited.. They pointed out that: "The value of additional implementation strategies is un-
clearr for changing physician behaviours and improving patient outcomes." The role of 
opinionn leaders are usually ranked very high in quality improvement. However, the effec-
tivenesss of local opinion leaders varies. Thompson, Oxman, Haynes et al. (1998) in their 
systematicc review found 6 RCT trials of opinion leaders. Five from the six showed positive 
aspectss of process of care, three studies tested effects on patients outcomes and one of them 
wass positive. There are other quality improvement activities showing evidence of being 
effectivee as well. Randomised controlled trials show that educational outreach visits com-
binedd with additional interventions reduce inappropriate prescribing by physicians (Th-
ompson,, Oxman, Davis, et al., 1998), and computerised reminders increase the rate of use 
off  most preventive services (Shea, DuMouchel, and Bahammode, 1997) Lomas (1991) 
comparedd the effect of audit and opinion leader education. He concluded that regulatory 
andd economic incentives might be more effective. Palmer and collaborators (1996) answer 
too the question 'What makes quality assurance effective?" based on RCT results (in US) is: 
"Feedbackk to providers of data on their performance is a more powerful stimulus for qual-
ityy improvement than is knowledge of guidelines or discussion of review criteria". O'Connell, 
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Henryy and TomLins (1999) showed evidence from randomised controlled trial that the feed-
backk had no impact on prescribing levels of general practitioners in Australia. 

3.55 Costs and savings/profit of qualit y assurance programmes 

Healthh care managers and financing institutes often stated that improvement of quality of 
caree is too expensive. Others argue that it is not too much quality, but rather too low 
qualityy that creates costs. Other experts pointed out that quality care and cost contain-
mentt can exist simultaneously. Although, many studies have examined the relationship 
betweenn quality assurance and productivity, none have conclusively demonstrated QA's 
impactt on productivity. Most likely, it is due to the inability to quantify the real costs of 
quality.. (Donabedian, 1980; Batchelor and Esmond, 1989; Donabedian, 1988; Ullmann, 
1985)) Bliersbach (1989) found to his surprise that health care professionals still view cost 
andd quality as "inversely related", but quality assurance and cost accounting should be 
integrated.. The most important barriers are lacking cost and outcome data and the lack of 
universall  agreement on what should be the outcome of health care. Costs and potential 
savingss should be determined and communicated in quality assurance feed-back. (Bliersbach, 
1989;; Berwick, Godfrey, Roessner, 1991) Brook (1989) argued: "Viewing outcome and 
costt separately may create misleading analysis and misdirect management" 

3.5.13.5.1 The cost of quality 

Studiess conducted in industry showed that the cost of quality is estimated to equal from 
20%% to 40% of the total organisational total costs. (Crosby, 1984; Juran 1988) This cost is 
duee to the waste of poor quality and unnecessary work, rework waste and redesign waste. 
Costt of quality, including the price of conformance and the price of non-conformance, was 
estimatedd by Berwick, Blanton and Roessner (1990) up to 50% of costs in health care. 
Thee American Society for Quality Control (ASQC) defines quality costs as: "a measure of 
costss specifically associated with the achievement or non-achievement of product or ser-
vicee quality." (Hagan, 1986) More specifically, quality costs are the total of the costs in-
curredd through: 
a)) investing in the prevention of non-conformance to requirements: identification of 

clients'' needs, education and training of employees, developing of quality monitoring 
andd reporting systems, institution of quality administration, and planning and de-
sign; ; 

b)) appraisal of a service for conformance: quality audits, accreditation, licensure and 
certificationn review, calibration and maintenance of equipment, documentation, in-
spectionn and evaluation of services; 

c)) failure cost which can be subdivided into the costs of: 
internall  failures: waste of any kind (unnecessary tests or supplies), investigation 
off  defective tests, unnecessary repetition of tests or other services, wasted time, 
reinspectionn and correction; 
externall  failures: responding to patient complaints, insuring against liability or 
exposuree to malpractice risk, loss of goodwill. (Suver, Neumann and Boles, 1992) 
Harringtonn (1987) estimated that from the total quality costs. 30% are generated 
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byy external failure, 45% by internal failure, 20% are the costs of appraisal and 5% 
thee costs of prevention. The main problem is that in many organisations the costs 
off  quality are not reported in financial statements, simply because they are not 
availablee and many costs items (e.g. hidden costs of lost customers) can be evalu-
atedd only indirectly (e.g. reduced revenues). (Suver, Neumann and Boles, 1992) 

Oaklandd (1995) discussed the costs of quality and cost-effective quality management in 
detaill  in industrial setting. He subdivided the total quality related costs into three parts 
suchh as prevention, appraisal and failure costs. He stated that: "The analysis of quality 
relatedd costs is a significant management tool that provides: 

aa method of assessing the effectiveness of the management of quality, 
aa means of determining problem areas, opportunities, savings and action priorities. 

Accordingg to Oakland (1995): "The costs of quality are no different from any other costs, 
likee the costs of maintenance, design, sales, production/operation, and other activities, 
theyy can be budgeted, measured and analysed." The relationship between quality manage-
mentt and financial management in European hospitals were examined and 24 statements 
weree made as part of the Concerted Action Programme on Quality Assurance in Hospitals 
(BIOMEDD I.). (Rooze, Klazinga, Casparie, 1995) 

3.5.1.11 Estimated costs and spending on quality 

Greerr and Dobson (1979) argued that the estimated costs of the nation-wide implementa-
tionn of the utilisation review would have been $81.3-$107.6 million for 1976. The UK 
Departmentt of Health gave a 400,000 Pounds grant to the clinical accountability, service 
planningg and evaluation (CASPE) pilot project at Bloomsbury - which has been in the 
vanguardd of developing a methodology for mechanised, routine monitoring of patient sat-
isfaction.. (Carr-Hill, Dixon and Thompson, 1989) Within three years in the late eighties 
andd early nineties, the Department of Health of the United Kingdom spent about 140 mil-
lionn Pounds on developing medical audit programme in England. (DOH, 1991) Macpherson 
andd Mann (1992) discussed that in the UK 24 million pounds was allocated to regional 
healthh authorities for audit purposes (data collection and criteria setting) in 1990/1991 
andd this was increased in 1991/1992. According to Walshe (1995) about 40 million pounds 
weree spent each year between 1989-1994 on the direct cost of clinical audit. The average 
healthh care professional spent one hour a week on clinical audit, this costs are accounted 
3900 million pounds a year. As reported by the United States Agency for Health Care Policy 
andd Research the costs per guideline ranged from $340,000 US to 675,000 US and the 
Dutchh College of General Practitioners found the costs per guidelines to be $100,000 US. 
(Grol,, 1996) As Maguerz (1997) explained, "A financial incentive has been developed by 
thee French Ministry of Health to promote quality improvement programs in public hospi-
tals:: every public hospital is able to present a quality improvement project to a jury. If 
selected,, the project is funded within the limit of 400,000 Francs (around $80,000 US). 
Thiss incentive has been initiated in order to offset management constraints." Ballard and 
Cangialosee (1997) discussed that " ... the largest external quality oversight effort in the 
US,, the Health Care Financing Administration's (HCFA) Health Care Quality Improvement 
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Programm (HCOJP) that current ly allocates in excess of $220 millio n per year from US tax-
payerss for 37 mill io n Medicare beneficiaries who are the subject of the quality improve-
mentt efforts of the peer review organization (PRO) program. There is considerable uncer-
ta intyy regarding the return on this investment from any economic frame of reference, 
includingg that of Medicare." 

3 .5 .1 .22 The interpretat ion of the costs of qual i ty 

Puree data on costs of quality are impossible to interpret. Partly due to the incompleteness 
off  the costing, indirect and intangible costs are lacking in most of the cases. Intangible costs 
aree less easily quantified but no less important. Indirect costs significantly influence cost-
effectivenesss rat ios. Because of the significance of indirect costs, a greater degree of 
standardisationn needs to be achieved. (Jacobs and Fassbender, 1997) And partly due to the 
limitedd information about savings in cost and benefit (in fiscal or non-fiscal term) as a 
resultt of the investment in quality. 

3.5.23.5.2 Volume, costs and quality 

Severall  examples that are listed and evaluated from the literature by Labelle (1986), show 
thatt the average cost of medical services depends on the volume performed if and where 
economiess of scale exist. Average costs are lower when higher volume of services is pro-
vided.. Estimating volume-average cost functions for an individual institution requires that 
institute-specificc cost data be obtained. While there is an agreement that when economies 
off  scale exists, close volume and cost relationship can be demonstrated, the volume-quali ty 
relationshipp is more uncertain. Uncertainties exist mainly because of the multidimensional 
na turee of quality which is very difficul t to define and because volume-qual i ty data are not 
recordedd routinely. Banta and collaborators (1991 and 1992) published reviews of the avail-
ablee l i terature on volume-outcome relationship. They concluded that in certain health care 
servicess strong volume-qual i ty relationship can be presented such as CABG surgery, open-
heartt surgery, organ transplantat ion. Other authors came to a same conclusions. (Feeny, 
Guyat t,, and Tug well, 1986; Hannan, 1989) For further evaluation the volume-quali ty 
scenarioo should be subdivided into two parts, min imum number of cases and total number 
off  cases. A m in imum number of cases performed yearly in a certain hospital or depart-
mentt or team or provided by individual surgeon or physician is required in order to evalu-
atee qual i ty and costs. If we want reliable information about quality and costs require-
mentss of statistics and epidemiology have to be satisfied and local variations have to be 
excluded.. This intention is highlighted in recently proposed FDA (1998) rules which wil l 
requiree every radiological facility performing screening mammography to conduct a mam-
mographyy medical outcomes audit program as part of their quality assurance program. A 
m a m m o g r a p hyy medical outcomes audit has been defined by the FDA rules to be "... a 
systemat icc collection and analysis of mammography results and the comparison of those 
resultss w i t h data from biopsy results." The proposed rules wil l require as a min imum, that 
eachh facility correlate the biopsy or cytology results of its positive mammogram with the 
interpretingg physician's recommendations and report. It means, among others, that a mini-
m umm sample size is required. 
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3.5.33.5.3 Savings/profit and good quality of care 

Somee cost information related to quality, mainly direct costs of a given project can be 
foundd quite easily in the literature. Information related to the benefit and outcome of the 
QAA activities is also possible to extract from the literature. Costs and outcome information, 
however,, not standardised varies from programme to programme a great deal. Due to this 
factt interpretation and comparison of this information is practically impossible. (Table 3.1) 

Tablee 3.1 Cost and benefit/outcome of quality assurance programmes 

Publication n 

Livingstone e 
and d 
Balachandran, , 
1977 7 

Greerr and 
Dobson, , 
1979 9 

Thompson, , 
Palmerr and 
Rothrock, , 
1983 3 

Carr-Hill, , 
Dixonn and 
Thompson, , 
1989 9 

Shockney, , 
1992 2 

Creps,, Coffey, 
Warnerr et al., 
1992 2 

Hsiaa and 
Ahern,, 1992 

Macpherson n 
andd Mann, 
1992 2 

Wall  she, 1995 

Qll  tool and 
objective e 

peerr review, 
too decrease 
over--
utilisation n 

implementing g 
utilisation n 
review w 

audit,, cost 
measurement t 
off  various 
aspectss of 
audit t 

patient t 
satisfaction n 
measurement, , 
questionnaire e 
development t 

generall  QI 
too control 
inappropriate e 
hospital l 
admission n 

TQM M 

generalQll  to 
improve e 
hospitall  profit 

audit,, data 
collection, , 
criteriaa setting 

clinicall  audit 

Costs s 
(direct t 
costs) ) 

$424,000 0 
US S 
1972-1974 4 

$81.3--
$107.6 6 
millio n n 

$$ 1.92 
millio nn US 

400,000 0 
Pounds s 

not t 
specified d 

$44 million 
US, , 
incremental l 
costs,, for 
fourr years 

not t 
discussed d 

244 million 
pounds s 

400 million 
pounds s 

Location n 

Medicare e 
Partt B 
reimbur--
sements, , 
Florida, , 
4229752 2 
enrolees s 

nationwide, , 
US S 

150000 cases 
inn hospital 

nationwide, , 
UK K 

hospital l 

hospital l 

hospital l 

nation-wide e 

nationwide e 
1989-1994 4 

Savings s 

$3,445,785 5 
US, , 
1972-1974 4 

not t 
measured d 

savings-cost t 
analysis s 
risee 7% of 
alll  budgetary 
directt cost 

not t 
measured d 

0.22 million 
USS per year 

$13.8 8 
millio nn US, 
forr four 
years s 

7.9%% profit 
rise e 

not t 
measured d 

not t 
measured d 

Outcome e 

not t 
measured d 

not t 
measured d 

not t 
measured d 

patient t 
satis--
faction n 

not t 
measured d 

good d 
quality(H) ) 

good d 
quality y 
(0) (0) 

not t 
measured d 

not t 
measured d 

Costss per 
unitt of benefit 
improved d 

not t 
measured d 

not t 
measured d 

not t 
measured d 

not t 
measured d 

not t 
measured d 

nott measured 

nott measured 

nott measured 

nott measured 
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Publication n 

Kerrigan, , 
1995 5 

Maguerz, , 
1997 7 

Ballardd and 
Cangialosc, , 
1997 7 

Kestonn and 
Enthoven, , 
1998 8 

Black,, 1998 

Grol,, 2000 

CUU tool and 
objective e 

risk k 
management t 

generall  OJ 

externall  peer 
review, , 
HCFA's s 
HCQIP P 
program m 

generalOJJ to 
improvee total 
hip p 
replacement t 

medicall  audit 
too improve 
conformance e 
wit hh throm-
bolysis s 
guideline e 

generall  guide-
linee setting 

Costs s 
(direct t 
costs) ) 

not t 
discussed d 

$80,000 0 
US S 

$25 7 5 7 
million/ / 
year r 

not t 
provided d 

3,700-5,200 0 
poundss in 
different t 
hospitals s 

50,0000 $US 
/guideline e 

Location n 

hospital l 

hospital l 

nationwide, , 
US S 

hospitals, , 
US S 

hospitals s 

primary y 
healthh care 

Savings s 

aa $3 million 
savings s 
overr 5 years 

not t 
measured d 

uncertain n 

costt per case 
reducedd by 

$90000 US 

not t 
applicable e 

not t 
measured d 

Outcome e 

not t 
measured d 

not t 
measured d 

decrease e 
differences s 
between n 
thee obser-
vedd and 
achievable e 
inn both 
caree and 
outcome e 

outcome e 
specified d 

r ) ) 
improved d 
confor--
mance e 
wit h h 
guidelines s 

50-85% % 
practitio--
nerr comp-
liancee with 
guidelines s 

Costss per 
unitt of benefit 
improved d 

nott measured 

nott measured 

nott measured 

nott measured 

fromm 101 -
too 392 pounds 
perr extra case 
given n 

nott measured 

((uu)As)As a result of the programme, the number of cases increased by 33%, misscheduled cases decreased from 13% 
toto 3%and cancellation went down 25%. 
(0):(0): no omission of medically indicated services; no provision of unnecessary services; and no complication to 
indicatedindicated services. 
(*)(*)  cost of hip replacement, infection rate, venous thrombosis, dislocation of the hip, 
HCFA-HCFA- Health Care Financing Administration 
HCQJP-HCQJP- Health Care Quality Improvement Program 

Too achieve savings and benefit/profit is a crucial requirement for quality assurance. As 
Donabediann says: "Still , I think that savings in cost are the dominant moving force as far 
ass major purchasers are concerned, whether they are private or government owned. So 
qualityy appears mainly in the guise of value for money. I don't think it appears as a sepa-
ratee objective, in the service of which large scale purchasers are willin g to pay extra money." 
(Bakerr 1993) Livingstone and Balachandran (1977) conducted a study in Florida and com-
paredd the effectiveness, costs and benefit of different types of peer review systems used to 
decreasee the over-utilisation of health care services covered by Medicare Part B reimburse-
ments.. They found that the benefit of peer review exceeded the costs rather substantially. 
Betweenn 1972-1974 the net benefit was $3,445,785 US in Florida counties. The costs of 
peerr review (professional time, travel expenses, executive, professional non-meting time, 
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consultants,, secretarial, clerical expenses) was calculated and compared to the benefit such 
ass costs savings due to the decreased level of over-utilisation of health care services. 

Goodd quality care could increase hospital profits under prospective payment by 7.9 per-
cent,, according to Hsia and Ahern (1992). Good quality of care was defined as: no omission 
off  medically indicated services; no provision of unnecessary services; and no complication 
too indicated services. Reviewing physicians identified 5.5% patients as falling to meet pro-
fessionallyy recognised standards (poor quality) and 87.9% of the patients experienced at 
leastt one instance of omitting medically necessary services. Delivery of medically neces-
saryy services had a beneficial effect on hospital profits. In contrast Cleverley and Harvey 
(1992)) pointed out that the link between high quality and high profit is difficult to docu-
mentt for health care services, as they stated: "Increases in quality are not reflected in 
higherr profits because of the limitations on charges." They found some evidence that poor 
qualityy hospitals are less profitable, but the causal relationship was not uncovered. (Whether 
thee hospital is less profitable because of poor quality or the quality is poor because the 
hospitall  is less profitable is a question to be answered.) Hospital mortality rate was used in 
theirr study as quality indicator. Meyer and Feingold (1993) argued that standard treatment 
protocolss improve quality and reduce costs by 10-26%. According to Lee and Clarke (1992) 
betterr quality can enhance hospital profitability through improved competitiveness. State-
mentss were based on theoretical speculations. Cost of quality, including the price of con-
formancee and the price of non-conformance, was calculated by Hughes (1992) in a 300 
bedd community hospital. The initial cost of quality was $8.5 million and was reduced by 
$2.11 million in less than 2 years. Savings were due to the zero defects on Medicare billing, 
andd decreased over-use of services such as more appropriate use of narcotics, multi-dose 
medications,, data processing, and laboratory services. Shockney (1992) showed evidence 
thatt hospital wide quality assurance and utilisation management programs do yield finan-
ciall  benefit. At John Hopkins Hospital a programme was created to identify opportunities 
too control inappropriate inpatient admissions, shorten patient's length of stay, monitor the 
usee of ancillary services and improve physician documentation in patient medical records. 
Thee programme resulted in around two hundred thousands dollar benefit yearly. Kerrigan 
(1995)) showed that The Royal Victorian Eye and Ear hospital had a $3 million savings over 
55 years through improved quality activities, mainly with the help of risk management. 
Thee importance and helpfulness of costing quality was concluded by Maycock and Shaw 
(1994)) as a result of their study conduced in the outpatients department of Harrogate 
Healthh Care NHS Trust and Huddersfield Royal Infirmary, United Kingdom. 

Inn many health care areas cost can be reduced with quality improvement. Keston and 
Enthovenn (1998) reviewed 43 references in the field of total hip replacement. The authors 
identifiedd 14 clinical and management innovations that they concluded to be relevant to 
costt reduction and quality improvement. Kaiser Permanente estimated that cost were re-
ducedd by 9000 dollars per case. Outcome was defined such as: cost of hip replacement, infec-
tionn rate, venous thrombosis, dislocation of the hip. The authors concluded that there had 
beenn a significant improvement in quality during a period which cost had decreased signifi-
cantly.. Homa (1998) pointed out as well that cost can be reduced with quality improvement. 
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3.5.3.11 Quality of care and savings/profit under prospective payment system 

Daviss and Rhodes (1988) argued that the prospective payment system (PPS) had enhanced 
thee quality of inpatient care "by discouraging unnecessary and potentially harmful proce-
duress and by encouraging the concentration of complex procedures in facilities in which 
thee high frequency of these procedures promotes efficiency". Other authors came to a 
similarr conclusion. (Draper, Kahn, Reinisch at al., 1990) 

3.5.3.22 TQM, cost savings/profit and quality 

Milakovichh (1991) stressed the importance of the quality of care in health care settings in 
competitivee markets which - according to the author - encourage managers to reorient 
healthh care systems from a cost-driven approach to the implementation of TQM. Creps, 
Coffey,, Warner et al. (1992}  integrated TQM and quality assurance at University of Michi-
gann Medical Center. They found that the financial benefits of TQM were substantially 
greaterr than the costs. The costs of the four-year programme amounted to $4 million US, 
includingg incremental costs and staff time spent in training programmes, the benefit over 
thee same 4 years period was $17.8 million, for a net gain of $13.8 million. TQM activities 
weree implemented in the operating rooms of the hospital. As a result of the programme, 
thee number of cases increased by 33%, misscheduled cases decreased from 13% to 3%and 
cancellationn went down 25%. According to Roberts and Zangwill (1993) TQM reduces cost 
and/orr increase customer satisfaction. According to their definition for TQM: "Continually 
servee customers better and more economically using scientific method and teamwork, and 
focusingg on removal of all forms of waste". The authors made a distinction among: a) 
simplee waste (waste of poor quality and waste of unnecessary work); b) rework waste; c) 
redesignn waste; and d) waste of unnecessary work. 

3.5.43.5.4 Accounting economic costs 

Whenn improving quality one can expect return on such investment, the time and other 
resourcess one spend improving quality has to produce a return. Improving quality might 
bee a financial investment. In order to confirm or refute this statement economic costs have 
too be accounted carefully. There are many problems in accounting economic costs. Cost, 
pricess as signalling device to market traders are not free. (Prices in markets related to health 
caree are not reflecting real scarcity because of market distortions.) Methodological weak-
nessess may distort market signals and cause inefficient resource use. There are three addi-
tionall  points: a) costs information can be misleading if there is no consensus on what cost, 
inn which way and by whose point of view should be accounted; b) costs information is 
alsoo not free; c) at what level should information on cost be collected? This question is 
relatedd to the packaging of care scenarios as well. Can we use costs information of an 
individuall  button when buying a jacket? 
Thee difficulty comes from the fact that the prospective payment system frequently under-
payss for some services and overpays for others in the various DRG categories. This is 
partlyy the reason why costs do not equal charges. Hospitals charge less than their costs for 
somee items and services to some patients while charging more than their costs to others. 
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Thiss cost-shifting makes economic analysis difficult. In many publications in Hungary, 
andd presumably in other countries also, charges and payments (DRG) are quite often used 
forr cost-effectiveness analysis because prices are not known. Based on this phenomenon 
Haleyy (1991) emphasised four methods for estimating costs: a) the first method for esti-
matingg cost simply sums all the charges and calls it "cost"; b) the second method involves 
multiplyingg the charges by the hospital's overall cost-to-charge ratio and calling that the 
cost;; c) the third method uses the second method at the department or ward level, and then 
sumss all these weighted departmental subtotals; the fourth method is the so called micro-
costing.. It involves obtaining the complete list of all care items and services offered by the 
hospitall  and determining what it costs the hospital in goods and personnel to deliver each 
individuall  item of service. The fourth method is appropriate but very time consuming and 
costlyy to manage; this method was used in the study presented in Chapter 8. 

3.66 Costs-effectiveness of qualit y assurance programmes 

Thompson,, Palmer and Rothrock (1983) pointed out that very littl e is known about the 
costss and cost-effectiveness of quality assurance programmes and discussed that the costs 
off  the Ambulatory Care Medical Audit Demonstration Project was $ 1.92 million US and 
hadd a moderate effect on provider behaviour. Phelps and Mooney (1992) evaluated the 
cost-effectivenesss of external quality oversight in the United States. According to their 
findingss the top 25 medical activities generated a total loss of $7 billion dollars in 1987 
whichh was the 15% of total health care expenditure for that year. Some quality assurance 
programmess such as Health Care Quality Improvement Program, HCIQP appeared to be 
effectivee to make this loss lower. (Ballard and Cangialose, 1997) 
Thee conventional understanding that increases in quality are associated with increases in 
costss and cost pressures are likely to affect quality adversely was reviewed, but the results 
weree not consistent. It was concluded that the relationship between cost and quality was 
complexx and the relationship is non-linear. (Harkey and Vraciu, 1992) According to the 
studyy in which a large number of Medicare hospitals were enrolled, some relationship was 
foundd of the cost-quality function. In the lowest and upper 'class' a positive cost-quality 
relationshipp was found, an increase in quality was associated with an increase in cost. In 
thee mid-region where the largest number of hospitals are located, however, higher quality 
wass associated with lower cost. The authors concluded that in these hospitals higher vol-
umee of services is associated with "fewer mistakes, fewer tests, and the choice of the more 
effectivee and less costly strategies of care". (Harkey and Vraciu, 1992) These hospitals are 
ablee to increase profitability through improvement of quality. Positive relation was found 
betweenn cost and quality by Harkey and Vraciu (1992) as a result of their study on 82 
smalll  and medium-sized hospitals. Quality was defined as perceptions of quality by pa-
tients,, physicians, community residents and employees measured by questionnaires. 
Starfield,, Powe, Weiner et al. (1994) argued that a clear relationship between quality and 
costss is lacking in primary care settings. 

Ann obvious limitation was pointed out by Hadley, Zuckerman and lezzoni (1996) in the 
summaryy of the result of their study in which they analysed the effects of financial pres-
suree and market competition using data from the Medicare program. They argued that 
theree was no data of quality of care and its outcome. Few areas are being rigorously evalu-
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atedd according to the requirement of the cost-effectiveness of quality assurance. One area 
thatt has received a great deal of attention and does seem to be effective is reducing hospital 
infections.. (This is the main reason why this topic was chosen as one of the most impor-
tantt topics of the study on which this thesis is based.) In the United States, an evaluation 
estimatedd that quality assurance programmes reduced nosocomial infections by 32 per-
cent.. (Haley 1986) The effectiveness and cost-effectiveness of infection control programmes 
aree under continuous scrutiny. (Condon, Haley, Lee et al. 1988; Seto 1995; Mehtar 1995) 
InIn their article entitled 'The cost of quality assurance in medicine', Thompson, Palmer, 
Rothrockk (1983) argued that costs are thought to be less important than the fact of effec-
tivenesss they stated: "An effective program in not finally justified until it is shown to be at 
leastt as cost-effective as other programs with similar types of benefits." The authors con-
ductedd a cost-effectiveness study of medical audit as part of the Ambulatory Care Medical 
Auditt Demonstration (ACMAD) Project. The cost-effectiveness of the audit was calculated 
suchh as: how much money was spent per audited case across sites and topics. The case per 
costss were ranged from $17 for glucose at site and $339 for digoxin at site. The authors 
foundd that the cost of cost analysis was estimated 7% of all direct budgetary costs, the total 
directt cost of the project was $ 1.22 million over five years. Overall costs and cost-effective-
nesss expressed as cost per unit of improvement in patient outcomes was the focus of the 
studyy by Robinson, Thompson and Black (1998) to measure cost and cost effectiveness of 
auditt of thrombolysis in some district general hospitals. Cost effectiveness was taken to be 
costt per audited case, cost-effectiveness expressed as cost per unit of improvement. Patients 
withh suspected acute myocardial infarctions receiving thrombolysis have a better chance 
too survive. They found that the overall cost of the Q.I programme in hospitals varied be-
tweenn 3,700-5,200 pounds in the participating hospitals, while the cost-effectiveness ranged 
fromm 101 pounds to 392 pounds per extra case given thrombolysis. There are many com-
petingg demands for health care resources, of which quality assurance is only one. Expendi-
turess on quality assurance have an opportunity cost which cannot be ignored. 
Theree is a negative reason to evaluate quality assurance such as 'do not waste resources': 
resourcess from quality assurance programmes with low effectiveness should be reallo-
catedd to quality assurance programmes with a higher level of effectiveness and cost-effec-
tiveness.. Because quality of care is not optional any more, but is an expectation, or even 
mandatory,, in many health care areas, it is even more important to choose the most effec-
tivee and cost-effective quality activities to be implemented. There is a more positive reason 
ass well, if evaluation demonstrates the effectiveness and cost-effectiveness of quality as-
surancee programmes, of any types, it can be a powerful incentive for health care profes-
sionalss to participate and for funding institutions to finance this activity. 
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Chapterr  4 

STUDYY ON THE INTRODUCTIO N OF THE QUALIT Y 
CONCEPTT IN HUNGARY: HISTORY AND CHRONOLOGY 

Abstract t 

Priorr to 1989, quality assurance was not formally present in the health care system in 
Hungary,, largely due to political reasons. Since 1990, however, a major change has come 
aboutt in the development of quality assurance. 

Inn the 1990's several government resolutions, decrees and orders dealt with quality of 
healthh care. The government declared its intention to address the quality issue as a factor 
off  decisive importance in the development of the national economy as well as in health 
care. . 

Ass required by the Act 154 of 1997 on Health Care' today, quality assurance is increas-
inglyy present in the daily work of the Hungarian hospitals and other health care settings. 

Thiss chapter summarises the history of quality assurance in Hungary with its milestones 
andd achievements between 1948-1999, with particular emphasis on: government regula-
tionn and legislation; the role of health care professionals; quality assurance in hospitals; as 
welll  as licensing and certification of health care organisations. 

TheThe author is grateful to Dr. Charles Shaw, CASPE Research, London, UK, and to Professor Ellie 
Scrivens,Scrivens, Keele University for their helpful comments of this chapter. 
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4.11 Histor y of quali t y assurance in health care between 1948-1990 

Inn the socialist era, the quality of health care in Hungary was declared by the communist 
partyy and the governments as the best in the world and it was so enacted (e.g. that the 
qualityy of socialist health care was the best in the world). As a result, there was no way to 
investigatee or analyse the quality of the 'health services of the best quality'. Reerink (1992) 
saww the situation correctly when he wrote that: "Formal quality assurance programmes 
weree not possible under former socialist governments for ideological reasons." Not only 
wass it not allowed to criticise the quality of health care, but it was not possible to analyse 
andd investigate it either, as data that would have enabled such analyses were partly non 
accessible,, partly non usable for researchers (e.g. patient turnover data, comparable data 
onn mortality or morbidity by age groups, on equity etc.). This situation was described by 
Reerinkk as follows (1991): "The introduction of quality assurance in any sector of health 
caree should never be a single event, a solo action by an interested party; many more ele-
mentss must be taken into account, acted on and attuned to the common goal of improving 
thee quality of health care delivery." During the entire socialist era, there was one single and 
exceptionall  opportunity for introducing quality assurance in Hungary, between 1968 and 
199 71, in the course of what was known as the 'New Economic Mechanism'. During these 
yearss in Hungary, reformers enjoying the support of the Communist Party worked for the 
stepwisee introduction of the fundamentals of a market economy (social market economy). 
Thee reform of services, including the health care system, was high on the agenda. The 
planss can be characterised by a statement of the committee in charge of the long-term 
conceptuall  issues and objectives of the healthcare system, which although not using the 
termss 'quality' or 'quality assurance', still formulated the goals of quality assurance: 
"Whil ee further developing the theoretical and clinical research activities that have become 
establishedd and have been practised successfully, there is a need to attach much greater 
importancee to developing research into such topics of outstanding significance as healthcare 
organisation,, social medicine, health economics as well as medical sociology. Only the suc-
cessfull  pursuit of these disciplines wil l ensure the implementation of the current standards 
off  medicine in the quickest possible manner and in the broadest scope, and in the most 
effectivee and cost-efficient way, which would at the same time meet the population's ex-
pectationss to the fullest possible extent." (ÉTTB, 1970) After a brief halt in 1972, the 1968 
economicc and social reforms were followed by an almost complete rearrangement: To-
getherr with many other things, the healthcare reform and the issue of quality were taken 
offf  the agenda, until the mid-eighties. The then Ministry of Health and Social Affairs cre-
atedd a Task Force on Healthcare Reforms in 1987 which started elaborating the reforms in 
thee health care sector. However, this organisation was unable to produce achievements 
untill  the change of the political system in 1 990, and then ceased to exist. 
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4.22 Qualit y assurance in health care between 1990-1999 

Afterr the political changes in the early 90s quality assurance activities started to mush-
roomm and were assisted by the government, funding agencies, providers and patient 
organisations.. (*) Table 4.1 shows the chronology of the legislation on quality assurance, 
1990-1998. . 

Tablee 4.1 Chronology of the legislation on qualit y assurance; developments related to 
quality ,, qualit y assurance and accreditation in Hungary 

-- 9 /1990. (IX. 15.) Government Decree on the scope of responsibilities and powers of 
thee Minister of Welfare 

-- 21 /1994. (XI. 23.) Order of the Minister of Welfare concerning the mandatory imple-
mentat ionn of national standards 

-- 1107/1994. (XI. 23.) Government decision on the Government 's Program of Action 
inn the Field of Health Care 

-- 16 /1995. (IV 13.) Order of the Minister of Welfare concerning the colleges in var ious 
medicall  disciplines 

-- Act 28 of 1995 concerning national standardisation 
-- Act 29 of 1995 concerning the accreditation of laboratories of certification and super-

visoryy agencies 
-- 5 /1996. (II . 27.) Order of the Minister of Welfare concerning the amendment of Order 

21 /1994.. {XI . 23.) of the Minister of Welfare on the mandatory implementation of 
nationall  standards 

-- Act 63 of 1996. Concerning the obligation to provide health care concerning the re-
gionall  financing normative 

-- 113/1996. Government Decree concerning Licensure entitling to deliver health ser-
vices s 

-- 1996 National Quality Award (EFQM), Government Decree 
-- 1996 Responsibility of Health Care Provision and Territorial capacity Stands of Provi-

sionn Act 
-- 19/1996. Order of the Minister of Welfare concerning the m in imum requirements of 

operationn to be met by specific institutions delivering health services 
-- Act 154 of 1997 on Health Care 
-- 21 /1998. (IV/03) Order of the Minister of Health concerning the min imum require-

mentss of operation to be met by specific institutions delivering health services 

(*)(*)  Ajkay, 1992; Agócs, 1992; Gulacsi and Balitzky, 1992/1-2; Gulacsi, 1992; Kiss, 1993; Rubccz, 1993; 
Kullmann,Kullmann, 1993; Kineses, 1993; Gulacsi, 1993/1-4; Gulacsi and Szloboda, 1993; Gulacsi, 1994/1-3; Gulacsi, 
KovacsKovacs andJaneski, 1994; t\6, 1995; Goshine Manno, 1995; Andrcka, 1995; Varga, 1995; Simon Kis, BolvAry, 
Darday,Darday, et al. 1995; Simay, 1995; Angelus, 1996; Bugovics and Pilt, 1996; Tamas, Bugovics,Bcnkó, et al. 1997; 
GulacsiGulacsi and Kovacs, 1997;Kincscs, 1998; Lukacs and Fónyad 1998; Endróczy, 1998; Bordas, 1998; Szabadfalvi, 
1998;1998; Tóth-Daru, 1998; Uhrik, 1998; Simon Kiss, 2000. 
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4.2.14.2.1 Quality assurance and Government; regulation, legislation and financing schemes 

Inn the 1990's several government resolutions dealt wi th quality (3495/1990, 3545/1992, 
2006 /1993).. The government declared its intention to address the quality issue as a factor 
off  decisive importance in the development of national economy. Furthermore, as the pro-
tectionn of life, health, work and environment was considered to be among the fundamental 
responsibilitiess of the government, a National Quality Programme would have to be for-
mulatedd and the legal f ramework for a national accreditation system (*) should be created. 
Inn a work ing paper drawn up joint ly with consultants of the International iMonetary Fund, 
thee word quality is mentioned once in the following context: "Users do not have any 
incentivess in the efficient use of resources, or in assuming responsibility for their decisions, 
sincee practically everything can be accessed free of charge, with the sole exception of grati-
tudee moneys given for quality services." (IMF, 1990) Surprisingly enough, neither the 
Taskk Force on Healthcare Reform, nor the World Bank consultants addressed the need for 
quali tyy and quality assurance. 

Inn 1991, the Ministry of Welfare established its Quality and Accreditation Board. The objec-
tivee wi t h creating this Board was to assist the health administration in formulat ing quality 
policiess in the health sector, in setting up a quality assurance system in health care that 
wouldd be co-ordinated wi t h the national and other departmental quality assurance sys-
tems.. The need for quality assurance is first articulated in Chapter 7 of the Programme of 
Actionn of the Ministry of Welfare in 1991. Entitled 'Quality control, quality assurance', 
Chapterr 7 points out the followings: "A t the highest level the state is responsible for speci-
fyingg the set of requirements (manpower and facilities) of health care as well as supervis-
ingg the work of the health care professionals. This activity is directed by the Ministry of 
Welfaree through the National Public Health and Medical Officers Service, relying on the 
experiencee and activity of the national institutes and professional associations to a great 
extent.. Parallel to the state control peer review and audit have to be created in all institu-
tionss in order to control the quality of care. The Health Insurance Fund Administration, as 
thee financing agent on behalf of the public, has rights and responsibilities for controlling 
healthh care quality. First of all it means administrative control, but it has notable medical 
professionall  quality control responsibilities as well. Both the quant i ty and the quality of 
healthh care delivered have to be inspected, and additional attention has to be paid to striking 
thee balance between quali ty and remuneration the health care organisation received." 
Thee Action program for renewal of the health care system (1991), Ministry of Welfare 
(HN-616/91),, does not contain the term 'qual i ty ', 'improved health care' is expected as 
resultt of the better work of the hospital management, which explains w hy the need for 
trainingg in 'management knowledge' got the highest priority. The Quality Assurance De-
par tment,, Ministry of Welfare was created in 1992. The department is work ing in collabo-

(*)(*)  Health care "accreditation" (applied to organisations' service delivery), developed in the USA from 191 7 with 
thethe Hospital Standardization Program, reflects the origins of systematic assessment of hospitals against explicit 
standards.standards. That model was the beginning of the Joint Commission on the Accreditation of Healthcare Organisations 
(JCAHO),(JCAHO), and was exported via Canada to Australia in the 1970s arriving in Europe in the 1980s.Assessment is 
byby a multi-disciplinary team of health professionals against published standards. Facilities complying with 
thesethese standards are awarded certificates of accreditation, which are usually graded. Reports are usually confiden-
tial.tial. fHeaton and Shaw, 2000) 
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rationn with the Council on Quality and Accreditation. An Interdepartmental Committee 
wass established in 1992, and made responsible for identifying governmental responsibili-
ties,, inter-ministerial negotiation and co-ordination of quality related activities as well as 
supervisionn of implementation. Sectorial quality activities are the responsibility of the sec-
toriall  ministers. In the health care sector: " . . . the main goals of the long term policy on 
qualityy in health care are to maintain life expectancy and health status at a high level, to 
preventt diseases, to ensure optimal treatment, nursing and care in case of diseases and 
disabilitiess with appropriate quality. In reality, peer-review and audit have not been created 
soo far, no state control on quality of care and national institutes and professional associa-
tionss have had a very limited activities in this field in the past decade. 
Thee activities of National Public Health and Medical Officers Service (ANTSZ) in association 
too the quality of health care remained very restricted due to the very limited input from 
professionall  colleges and national institutes based upon the activities of the ANTSZ was 
supposedd to be set up. It should be also mentioned that the Health Insurance Fund Admin-
istrationn has not created its policy and activity function to control quality of care on behalf 
off  the public yet. 
Inn his book Ajkay (1994) published a consensus statement of the Hungarian Social Insur-
ancee and devoted an entire chapter (Chapter 3) to quality assurance. In the chapter on "The 
rolee of the health insurance in implementing quality assurance" Ajkay pointed out that 
thee quality assurance and continuous quality improvement are both the interest of the 
Nationall  Insurance Fund and the population. Poor quality delays the recovery of the pa-
tients,, and requires additional financial resources and probably cause harm for the patients 
inn somatic and psychiatric terms as well. Quality assurance is an important part of the 
healthh care reform, and important for the insurance agency. Booming development of the 
availablee medical technology and very often controversial information on the benefit achiev-
ablee or achieved in using these pieces of technology demand that quality assurance 
synthesises,, as well as the growing (sub)specialisation in the health care. Ajkay argued 
thatt economic constraints support the full implementation of the quality assurance as well 
andd the lack of resources might help create interest in quality, and the professional societies 
showedd significant interest in quality. He further explained that it is not useful to create 
legall  regulation too early, what is needed is not legal or regulatory action, but multiple 
experience.. Economic resources have to be concentrated to certain fields where results are 
highlyy likely to be visible very quickly. The best way to start quality activities is with small 
projectss in a limited area, where results can be achieved quickly and where even the failure 
doess not stop the quality activities. 

4.2.24.2.2 Quality assurance; the role of the health care professionals and the general public 

Thee Hungarian Hospital Association organised a one day symposium on quality in health 
caree in October, 1991 at the Koranyi National Institute of Pulmonology, where several 
presenterss stressed the absolute need to develop quality assurance programmes in the Hun-
gariann health care system in order to improve the quality of care. Some months after this 
symposium,, in 1993 the renewed Hungarian Hospital Association established its own 
Qualityy Control Committee to assist the developments in this field. 
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Inn June, 1992 the Hungarian Society for Quality Assurance in Health Care was created by 
hospitals,, public health and health insurance institutions, and organised its first conference 
onn Quality in Health Care. As Ajkay (1994) sated: "To serve this goal (e.g. assist quality 
assurance)) the Pfungarian Society for Quality Assurance in Health Care was created. This 
organisation,, in addition to its theoretical, clearing house and basing functions, started 
withh 5 concrete quality assurance programmes in volunteering hospitals in the very same 
year,, as a joint partner in an international co-operation, (e.g. Concerted Action Programme 
onn Quality Assurance in European Hospitals, COMAC/HSR) The programme contains top-
icss like surgical site infection, antibiotic delivery etc.) This society organised the 1st Seminar 
off  the Central and Eastern European Working Party on Quality in Health Care, than took 
partt in a seminar which was organised by the European Council and WHO in Milan. Par-
ticipantss of the seminar launched the San Raffaele Statement, which might determine the 
futuree development of quality assurance. (Council of Europe, 1997) 

Inn 1993, the leaders of the federation of Hungarian Medical Societies and Associations 
officiallyy agreed upon the quality assurance targets of the WHO (1992) and signed the 
'Recommendationss for National Medical Associations Regarding Quality of Care Develop-
ment'' that were endorsed at The European Forum of Medical Associations and WHO, Utrecht 
(1993).. (Worning, Mainz, Klazinga, et al 1993) The WHO Health for All 2000 statements 
onn quality assurance are also relevant to the European context. 

Theree was an interesting situation in 1992 in relation with quality assurance. Quality 
assurancee was not listed among the most important goals of the health care reform. (Surjan, 
1993)) In contrast various professional bodies created their own quality assurance commit-
teess at that time. (*) The development of quality assurance proceeded after 1994 as well. In 
19944 the Ministry of Welfare's Quality Assurance Education and Consultation Centre 
(EMIKK)) was created in collaboration with the Ministry of Welfare and Debrecen Medical 
University.. In 1995 in the Ministry of Welfare, a Department of Health Care Planning and 
Qualityy was established. In 1995 the National Accreditation Council was set up by Parlia-
mentt by law. This was the breakthrough on the way of quality improvement in health 
care,, and in many other fields of the economy as well. Also in 1995 the Ministry of Welfare's 
Qualityy Improvement Council was founded. The opinion of Tekeres (deputy president of 
thee Federation of Hungarian Medical Societies and Associations, MOTESZ) was quite rel-
evantt to show the way of thinking of professionals about the quality assurance in 1995: 
"Qualityy assurance basically contains two elements: the medical equipment and infra-
structuree of the given health care organisation and the staff. Nowadays the medical equip-
mentt has absolute priority which determine the quality of care. "(Tekeres, 1995) 

Att the macro level, besides the government, insurers and professions, the public as users 
andd owners of a public service are key players, their human rights, complaints, advocacy 

(*)(*)  For instance: instance: Hungarian Society for Quality Assurance in Health Care (1992), Hungarian Hospital Associa-
tion,tion, Quality Assurance Committee (1993), Quality Assurance Committee, Association of Medical Directors (1994), 
QualityQuality Assurance Committee, Association of Nursing Directois (1995), Accreditation Committee, Hungarian 
HospitalHospital Association (1995). 
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andd litigation have to be taken into consideration. The better educated and informed public 
aree more and more demanding for better quality health care services, that is why the 
generall  public are not only 'key players' but might be among the most important change 
agentss of the improvement of the quality of care. 

4.2.34.2.3 Quality assurance in hospitals 

Inn Hungary, the development of quality assurance activities has been clearly visible since 
1992.. In 1992 there were no hospitals with quality assurance policy, no activities that 
weree named or labelled as such, and were no staff paid for doing quality assurance. While 
inn 1992 the methods and terminology of quality assurance were unknown in the Hungar-
iann hospitals in 2000 lots of them have quality assurance (deputy) director, or co-ordinator, 
qualityy assurance committee or at least one physician or nurse whose working time is 
partlyy or fully devoted to quality assurance. In 2000, 30-40 % of the Hungarian hospitals had 
somee kind of quality assurance activities implemented, mainly an ISO 9000 quality system. 

4.2.3.11 European Concerted Action Programmes on Quality Assurance in Hospitals 
(COMAC/HSR/QAA and BIOMED/PECO programme) in Hungary 

Hungariann hospitals started to implement quality assurance programmes in 1992 when a 
groupp of 17 hospitals became involved in the first phase of the European Concerted Action 
Programmee on Quality Assurance in Hospitals (COMAC/HSR/QA)- In the second phase of 
thiss programme, (BIOMED/PECO) - started in 1994 and finished in 1997-20 Hungarian 
hospitalss were participating. (*) From 14 European countries, mainly member states of the 
Europeann Union, 267 hospitals participated in the COMAC/H5R/QA programme and 198 
hospitalss participated in the BIOMED/PECO programme. (Klazinga, 1994; Gulacsi and 
Kovacs,, 1997) These programmes were multi-centre comparative studies on different quality 
assurancee strategies and their effect on improvement of care with respect to: a) preopera-
tivee assessment in surgery; b) prevention and treatment of bedsores; c) keeping patients 
record;; d) prophylactic antibiotic use in surgery; e) quality assurance in blood transfusion; 
f)) quality assurance in accident and emergency setting. In Hungary an patient satisfaction 
surveyy was added to these as the 7th quality assurance topic, to reflect the demand from the 
hospitals.. European concerted action programmes were questionnaire based surveys in which 
generall  quality assurance related chapters and questions and specific quality assurance topics 
relatedd questions were included. The general chapters and questions provided a good opportu-
nityy to measure the baseline situation related to quality assurance. The European Concerted 
Actionn Programmes on Quality Assurance in Hospitals (COMAC/HSR/QA, BIOMED/PECO)', 
weree the biggest multi-hospital quality assurance programme in Hungary so far and had 
aa visible impact on the development of quality assurance. (Table 4.2). 

Inn this chapter the development of quality assurance activities is presented based on the 
findingss of these programmes in comparison with the results from the hospitals of the 

(*)(*)  This project was a part of the Medical and Health Research Co-ordination Programme of the European Com-
mission;mission; the project in Hungary was partly financed by the Dutch Ministry of Health, Welfare and Sport. 
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developedd countr ies. A l though 17 hospitals participated in the first concerted action 
p rogrammee and 20 hospitals in the second concerted action programme, these hospitals 
representt one fourth - one third of the total hospital capacity in Hungary. 

4 .2 .3 .1 .11 S tudy design and validity 

Thee study was conducted in three interrelated phases. In 1992/1993 the actual practice 
wass registered in the 1 7 participating hospitals (Phase 1). There were two follow-up activi-
tiess subsequently in 1995/96 in 20 hospitals (Phase 2) and in 1997 in 9 hospitals (Phase 3} 
too detect the changes of the preoperative routine. Same questionnaires were used for the 
evaluationn of the baseline and for the two follow-ups in order to keep the study results 
comparable.. Hospitals, mainly large county public settings with around 1,500 - 2,200 
bedss and municipal/c i ty hospitals wi t h around 200 - 600 bed, participated on a voluntary 
basis.. Questionnaires were distributed to medical directors of 124 Hungarian hospitals in 
19933 and in 1995 and distributed to 20 hospitals in 1997. Completed questioners were 
returnedd by 17 hospitals (14%) in 1993 by 20 hospitals (16%) in 1995 and 9 hospitals (45% 
responsee rate represents 5.3% of the total number of hospitals) completed the question-
nairee in 1997. In 1993, 10 out of the 17 were large county hospitals representing 53% of 
thee total number of 19 county hospitals and five hospitals were city hospitals wi t h 200-
6000 beds. 

Inn 1995, 9 out of the 20 hospitals were large county hospitals (47% of the total number of 
countyy hospitals) and in 1997, 7 out of the 9 hospitals were county hospitals. Altogether 
77 large county hospitals (C7) were participating through the whole durat ion of the 
programme,, representing 37%-53% of the county hospitals in the various stages of the 
study.. (For further information about study design see Paragraph 6.1.2.) In this study 
theree was a good representation of the medium care provided by large county hospitals. In 
Hungaryy the backbone of the inpatient health care system is the network of the county 
hospitals,, these hospitals were recruited from all parts of Hungary. Results from the study 
aree relevant to these hospitals, but in case of top care national institutions and city hospi-
tals,, interpretation of the results should be done wi t h caution. (For further information 
aboutt the validity of the study please see Paragraph 6.5.1.) 

4 .2 .3 .22 Policy issues 

Thee first study on quality assurance in hospitals (COMAC/HSR) in 1992/1993 showed 
thatt there were no quality assurance policy, staff and programmes (or at least not named 
ass such) in the Hungar ian hospitals. The second study (BIOMED/PECO) demonstrated a 
completelyy different situation. According to the 1995/1996 evaluation 45% of the partici-
pat ingg hospitals (9 hospitals) had quality assurance policy (CWE*: 38%), and quality as-
surancee programme based on this policy which was created during the initial three years 
off  the study. Four out of the 9 Hungarian hospitals created their quality assurance policy 
inn 1995 and the remaining 5 created it in 1992/1993. Al l these 9 hospitals attached their 

(*)(*)  CWE - the average percentage from the participating hospitals of the countries in Western Europe 
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qualityy assurance policy documentation to the study questionnaire and sent to the 
programmee committee for investigation. In general it can be concluded that hospital qual-
ityy assurance policies are more developed in those hospitals where quality assurance commit-
teess were present. 
Sevenn hospitals (35%) reported that hospital wide quality assurance was discussed at least 
44 times by the hospital management during the 4 years prior to the study (CWE: 66%). In 
hospitalss where the management was not willin g to spend at least 4 times 30 minutes on 
qualityy assurance, there was a lower chance for quality assurance to be established. Six 
hospitalss had mission statements (CWE: 59%) and in two hospitals (10%) specific quality 
managementt methods such as Total Quality Management were applied (CWE: 66%). 

4.2.3.33 Organisation and structures 

Sevenn hospitals (35%) out of the 20 hospitals had committees in which there were repre-
sentativess of all medical staff, and these committees had at least 1 meetings per year 
(CWE:71%).. Table 4.2/a shows that, for instance, clinical pathology committees were op-
erationall  in 10 hospitals (50%) and the same rate was found among the CWE hospitals 
(51%)) as well. There was a significant difference, however, in the frequency of the meet-
ings.. In Hungary committees had 2 meetings per a year in general, whereas in a group of 
CWEE hospitals committees met 7 times annually on the average. 

Tablee 4.2/a Development of quality assurance in Hungarian hospitals between 1992-
1997::  committees; in comparison with a group of European hospitals 

Committees s 

Autopsy y 

Hospital l 
infection n 

Drugs/ / 
Therapeutics s 

Medical l 
records s 

Blood d 
transfusion n 

Tissue e 
removed d 

Tumor/ / 
Oncology y 

Medicall  audit 

Hospital l 
utilisation n 

11 7 Hungarian 
hospitals s 
(COMAC/ / 
HSR/QA) ) 

1992-1994 4 

5% 5% 

0% 0% 

0% 0% 

0% 0% 

0% 0% 

0% % 

0% % 

0% % 

0% % 

2677 (H) 
European n 
hospitals s 
(COMAC/ / 
HSR/QA) ) 
1991-1994 4 

44% % 

90% % 

88% % 

63% % 

34% % 

31% % 

46% % 

61% % 

22% % 

200 Hungarian 
hospitals s 
(BIOMED/ / 
PECO) ) 

1995-1996 6 

55%% f2 

60%% f3 

80%% f 4 

55%% f4 

30%% f4 

20%% f3 

25%% f 6 

10%% f2 

45%% f 3 

Al ll  198 (o) 
European n 
hospitals s 
(BIOMED/ / 
PECO) ) 
1994-1996 6 

44%% f6 

76%% f 6 

79%% f 5 

48%% f5 

38%% f3 

23%% f l l 

38%% f8 

34%% f6 

27%% f6 

99 Hungarian 
hospitals s 
{BIOMED / / 
PECO) ) 

1997 7 

100% % 

100% % 

88% % 

100% % 

88% % 

50% % 

63% % 

50% % 

50% % 
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Committees s 

Risk k 
management t 

Incident t 
reports s 

Medical l 
education n 

Medicall  staff 

credentials s 

11 7 Hungarian 
hospitals s 
(COMAC/ / 
HSR/QA) ) 

1992-1994 4 

0% % 

0% % 

0% % 

0% % 

2677 (H) 
European n 
hospitals s 
(COMAC/ / 
HSR/QA) ) 
1991-1994 4 

13% % 

33% 33% 

67% % 

22% % 

200 Hungarian 
hospitals s 
(BIOMED/ / 
PECO) ) 

1995-1996 6 

25%% fl 

30%% fl 

45%% f 8 

45%% f 2 

Al ll  198 (0) 
European n 
hospitals s 
(BIOMED/ / 
PECO) ) 
1994-1996 6 

26%% f 8 

29%% f 8 

56%% f9 

18%% f 3 

99 Hungarian 
hospitals s 
(BIOMED/ / 
PECO) ) 

1997 7 

25% % 

25% % 

88% % 

50% % 

fn)) Participating countries and number of hospitals: Austria 14; Belgium 42; Denmark 30; France 11; Germany 
13;13; Greece 8; Ireland 5; Israel 1 7; Italy 14; The Netherlands 15; Norway 4; Portugal 11; Russia 11; Spain 82; 
UnitedUnited Kingdom 7; Hungary 1 7; and Poland 40 hospitals. Source: Concerted Action Programme on Quality 
AssuranceAssurance in Hospitals; Report of the Evaluation Phase, Utrecht, December 1993 
(0)(0) Participating countries and number of hospitals (BIOMED/PECO): Denmark 4; France 5; Germany 15; Greece 
1;1; Hungary 20; Italy 11; Ireland 21; Israel 7; The Netherlands 6; Poland 27; Portugal 8; Russia 14 hospitals; 
SlovakSlovak Republic 2; Spain 50; Switzerland 4; and United United Kingdom 3 hospitals. 
(f)(f) Annual frequency of the meeting of the committees 

Tablee 4 .2 /b shows the development of quality assurance in Hungarian hospitals between 

1992-19977 with particular emphasis on committees in the 7 large county hospitals (C7) 

part icipatingg through the whole duration of the programme. 

Tablee 4 .2 /b Development of qualit y assurance in Hungarian hospitals between 1992-
1997::  committees; 7 large county hospitals (C7) participatin g through the whole 
durat io nn of the programme 

Committees s 

Autopsy y 

Hospitall  infection 

Drugs/Therapeutics s 

Medicall  records 

Bloodd transfusion 

Tissuee removed 

Tumorr 'Oncology 

Medicall  audit 

Hospitall  utilisation 

Riskk management 

Incidentt reports 

Medicall  education 

Medicall  staff credentials 

1995-1996 6 
(BIOMED/PECO) ) 

100%% f2 

86%% f3 

86%% f4 

86%% f4 

100%% f4 

43%% f 3 

55 7% fó 

45%% f2 

45%% f3 

28%% fl 

28%% fl 

55 7% f8 

55 7% f2 

1997 7 
(BIOMED/PECO) ) 

100% % 

100% % 

100% % 

100% % 

100% % 

71% % 

88% % 

71% % 

77 1% 

29% % 

29% % 

88% % 

711 % 

if)if)  Annual frequency of the meeting of the committees 
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Tablee 4 .3 /a shows the development of the characteristic features of Quality Assurance in 

hospitalss in Hungary as result of the 1st and 2nd European Concerted Action Programme 

onn Quality Assurance in Hospitals. 

labl ee 4.3/a Development of qualit y assurance in Hungarian hospitals between 1992-

1997::  structur e of qualit y activities; in comparison wit h a group of European hospitals 

Quality y 
assurrance e 
inn hospitals 

Formallyy adopted 
policyy papers on 
QAA in the hospital 

Missionn statement 

Formallyy appointed 
individualss on 
QAA in the hospital 

Speciall  budget on 
QAA in the hospital 

Formall  report on 
QAA in the hospital 

Formall  procedure 
forr the handling of 
patientt complaints 
inn the hospital 

Participationn in re-
gionall  or/and natio-
nall  programmes 

11 7 Hungarian 
hospitals s 
(COMAC/ / 
HSR/QA) ) 

1992-1994 4 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

2677 (°) 
European n 
hospitals s 
(COMAC/ / 
HSR/QA) ) 
1991-1994 4 

45% % 

45% % 

46% % 

15% % 

51% % 

88% % 

88% % 

200 Hungarian 
hospitals s 
(BIOMED/ / 
PECO) ) 

1995-1996 6 

50% % 

35% % 

30% % 

15% % 

55% % 

75% % 

35% % 

Al ll  198 (0) 
European n 
hospitals s 
(BIOMED/ / 
PECO) ) 
1994-1996 6 

35% % 

48% % 

43% % 

14% % 

38% % 

85% % 

48% % 

99 Hungarian 
hospitals s 
(BIOMED/ / 
PECO) ) 

1997 7 

88% % 

100% % 

88% % 

25% % 

88% % 

100% % 

100% % 

((aa)) Participating countries and number of hospitals: Austria 14; Belgium 42; Denmark 30; France 11; Germany 
13;13; Greece 8; Ireland 5; Israel 1 7; Italy 14; The Netherlands 15; Norway 4; Portugal 11; Russia 11; Spain 82; 
UnitedUnited Kingdom 7; Hungary 17; and Poland 40 hospitals. Source: Concerted Action Programme on Quality 
AssuranceAssurance in Hospitab; Report of the Evaluation Phase, Utrecht, December 1993 
(0)(0) Participating countries and number of hospitals (BIOMED/PECO): Denmark 4; France 5; Germany 15; Greece 
1;1; Hungary 20; Italy 11; Ireland 21; Israel 7; The Netherlands 6; Poland 27; Portugal 8; Russia 14; Slovak 
RepublicRepublic 2; Spain 50; Switzerland 4; United Kingdom: 3 hospitals. 
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Tablee 4.3/b shows the development of quality assurance in 7 large county hospitals (C7) 
participatingg through the whole duration of the programme between 1992-1997: struc-
turee of quality activities. 

Tablee 4.3/b Development of quality assurance in 7 large county hospitals (C7) par-
ticipatin gg through the whole duration of the programme between 1992-1997: struc-
tur ee of quality activities 

Qualityy assurance in hospitals 

Formallyy adopted policy papers 
onn QA in the hospital 

Missionn statement 

Formallyy appointed individuals 
onn QA in the huspital 

Speciall  budget 
onn QA in the hospital 

Formall  report on 
QAA in the hospital 

Formall  procedure for the handling 
off  patient complaints in the hospital 

Participationn in regional or/and 

nationall  programmes 

1992-1994 4 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

1995-1996 6 
(BIOMED/PECO) ) 

88% % 

100% % 

35% % 

28% % 

88% % 

88% % 

100% % 

1997 7 
(BIOMED/PECO) ) 

100% % 

100% % 

100% % 

29% % 

100% % 

100% % 

100% % 

4.2.3.44 Indicators and practice guidelines 

Thee rate of surgical site infection (SSI) associated with clean wound surgery was known in 
99 hospitals (45%) related to the previous year of the study (CWE: 35%). SSI rate was 1.5% 
onn the average, within a range of 0% and 3.6%. In 13 (65%) Hungarian hospitals transfu-
sionn complication rate was known (CWE: 60%), in the previous year of the study the 
averagee complication rate was 0.23%. Autopsy rate was known in 15 hospitals (75%), the 
samee rate in the group of CWE hospitals was 68%, and during the previous year of the 
studyy this rate was 62.35%, varying between 15.9% and 100% from hospital to hospital. 
Thee development of quality assurance activities in hospitals can be best shown and 
characterisedd with the extent of guideline setting and use of guidelines in daily practice. 
Tablee 4.4/a shows the change between 1992 and 1997 in the field of clinical guidelines. 
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lablee 4.4/a Development of quality assurance in Hungarian hospitals between 1992-
1997::  guidelines; in comparison with a group of European hospitals 

Quality y 
assurrance e 
inn hospitals 

Infectionn control 

Drugg prescribing 

Antibioticc use ( ^ ) 

Prophylactic c 
antibioticc use (ft) 

Bloodd transfusion 

Standardd blood 
orders s 

Medicall  records 

Preoperative e 
assessmentt ($) 

Preventionn and 
therapyy of pressure 
ulcerss (£) 

177 Hungarian 
hospitals s 
(COMAC/ / 
HSR/QA) ) 

1992-1994 4 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

2677 (B) 
European n 
hospitals s 
(COMAC/ / 
HSR/QA) ) 
1991-1994 4 

88% % 

76% % 

78% % 

94% % 

66% % 

64% % 

62% % 

62% % 

83% % 

200 Hungarian 
hospitals s 
(BIOMED/ / 
PECO) ) 

1995-1996 6 

75% % 

80% % 

60% % 

45% % 

75% % 

65% % 

75% % 

45% % 

50% % 

Al ll  198 (0) 
European n 
hospitals s 
(BIOMED/ / 
PECO) ) 

1994-1996 6 

77% % 

67% % 

40% % 

48% % 

64% % 

44 7% 

55% % 

54% % 

54% % 

99 Hungarian 
hospitals s 
(BIOMED, , 
PECO) ) 

1997 7 

100% % 

88% % 

88% % 

100% % 

50% % 

50% % 

50% % 

88% % 

100% % 

(°)(°) Participating countries and number of hospitals: Austria 14; Belgium 42; Denmark 30; France 11; Germany 
13;13; Greece 8; Ireland 5; Israel 1 7; Italy 14; The Netherlands 15; Norway 4; Portugal 11; Russia 11; Spain 82; 
UnitedUnited Kingdom 7; Hungary 17; and Poland 40 hospitals. Source: Concerted Action Programme, on Quality 
AssuranceAssurance in Hospitals; Report of the Evaluation Phase, Utrecht, December 1993 
(0)(0) Participating countries and number of hospitals (BIOMED/PECO): Denmark 4; France 5; Germany 15; Greece 
1;1; Hungary 20; Italy 11; Ireland 21; Israel 7; The Netherlands 6; Poland 27; Portugal 8; Russia 14; Slovak 
RepublicRepublic 2; Spain 50; Switzerland 4; and United Kingdom 3 hospitals. 
(@)(@) Infection control - county hospitals (C7) participating in the risk-adjusted surgical site infection surveil-
lancelance programme, further discussed in Chapter 9 
(( ~ ) Antibiotic use - assessment and development of antibiotic use in some extent was part of the risk-adjusted 
surgicalsurgical site infection surveillance programme the risk-adjusted surgical site infection surveillance programme 
(j&)(j&)  Prophylactic antibiotic use - assessment and development of antibiotic use was part of the risk-adjusted 
surgicalsurgical site infection surveillance programme 
($)($) Preoperative assessment - county hospitals (C7) participating in the preoperative assessment in surgery 
programme,programme, further discussed in Chapter 8 
(C)(C) Prevention and therapy of pressure ulcers -county hospitals (C7) participating in the prevention and treat-
mentment of pressure ulcers programme, further discussed in Chapter 10 

Theree were clinical guidelines in many hospitals in the following fields infection control in 
144 hospitals (70%) (CWE: 83%), in 14 hospitals (70%) in drug prescription (CWE:70%), in 
133 hospitals (65%) blood transfusion (CWE: 64%), in 13 hospitals (65%) guideline on blood 
orderr was in use (CWE: 40%), in 8 hospitals (68%) preoperative routine (CWE: 54%), in 9 
hospitalss (45%) prevention and treatment of pressure ulcers (CWE: 68%) Table 4.4/b shows 
thee development of quality assurance in 7 large county hospitals (C7) participating through 
thee whole duration of the programme, between 1992-1997: guidelines. 
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Tablee 4.4/b Development of quality assurance in 7 large county hospitals (C7) participat -
ingg through the whole duration of the programme, between 1992-1997: guidelines 

Guidelines s 

Infectionn control 

Drugg prescribing 

Antibioticc use 

Prophylactic c 
antibioticc use 

Bloodd transfusion 

Standardd blood 
orders s 

Medicall  records 

Preoperative e 
assessment t 

Preventionn and 
therapyy of pressure 
ulcers s 

1992-1994 4 
(COMAC/HSR/QA) ) 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

0% % 

1994-1997 7 
(BIOMED/PECO) ) 

100% % 

100% % 

100% % 

71% % 

71% % 

71% % 

71% % 

86% % 

86% % 

1997 7 
(BIOMED/PECO) ) 

100% % 

100% % 

100% % 

100% % 

71% % 

71% % 

71% % 

100% % 

100% % 

4.2.3.66 Audit 

Hospitalss were asked to identify the body or organisation responsible for external audit. 
Answerss were received from 7 hospitals (35%) out of the 20 participating hospitals. Five 
hospitalss named the National Public Health and Medical Officers Service as the most im-
portantt organisation responsible for external audit, through the system of supervising 
chieff  physicians on county level who audit hospitals every three months. Three hospitals 
mentionedd public control through the application of patient satisfaction questionnaires. 
Accordingg to one hospital the most important organisation doing external audit is the 
nationall  Health Insurance Fund through DRG financing mechanism and one hospital named 
thee Health Committee of the local municipality as the most important external auditor. 
Onee hospital reported that the pathologist employed by the hospital was the person re-
sponsiblee for external audit. 
Ninee hospitals (45%) had a detailed quality assurance plan or report (hospital wide or for a 
certainn part of the hospital) which consists of specific data related to health care delivery 
forr a given time period (CWE: 40%). Systematic process for measuring patient satisfaction 
andd handling patient complains existed in 14 hospitals (70%) (CWE: 90%). Patient satisfac-
tionn surveys with questionnaires were conducted in 10 hospitals (50%) during the year 
priorr to our survey. (CWE: 76%). Reports from 13 (65%) hospitals showed that results of 
patientt satisfaction questionnaires are used in the practice of quality assurance (CWE: 
54%).. Survey results were discussed in meetings of senior physicians and hospital man-
agement,, and are used to improve patient information and sometimes to investigate staff 
responsibility.. Two hospitals (10%) reported active co-operation with the representatives of 
locall  patient self-help groups and organisations (CWE: 44%). Service for patient informa-
tionn was available in 2 hospitals (10%) where patients received information about their 
ownn illnesses, and available therapeutic services (CWE: 27%). Fourteen hospitals (70%) 
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providedd information materials regularly to the patients about the services of the given 
hospital,, mode of operation, visiting policies and policies and process of admission (CWE: 
83%).. Six hospitals (3096) provided written information about certain clinical diseases or 
statuss and about their diagnosis and therapy (CWE: 47%). 

4.2.3.77 Resources 

Resourcess (e.g. staffing and data) were also investigated as part of the programme. Accord-
ingg to the result of our survey 5 hospitals employed professionals (in general 2.5-5.5 full 
timee equivalent) who received their salary partly and/or fully for working on quality 
assurancee (CWE: 54%). The quality of the study questionnaire and the attached documents 
aboutt the quality activities of the given hospital seems to be significantly better in the 
hospitalss that employ staff to do quality assurance. Quality staff consists of physicians in 
alll  hospitals, nurses in 4 hospitals and managers in 4 hospitals. In 5 hospitals (25%) a 
separatee budget was available for quality assurance activities (CWE: 19%) Seven hospitals 
(35%)) participated in some kind of regional or national quality assurance programme. 
Altogetherr 68% of the nurses working in the group of 20 BIOMED/PECO hospitals were 
qualifiedd (specialist nurse and midwife), and this rate varies between 42% to 96.2% from 
hospitall  to hospital. During the academic year of completing the BIOMED/PECO question-
naire,, 9.5% of the nurses took part in postgraduate training courses, and this rate ranged 
betweenn 0% and 25% among hospitals. In 5 (25%) out of the 20 hospitals nurses formed a 
speciall  committee where all nurses were represented and these committees met more than 
100 times a year (CWE: 77%). Training/education plan for continuous nursing education 
forr nurses was in place in 14 hospitals (70%) in this group (CWE: 71%). In 2 hospitals 
(10%)) there are nurses at department level working on quality assurance according to their 
jobb description (CWE: 62%). In 13 hospitals (65%) there are nurses working on quality 
assurancee hospital wide. In 9 hospitals special advisory committees are working in the field 
off  quality in nursing on hospitals level (CWE: 48%), and in two hospitals (10%), commit-
teess with the same function exist on department level (CWE: 27%). These committees, both 
onn hospital and department level, deal with surgical wound infection surveillance, patient 
satisfaction,, nursing documentation and the prevention and treatment of bedsores. 

Documentationn of quality assurance in nursing was received from 6 hospitals (30%). Based 
onn the results of the baseline studies in these hospitals they pointed out the importance of 
qualityy assurance activities in the fields of the catering, drug delivery and nursing docu-
mentation.. They concluded that ... "in many cases within nursing processes personal 
responsibilitiess were not possible to identify, ..., nursing documentation is very much out-
dated,, incomplete and badly designed. In many cases important pieces of information were 
lostt in the big bulk of papers and in many cases documentation was unnecessarily redun-
dant.""  " ... the results (outcome) of nursing was not thoroughly evaluated," ... "nursing 
andd medical documentation overlap to an unnecessary extent (for example in the field of 
importantt symptoms, drug treatment, examinations and interventions). 
Inn 15 hospitals (75%) out of the participating 20 hospitals a separate documentation centre 
weree found (CWE: 73%), these are integrated patient documents in which all kinds of 
diagnosticc and therapeutic documents of patients are stored together (CWE: 70%). Separate 
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documentat ionn was maintained in 9 hospitals (45%) in the accident and emergency depart-
mentt (CWE: 37%); in 11 hospitals {55%) in special diagnostic departments (CWE: 22%); 
andd in 6 hospitals (30%) in other departments (CWE: 18%). In 10 hospitals (50%) separate 
documentat ionn is used in the out-pat ients/ambulatory departments (CWE: 29%). Separate 
nurs ingg documentat ion (i.e. separate from the medical record, managed by the medical 
staff)) was operational in every hospital. Guidelines for nursing documentat ion were used 
inn 11 hospitals {55%) in order to fix the content of the nursing documentat ion (CWE: 67%). 
Inn 10 hospitals (50%) medical staff used guidelines to manage medical documentation (CWE: 
54%).. The appropriateness of the documentation (medical records, data collection forms) 
wass checked in 14 hospitals (70%) as well as recording and storing and using the data were 
supervisedd (CWE: 49%). Documentat ion is checked by the head of departments, other de-
par tmentt leaders w ho were appointed to do this job, hospital informatics department of 
thee head of this department, statistician and/or one physician in each department who is 
responsible,, weekly or monthly. In smaller hospitals this was the responsibility of the 
medicall  director. Medical Review Committee was working in one hospital. 

4.2.44.2.4 Quality assurance in the primary care 

Inn the pr imary health care quality assurance activities was triggered and heavily assisted 
w i t hh var ious PHARE funded project and the European Patient's Report on System Perfor-
mancee - EURO PROSPER programme in Hungary. Quality assurance in pr imary health care 
iss discussed shortly in Paragraph 3.5.4 and Chapter 9 in details. 

4.2.54.2.5 Quality assurance in public health 

Structuree and function of the Public Health System is discussed in Paragraph 3.6. In Hun-
garyy qual i ty assurance activities in public health started very early in 1992, wi th the 
nat ionall  infection control p rogramme being one of the first quality assurance programs. 
Duee to the legal and regulatory responsibility of the National Public Health and Medical 
Officerss Service in the field of the quality assurance, among others, it was relatively easy 
too start wi th this topic, especially because the leaders of the Hungarian quality assurance 
programmess were employed by the public health system. Many hospitals and county 
publicc health insti tutes were involved in the surgical site infection (SSI) surveillance 
p rog rammee between 1992-1998. Results wil l be further discussed in Chapter 7. 

4 .33 L icens ing, ce r t i f i ca t i o n a nd accred i ta t ion of h e a l th care o r g a n i s a t i o ns 

4.3.14.3.1 Minimum requirements for hospital departments 

AA Government Decree (113/1996) concerning licensure (*) entitling to deliver health ser-
vicess was published in 1996. By the invitation of the then Ministry of Welfare in 1995/ 

(*)(*)  Licensure: A legal right that is granted by a government agency in compliance with a statue governing an 
occupationoccupation (such as medicine and nursing) or the operation of an activity (such as in a hospital). (Joint Commis-
sion,sion, 1996) 
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19966 Professional Colleges (*) set up min imum requirements for health care organisations 
(hospitall  departments, out-patient clinics, primary health care organisations) at all levels of 
thee health care services, in terms of facilities, equipment and staff for all clinical specialities. 

Countyy directorates of the National Public Health and Medical Officers Service are authorised 
too investigate and judge the conformance of the hospitals wi t h the min imum require-
ments,, through site visits. (Table 4.5) Table 4.5 shows, for instance, that health care p ro-
videdd by 641 health care organisations are categorised into 13,569 'professional profiles' 
andd 1,583 out of them received full license. License for a specified time period were given to 
4144 'professional profiles' and 8,816 'professional profiles' received temporary license. 
Almostt three thousand (2,755) 'professional profiles' failed to pass the licensing process. 

Tablee 4.5 Conformance wit h minimu m requirements; l icensing of 'professional pro -
files' ,, 1997 

Healthh care 
organisations s 

Healthcare e 
organisationss (0) 641 

independent t 
out-patientt clinics 

PHC(~) ) 

Professional l 
profiless (a) 

13,569 9 

11,521 1 

25,239 9 

Full l 
licence e 

1,583 3 

5,849 9 

9,039 9 

Licencee for 
aa limited 
timee period 

414 4 

26 6 

542 2 

Temporary y 
licence e 

8,817 7 

2,611 1 

10,108 8 

Noo licence 

2,755 5 

3,035 5 

5,550 0 

(V)(V) The objective of licensing is the 'professional profiles' within the health care institutions/departments. For 
instanceinstance a department of radiology can provide X-ray, CT, MRl services, but these are different 'professional 
profiles'profiles' with their own minimum requirements. The same can be mentioned in relation to out-patient and 
primaryprimary health care 
(0)(0) Legal bodies, such as hospitals, nursing homes and other health care institutions 
(( ~ j Family practitioners and other primary health care providers 

Duee to the non compliance wi t h min imum requirements most of the 'professional profiles' 
receivedd temporary license. (Table 4.5) There was almost no hospital to meet the entire set 
off  m in imum requirements. According to the temporary licenses health care organisations 
(e.g.. hospitals) have to meet the min imum requirements related to equipment, machinery 
andd staff til l September 30, 2001 and related to building and sanitary engineering of mini-
m umm requirements til l September, 2005. (21/98 order of the Minister of Health, 1998) 
Compliancee wi th min imum requirements would cost 32,095 millio n HUF at 1997 price on 
thee national level. (32,095 millio n HUF is around 280 millio n NLG. This amount was 
aroundd 7% of the total health care budget in 1997.) One of the most positive consequences 
off  licensing health care organisations was that hospital management was first confronted 
wi t hh the fact, in a systematic way, that a significant percentage (in some cases the vast 
majority)) of their departments were (and are) not able to meet the basic requirements of 
thee Professional Colleges. 

(*)(*)  Professional Colleges are Professional Advisory Boards in each medical speciality 
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Thee lack of necessary (min imum) equipment, staff (both in numbers and qualification) 
andd often physical conditions (floor space, structure, lavatories, location) was known be-
fore,, but in an anecdotal, unst ructured way. In 1996 hospital departments were compared 
too the m in imum standards and started to set up a list of non-compliance. Quite often the 
lengthh of this list became quite impressive in terms of the number of lacking items, and 
whatt is more important in terms of money to be invested to meet the m in imum require-
ments.. Al though temporary license was granted to all hospitals, management is under 
pressuree to cope wi t h this situation and try to achieve improvement. The appropriateness 
off  the m in imum requirements was questioned by many professional organisations and 
experts,, notwi thstanding, slow but positive changes might be triggered by enforcing these 
m in imumm standards. 

Theree might be some negative consequences of the implementation of the min imum re-
quirementss as well. In 1995 /1996, no methodological guidance was provided to the Pro-
fessionall  Colleges (of which there are 35) to develop min imum requirements (often called 
m i n i m umm standards). 
Itt was not clearly specified whether these standards should be defined as: 

m in imumm requirements achievable in the short run under the actual conditions of the 
Hungariann health care system. According to this option management intervention 
mightt be necessary, but no significant additional investment is needed, 
statementt of expectations should be achieved in the medium run. What should a well 
functioningg organisation look like from the point of view of its staff, structure, build-
ing,, and equipment. Hungar ian conditions (structure and actual status of health care 
organisations,, GDP, etc.) should be taken into consideration by this option, but sig-
nificantt further investment are needed. 

thee state of the art of the given clinical profession. In this option vaguely defined 
'Europeann m in imum' requirements should be set, similar to the ones in developed 
countries,, which might be achieved in the longer run, and significant additional in-
vestmentss are needed. 

Whil ee some Professional Colleges adopted the first option the majority of them opted for 
thee second and third solutions. The process and the main goals of setting min imum re-
quirementss were not concerted among Professional Colleges. This resulted in an unfortu-
natee situation, whereby sometimes hospital departments have to satisfy m in imum stan-
dardss reflecting m in imum requirements of all three different options discussed above, some-
timess in the same hospital. It was also very contradictory that the services to be provided 
byy the specialit ies/departments were not specified and have not been specified ever since. 
Rigidd m i n i m um requirements for building, equipment and staff on one hand, and the pro-
visionn of care remained un-addressed on the other, which might have a serious negative 
impactt on quality of care. Another potential problem might be that m in imum require-
mentss were set only and exclusively for professional profiles (such as hospital depart-
ments)) and not for the whole hospital. This might create even more barriers between de-
par tmentss and make the rigid hospital structure even more rigid, according to the Health 
Caree Reform Committee, Ministry of Economic Affairs. (GK, 1999) 



44 - Study on the introduction of the quality concept in Hungary... 13 7 

Creatingg 'professional protocols' in local (hospital) level, within one calendar year, was 
madee mandatory by the first version of the minimum requirements in 1996. The meaning, 
definitionn and content of these 'professional protocols' were not explained. No guidance 
wass provided to the health care settings to develop protocols, to prioritise which profes-
sionall  area should be covered, and how, by whom and when wil l these protocols be re-
viewedd and inspected. As a consequence of this lacking information and strategy, no hospi-
talss took this requirement seriously. At first the Ministry of Health postponed the deadline 
byy one year, than this part of the minimum requirements was taken out from the second 
version.. After this failure, Professional Colleges were invited to create practice guidelines 
andd protocols, but no methodological guidance was provided to them on this occasion, 
either.. Very few guidelines and protocols were created so far by the Colleges, partly because 
extraa funds and staff were not allocated to them. Practice guidelines and protocols created 
byy Professional Colleges, and was approved by the Ministry of Health, varied in terms of 
theirr quality to a large extent, were often contradictory and conflicting, and seldom based 
onn scientific evidence. (GK, 1999) Documentation, periodic review, supervision of practice 
guideliness and protocols as well as strategy of assisted diffusion and implementation are 
lacking.. As a consequence the impact of practice guidelines and protocols on the behaviour 
off  professionals and the quality of care is insignificant. (GK, 1999) To achieve changes in 
thiss field requires well functioning and complex quality management as guidelines are not 
'' self-implementing'. 
Thee situation is quite similar in primary health care. A so-called 'list of competencies' e.g. 
minimumm requirements for primary care facilities, equipment as well as qualification of 
thee family physicians was set, but on the other side, it was not defined what kind of services 
andd on which quality level, should be provided by the primary health care providers. 

4.3.24.3.2 Certification 

Anotherr interesting phenomenon in Hungary is that 'professional profiles' in almost all 
certifiedd hospitals (ISO 9001 and ISO 9002) hold only temporary license, due to their inca-
pabilityy to satisfy minimum requirements. According to Varga (1998), president of the 
Hungariann Hospital Association: in the past some years 48% of the Hungarian hospitals 
implementedd formal quality assurance programmes, however, 58% of these activities were 
devotedd exclusively to achieve ISO 9001 and ISO 9002 certification". Since then the ten-
dencyy is even growing, within one year or two a great number of hospitals wil l be certified, 
alll  county hospitals and large institutions in Budapest included. There is an increasing use 
off  ISO-certification in healthcare to set up the basic principles of quality management. 
Havingg developed, implemented and maintained the quality management system it is more 
thann likely that the organisation wil l then seek to have the system registered or certified by 
ann independent third party accredited registration body. Such quality systems are certified 
followingg a successful registration audit of the system in question. Certification may be 
regardedd as formal recognition by others of a quality system and that it meets the require-
mentss of a recognised international or national standard. (Sweeney, 1999) 

Onee of the characteristic features of the Hungarian health care system in the current stage 
off  the transition period is a large number of ISO 9000 applications in the healthcare sector. 
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Moree than 150 healthcare organisations, such as hospitals (64 settings), out-pat ient clin-
ics,, dental practices and county public health institutes hold ISO 9000 certificate (*) or 
current lyy involved in the process to obtain ISO 9001 or ISO 9002 certificate. Recently 
(September,, 2000) one of the four University Hospitals started the application of the ISO 
90011 (36 clinics, wi th more than 2,000 beds). Al though no specific guidelines have been 
developedd centrally for the application of ISO 9000 in the acute healthcare sector, its appli-
cationn has been seen country-wide. 

ISOO 9004 refers only to the aspects of the service industry. As Sweeney (1999) stressed 
"However,, in order to utilise the technical jargon of the standard an interpretation must be 
made.. This appears to have been rectified by three means: 
a)) Independent 'Quality Consultants' are creating definitions of the clauses to suit the 

organisat ionn preparing for certification. 
b)) Nat ional cert i f icat ion/registrat ion bodies developing guidelines for use which 

organisationss must follow in order to be certified by them. 
c)) Independent national bodies involved in the development of standards and /or quality 

programmess relating to healthcare have taken it upon themseives to create guidelines 
forr use wi th ISO 9000." 

Inn Hungary 135 'Quality Consul tants" are currently creating definitions and providing 
assistancee for healthcare institutions to prepare quality system for ISO 9001 or ISO 9002 
certification.. No further efforts were taken to achieve the goal 'b' and 'c' as discussed by 
Sweeneyy (1999). There are 42 accredited certification agencies in Hungary, which means 
thatt the competit ion is very high between the agencies. Due to the high competit ion, certi-
ficationn agencies arc not very demanding, and sooner or later, all health care settings wil l 
receivee ISO certification wi t h 100% or close to 100% compliance who applied for it. No 
informat ionn is available about any failure to pass the certification process. 
Ass mentioned earlier there is no guideline for assisting implementation of ISO 9000 in 
healthh care. What makes things even more complicated, provision of health care services 
(whatt kind of services should be provided by a given health care setting) is not defined. 
Practicee guidelines, protocols, standards are contradictory, conflicting or lacking (even the 
te rmss are not defined). There are no explicit requirements for quality of care, and no re-
quiredd level of quali ty assurance activities for health care settings. The type and extent of 
qual i tyy assurance depend on the entire management of the given health care organisation. 
Forr example, infection control, prevention of pressure ulcer, patient satisfaction manage-
mentt were implemented by some ISO 9000 certified hospitals, while others, also ISO 9000 
certified,, have not implemented quality assurance activities yet. This increasing use of TSO 
90000 certification of the Hungarian hospitals might have both a positive impact and nega-
tivee consequences. In Hungary hospital management mainly consists of qualified physi-
cianss and nurses. They went through some limited management training, but in Hungar-
iann hospitals no strong management has been created yet. The positive effect of the ISO-

(*)(*)  Certificate is a public announcement by the evaluating body that the institution has been reviewed against a 

setset of standards and is significantly compliant with them. (Bohigas, licaton, Blomberg, 1999) 
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certificationn could be that the management's attention might be attracted by the impor-
tancee of the various parts of ISO 9000 such as: management responsibility, quality sys-
tem,, document & data control, purchasing, process control and other important elements. 
ISOO 9000 quality system probably helps hospitals to set up better hospital administration 
andd management. 

Theree might be potential weak points as well. Probably the most important one among 
themm is that the majority of hospitals do not have well functioning quality improvement 
committeess and sufficient number of quality staff (both in terms of quality and quantity). 
Quitee often quality committees are present, but without budget and authority, and no 
programmess for improvement are set. Hospitals 'buy quality from outside', from the ISO 
'Qualityy Consultants'. The implementation of ISO 9000 is not part of the quality manage-
mentt but it is the only and exclusive activity in the field of quality management in most 
hospitals.. As Klazinga (2000) pointed out: "In general, it does not touch the clinical pro-
cessess and wil l address mainly the managerial processes surrounding clinical decision mak-
ing.. It should therefore not come as a surprise that ISO norms are easier to apply to a 
technicall  department such as laboratory ov radiology department than to clinical depart-
ment." " 

Theree is no nationally set and agreed guide for introducing ISO in hospitals, and it has four 
furtherr possible negative consequences: 

thee whole process is agency driven quality system development instead of a profes-
sionall  driven process, 
thee translation of the ISO 9000 standards into hospital management and medical as 
welll  as nursing care is also agency driven, there might be significant differences among 
hospitals.. (Guideline for the use of the ISO 9000 series of standards developed locally 
inn one hospital (or in a group of hospitals) maybe contradictory to those used else-
where.. Sweeney (2000) came to a similar conclusion.) The further evaluation of the 
benefitt (or harm) of ISO certification wil l be extremely difficult because these ISO 
90000 based quality systems might r-how great variations, 
professionalss are very reluctant to be involved, they do not speak the very strange 
languagee of the ISO 9000, 
accordingg to the ISO 9000, certification may be regarded as formal recognition by 
otherss of a quality system and that it meets the requirements of a recognised interna-
tionall  or national standard. In Hungary very few standards, professional guidelines 
andd protocols were set and agreed by various professional bodies. Due to the require-
mentss from the ISO agency experts, large numbers of practice guidelines, protocols 
andd other tools for process control were created in the hospitals in isolation, usually 
withinn a couple of months' time. Most of them are based on consensus of the staff of 
thee given department, and the scientific evidence behind them is unknown. Their 
impactt on patient outcome, effectiveness and cost-effectiveness were never evaluated, 
andd not known. 

Thee impact of the ISO certification on quality of care and cost-effectiveness is unknown. It 
couldd improve quality of care or might cause harm for the patients and increase costs, due 
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too the standardisation of the current practice, which is most of the time based on practice 
guideliness and protocols that are company influenced (pharmaceuticals) were never evalu-
ated,, and were developed on the national or hospital level. Further research is needed to 
evaluatee the value of ISO certification in healthcare organisations. It has to be pointed out 
that,, in most of the health care organisations which are involved in quality assurance, ISO 
certificationn is not just one possible option or part of this activity, but is the only and 
exclusivee activity of quality assurance. In most settings ISO means quality, both for man-
agementt and for professionals. Currently available information shows that ISO certifica-
tionn is more utilised in Hungary than in other countries, both in absolute and in relative 
terms.. As Heaton (2000) pointed out, that although it is used in many countries, few 
entiree hospitals have applied ISO 9000 standards. In Hungary all 64 settings (more than one 
thirdd of the total number of hospitals) have applied ISO 9000 standards for the entire hospital. 

Noo study was conducted to investigate this interesting phenomenon, but based on inter-
viewss of managers and quality consultants some hypotheses can be established: 

ISOO is a widely known and a very attractive concept from the industry. The ISO 
certificationn is rapidly growing in the industry in Europe and in Hungary and hospi-
tall  managers want to follow the example of their industry counterparts and want to 
achievee similar development in the health care industry, 
Inn Hungary quality in health care is required by law, (Table 4.1) but this is an abstract 
requirement,, the 'what' and 'how' as well as the way of investigation or inspection, 
thee relation between quality and reimbursement and other important elements are 
nott described. ISO certification is a relatively easy but visible way (certificate) to show 
thatt health care organisations successfully comply with the law. 
Too receive ISO certificate is not very expensive (5-10 million HUF/hospital depending 
onn the number of beds, 30 million HUF/university hospitals over 2,000 beds) and the 
resultt is attained within 2 years. (No information is available about any organisation 
thatt failed to pass the certification process) Not much involvement is needed from 
professionalss (they usually keep distance), usually there are one or two part time 
stafff  in hospitals who work with quality consultants. 
Hospitall  management does not need to cope with tensions caused by the reorganisation 
off  structure and function of the organisation, because this is not needed in order to 
passs certification process successfully. The interest of various lobby groups in the 
hospitall  is not broken and the ISO quality system guarantees the status quo. 
ISOO 9000 helps hospital management uncover hidden managerial problems and as-
sistss to fix them, according to the hospital managers, 
Thee value of ISO 9000 certification related to the competition between healthcare 
organisationss is unclear. According to hospital managers it has not much importance. 
ISOO 9000 certificate and hospital financing is not interrelated according to the inter-
viewedd hospital finance directors, 
ISOO 9000 could contribute directly to higher income of healthcare organisations. In 
thee western part of Hungary, for instance, lots of dental practices are ISO 9000 certi-
fied.. These practices are based on Austrian private patients, they prefer dental surger-
iess with ISO certificate. As many dental practices provide services to Austrian patients 
coveredd by health insurance, ISO certificate of the dental surgery is required. 
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ISOO 9000 fundamentally changes focus from outcomes to the management of process. 
(Hardiman,, 1999) That is why ISO might be complementary to the outcome-oriented 
hospitall  accreditation schemes. It has a specific relevance to Hungarian health care. Establish-
ingg standard and indicator based accreditation scheme might be an effective further develop-
mentt in addition to the existing ISO quality systems in order to improve the quality of care. 
Thee current national quality mentality which is based on regulation and inspection of 
minimumm standards of structure and input and imply that hospitals should move with the 
timess and set up committees and procedures. Similarly to the countries of Western Europe, 
thee next step might be towards performance measured by outcome (clinical, patient per-
ceptionn or staff well-being). However there is an interesting dichotomy growing in west-
ernn governments about effectiveness of the professional-led developmental and educational 
approachh to quality; they increasingly argue for more transparency and public account-
ability,, even if that means going back to minimum standards and mandatory inspection 
(Gibbss Brown, 1999) "The external review of hospital quality: a call for greater account-
ability""  in which she also criticises the failure of the JCAHO to safeguard the public inter-
est.. There is a continuum between state inspection and internal self-development as tools 
forr quality, and there is continuing debate as to which works better for whom. 

4.3.34.3.3 Accreditation of healthcare organisations 

Inn the past some years several plans and committees were established to create accredita-
tionn of healthcare organisations. However, not much has happened in this field and accredi-
tationn of healthcare organisations does not exist in Hungary. 

4.44 Discussion 

Scientificc knowledge is growing rapidly and activities as guideline development and medi-
call  audit can help the clinician in reducing the uncertainties that go with practising medi-
cinee effectively. Economic constraints to all health care systems force health care providers 
too be critical on the spending of human and monetary resources. This usually leads to 
pressure,, executed by managers on the care providers, to increase the efficiency of their 
work. . 

Qualityy assurance helps to assure the overall goals of health care; medical effectiveness, 
patientt oriented care and economic efficiency. In the early 90s quality assurance activities 
weree taken as part of the professionalisation and part important part of the professional 
work,, but participation was voluntary. In the first part of this decade quality assurance 
wass assisted by decrees and finally quality assurance was made mandatoryy by Health Care 
Act.. The main objective of the current Health Act, passed in December 1997 and imple-
mentedd in July 1998 is to set up an appropriate legislative framework for the provision of 
medicall  services in Hungary and to define the role and entitlements of all major partici-
pantss to the sector: patients, medical services providers and the State. This law deal with all 
importantt aspects of health care services provision, except financing, quality assurance, 
effectivenesss and cost-effectiveness of services included. 
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Inn the near future quality assurance should have a more important role in the following 
areas: : 

Professionall  development: The extent in which professionals can provide an effective 
answerr to patients problems is determined to a large extent by the knowledge and 
technologyy available to them. Primarily professional development is determined by 
thee quali ty of the education. But given the rapid growth and changes in knowledge 
andd technology it is even more important that within the medical and nursing profes-
sionss mechanisms exist to assure the quality of practice. In most EU countries the 
medicall  profession has organised itself as a medical association that has as one of its 
mainn tasks to maintain and improve the quality of medical practice. 
Accreditationn of health care facilities: An accreditation system can be a good mecha-
n ismm to enhance quality but it should not be used as an instrument to select which 
hospitalss should be closed in a situation of over-capacity. Accreditation is not a re-
placementt for planning. 

Practicee guidelines: Guideline development programmes should combine the evidence-
basedd approach wi t h a stronger focus on involvement of the target groups and inclu-
sionn of notions of costs and patient values in the considerations that shape the guideline. 
Strategy:: There is a need for an implementation strategy to convert findings into 
actionn for improvement. Health care professionals and managers have to be con-
vincedd of the benefit. 
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Chapterr  5 

aUALIT YY OF HOSPITAL CARE: PATIENT SATISFACTIO N 
ANDD PATIENT S REPORTS IN HUNGARIA N HOSPITALS, 

1992-1997 7 

Abstract t 

Threee interrelated studies were conducted between 1993 and 1997 to assess and improve 
qualityy of care in Hungarian hospitals. 
Firstt  study: In 1993 a 'National Survey of the Quality of Hospital Care' of 3,200 adults 
wass conducted in 22 general hospitals at the point of discharge, using self-administered 
questionnaires.. Patients were asked to rate their level of satisfaction with the quality of 
hospitall  care as well as to rate their level of satisfaction with various aspects of care, 
includingg ratings of the quality of care and service of physicians and nurses. Patients re-
portedd about discrete, clinically important elements of hospital care and socio-demographic 
characteristics.. The overall goal of the survey was to assist in efforts to assess and improve 
qualityy of hospital services by providing the hospital management and national policy 
makerss with data on the experiences of patients during hospitalisation. The survey find-
ingss provide a national overview but do not allow for comparisons between hospitals. 
Theyy also constitute a baseline for comparisons with future surveys. 
Secondd study: Established quality assurance measurement mechanisms for patient satis-
factionn were investigated in 59 hospitals in 1994, through the analysis of patient satisfac-
tionn questionnaires and reports. 
Thir dd study: In 1995-1997 a new quality improvement tool named 'Creative-Interactive 
Qualityy Improvement Pages' (CIQIP) was created, piloted, and implemented in 9 hospitals, 
basedd on the results of the first and second studies. Evaluation Circle such as: completion of 
questionnaire,, analysis of data, setting up the second questionnaire for further evaluation 
off  'hot' issues/potential problem areas recognised by the first questionnaire can be com-
pletedd two or three times a day by the same patient population if necessary. 

TheThe author is grateful to Professor Gerry Pops, West Virginia University, USA for his contribution 
ofof the study and for his helpful comments of this chapter and gratefully acknowledges the assis-
tancetance of Professor Andrew Thompson, University of Edinburgh, UK and Edie Clark, Ottawa, 
Canada. Canada. 
TheseThese studies were performed under the aegis of the Hungarian Society for duality Assurance in 
HealthHealth Care in co-operation with the Hungarian Hospital Association by Dr. Laszló, Gulacsi, 
ProfessorProfessor Gerry Pops, and Dr. Attila Kovacs. This research was funded by the Hungarian Minis-
trytry of Welfare and the Hungarian Society for Quality Assurance in Health Care. 
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5 .11 S t u dy d e s i gn 

Thee Hungar ian national experiments on patient satisfaction and patient reports were con-
ductedd in three interrelated study rounds, between 1992-1997. (Table 5.1) The main aim of 
thee study was to measure the quality of hospital care through establishing, piloting, and 
administeringg patient satisfaction questionnaires and to make patient satisfaction mea-
surementt an integral part of the routine quality management of the hospitals. 

Tablee 5.1 H u n g a r i an na t ional exper iment on pa t ient satisfaction and patient reports, 
1 9 9 2 - 1 9 97 7 

Phases s 

1 1 

2 2 

3 3 

Purpose e 

Nationall  Survey of Hospital Patients 

Patientt satisfaction management (PSM) 
inn practice; analysis of the applied 
methodology y 

Developmentt of Creative-Interactive 
Qualityy Improvement Pages (CIQ.IP), 
pilott and implementation 

Samplee size 
Hospitals s 

22 2 

59 9 

9 9 

Samplee size 
Patients s 

3,200 0 

4,000 0 

5,000 0 

Date e 

1993 3 

1994 4 

1995-97 7 

Inn the first study (Phase 1) a 55-question self-administered questionnaire was completed in 
222 Hungar ian hospitals by 3,200 patients at the point of discharge. This study had three 
decisivee features: 

thiss was the first mult i-hospital patient satisfaction survey conducted in Hungary, 
basedd on the translated, adapted slightly modified version of the Picker patient ques-
tionnaire; ; 

sl ightlyy modified versions of the same questionnaire were used in Canada, US, and 
UKK almost at the same time. Although, different survey methodology and slightly 
differentt questionnaires were used in these four countries, some limited comparison 
wass possible; and 

detailedd information was obtained about the quality of the whole range of hospital 
servicess from admission til l discharge, and about the satisfaction and socio-demo-
graphicc factors of the patients. 

Thee National Survey of Hospital Patients provided lots of useful information, but there 
weree difficulties as well. The most important ones are: 

thiss 55-quest ion questionnaire was appropriate for a research programme, but it was 
tooo complicated and difficul t to manage for every day quality management pur-
poses.. Data processing, analysis and interpretation of the results took too long. It 
wass more of a scientific exercise than a daily quality management activity; and 
patientt satisfaction rates were very high and there were no significant differences in 
patientt satisfaction between Canada, UK, US and Hungary. On the one hand this means 
thatt patient satisfaction rates are uninterpretable, and on the other hand it is very 
difficul tt to find differences through comparison among very high satisfaction rates. 
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Inn the second study (Phase 2) the patient satisfaction management (PSM) practice of 59 
hospitalss was analysed in order to assess the strengths and weaknesses of the patient 
satisfactionn measurement methodologies - mainly questionnaires. Surveys used in daily 
practicee were rather weak due to various methodological failures. 
Althoughh lots of hospital quality related information became available as a result of Phase 
1,, the questionnaire, due to it length and complexity, was not manageable in routine pa-
tientt satisfaction management. This was the reason why, in the third study (Phase 3) a 
practical,, easy to do quality improvement tool, 'Creative-Interactive Quality Improvement 
Pages'' (CIOJP) was piloted and implemented for routine quality improvement purposes in 
99 hospitals. 

5.22 Patient satisfaction and it s measurement 

Thee increasing attention paid to the consumer of health care has led to a corresponding 
growthh in the number of patient satisfaction surveys. As Thompson (1993) argued "re-
searchh on patient satisfaction has been underway for some 35 years, it is only relatively 
recentlyy that interest has been shown by practitioners and managers of health services". 
Ass a result of a Medline search of the literature published between 1987-1997, 1,768 En-
glishh publications were found on patient satisfaction, demonstrating the importance of 
thiss kind of quality assurance activity. 
Thee outcome of health care services can be subdivided into two parts: patient/customer 

satisfactionn and clinical outcome. In countries where quality systems (e.g. accreditation) 
aree in place, some kind of patient/customer satisfaction tool must also be implemented and 
administered. . 
Accordingg to the World Health Organisation the objective of quality assurance is to "im-
provee the outcome of all health care in terms of health, functional ability, patients' 
well-beingg and consumer satisfaction". (WHO, 1988) In the UK, the report of the Royal 
Commissionn on the National Health Service (1979) included the following in a list of objec-
tivess for the NHS: 

providee a broad range of services of high standard, 
satisfyy reasonable public expectations for health care, 
providee a national service responsive to local needs. 

Thee term 'reasonable public expectations' was not defined, but the report initiated numer-
ouss research and quality assurance activities in this field. 
Usee of the term "customer satisfaction" raises a sensitive issue. Parasuraman et al. (1990) 
statee that service quality is related to a "customer'sjudgement about an entity's overall 
excellencee or superiority" and defines customer satisfaction as "the result of specific dis-
cretee experiences that customers have with a product or service". Using the word cus-
tomerr to refer to patients and their families offends many health care professionals. But the 
customerr concept is key to understanding the importance of focusing on customer expec-
tations.. Leebov and Scott (1994) argue: "Patients are customers of health care services in 
thatt they choose among health care services, and they have certain expectations for these 
services.. When their expectations are not met, they do not consider the service to be of 
quality.""  The provision of health care is expected to be shaped by patients' demands and 
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preferences.. (Griffiths, 1989) Consumer satisfaction is then an outcome of the health care 
system.. But the applicability of the principles of consumerism is questioned by Potter 
(1988)) and Carr-Hill (1992) who say that the basic principles of consumer rights (access, 
choice,, information, redress, safety, value for money, equity) cannot easily be applied in 
thee health care context. The National Consumer Council (1986) in the United Kingdom 
foundd the applicability of the first six principles of consumer rights difficult or impossible 
inn the health care context. 
Throughoutt this chapter the term 'patient' wil l be usedd because: a) the term of 'customer' 
orr 'customising' health care might have other very complex implications (Thompson, 1996); 
b)) close relatives or caregivers are 'customers', but the focus wil l be only on patients; and 
c)) "the word 'patient' is so rich in history and meaning that it deserves to be kept". 
(Williamson,, 1992) 
Whatt causes patient satisfaction? Is it determined by the attributes or circumstances of the 
patientt receiving care or by the characteristics of care that is delivered? Cleary, Edgman-
Levitann and McMullen (1989) argue that patient satisfaction is more a function of what is 
donee for the patient than of what kind of patient is being treated. As Sutherland (1989) 
pointedd out there are six dimensions of patient satisfaction: 1) medical care and informa-
tion;; 2) food and physical facilities; 3) non-tangible environment; 4) quality of food; 5) 
nursingg care and; 6) visiting arrangements. According to the result of the study in which 
acutee hospital patients were involved, Thompson (1986) reported that patients' expecta-
tions,, discharge information, and age were seen to be the most important predictors of 
patientt satisfaction. 

Thee following factors are associated with patient satisfaction and are included in the dis-
cussion:: a) the relationship between clinical outcome and patient satisfaction; b) the rela-
tionshipp between compliance and patient satisfaction; c) strengths; d) patient satisfaction 
versuss patient' reporting; e) the impact of the paternalistic health care system on patient or 
customerr satisfaction; and f) open questions. 

a)) Clinical outcome and patient satisfaction 

Effortss have been made to examine the relationship between clinical quality, outcome and 
satisfaction.. What makes this evaluation difficult is that quality and health outcomes are 
conceptualisedd in various ways by different investigators. Kane, Maciejewski and Finch, 
(1997)) examined the relationship between patient satisfaction and relative as well as abso-
lutee outcome. They argued that "Although outcomes and satisfaction are related, more 
goess into satisfaction than just outcomes. When determining their satisfaction with care 
theyy have received, patients are more likely to focus on their present state of health than to 
considerr the extent of improvement they have enjoyed". Health outcomes are about values 
andd not just technicalities. Adding patients' perceptions of their symptoms can radically 
alterr research findings. As was pointed out by Firth-Cozens (1995), clinician-rated patient 
outcomess are different than patient-rated outcomes (in the case of taking anti-depres-
sants).. Patient satisfaction might be used as an outcome measure when allocating resources. 
Populationn satisfaction should be maximised from available resources. (Scott and Smith, 
1994;; Chaplin, Bailey, Gorman et al. 1999) 
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b)b) Compliance and patient satisfaction 

Kinceyy et al. (1975) considered that satisfaction with information is associated with com-
pliance.. Compliance can be defined as the extent to which a patient's behaviour coincides 
withh medical advice. (Giuffrida and Torgerson, 1997) The link between patient satisfaction 
andd types of compliance (appointment keeping, compliance with recommended treatment 
andd medication) has been discussed by several authors (Becker, Drachman and Kirscht, 
1972;; Wilson and NcMara, 1982; Ludy, Gagnon and Caiola, 1977), and stresses the impor-
tancee of patient satisfaction. As Williams (1994) pointed out: "Since high quality clinical 
outcomee is dependent on compliance which, in turn, is dependent on patient satisfaction 
thee latter has come to be seen as prerequisite of quality care". Giuffrida and Torgerson 
(1997)) proposed another way to improve compliance (and improve satisfaction): pay the 
patient.. But should we give financial incentives to the patient in order to increase or stabilise 
compliance?? Or should we devote such financial resources to provide satisfactory health 
care.. Is there a trade-off in this field? Further research is needed in this area. 

c)) Strengths/usefulness 

Patientt satisfaction questionnaires can be used as teaching and audit tools focused on the 
evaluationn of quality assurance projects and related to results in particular patient care 
fieldss for example cholecystectomy and appendectomy (Steven, 1991). Problems with 
physician-patientt communication were the most commonly cited complaints. Results pub-
lishedd in the article support the hypothesis that the frequency with which physicians are 
suedd is related in part to patient' satisfaction with interpersonal aspects of medical care. 
(Hickson,, Clayton, Entma et al., 1994; Levinson, 1994; Levinson, Roter, Mullooly et al. 
1997)) Dissatisfied patients are more willin g to sue the doctor. (Aas, 1991) "We believe that 
patientt dissatisfaction is most often related to poor and inappropriate care, including poor 
attemptss to communicate with patients to share care with them. We agree with the OTA 
(1988)) that argued for patient-based indicators: " ... the argument is based on strong 
empiricall  evidence that patients' perceptions of quality of care influence patient's behaviour. 
Patientt behaviours that are affected include doctor-shopping, complaints, disenrollment, 
compliance,, and use of services. This author believes, however, that patient service is not 
promisingg as an independent variable for evaluation. It is only meaningful in a system that 
providess beneficial and cost effective care. 

d)) Determining patient satisfaction from the patient's report 

Thee reliability of information depends on the survey instrument. (Thompson, 1988) 
Thompsonn (1993) highlighted one of the major problems in patient reporting, namely 
thee lack of distinguishable outcome between groups of patients. Many questionnaires pro-
ducedd an extremely high proportion of respondents who expressed satisfaction with their 
care,, ranging from 93% to 100%. As Thompson (1993) stated: "Clearly it is impossible to 
comparee wards or hospitals in any meaningful way ... with these results since what differ-
encee is there between perfection and 7% less than perfection?" This phenomenon is touched 
uponn by other authors as well. Cleary, Edgman-Levitan and McMullen (1989) conducted a 
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nation-widee telephone survey by interviewing 6,455 adult patients recently discharged 
fromm medical and surgical services of 62 general hospitals. The overall satisfaction with 
caree (excellent, very good, good) was 93.8%. Carr-Hill (1992) pointed out that respondents 
too a standard questionnaire in the United Kingdom are typically 85-90 percent satisfied. 
Cleary,, Edgman-Levitan and Walker (1993) pointed out that: "An important advantage of 
patientt reports (as opposed to ratings) for managers and clinicians is the specificity of the 
informationn collected when patients are asked about discrete elements of their care. It also 
iss much easier to develop an action plan to improve care if the data focus on specific pro-
cessess of care." However, in real life things are rarely black or white. According to the 
surveyy conducted by Zapka, Palmer, Hargraves et al. (1995): "Analyses demonstrate that 
patientt reports of the quality of process of care or system performance are significantly 
relatedd to satisfaction independently of perception of health status." 

c)) Paternalistic health care system and patient/ customer satisfaction 

Inn Hungary health care is traditionally very paternalistic and passive patients are regarded 
ass 'good' patients. Patient' opinions of the quality of health care are deemed illegitimate. As 
Williamss (1994) pointed out: "consumerism is dependent on a refusal to accept paternal-
ism,, it relies on the existence of consumers and not passive patients." But it takes time to 
getget rid of passive patient attitudes and to become consumers. About half of our sample 
populationn were over 50 years of age, with their socialisation occurring during commu-
nism.. Almost 50% of the study population had less than 8 grades of elementary schools, 
andd only 36.8% of them had a job at the time of the survey. Having done the first patient 
satisfactionn survey in Hungary, and probably the first in the Central and Eastern European 
region,, the survey team gained some special experience and insight in this field. The most 
characteristicc one was that some hospital managers telephoned the senior officials of the 
countyy or the regional administration to ask whether the survey team had a right to 
evaluatee hospital quality through patient satisfaction questionnaires and whether patients 
hadd a right to express their opinions. 

f)) Open questions 

AA review of past research findings suggests that patients may have a complex set of impor-
tantt and relevant beliefs, which cannot be embodied in terms of expressions of satisfaction. 
Consequently,, many satisfaction surveys provide only an illusion of consumerism pro-
ducingg results, which tend only to endorse the status quo. (Williams, 1994) This raises the 
followingg question: Is patient satisfaction part of the basic benefit package? What are the 
implicationss of these findings for managing wards and hospitals? 

5.33 Development of the measurement tool: method 

Thee objective was to conduct a nation-wide baseline study on patient satisfaction and its 
influencingg factors in Hungarian hospitals and to evaluate what satisfaction and quality 
aree in the view of the patients. The survey was conducted in April-September 1993, in 
threee steps. (Table 5.2) 
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Tablee 5.2 Development of the measurement tools 

Phasee 1 

1.1 1 

1.2 2 

1.3 3 

Purpose e 

Too identify concerns to hospital patients using 
semi-structuredd interviews 

Too test the 'national survey' questionnaire 

Too conduct the 'national survey' 

Samplee size 

70 0 

100 0 

3,200 0 

Duringg the first step (1.1), the study team conducted a series of semi-structured inter-
viewss in various departments in 3 hospitals. 
Thee main aims of this activity were to: 

identifyy the most important concerns of the patients; 
too determine the applicability and validity of the questions of the Picker questionnaire 
too the Hungarian situation and to select out questions which are not applicable; 
too set up inclusion and exclusion criteria; and 
too study the wording of how people explain their concerns in order to use this experi-
encee to set up a questionnaire with understandable questions for the patients. 

Resultss from the semi-structured interviews were used to set up the pilot version of the 
Hungariann questionnaire. All patients aged 18 years and over were included with the ex-
clusionn of patients admitted to psychiatric and geriatric departments. Pilot tests of the 
questionnaire,, were conducted by independent facilitators. After pilot testing, the national 
surveyy was promoted by facilitators. They went through a half-day training course to get 
acquaintedd with the questionnaire beforehand. Wording and the order of the questions 
weree changed slightly after the pilot phase, before the questionnaire got its final format. 
(Thee 'National Survey of the Quality of Hospital Care' can be seen in Appendix 1) 
Twentyy two municipal and county general public hospitals were recruited across the coun-
tryy to participate in the study. All enrolled hospitals were members of the Hungarian Soci-
etyy for Quality Assurance in Health Care, and were general hospitals owned by local mu-
nicipalitiess or county assemblies. Three hospitals had less than 500 hospital beds, 12 hos-
pitalss had 500 to 1,500 hospital beds, and seven hospitals had more than 1,500 beds. 
Fifteenn hospitals out of the 22 were teaching or university-affiliated hospitals. All of the 
participatingg hospitals were located in rural areas, with no hospital from Budapest en-
rolled.. Recruitment was done on a voluntarily basis. Patients enrolled to our study had 
beenn discharged from the hospital on two or three consecutive days in a randomly selected 
week,, between April and September 1993. Patients in 22 hospitals in 10 counties were 
included.. Slightly more than 3,200 fully completed questionnaires were returned with 
approximatelyy 146 patients from each hospital interviewed. Patients under 18 years of age 
andd patients discharged from mental health and maternity departments were excluded 
afterr the pilot study experiences. This was the first nation-wide patient satisfaction survey, 
andd the study group wanted to keep the survey simple and generalizabie. 
Interviewer-guidedd questionnaires were administered to 3,500 hospital patients at the point 
off  discharge. The questionnaire took, on average, 37 minutes to complete. Surveys were 
conductedd by independent professional staff, and all responses were taken anonymously 
viaa the use of a secret ballot technique. Patients were concerned about fillin g in question-
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nairess that were not seen to be completely anonymous. To counteract this problem and to 
encouragee a high response rate, patients were invited to submit their completed question-
naires,, without any identifying name written on them, to a ballot box as normally used in 
politicall  elections. This box was taken round the ward and patients placed their responses 
inn it in front of the other respondents in the ward. This can be labelled a 'secret ballot' 
techniquee as this is the form it most closely resembles. A questionnaire similar to that used 
inn parallel studies in Canadian, American, and British hospitals (Quality of Care in Hospital 
Survey,, The Picker Institute) was used (see Appendix 1). In the US and Canada the survey 
wass conducted by telephone, and the English study team surveyed patients face-to-face in 
thee patient' home. In 1993 there were 15.1 telephones per 100 households in Hungary, 
makingg it impossible to conduct telephone interviews. Due to limited resources, expensive 
face-to-facee interviewing was not possible, either. Previous Hungarian experiences showed 
thatt the response rate to mailing questionnaires is rather low (12-18%). Therefore the 
studyy team decided to survey patients at the point of discharge. Taking a patient satisfac-
tionn survey at the point of discharge raises some methodological questions. It has been 
suggestedd by Fitzpatrick and Hopkins (1983) that asking patients to respond while still in 
thee hospital may tend to give more favourable results than interviewing them once they 
havee returned home, while others (Kincey, Bradshaw and Ley, 1975; Raphael, 1967) found 
thiss not to have been a problem. This problem of the 'at the point of discharge' surveys is 
evenn smaller when direct questions are asked to the patients. Patient reports might have 
betterr validity at the point of discharge partly because the response rate is very high and 
becausee patients' capacity to remember what happened between admission and discharge 
iss very good. 

Statisticall  analysis was done to identify the most important factors which influence the 
satisfactionn of the patients and are in statistical relation with patient reports. Statistical 
analysiss was done by SPSS software package. Pearson rank-order correlation (p<0.01 and 
p<0.05)) and Mantel-Haenszel chi-squaredf=l, (p<0.01 and p<0.05) were used. Statisti-
call  significance is explained in three levels: a) 'very strong correlation' when both the Pearson 
rank-orderr correlation and Mantel-Haenszel chi-square p<0.01; b) 'strong correlation' 
whenn both the Pearson rank-order correlation and Mantel-Haenszel chi-square p<0.05; 
andd c) 'correlation' when the Pearson rank-order correlation or Mantel-Haenszel chi-square 
p<0.05. . 

5.44 National survey of the qualit y of hospital care: results 

Accordingg to our survey findings the vast majority of patients reported that the care they 
hadd received had been excellent or very good. More than 92% of the patients were very 
confidentt or fairly confident about the doctors ability to treat them appropriately. Almost 
ninetyy percent (89.2%) of the patients expressed the opinion that their condition or treat-
mentt had been explained to them, and of these, 92.8% were satisfied with the explanation. 
OneOne third (32.4%) of the patients did not believe that they had a right to look at their own 
records.. Overall satisfaction with the hospital conditions was very high, with 88.1% of the 
patientss very satisfied or satisfied with the hospital facilities. (Gulacsi, Kovacs and Pops 
1997/1-2) ) 
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5.4.15.4.1 Patient characteristics 

Thee following patient characteristics wil l be discussed: age and sex distribution; b) ethnicity; 
c)) household characteristics; d) schooling years completed; and e) employment. 

a)) Age and sex distribution 

Thee age distribution of the study population is shown in Table 5.3. Almost thirty-eight 
percentt (37.5%) of the patients were male and 65.2% were female. 

Tablee 5.3 Age Distributio n of National Survey of Hospital Patients Population 

Totall (age in years) 

1 8 - 2 9 9 

3 0 - 3 9 9 

4 0 - 4 9 9 

5 0 - 5 9 9 

6 0 - 6 9 9 

7 0 -- 79 

8 0 --

% % 

20.7 7 

12.4 4 

16.8 8 

17.3 3 

18.0 0 

11.1 1 

3.7 7 

Cumulativee % 

20.7 7 

33.1 1 

49.9 9 

67.2 2 

85.2 2 

96.3 3 

100.0 0 

b)) Ethnicity 

Ass noted, 3.5% of the survey population was reported to belong to the Gypsy race (with 
Hungariann citizenship). The gypsy population is under represented in our survey, as they 
composee 5-6% of the population. In some hospitals managers found the race related ques-
tionn anti-democratic and racist. Some of them asked permission from the county legal 
administrationn to keep this question in the questionnaire and in some hospitals the ques-
tionn about ethnicity was even excluded from the questionnaire. 

c)) Household characteristics 

Thee minority of the patients (13.5%) were living alone, 84.6% with family members and 
1.9%% with non-family members. A telephone was available in the household of 15.1% of 
thee patients, and 84.9% of the households had a car. The latter is a surprisingly high 
percentagee in Hungary, since in 1993, not more than every third family had a family car 
(probablyy health care was more accessible for patients who had access to a car). Telephone 
appointmentt systems in the hospitals were scarcely feasible at the time the survey was 
conductedd (at the beginning of 1999, phone coverage is almost four times higher). 
Potentiall  difficulties highlighted by the survey results, relate to the implementation of day 
surgeryy as well, because of underdeveloped communication. (Day care was non-existent 
thatt time.) 
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d)) Education 

Schoolingg years completed are shown in Table 5.4 Eight years of elementary schools are 
manda to ryy in Hungary. 

liabl ee 5.4 Schooling years completed 

Numberr of school years completed (*) 

Lesss than 4 elementary 

Att least 4 years but less than 8 years 

Tradee school 

Secondaryy school 

Highschool/university y 

Total l 

Casess % 

3.4 4 

48.0 0 

22.4 4 

18.6 6 

7.6 6 

100.0 0 

(*)(*)  Eight years of elementary schools are mandatory in Hungary. 

Itt is impor tant to note that 51.4% of the survey patient population had not completed 
p r imaryy school (i.e., they had less than eight years schooling). This fact has to be taken 
intoo consideration in the planning phase of health promotion and prevention programmes 
ass well as patient information and education in the hospitals. The low educational level 
associatedd wi t h low level of expectations in a very paternalistic system might be one of the 
keyss to explaining why patients were so satisfied wi th their care and accommodation. 

e)) Employment 

Onlyy 36.8% of the study populat ion had a job at the time of the survey. The causes of not 
havingg a job are shown in Table 5.5 for 63.2% of the patients. Not only was the unemploy-
mentt rate high in our survey, but 39.1% of the unemployed people had been wi thout a job 
forr more than 12 months, 25.7% of them had been unemployed between 6-12 moths, and 
14.3%% had been unemployed between 1-3 months. 

T^bl ee 5.5 Employment status of the study population 

Sociall  condition 

Retired d 

Disabled d 

Childrenn at home 

Laidd off or dismissed 

Neverr had or needed to work 

Couldd not find a job 

Employedd or having a job 

Total l 

Percentagee % 

34.3 3 

11.0 0 

6.6 6 

0.3 3 

3.6 6 

7.4 4 

36.8 8 

100.0 0 
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5.4.25.4.2 Hospital choice, preferences and access 

Patientt preferences in choosing a hospital are shown in Table 5.6. The preferred choice 
seemedd to be a hospital that was closer to where the patient lived. The value of a closer 
hospitall  was ranked higher. The main cause of choosing the given hospital was its near-
ness,, according to 47.8% of the patients. The survey showed that 86.5% of the chosen 
hospitalss were the nearest hospital to the patients' home. Almost one-eighth (12.8%) of the 
patientss were not admitted to the nearest hospital. From our other survey we discovered 
thatt around 10% of the hospitalised patients were referred to hospitals which provide higher 
levell  (medium or top) care than available in the closest hospital. Other authors came to a 
similarr conclusion. {Goschinné Mannó, 1996) According to this fact the quality of hospital 
caree does not seem to be important in the competition between hospitals. 

Tkblee 5.6 Preferences to choose hospital 

Preferences s 

Reputationn of physicians working here 

Cost t 

Reputationn for quality care 

Familiarr with people who work here 

Locationn is near where I live 

Myy doctor's recommendation 

Cannott tell 

Total l 

Percentagee % 

28.5 5 

0.6 6 

4.2 2 

3.4 4 

47.8 8 

14.8 8 

0.7 7 

100.0 0 

Accordingg to the survey, the weight of the physicians' reputation is also quite high (28.5%). 
Inn choosing a hospital to be admitted to, many patients took into consideration the reputa-
tionn of the physicians of the given hospital. Reputation of the physicians could be an im-
portantt element of the quality of care because it might be interrelated with the confidence 
inn the doctor's competence, involvement of the patients and compliance. 

Moree than forty percent (43.4%) of the patients accessed to the hospital by car. The number 
off  cars per 1,000 population was one-fourth or one-third that of developed countries. The 
vastt majority of Hungarian hospitals are in the city centres, parking is difficult, and rap-
idlyy growing difficulties can be expected in the near future in this field as the number of 
carss wil l be growing. The findings of the National survey were presented to the managers 
off  the participating hospitals in a working conference. None of the managers was planning 
too do preventative action to provide more parking places for the patients, and this topic 
wass not recognised as an element of access or as part of the quality of hospital care. Most 
patientss (82.9%) reported that sufficient public transportation is available between their 
homess and the hospital. Others, those mainly living in rural areas, reported that there were 
noo such services and that in these areas, transportation to and from the hospital was 
providedd by ambulance cars. Table 5.7 shows the average time to get to the hospital by the 
usuall  type of transportation as reported by the patients surveyed. The amount of time 
neededd to get to a hospital is important, for instance, in planning day care services. Patients 
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weree first asked about the distance in kilometres, but subsequently it was noticed that 
becausee of the vary ing quality of roads or geographical location (living on the 'wrong' side 
off  big rivers wi thout bridge or ferry) it was better to use minutes to measure this distance. 

Tablee 5.7 Tim e necessary to get to hospital by the usual transportatio n 

Time e 

100 minutes or less 

Betweenn 10 minutes and 30 minutes 

Betweenn 30 minutes and 1 hour 

Betweenn 1 hour and 2 hours 

Moree than 2 hours 

Total l 

Percentagee % 

20.3 3 

44.0 0 

22.6 6 

10.4 4 

2.7 7 

100.0 0 

Al thoughh hospital care is free for Hungarian citizens, transportat ion costs money. More 
thann one fift h (21.8%) of the patients found transportat ion costs very high, 30.7% of the 
patientss reported they had been high, while 23.6% of the patients found these costs neither 
highh nor low, 10.9% of them reported that costs had been somewhat low, while 12.9% of 
thee pat ients stated that these had been very low. According to our findings, the cost of 
t ranspor tat ionn might limi t access to hospital care, and influence competition between hos-
pitals.. In addition, this may be account for w hy hospital admissions are mainly emergency 
casess ( 'urgent admissions') in Hungary. In the case of 'urgent' admission free ambulatory 
carr t ransportat ion is covered by the patient's insurance policy. According to national sta-
tisticss more than 65% of the ambulance care service is 'simple transportat ion' in Hungary. 

5.4.35.4.3 Hospital admission 

Accordingg to our study findings 69.2% of the patients had been admitted electively to the 
hospitals,, and 30.8% of hospital admission had been emergency (urgent or accident cases). 
Halff  (49.8%) of the electively admitted patients reported they had been admitted wi th in 24 
hourss after learning they would be hospitalised, 18.7% of them had been admitted wi th in 
1-33 days, 15.7% wi th in 3-6 days, 13.6% 1-4 weeks, 1.5% within 1-3 months and 0.5% of 
thee patients had been admitted within 3-6 months after learning they would be hospitalised. 
Thee durat ion of the hospital admission (the time between when the patient entered the 
hospitall  and when he or she was admitted to the floor) was evaluated as well. Three quar-
terss (75.7%) of the patients reported that this was less than 1 hour, 15.4% reported 1-2 
hours,, whi le according to 5.7% it was 2-3 hours, and 2.2% of the patients had to wait 3-4 
hourss in the hospital before being admitted to the ward, and 1.1% of them reported more 
thann 4 hours wait ing. Altogether 9% of the patients waited more than 2 hours, so there is 
roomm for further quality improvement. These results show that there was no admission 
planningg in the hospitals, as more than 80% of the patients were admitted within 24 hours 
afterr learning they would be hospitalised. It is fair to assume that all the necessary exami-
nat ionss and diagnostic work -up happened in the hospital that could have been done on an 
ambu la to ryy basis. It is very important that the necessary information be provided to pa-
tientss both before and after hospital admission. Information about the need for hospitalisation 
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madee 43.9% of the patients very satisfied, 46.8% satisfied, 6.5% fairly satisfied, while 2.8% 
off  the patients were not satisfied. The overall satisfaction was very high 92.7%. However, 
whenn patients were asked about what had happened rather than how satisfied they were, 
aa different picture was drawn. The minority (18.5%) of patients reported that before hospi-
tall  admission someone explained why hospitalisation was important, 42.9% of these pa-
tientss received information from their GPs who referred them to hospital, 34.6% of them 
receivedd information from another doctor, and 4% from the district nurse. The vast major-
ityy (83%) of patients had not been told before or soon after admission what the daily 
routinee would be. This shortage of information was not considered a problem by the 
Hungariann patients. Nearly all of them (89.4%) reported that every important piece of 
informationn was provided and explained to them and they were very satisfied. 

5.4.45.4.4 Hospital stay 

Lengthss of hospital stay are shown in the Table 5.8 

Tablee 5.8 Length of hospital stay 

Lengthh of hospital stay 

Onee night only 

2-33 nights 

4-66 nights 

Att least 1 week, but less than 2 weeks 

Att least 2 weeks, but less than 3 weeks 

33 weeks or more 

Total l 

Percentagee of cases (%) 

4.8 8 

8.1 1 

21.1 1 

34.5 5 

14.7 7 

16.8 8 

100.0 0 

5.4.4.11 Respect for patients' values, preferences and expressed needs 

InIn analysing this topic we focused on the following elements: a) wearing name badges; b) 
patientt rights and dignity; c) patients involvement in decisions about their care; and d) 
confidence. . 

a)) Wearing name badges 

Patientss admitted to hospitals are in a strange place with many unfamiliar faces, and find 
itt very difficult even to recognise who is who by profession. In this circumstance it is very 
helpfull  if the staff wear their name badges (mandatory in Hungarian hospitals). One-
quarterr (25.9%) of the patients reported that hospital staff (doctors and nurses) did not 
displayy their badges. 

b)) Patient rights and dignity 

Threee percent of the patients reported that information was given about their condition/ 
illnesss in a way that upset them. Fourteen percent (14.5%) of patients were upset because 
theyy were examined or treated by someone who was unknown to them (for instance, a 
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medicall  student), 3.9% of the patients were upset and 13.8% were very much upset be-
causee of this. During the hospital stay 7.4% of the patients wanted to see their record. Accord-
ingg to the study result, 32.4% of the patients thought that they had no right to look at their 
ownn health records. This high percentage is one of the most striking findings of our survey. 

c)) Patients' involvement in decisions about their care 

AA high proportion (74.7%) of patients reported that their doctors had involved them in 
decisionss about their care as much as they wanted. Eleven percent (11.2%) reported they 
hadd been involved but not as much as they wanted, and 14.1% reported that they had been 
completelyy excluded from the decision about their care. Altogether, 25.3% of the patients 
weree not satisfied with their involvement in decisions about their care. More than forty percent 
(42.5%)) of the patients were very satisfied and 49.6% were satisfied with the actual decision, 
whilee 6.1% of the patients were not satisfied, and 5.3% of the patients were not satisfied at all. 

d)) Confidence 

Confidencee in the doctor's competence was very high: 42.5% of the patients were very confi-
dentt and 49.6% were confident about the ability of the hospital doctors treating them, 6.1% 
weree neither confident nor non-confident and 1.3 % of the patients were not at all confident. 

5.4.4.22 Information and communication 

Lesss than ten percent (9.5%) of the patients were not told before or soon after admission 
whatt the daily routine would be, while 8.9% reported that something was told but not in 
aa way that patients could easily understand, and 11.0% of them reported that information 
wass not needed. Altogether 29.4% of the patients were not told important information 
aboutt daily routine, or what was told to them was not understandable. 

Alsoo less than ten percent (8.8%) of the patients reported that no one had explained the 
reasonss for doing important tests in a way that patients could understand, or the purpose 
off  medicines patients were given in the hospital was not explained in a way they could 
understand.. Eight percent of the patients reported that they had not even had a discussion 
withh the doctor at all. More than forty percent {41.7%) of the patients were very satisfied 
withh the explanations, 46.8% were satisfied, 6.8% were fairly satisfied and 1.4% of the 
patientt were not satisfied at all. Two percent of the patients reported that they did not get 
answerss they could understand from nurses in response to important questions about care. 

5.4.4.33 Co-ordination and timeliness of care 

Almostt one third (31.0%) of the patients needed help with activities of daily living, such as 
goingg to the toilet, bathing, eating, and writing letters during the hospital stay. Eighty 
percentt (79%) of them received help from hospital staff always in time, 15.8% received help 
mostlyy in time, 3.8% occasionally, while 1.4% of the patients reported that they had never 
receivedd help in time. 
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5.4.4.44 Pain management 

Thee majority (67.6%) of patients reported pain during their hospital stay and 33.1% of 
themm had not been warned by their doctors or hospital staff beforehand that they would 
experiencee pain. In eighteen percent (18.1%) of the patients, pain turned out to be worse 
thann they had expected, 21.2% reported that the pain was less than they were led to expect. 
Accordingg to 6.4% of the patients, pain could have been eliminated by prompt attention 
fromm hospital staff. 

5.4.4.55 Surgical care 

Inn our study sample 38.4% of the patients went through surgical intervention and in 
10.3%% of the cases surgeons did not explain beforehand to the patients what would be done 
duringg surgery beforehand. 

5.4.4.66 Hospital environment/facilities, food, cleanliness 

Almostt half (46.7%) of the patients were very satisfied, and 41.4% were satisfied with their 
hospitall  environment/facilities, with their ward and other facilities and maintenance, 9.3% 
weree fairly satisfied and 2.6% were not satisfied at all. (Table 5.9) 

Tablee 5.9 Qjialit y of hospital environment/facilities 

Hospitall  environment/facilities 

Cleanlinesss of your room or ward? 

Comfortt of your room or ward? 

Helpfulnesss of your doctors? 

Helpfulnesss of your nurses? 

Helpfulnesss of other hospital staff? 

Qualityy of the hospital food? 

Veryy good % 

32.2 2 

29.6 6 

54.7 7 

55.8 8 

42.3 3 

19.1 1 

Goodd % 

48.4 4 

48.1 1 

39.5 5 

38.5 5 

47.2 2 

41.4 4 

Fair% % 

17.2 2 

19.9 9 

5.4 4 

5.1 1 

9.5 5 

29.7 7 

Poorr % 

1.6 6 

2.1 1 

0.3 3 

5 5 

9 9 

7.1 1 

Veryy poor % 

0.6 6 

0.4 4 

0 0 

0 0 

0.1 1 

2.7 7 

5.4.4.77 Visiting policies of hospitals 

Onlyy 45.7% of the patients were visited every day during their hospital stay (the UK rate 
wass 97%), 25.5% of them were visited almost every day, 25.0% of them were visited only 
occasionally,, 3.8% were not visited at all. Ten percent (10.1%) of the patients were not 
satisfiedd with the hospital's visiting policies. 

5.4.55.4.5 Hospital discharge 

Goodd quality in the planning of discharge is an important element of hospital quality, 
interrelatedd to the long-term outcome of hospital care and associated with the low rate of 
unplannedd hospital admission. Before the patients left the hospital, a hospital doctor had 
spentt some time with them, discussing what they should or should not do after discharge. 
Accordingg to 5.4% of the patients there was no time to discuss, 24.1% reported less than 5 
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minutes,, 49.5% reported 5-15 minutes, and 1 7.6% reported more than 15 minutes spent 
onn this discussion with their doctors or other staff. More than thirty percent (34.5%) of the 
patientss were not told by hospital staff if there were any foods they should or should not 
eatt once at home. What is even more important, 15.2% of the patients were not told about 
anyy side effects of the medicines to watch for after leaving. In terms of length of hospital 
stay,, 82.2% reported that it was about right, 9.7% stated that it was much longer than 
needed,, 3.7% reported that it was somewhat shorter than needed, 0.8% of the patients 
reportedd that it was much shorter than needed. Finally, in regards to gratitude money - or 
"tips""  -, 25.3% of the patients paid an additional amount to the doctor for their hospital 
stayy and 49.7% of the patients who did pay a tip found it either "too much" or "much". 

5.4.65.4.6 Discussion 

Theree were many reasons to start with patient satisfaction measurement of quality assur-
ancee activities in Hungarian hospitals: 

patientt satisfaction become an issue, in the early 90s in relation to the political changes; 
theree was a rising awareness among policy and decision makers, as well as the hospi-
tall  management, that higher patient satisfaction might mean higher compliance and 
thee competitive edge for hospitals; 
patientt satisfaction measurements were among the first examples that quality im-
provementt works; and 
itit  was known during the time of the study that the new health care act wil l make 
patientt satisfaction measurement as an official requirement (Act 154 of 1997 on Health 
Care). . 

Itt is the belief of the investigators that even partial answers to these questions wil l improve 
thee quality of hospital care through increasing the awareness of the importance of patient 
satisfactionn and the usefulness of patient reporting in hospital management. Being aware 
off  patient characteristics may represent a challenge to improving the quality and contain-
ingg the cost of hospital care. Minnick, Roberts and Young (1997) pointed out the impor-
tancee of knowing the 'prototype patients' of the given health care setting and/or depart-
ment.. For example, the presence of marital status lends further support to our prediction 
thatt spouses provide some care and act as patient advocates, departments used mainly by 
elderlyy patients might need better physical care, or units where the average patients have a 
higherr educational level have more complex expectations about care and communication 
withh doctors and nurses. As the hospital sector strives to control costs managers must take 
intoo account who the patients are, what kind of facilities or equipment might be needed (or 
nott needed) or what resources they bring with them to their hospitalisation. Table 5.10 
presentss the most important characteristics of the patients sampled to the national experi-
mentt on patient satisfaction. 'Prototype' patient of the survey was middle aged (40-59 
year),, low educated white male, with strong preference choosing the nearest hospital, liv-
ingg with family members and having no job. 
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Tablee 5.10 Patient characteristics 

Patientt characteristics 

Female e 

Patientss 59 years and under (cumulative percentage) 

Ethnicity y 

Livingg alone 

Nott completed primary school (less than eight years schooling) 

Percentagee of the study population had a job at the time of the survey 

Nearnesss as main cause of choosing the given hospital. 

Percentagee % 

65.2 2 

67.2 2 

3.5 5 

13.5 5 

51.4 4 

36.8 8 

47.8 8 

Thesee characteristics have to be taken into consideration during the interpretation of the 
results,, and comparison can be made between patient populations standardised according 
too the key features. Patient satisfaction might depend on the age and sex of the patient. 
Smithh and Sanderson (1992) sated that "older people tend to be more satisfied than younger 
peoplee with the health care they receive but this not in itself much help in trying to im-
provee services". The relationship between the limited access to health care and being un-
employedd and the higher hospitalisation costs because of late admission was explained by 
Bindmann (1995). One of the most interesting findings of the survey is the striking differ-
encee of the pictures can be drawn up based on the reports and satisfaction ratios reported 
byy the patients. (Table 5.11 and Table 5.12) 

Tablee 5.11 Patient reports 

Reports s 

Emergencyy (urgent or accident cases) hospital admission 

Waitingg for more than 2 hours in the hospital for being admitted 

Hospitall  stay more than 4 nights but less than 14 nights 

Noo important information provided about why the hospitalisation is 
importantt before hospital admission 

Percentagee of the patients had not been told before or soon after 
admissionn what the daily routine would be 

Thee percentage of the patients reported that their doctors had involved 
themm in decisions about their care as much as they wanted. 

Percentagee of the patients thought that they had no right to look at their 
ownn health records. 

Percentagee of the patients were not told before or soon after admission 
whatt the daily routine would be 

Noo one had explained the reasons for doing important tests, or the purpose 
off  medicines patients were given in a way that patients could understand 

Receivedd help from hospital staff always in time (a) 

Percentagee of patients had not been warned by their doctors or hospital 
stafff  beforehand that they would experience pain. (0) 

Percentt of patients were not told by hospital staff if there were any foods 
theyy should or should not eat once at home 

Percentagee % 

30.8 8 

9.0 0 

55.6 6 

81.5 5 

83.0 0 

74.7 7 

32.4 4 

90.5 5 

8.8 8 

79.0 0 

33.1 1 

34.5 5 

(öjj  31.0% of the patients needed help 
(0)(0) The majority (67.6%) of the patients reported pain during their hospital stay and 
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Ass we can see patient information is a very weak point of the Hungarian health care 
system.. Patient involvement is an important determinant of satisfaction. A study con-
ductedd by Larson, Nelson Gustavson et al. (1996) showed that the satisfaction of patients 
aree associated with the clinicians' ability to transfer key information to their patients. 
Butt what should be communicated to the patients? Health care providers must inform 
patientss of medical risks and benefits, and at the same time patients have to be informed 
aboutt the obstacles that confront both patients and physicians in decision making situa-
tionss that are characterised by uncertainty. Moore (1990) and Mazur (1991) pointed out 
thee importance of 'uncertainty' related to data and chance. Information is not merely a 
dataa but is to be interpreted as chance which is the degree of predictability of an outcome 
occurringg in a particular patient's case. In order to participate in decision making patients 
mustt know what alternatives there are in order to be able to make choices that reflect their 
preferences.. But physicians have littl e understanding of the statistical probabilities regard-
ingg disease courses in general. (Eddy and Billings, 1988) Physicians have to learn more 
aboutt probabilities in order to apply this in the decision making about the particular pa-
tients.. The crucial importance of 'evidence-informed patient choice' is pointed out by 
Entwistle,, Sheldon, Sowden et al, 1998. Furthermore, physicians should assess the type of 
dataa the patients would need and how well patients understand data and probability. This 
iss an area for further research. Another important element of the quality of care is the pain 
management.. According to Fullam (1994) pain, surgical intervention and dependency of 
thee patients are the most important factors in determining patient satisfaction. That ex-
plainss why these are in the very focus of quality assurance activities in many countries. 
Fromm this point of view to see that 33.1% of the patients were not informed appropriately 
aboutt the potential pain is very high. Based on our study in some counties policy-makers 
triedd to figure out the patient population for whom day-care surgery is accessible (or not 
accessible)) under the given age, geographical location, mobility, housing, completed years 
off  school year or even marital status. According to Strong (1979) different groups may be 
treatedd differently in the process of care, older patients may be treated more gently, and 
doctorss may communicate more with middle-class patients. 

Tbblee 5.12 Satisfaction and confidence 

Satisfaction/confidence e 

Veryy satisfied or satisfied with the information be provided both before 
andd after hospital admission. 

Upsett because examined or treated by someone who was unknown 
too the patient 

Satisfiedd with involvement in decisions about care 

Veryy satisfied or satisfied with the actual decision about care 

Confidencee in the doctor's competence the ability to treat patients 
appropriately y 

Veryy satisfied or satisfied with the hospital environment/facilities 

Veryy satisfied or satisfied with the helpfulness of the doctors 

Veryy satisfied or satisfied with Helpfulness of the nurses 

Veryy satisfied or satisfied with the quality of the hospital food 

Percentagee % 

90.7 7 

14.5 5 

74,7 7 

92.1 1 

92.1 1 

88.1 1 

94.2 2 

94.3 3 

60.5 5 
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5.4.6.11 Comparability of the results 

Thee international comparability of the results were limited due to the non-standardised 
patientt sample or in another words, the 'prototype patients' were unidentified. Some com-
parisonn can be made, especially with the UK patient satisfaction survey results, because 
thee two questionnaires were very close, but the validity and reliability of the comparison is 
unknown. . 

Theree was a difference in patient characteristics. The gender difference was the highest in 
Hungary,, 37.5% of the patients were male and 65.2% were female. In the UK survey, 49% 
off  respondents were male and 51% female. National differences in age distribution are 
substantial.. In the UK survey the percentage of the patients aged 70-79 years was 20%, 
andd patients aged 80 years-and-over represented 8%. The life expectancy of the Hungarian 
populationn is significantly lower than the populations of developed countries (a difference 
off  10-12 years), and there is a significant difference in life expectancy between male and 
femalee population. Other characteristic factor is the education, however, comparison is 
difficul tt due to the different systems in different countries. For example, the UK survey 
showedd that 68% of the patients had the basic school certificate (Delbanco, 1994) compared 
too Hungary where this rate is 48.6%. Significant differences were recognised between the 
Hungariann and UK results in the field of hospital admission and patient information. Areas 
withh the greatest differences are listed below: 

-- hospital admission: Significant differences were found in this field between the Hungar-
iann and UK findings. In the UK, 17.3% of the electively admitted patients were admitted 
withinn one month after learning they would be hospitalised, 25.6% were admitted within 
1-33 months, 26.2% were admitted within 3-6 months, 17.8% within a year and 14.3% 
withinn two years. (Delbanco, 1994) In Hungary these patients are admitted within 24 
hours.. The UK survey showed that all patients had been told why hospitalisation was 
importantt before hospital admission and 78% of the patients were very satisfied and 19% of 
thee patients were satisfied with this information. In Hungary 85% of the patients were not 
toldd why hospitalisation was important. The vast majority (83%) of the patients had not 
beenn told before or soon after admission what the daily routine would be. In the UK survey 
thiss rate was 46.6%, in the US 43.3% and in Canada this rate was 39.5%. 

-- hospital stay: Lengths of hospital stay are shown in the Table 5.13 Significant differences 
cann be found between the Hungarian and English hospital stay distribution, due to the 
practicee of unplanned hospital admissions, lack of day units and short-stay units (maxi-
mumm 5 days) in the Hungarian hospitals. 

-- patients' involvement in decisions about their care: In Hungary a high proportion (74.7%) 
off  the patients reported that their doctors had involved them in decisions about their care 
ass much as they wanted. This rate was 84% in the UK, 93.1% in the US and 91.0% in 
Canada.. More than forty percent (42.5%) of the patients were very satisfied and 49.6% 
weree satisfied with the actual decision. (In the UK 70% of the patients were very satisfied 
andd 24% were satisfied.) 
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Tablee 5.13 Differences between the distributio n of the hospital stay between Hun-
garyy and UK 

Lengthh of hospital stay 

Onee night only 

2-33 nights 

4-66 nights 

Att least 1 week, but less than 2 weeks 

Att least 2 weeks, but less than 3 weeks 

33 weeks or more 

Hungary y 
Percentagee of cases % 

4.8 8 

8.1 1 

21.1 1 

34.5 5 

14.5 5 

16.8 8 

UK(D) ) 
Percentagee of cases % 

13 3 

29 9 

22 2 

21 1 

8 8 

6 6 

(V)(V) Data from UK survey. (Delbanco, 1994) 

-- confidence; Confidence in the doctor's competence was very high. Almost forty three 
percentt (42.5%) of the patients were very confident and 49.6% were confident about the 
abilityy of the hospital doctors treating them (the corresponding rate in the UK was 74% and 
20%),, 6.1% were neither confident nor non-confident and 1.3 % of the patients were not at 
alll  confident. 

-- information and communication: Less than ten percent (9.5%) of the patients were not 
toldd before or soon after admission what the daily routine would be (the rate in UK was 
46.6%,, in the US was 43.3% and in Canada 39.5%), 8.9% of the patients reported that 
somethingg was told but not in a way that patients could easily understand, 11.0% of them 
reportedd that information was not needed. Altogether 29.4% of the patients were not told 
importantt information about daily routine, or what was told to them was not under-
standable. . 

Alsoo less than ten percent (8.8%) of the patients reported that no one had explained the 
reasonss for doing important tests in a way that patients could understand, or the purpose 
off  medicines patients were given in the hospital was not explained in a way they could 
understand.. (In the US and Canada this rate was 15.9% and 18.3%, respectively.) Often 
importantt pieces of information were not communicated to the patients. Cleary, Edgman-
Levitan,, Walker et al. (1993) reported in their survey results that over 40 percent of pa-
tientss said that they were not told about important side effects. Eight percent of the pa-
tientss reported that they had not even discussed with the doctor at all. More than forty 
percentt (41.7%) of the patients were very satisfied with the explanations, 46.8% were sat-
isfied,, 6.8% were fairly satisfied and 1.4% of the patient were not satisfied at all. Two 
percentt of the patients reported that they did not get answers they could understand from 
nursess in response to important questions about care. The rate in the US was 7.1% and 
5.3%% in Canada. 

-- co-ordination and timeliness of care: Almost one third (31.0%) of the patients needed help 
withh activities of daily living, such as with going to the toilet, bathing, eating, and writing 
letterss during the hospital stay. (In the UK survey, the rate was 35%) Eighty percent (79%) 
off  them received help from hospital staff always in time, 15.8% received help mostly in 



55 - duality of hospital care: patient satisfaction... 167 7 

time,, 3.8% occasionally, while 1.4% of the patients reported that they had never received 
helpp in time. (The corresponding rates in the UK were 67%, 24%, 5% and 4%; in the US 6.5% 
off  the patients did not get help in time.) 

-- pain management: The majority (67.6%) of the patients reported pain during their hospi-
tall  stay and 33.1% of them had not been warned by their doctors or hospital staff before-
handd that they would experience pain. In eighteen percent (18.1%) of the cases, pain turned 
outt to be worse than they had expected {in the UK 18.4%, in US 15.2%, in Canada 10.7%), 
21.2%% reported that the pain was less than they were led to expect. According to 6.4% of 
thee patients pain could have been eliminated by prompt attention from hospital staff (in 
thee UK this rate was 32.1%, in the US 18,4% and in Canada the rate was 21.3%). 

-- surgical care: In our study sample 38.4% of the patients went through surgical interven-
tionn and in 10.3% of the cases surgeons did not explain beforehand to the patients what 
wouldd be done during surgery beforehand. (In the UK this rate was 21.7%, in the US 10.7% 
andd in Canada 4.7%) 

Tablee 5.14 Comparison of the hospital environment/facilities in Hungarian and UK 
hospitals s 

Hospitall  environment /facilities (H) 

Cleanlinesss of your room or ward? 

Comfortt of your room or ward? 

Helpfulnesss of your doctors? 

Helpfulnesss of your nurses? 

Helpfulnesss of other hospital staff? 

Qualityy of the hospital food? 

Veryy good % 

32.22 (65) 

29.66 (45) 

54.77 (56) 

55.88 (73) 

42.33 (55) 

19.11 (23) 

Goodd % 

48.44 (24) 

48.11 (38) 

39.55 (30) 

38.55 (21) 

47.22 (31) 

41.44 (28) 

Fair% % 

17.22 (8) 

19.99 (15) 

5.44 (10) 

5.11 (4) 

9-55 (7) 

29.77 (27) 

Poorr % 

1-66 (2) 

2.11 (2) 

0.33 (2) 

55 (1) 

9(1) ) 

7.11 (9) 

Veryy poor % 

0.66 (0) 

0.44 (0) 

0 (1) ) 

0 (0) ) 

0.11 (0) 

2.7(8) ) 

(&)(&)  Data from the UK study in brackets. (Delbanco, 1994) 

-- visiting policies of hospitals: Only 45.7% of the patients were visited every day during 
theirr hospital stay (the UK rate was 97%), 25.5% of them were visited almost every day, 
25.0%% of them were visited only occasionally, 3.8% were not visited at all. Ten percent 
(10.1%)) of the patients were not satisfied with the hospital's visiting policies. 

-- discharge from hospital: More than thirty percent (34.5%) of the patients were not told 
byy hospital staff if there were any foods they should or should not eat once at home. (In 
thee UK 71.4%, in US 35.9%, in Canada 56.1%). What is even more important, 15.2% of the 
patientss were not told about any side effects of the medicines to watch for after leaving. (In 
thee UK 71.2%, in US 29.6%, in Canada 19.6%) In terms of length of hospital stay, 82.2% 
reportedd that it was about right, 9.7% stated that it was much longer than needed, 3.7% 
reportedd that it was somewhat shorter than needed, 0.8% of the patients reported that it 
wass much shorter than needed. (Data from the UK study were, 77%, 6.1%, 10%, 3%.) 
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5.4.6.22 Difficulties in using complex questionnaires - practical issues 

Theree were some difficulties to administer the long 55-question questionnaire. The most 
importantt ones are listed below: 
a)) Administration of long comprehensive hospital quality evaluation questionnaires, in 

thee absence of basic capabilities to collect, analyse, interpret and present data in the 
hospitals,, is likely to be very ineffective. This might be a special hazard in middle 
incomee countries where there has been a tendency for consultants from North America 
andd Europe to introduce very sophisticated quality improvement tools in hospitals 
thatt do not have the basic infrastructure and training to support these projects with 
goodd data. 

b)) Long comprehensive questionnaires contain lots of questions, and entering these data 
intoo computer and data analysis took a long time, according to our experiences in 
Hungary,, at least 6-12 months or more, due to the lack of trained staff and shortage 
off  computer facilities in most of the settings. 

c)) The crucial problem with this kind of questionnaires was that questionnaires usually 
showedd more or fewer alterations from the 'recognised good quality' in certain part 
off  the hospital service (e.g. quality problems with admission, hospital stay, informa-
tion,, communication, cleanliness or food) but these pieces of information were not 
enoughh to identify the cause of the problem and take corrective action by the ward or 
hospitall  management. Due to the long and incomplete analysis and interpretation of 
thee questionnaire which took 6-12 months or more, the second round evaluation of 
thee root causes of problems was not feasible or possible due to the lack of incentives 
forr management. Interpretation of the results of the questionnaires were (and still 
are)) particularly difficult, and often impossible, due to the fact that the 'recognised 
goodd quality' is merely anecdotal, varying in great deal among hospitals and even 
amongg departments within hospitals. 

d)) According to our experiment management in Hungarian hospitals wants results within 
6-122 months or earlier. There is a very positive time preference of the management, if 
thee benefit does not happen right away the management tends not to be interested, 
theyy are very negative about future benefit. Goldmann (1997) highlighted a very 
importantt point related to the quality improvement strategy in the developing and 
middle-incomee countries: "I t is extremely important to run improvement cycles rap-
idlyy so that organisational learning can be immediate. Planning "ideal" large-scale 
experimentss over many weeks or months consumes enormous personnel resources, 
erodess momentum and enthusiasm and reduces risk tolerance. Small rapid-cycle ex-
perimentss maintain commitment and encourage risk taking and creativity." This is a 
cruciall  point again, hospitals in Hungary do not work according to a 'hospital qual-
ityy improvement plan' and no evaluation or report was made of the result. If the 
qualityy improvement cycle is nott rapid enough, the ongoing improvement efforts are 
doomedd to failure without the first results achieved, which means the end of all kind 
off  supports. 

e)) Long complex questionnaires covered lots of different parts of the hospital quality 
bothh in terms of structure, function and outcome. The discovery of suspected or 
recognisedd quality problems were not followed by further detailed analysis and inter-
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ventionn to improve quality due to the limited management capacity, motivation, skills 
andd experiences in this field. Usually, patient satisfaction related data were picked up 
andd presented from the results, because in most of the cases patient satisfaction rate 
wass very high. 

5.55 Analysis of patient satisfaction management practice (PSM) of 59 hospitals 

Thee objective of this part of the study was to observe the current activities and the former 
practicee of the measurement of the patient satisfaction management (PSM) in the Hungar-
iann hospitals. {Table 5.15) 

Tablee 5.15 Analysis of patient satisfaction management practice (PSM) of 59 hospitals 

Phasee 2 

2.1 1 

2.2 2 

Purpose e 

Too collect patient satisfaction questionnaires 
andd information about patient satisfaction 
managementt (PSM) from 124 Hungarian hospitals 

Too evaluate the 59 documents on PSM received. 

Samplee size 

Letterr were 
sentt to 124 
hospitals s 

PSMM materials 

fromm 59 hospitals 

Inn May 1994 the 'Patient Satisfaction Working Group' of the Hungarian Society for Qual-
ityy Assurance in Health Care sent a letter to all managers of the 124 Hungarian Hospitals 
andd asked information and materials on the previous and current practice of patient satis-
factionn management (PSM). Hospital managements were asked to provide every relevant 
questionnairee and all results and minutes related to PSM to the working party. 
Thee working group collected PSM information and materials associated with: 

whetherr a patient satisfaction questionnaire, interview or other measurement device 
wass used in the daily routine in a given hospital, 

thee results of using various PSM techniques, 
thee way hospital management and health professionals reacted to the PSM informa-
tionn received, and 
howw patients' views altered when asked about the services they received. 

Previouss and current PSM practices were analysed based on the questionnaires used and 
thee published and unpublished results received upon letter of request from 59 hospitals. 
Thee response rate was 48%. 

Fromm thirty-three (56%) hospitals, management reported no current or former PSM activ-
ityy (in 1993-1994). In this group 11 hospitals were located in Budapest and 12 hospitals 
elsewheree the country. There were 8 large county general hospitals (1,500-2,000 beds) 
withh university affiliations, one national institute and 24 medium size (500-1,200 hospi-
tall  beds) municipal/community hospitals. 
Twoo large county general hospitals, and one municipal hospital (altogether 5%) reported 
somee previous experience in the field of PSM. They conducted surveys between 1985-
1989,, one survey per each hospital, under the command of the Hospital Ethical Commit-
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tees.. They used ad hoc questionnaires to evaluate problems in a more inspection-like than 
assessmentt manner. In these hospitals they did not make written version of the results 
available,, if there were any. Five hospitals (8%) reported former PSM activities, with some 
results.. Questionnaires had been administered only once in all hospitals between 1985-
1992,, surveys on patient satisfaction were conducted as experiments for theses in bacca-
laureatee nursing programs. Completed theses were put on the shelf, patient satisfaction 
wass never on the agenda of the ward or hospital management. 
Somee of the most relevant findings were: 

patientss were very satisfied or satisfied with the care they received with the overall 
satisfactionn score of 95% and over, 
30%% of the patients knew that the hospital services were free for the Hungarian citi-
zenss (Every citizen is fully covered by the statutory National Health Insurance), 
20-40%% of the patients got some information about the hospital daily routine, time 
schedule,, examinations and medications, 
theree were some complains about the noises in the hospitals, and the poor quality of 
food, , 
almostt all hospitals patients complained because of the early wake-up, patients had 
too wake up at 4-4.30 a.m., to measure weight and nurses would normally start with 
takingg temperature etc., 
generall  comments were that patients would have preferred more friendly and kinder 
nurses,, and to discuss more with their doctors, 
inn one of the hospitals elderly patients found the visiting time too long (30 minutes) 
becausee there were no meeting rooms to talk to and chat with relatives and other visitors. 

Eighteenn hospitals (31%) reported newly started ongoing patient satisfaction surveys. In 
thesee hospitals results were not available during the time of the survey of the working 
group,, but all the questionnaires used were made available. 

5.5.15.5.1 Methodological problems, validity and reliability of the existing PSM practice 

Resultss of this part of the survey based on PSM activity evaluation from 59 hospitals 
revealedd serious methodological and management weaknesses. In all of the 59 hospitals ad 
hocc surveys proliferated. Although many different questionnaires were used, none were 
repeatedd in the same ward or hospital. Patient concerns were not incorporated into the ques-
tionss of these questionnaires. This kind of situation was criticised by Thompson (1986): "A 
commonn failing in such diverse approach to the determination of user satisfaction has been a 
lackk of conceptually and methodically sound system of measurement. This has led to studies, 
whichh are likely to be both unreliable, in the sense of measuring the same aspects in different 
situations,, and invalid in terms of their conclusions. It is essential to have a tool that has been 
developedd to measure the important aspects of care from the perspective of patients and one 
thatt has been standardised to provide consistency in the way this is accomplished. " 
Thee most important methodological weaknesses can be listed as follows: 
a)) Areas of concern to hospital patients were not discovered. 
b)) The 'phases in development of questionnaire' were lacking, despite the crucial impor-

tancee of this phase argued elsewhere by Moores and Thompson (1986). 
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c)) Questionnaires were created in such a way that few scales and/or highly exclusive 
highlyy options were provided within almost any question. The resulted 'peakedness' 
madee further analysis and comparison almost impossible, since almost all answers 
felll  in one option or one scale within question. Statistical analysis requires Gaussian 
distribution.. (Thompson, 1993). 

d)) Satisfaction with various aspects of care was asked but the importance, the weight of 
thee given aspects of care was nowhere evaluated. 

e)) Within questionnaires there was a special mix of questions related to the content of 
caree and questions related to the context of care. 

fjj  Attention was not given to sort out, analyse and interpret different aspects of care 
thatt satisfy and those that dissatisfy patients if quality is to be assured. 

g)) Having no standards of hospital care to meet, evaluating and monitoring the design 
off  the questionnaires were exclusively based on individual perception of what good 
qualityy hospital care and standards would look like. 

h)) PSM practices were incomparable among hospitals. 

Thee finding that 100% of the patient satisfaction studies produced a new satisfaction as-
sessmentt instrument, was not unexpected. No original or modified version of previously 
used,, published and recognised patient satisfaction measurement tools, questionnaires were 
administered.. Questionnaires were not piloted, reliability and validity were not displayed 
orr reported. The finding was very similar to the results of the evaluation conducted by 
Sitziaa (1999). The author analysed 195 patient satisfaction studies related to the validity 
andd reliability of the instrument used to assess satisfaction. Sitzia (1999) concluded that 
withh few exceptions these study instruments demonstrated littl e evidence of reliability and 
validity. . 

5.66 Creative-Interactiv e Qualit y Improvement Pages (CIQJP) 

Basedd on the results and experiences from the 'National Survey of Hospital Patients' and 
thee analysis of the patient satisfaction management (PSM) practice in 59 hospitals, a hos-
pitall  quality evaluation and monitoring tool called 'Creative-Interactive Quality Improve-
mentt Pages' (CIQIP) was created, piloted and implemented in a group of 9 Hungarian hos-
pitalss between 1995-1997. (Table 5.16) 

Tablee 5.16 Development of Creative-Interactive Quality Improvement Pages 
Phasee 3 

3.1 1 

3.2 2 

Purpose e 

Pilotingg 'Creative-Interactive Quality Improvement Pages' (CIQIP) 
inn 3 hospitals 

Implementingg 'Creative-Interactive Quality Improvement Pages' 
(CIQJP)) in 9 hospitals 

Samplee size 

500 0 

5,0000 (H) 

((aa)) 100-150/Evaluation Circle; Evaluation Circle: completion of questionnaire, analysis, setting up the second 
questionnairequestionnaire to further evaluation of problems (zooming in) discovered by the first questionnaire. The evaluation 
circlecircle can be completed two or three times a day by the same patient population if needed 
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Inn addition to the advantages of receiving lots of information, important disadvantages 
weree recognised as well with using long comprehensive questionnaires to evaluate the 
qualityy of hospital care, which were administered in 22 Hungarian hospitals involved in 
thee 'National Survey of Hospital Patients', and complex questionnaires in other hospitals 
withh reported PSM activities. (Paragraph 5.4.6.2) The survey team noticed these problems, 
namelyy that ward and hospital management might need short, cheap, easy-to-do, quality 
improvementt tools with quick cycle, immediate clear and visible results. A system of short 
questionnairess (CIQIP) was designed especially to evaluate and monitor the local needs 
fittedd to a particular patient population the hospital serves. 
Thee 'Creative-Interactive Quality Improvement Pages' (CIQIP) are a service (from admis-
sionn to discharge), unit (department) and often homogenous patient population based tool 
forr evaluating and monitoring quality of hospital care. CIQIP would usually consist of not 
moree than 5-10 questions per questionnaire. During one evaluation circle 50-100 patients 
aree asked to complete the questionnaire, which takes 5 minutes at maximum. Then ques-
tionnairess can be analysed, which takes one to two hours. In case of a 'hot issue' or prob-
lemss of quality of hospital care that is identified, a questionnaire for the second evaluation 
circlee might be created and used in the same patient population (but not necessarily for the 
samee patients) for further and deeper evaluation of the particular 'hot issue' or problem. 
Thiss 'zooming in' technique can be used step by step, digging deeper and deeper to identify 
thee root of the problem to provide usable information for the ward or hospital manage-
mentt to make the necessary corrective action in order to improve quality of care in the 
particularr part of the hospital service. If no 'hot issue' or problem was discovered with the 
firstt questionnaire, 'mapping of quality' is going further with another questionnaire and 
thee quality of another part of the hospital care with the same or different patient popula-
tionn is evaluated or monitored. 

CIQIPP soon became very popular and widely used among Hungarian hospitals, because it 
iss easy to do, the improvement circle is quick, and CIQIP also provide a convenient way of 
assessingg patient reaction to changes in services. The same patient population can be inter-
viewedd on the same day if it seems necessary. Its advantages include the potential speed of 
responsess from management who can see immediately how services are performing. In 
mostt hospitals CIQIP is used to continuously monitor all important elements of the qual-
ityy of the hospital care from the admission until discharge. Data provided by the CIQIP is 
usedd to support nursing and management decisions and planning in order to improve 
qualityy of hospital care. One might ask why CIQIP is needed, as open questions would be 
enough.. According to our experiences patients are passive, and do not answer to open 
questions.. Furthermore, it is often difficult to outline and word the problems by patients 
andd give explicit information about the problems, because patients have very limited infor-
mationn about the structure and function of hospitals. 

5.6.15.6.1 CIQJP circles 

Lett us take an example from the field of nutrition services of the hospital patients to present 
howw to use CIQIP in daily practice. (Table 5.17) In this example 50-100 Nutrition Ques-
tionnairess 1, were distributed in a certain part of the hospital (ward-based or hospital-
wide)) and patients completed the questionnaire. 
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Tablee 5.17 Creative-Interactiv e Qualit y Improvement Pages in practice; an example 

Nutritionn Services Questionnaire 1 

1.. Were you satisfied with the nutrition services? 
Yes s 
No o 
2.. Were you satisfied with the way your food was served? 
Yes s 
No o 

3.. Were you put on special dietary regimen? 
Yes s 
No o 
4.. Have you received your special diet if ordered? 
Yes s 
No o 
5.. Was your special diet and how to prepare it once back home explained to you? 
Yes s 
No o 

Lett us assume that some of the patients were not satisfied wi t h nutr i t ion and their answers 
forr the first question were negative. Based on this answer from the patient, the surveyor 
learntt that some patients were not satisfied wi t h the nutri t ion, but this information did 
nott support management intervention, as it was not clear what the problem was exactly. 
Itt might be a problem wi t h the quality or quant i ty of food, timeliness, temperature, the 
wayy the food was served, environment, neighbours etc. 

AA second CIQJP evaluation circle was needed to uncover the root causes of the patients' 
dissatisfactionn wi t h nutr i t ion services to support management intervention in order to 
improvee this part of the quality of care. (Table 5.18) Nutrit ion Questionnaire 2 was created 
andd distributed among the same patient population and completed by the patients. 

Tablee 5.18 Creative-Interactiv e Qualit y Improvement Pages in practice; an example 

Nutritionn Services Questionnaire 2 

Whatt did you think of nutrition services at the hospital? 
Itt was: 
1.. cold when served 
2.2. not enough in quantity 
3.. monotonous/not varied enough 
4.. not tasty or tasteless 
5.. not nicely served 

Other,, please explain 

Iff  answers fell in the first four options this CIQJP stream comes to its end, the management 
shouldd consult wi t h the dieticians, and other staff to fix the problem and monitor the 
resultt after intervention again wi t h the help of other CIQJP questionnaire(s). If the 5th 

optionn was chosen by some of the patients, a third CIQIPH evaluation circle is needed, 
becausee 'not nicely served' could mean many different things (for instance: chipped mugs 
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weree used, plates were not washed up correctly, there was no flower on the table, the staff 
w ass not polite enough, etc.) (Table 5.19) Nutrition Questionnaire 3 was created, distributed 
andd completed by patients. 

Tablee 5 .19 Creative-Interactiv e Qualit y Improvement Pages in practice; an example 

Nutritionn Services Questionnaire 3 

Howw were meals served? 
Itt was: 
1.. service was too slow 
2.. staff serving food was not polite enough 
3.. meals were served too early 
4.. meals were served too late 
5.. meals coincided with procedure/examination times 
6.. the courses were not served on an individualised basis 
7.. dishes and cutlery were chipped 
8.. no cutlery was provided 
9.. 1 was not allowed to select my table companions 

Other,, please explain 

Afterr the 3rd CIQIPH evaluation circle the ward and hospital management would be better 
informedd about the root causes of the patients' dissatisfaction and corrective action can be 
taken.. The 'what to do', 'how to do it', and 'when', and 'by w h o m' is the responsibility of 
thee management. 

5.6.25.6.2 The impact ofCIQJP 

Thee implementat ion of the 'Creative-Interactive Quality Improvement Pages' (CIQIP) in 9 
hospitalss were followed by a final working conference. No quantitative evaluation was 
performed,, but the general findings show that CIQIP might be a useful quality improve-
mentt tool in the Hungar ian hospitals. The impact of CIQIP should be a subject of quanti ta-
tivee evaluation in the future. Quick and flexible CIQIPH evaluation circles provide good 
opportuni t iess to discover and further evaluate local problems/problem areas of a given 
healthh care setting. 

CIQIPP might have two special advantages in the transit ion period of the current health care 
reformm in Hungary: 

Introductionn of CIQIP requires only basic capabilities to collect, analyse, interpret and 
presentt data, which is available in a group of hospitals. In the current stage of the 
quali tyy improvement of the Hungarian hospitals advanced capabilities are not in place. 
Itt is very impor tant to run improvement cycles rapidly so that organisational learn-
ingg should be immediate. Planning comprehensive large scale patient satisfaction sur-
veyss over many weeks or months consumes enormous personnel resources, erodes 
m o m e n t umm and enthusiasm. 
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Theree can be a problem with multi-phase questionnaires of the type is discussed. One of 
thee disadvantages being the following. General questions of satisfaction show apparently 
highh proportions of patients being satisfied. The effect of this is to give the impression that 
alll  is well and therefore no further level of questions is asked. In fact, general questions 
hidee many criticisms that patients would make which can only be picked up if they are 
askedd about them in detail. The effect of a multi-phase questionnaire is that one wil l only 
pickpick up the problems for those patients who are extremely dissatisfied or who are more 
likelyy to express negative evaluations about hospital in general compared to the majority 
off  patients who do not dare complain or feel gratitude as they are in a very vulnerable 
state.. (Carr-Hill, Dixon, Thompson 1989; Wickings, Crown, Harvey et al. Kerruish 1989, 
Carr-Hill,, Dixon, Thompson 1989) 
Itt may only help in the short term and it does offer the advantages discussed above. This 

criticall  comment needs to be put to the test as part of an evaluation of the tool. 

5.77 Discussion, conclusion and recommendations 

Givenn that the 'National Survey of the Quality of Hospital Care' was the first national 
surveyy on patient satisfaction in acute care hospitals, the first requirement was that a wide 
rangee of issues would have to be covered in order to see the issues which concerned pa-
tientss the most. The national survey of 3,200 adult medical and surgical patients dis-
chargedd from 22 general hospitals focused on aspects of patient satisfaction, access to 
healthh care and socio-economic background. 
Itt is the belief of the investigators that even partial answers to these questions wil l improve 
thee quality of hospital care through increasing the awareness of the importance of patient 
satisfactionn and the usefulness of patient reporting in hospital management. 
Becausee of the lack of strict comparability of data from each country, no further analyses 
off  subsets of hospitals or patients are provided in this chapter. 
Inn the 'National Survey of Hospital Patients' the contrast between answers to satisfaction 
typee question and those to direct questions was appreciable. Patients in general gave highly 
positivee responses to satisfaction questions despite the problems highlighted by their an-
swerss to more direct questions. The principal problems reported by patients concern com-
munication,, information about patient rights, pain management and admission and dis-
chargee planning. Often patients had not been given important information about the hos-
pitall  and its routine, their condition or treatment and particularly about tests and opera-
tionn they were to have. 

Inn previous decades passive citizens and passive patients were regarded as good citizens and 
goodd patients, their passiveness was interpreted as being satisfied with the quality of care 
provided.. This interpretation meant that patient satisfaction was never really investigated. 
Thiss survey had several advantages. This was the first, piloted, patient-centered, multi-
hospitall  survey on quality of hospital care in Hungary, which offered some comparison 
withh other surveys, conducted internationally. Furthermore, this was a national one run 
independentlyy by a non-governmental organisation, with a high (91%) response rate. The 
methodss of the survey were designed to give an unbiased, representative sample of patients 
inn Hungarian hospitals. 
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Thee high rate of satisfaction and the methodological issues (satisfaction focused vs. direct 
questions)) created substantial debate within the profession and improved the awareness of 
thee importance of non-medical outcomes within the quality of health care. As a result of 
thiss survey it became very visible in Hungary that surveying the experiences and views of 
patientss can provide usable data for planning health care and improving quality. 
Patientt satisfaction seems to be influenced by exogenous, or non-hospital controlled fac-
tors,, such as: the level of education, age, social class, the given possibility to choose provid-
ers,, and expectations of the patients. According to the survey results the most important 
influencess on patient satisfaction and patient reports were: a) location of the hospital; b) 
gender;; and c) completed years of schooling. 

a)) Location of the hospital 

Almostt 50% of the patients reported that they chose the given hospital to be admitted 
becausee the hospital was close to where they lived. There was a very strong correlation 
between:: a) the location of the hospital and the ranked and reported comfort of patients' 
roomm or ward; and b) the location of the hospital and the frequency of visits during the 
hospitall  stay. Patients in hospital close to their homes were visited significantly more often. 
Theree was a correlation between the location of the hospital (as well as the nearness of the 
hospital)) and: a) whether patients were told before or soon after hospital admission what 
thee daily routine would be in the hospital; b) satisfaction about the cleanliness of the hos-
pitall  room or ward; c) appropriateness of the hospital stay (about right); satisfaction about 
thee decision made about the patients' care; d) the confidence of patients about the ability of 
doctorss to treat them. 

Theree is one possible explanations for this correlation that people who do not shop for 
hospitalss are non-consumers, or having consumer attitudes, and are thus more likely to be 
satisfiedd wi t h what they get. Another possible explanation is that expectations of patients 
inn the catchment area of a particular hospital, 'the locals' expectations are closer to the 
realityy according w i t h they grade the quality of the hospital care they received. 

b)) Gender 

Ave ryy strong correlation was identified between gender and: a) the way patients had been 
referredd to the hospital (planned or accident/emergency admission); b) the durat ion be-
tweenn the time of referral and actual admission to the hospital; c) whether it was explained 
too patients were explained w hy the hospital admission was necessary; and d) the frequency 
off  visits during the hospital stay. 
Strongg correlation was found between gender and whether patients were told before or 
soonn after hospital admission what the daily routine would be in the hospital. Also, corre-
lationn w as found between gender and: a) whether patients had been warned beforehand 
thatt they would experience pain; b) whether the pain experienced by the patients were as 
theyy expected, or if it was worse or less; c) the patient's opinion about whether or not most 
off  the pain could have been relieved or avoided by better service of the hospital staff; and d) 
quali tyy of the hospital food. 
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c)) Completed years of schooling 

AA very strong correlation could be identified between completed years of schooling and: a) 
whetherr it had been explained to patients why the hospital admission would be necessary; 
b)) satisfaction with the explanation given to the patients about why they had to go to the 
hospital;; c) whether patients were told before or shortly after admission pieces of informa-
tionn they should have been told; d) satisfaction with the environment, rooms, board and 
lodging;; e) whether it was explained to patients why important examinations and tests 
weree done and medicines administered; f) whether patients asked to see their health record 
duringg the hospital stay; what the patients thought about the right to look at their own 
healthh records; g) and how satisfied the patients were with the decisions made about their 
care;; h) the confidence of patients about the ability of doctors to treat them; i) the patient's 
opinionn about whether or not most of the pain could have been relieved or avoided by 
betterr service of the hospital staff; j) satisfaction with the hospital's policy concerning 
visitss from patient's family and friends; k) whether the purpose of the medicine(s) they 
hadd to take after discharge were explained to the patients in a way they found easy or 
difficult ;; 1) cleanliness and comfort of the patient's room or ward; and m) quality of the 
hospitall  food. 
Correlationn was found between completed years of schooling and: a) satisfaction with the 
explanationn why important examinations and tests were being done in the hospital; b) 
whetherr patients had been warned beforehand that they would experience pain; c) whether 
thee pain experienced by the patients were as they had expected, or if it was worse or less; d) 
thee length of discussion with the doctor before discharge; appropriateness of the length of 
thee hospital stay (about right). 

5.7.11 Direct questions, 'patient reports' are more usable than patient satisfaction questions 

Overall,, patients enrolled in our current survey were very satisfied or satisfied with the 
hospitals'' environments and with the services they received. The overall satisfaction was 
veryy high, 80-85% and above, and consistent with as the result of the surveys from UK, 
USS and Canada showed. Would it be fair to conclude from these findings that the public at 
largee is generally satisfied with the quality of care in acute hospitals? 
Thee high level of positive results might hide problems that exist. Probably many people do 
nott complain because they do not know how to do so, or more significantly they do not 
believee that anything would change as a result. Patients were very satisfied partly due to 
thee fact that all the surveyed population lived in rural area, medium size cities (with 50-
.2000 thousand population) and villages. Citizens lived in places where there is only one 
hospitall  or no hospital at all. The competition among hospitals is limited, and the costs of 
transportationn make this limitation even more important. 

5.5. 7.2 Problems 

Thee most important limitation of this kind of survey in Hungary is that there are no 
standardss for care implemented in Hungarian hospitals and there is no Patient's Charter as 
inn the UK. Due to this fact comparison between standards and the real practice cannot be 
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made,, although quality assurance is especially designed to do this. Having no standards 
interpretationn and intervention are guided by the individual manager's perception of what 
goodd care and standards should look like if they existed. 
Anotherr problem is that the providers' and patients' views about quality might not be the 
same.. Gerteis (1993) pointed out that there are dramatic discrepancies between what pa-
tientss want and what health professionals sometimes find important. In Hungary patient 
satisfactionn surveys, questionnaires are created and administered in such a way that pa-
tients'' concerns are not recognised. 
Itt is a well known phenomenon that the results of the surveys are partly determined by 
thee questionnaire used; the more detailed the questionnaire, the lower the average satisfac-
tionn showed. Currently, there are hundreds of different patient satisfaction measurement 
questionnairess in use, covering the spectrum from the reliable and valid tools of the adapted 
versionn of the Picker Institute, to very questionable ones, especially the ones sold by ISO 
consultantss or designed in individual hospitals. Invalid questionnaires generate invalid data 
thatt are then factored into management or ward decisions. The AHCPR-announced Ameri-
cann federal initiative should be followed in Hungary to establish a national standardised 
satisfactionn measurement system. In the US this is a 5-year initiative in co-operation with 
thee RAND Corporation, Harvard University, and the Research Triangle Institute. (Dunn and 
Brown,, 1996) 

5.7.35.7.3 Achieving change 

Too measure and improve the satisfaction of the patients with their hospital care is consid-
eredd an important area for further development of the quality assurance in Hungary. 
(Ployvas,, 1993; Petó, Muller, Paulik, et al. 1995; Kullmann, Tóth, and Laszló, 1996; Tamas 
andd Bugovics, 1997; Simon, Baricza, Bors, et al. 1998; Lukacs, Juhasz, Pólya et al. 1998) 
Routinee surveys are probably the most appropriate forms of collecting information from 
patients,, it is also crucial that managers should be able to assess, interpret and respond to 
changess in satisfaction levels. (Carr-Hill, Dixon and Thompson, 1989) 
InIn order to improve the quality of care and satisfaction of the well informed patients, 
achievingg change, the following steps should be made: 

-- awareness of the staff and patients: The survey results can be used locally for informing, 
motivatingg and helping staff to bring about change. Staff has to be made aware that these 
problemss exist, and responsibility has to be taken to ensure that the patients receive the 
informationn they are not getting. Patients should be made aware that they have a right to 
thiss information. 

-- intervention is needed: Hospital-wide comprehensive survey (e.g. National Survey of 
Hospitall  Patients and other surveys implemented in Hungarian hospitals) results can indi-
catee where the problems are only at hospital level: they are useful primarily for the hospi-
tall  manager. This is enough to recognise problems but does not provide enough informa-
tionn for intervention. The 'Creative-Interactive Quality Improvement Pages', (CIQJP) is the 
tooll  designed to supply the necessary management information for achieving change. 
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-- comparability should be maintained, based on fair comparison: Long comprehensive sur-
veyss for hospital-wide use, are needed to monitor overall hospital quality and for compari-
sonn purposes among hospitals. Unit, service or homogeneous patient group based CIQIPs 
aree necessary to uncover underlying causes to support management intervention in order 
too improve quality of care. Surveys and questionnaires have to be methodologically sound 
andd valid tools. The discriminating capacity of this tool is the key to validity, such as 
discriminationn between and among: a) dimensions of quality; b) satisfiers; and c) indices of 
satisfaction. . 
Anotherr important consideration is that hospital controlled endogenous, and non-hospital 
controlledd exogenous satisfaction factors have to be analysed and separated. Hospital con-
trolledd endogenous factors include: waiting time, appropriate admission process, informa-
tionn for patients, pain management and cleanliness etc. Non-hospital controlled exogenous 
factorss include: patients' evaluation and expectations of the health care they received, de-
terminedd by various factors independent from health care. 
Thesee are the components to define patient satisfaction that are presently determined be-
foree patients arrive at the hospital. 

-- more patient orientation required: Achieving change in Hungary in this field requires 
moree patient orientation under the local circumstances in the given hospital. Different 
patientt populations might have very different perceptions and views about the type of care 
received. . 
Separatee set of questions might be used for: 

strokee patients (Sholte op Reimer, Haan, Limburg et al. 1996) 
forr the elderly (McCartan-Quinn, McAleer and Naqvi, 1996) 
pregnantt women (Home Antenatal Care, 1991) 
mammographyy patients (Loeken, Steine, Sandvik et al. 1997) 
primaryy health care patients (Lindberg, Ahlner, Ekström et al. 2000; Kersnik, 2000) 
outpatientss (Health Policy Advisory Unit, 1991; Smith and Sanderson, 1992; Lawthers, 
Rozanski,, Nizankowski et al. (1999) 
dayy surgery patients (Harju, 1991; Sitzia, Fitt, Buckingham, 1996; Bain, Kelly, Snadden 
ett al., 1999; Sorlie, Sexton, Busund et al. 2000) 
healthh centre patients (Thompson, 1995) 
surgicall  patients (Ottosson, Ingalill, Hallberg, 1997) 
cancerr patients (Thompson, 1989) 
AIDSS patients (Cleary, Fahs, Mullenand et al. 1992) 
asthmaa patients (Lindberg, Ahlner, Ekström et al. 2000) 
patient'ss views on care across the primary/secondary interface (Preston, Cheater, Baker 
etal.. 1999). 

Orr even patient satisfaction associated with clinical trial participation (Verheggen, Nieman, 
Reerinkk et al. 1998). Elements of patient satisfaction - both internal and patient-dependent, 
andd external and hospital-controlled - might be different in different steps of patient centred 
caree from admission to discharge or weighted differently by the patients. Patient satisfac-
tionn might even be measured associated with nursing care (Jakobbson, Ingalill, Hallberg et 
al.,, 1994) For these reasons, different sets of questions have to be created to evaluate ad-
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mission,, food, communication or discharge (Meredith, 1993) or even discharge arrange-
mentss for the elderly patients (Fairhurst, Blair, Cutting, 1966). 
Inn conducting patient satisfaction or patients' reports' surveys and in interpreting find-
ings,, survey results should be adjusted by patients' age, gender, socio-economic status, 
andd the different character of the hospital units and departments (in terms of geographic 
location,, profile and level of care provided) have to be taken into consideration. It may be 
necessaryy to use 'Patient Satisfaction Case Mix' . Further research should definitely be con-
ductedd in this area. 
Welll  designed and more detailed surveys might identify more problems of hospital quality. 
Inn short the more investment to PSM, the more problems become visible. Further changes 
wouldd be greatly assisted by provider-financing organisation contracts which should in-
cludee request for standardised patient satisfaction measurement and indicators to be imple-
mentedd in the hospitals. Contracts should specify the required nature and use of the patient 
satisfactionn measurements (otherwise, providers wil l ignore them); therefore, PSM stan-
dardss are needed. 

-- quality measurement and improvement in cost-effective way: Hospital administrators, 
besett by advocates of competing hospital programmes, arc in general sceptical of claims 
thatt spending money on PSM and surveys save money or make money. Since in many 
instancess the economic survival of the hospital may be at stake, administrators must ask 
forr evidence to support the claims before investing. Supporting the claim that a program to 
measuree and improve patient satisfaction wil l save or make money for hospitals and ben-
efitt patients requires the application of valid techniques of cost-effectiveness or cost-benefit 
analysis.. Q/V'TQI/TQM managers who use good costing concepts, are likely to be increas-
inglyy more successful in competing for resources from hospital administrators. 
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Chapterr  6 

PREOPERATIVEE ASSESSMENT IN SURGERY 
INN HUNGARIA N HOSPITALS, 1992-1997 

Abstract t 

Thee way the value of diagnostic regimens in medical care is measured is one of the central 
questionss of preoperative assessment in surgery, the main aim of which is to reduce the 
riskk associated with surgical procedures. There is evidence from the literature that the 
numberss of diagnostic tests performed in hospitals could be reduced without affecting 
outcomess to patients, and with significant concomitant reduction in cost. Even more, out-
comee could be improved through performing smaller numbers of diagnostic tests. This is an 
areaa where one can demonstrate that 'too muchh is poor quality'. Needless tests cause anxiety, 
unnecessaryy surgery costs lives, repeated exams create inconveniences for patients, routine 
testss create confounding data and lead to unnecessary further examinations and treatment of 
'falsee positives' and excess hospital stays create hospital infection risk. Our questionnaire sur-
veyss conducted in 1992/93, 1995 and 1997 indicated that practice in Hungary concerning 
routinee preoperative assessment was different compared to a group of hospitals located in the 
countriess of Western Europe and varied significantly from hospital to hospital. There was little, 
iff  any, control of test requests in Hungary in 1992/93 when preoperative assessment was first 
evaluatedd in 17 hospitals. Laboratory tests were clearly overused. There were various reasons 
forr which tests were requested, not closely related to preoperative assessment, such as: for 
screening,, diagnosis, treatment, documentation, practice of defensive medicine, risk assess-
mentt and income generation purposes. The first study in 1992/93 showed that the hospitals' 
underdevelopedd quality systems and inappropriate, often implicit and verbal, anecdotal 'guide-
lines'' and old habits of the physician and surgeons were the factors underlying over-utilisation 
off  the tests of preoperative assessment. Various tests ordering reasons were singled out, sug-
gestionss were created and agreed upon through various consensus conferences. As the result of 
thesee quality assurance efforts, the second study in 1995 and the third study in 1997 showed 
dramaticc decrease of the number of preoperative tests used in the participating 20 hospitals. 

TheThe author is grateful to Professor James Kahan (RAND-Europe, Leiden) for his helpful comments of 
thisthis chapter and the author would like to express his special thanks to Professor Niek S. Klazinga, leader of 
COMAC/HSR/QACOMAC/HSR/QA and BIOMED/PECO programme, for his contribution and support of this study in Hun-
gary.gary. The author thank Professor Egon Jonsson (SBU, Stockholm) for his comments and suggestions. 
ThisThis study was performed under the aegis of the Hungarian Society for Quality Assurance in Health 
CareCare by the author of the thesis. This research was part of the COMAC/HSR/QA and BIOMED/PECO 
ProgrammeProgramme of the European Union, DG XII., funded by the European Union, DG XII. and the Dutch 
MinistryMinistry of Health, Welfare and Sports. 
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6 .11 W h y w as p r e o p e r a t i ve a s s e s s m e nt in su rge ry se lec ted as o ne of t h e v e ry 
f i rs tt  q u a l i t y a s s u r a n ce top i cs i n Hungary ? 

Preoperativee assessment aims to reduce the risk connected wi t h surgery and anaesthesia or 
otherr forms of pain relief, and to promote rehabilitation after surgery. Routine assessment 
oftenn include chest radiography, electrocardiography and laboratory testing of such as 
ur inee albumin, urine glucose, urine sedimentation, urine reduction, blood ESR/viscosity, 
bloodd haemoglobin, blood haematocrit, blood white cell count, creatinine, sodium, potas-
sium,, sGPT, gGT, thrombocyte account, blood glucose, APTT, PTT clinical clotting time. 
Inn Hungary, preoperative investigation is initiated by the surgeon in co-operation wi th the 
attendingg anaesthetist sometimes in consultation wi th other specialists. Preoperative as-
sessmentt may lead to preventive actions, while the planning of operative and postoperative 
caree m ay also be influenced by the findings. High quality and cost-effective practice de-
mandss that the preoperative assessment must be effective and complete, which however 
doess not mean that it should be equally comprehensive for all patients. Increased safety 
m ayy be achieved by a more limited and focused investigation of patients w ho are otherwise 
healthyy such as patients falling in the ASA 1 category. 

Theree is a substantial body of literature to show evidence that much of the routine preop-
erativee X-rays, ECG and laboratory testing performed in different countries is unnecessary, 
andd the cost of these examinations could be reduced wi thout harming patients (*) There is 
alsoo evidence that unnecessary tests harming patients through further examination and 
t reatmentt of 'false positives', cause inconveniences for the patients and, delays in the clini-
call  process, and result in longer lengths of stay which can cause higher risk for nosocomial 
infectionn and increased cost. (SBU, 1989) According to the 'Statement on routine preopera-
tivee laboratory and diagnostic screening' of the American Society of Anaesthesiologists 
(1987):: "Individual anaesthesiologists should order test(s) when, in their judgement, the 
resultt may influence decisions regarding risks and management of the anaesthesia and 
surgery.""  The au thor of this thesis had very different experience on preoperative assess-
mentt in surgery in Hungary. Working as hospital internist during the 80s he experienced 
thatt surgeons referred every surgical patient to the medical department for preoperative 
examinat ionn purposes. Internal diseases specialists made a physical examination and ECG 
inn each of the cases. Blood was taken from all patents for laboratory examination (SMA 12) 
purposess and according to the requirement (anecdotal or implicit guideline) every patients 
hadd to have a chest X-ray. Senior physicians controlled this process and it was called a 
'medicall  error' if one of these examinations was missing. Al l examinations had been done 
andd documented in the patient 's record before an anaesthesiologist even saw the patients. 
Preoperativee routine was evaluated in three phases in Hungarian hospitals. The first study 

(*)(*)  Kaplan, 1 982; WHO, 1 983, U.S. Department of Health and Human Services, 1983; Rucker, Frye, Staten et al. 
1983,1983, Hubbcl, Greenfild, Tyler, et. al. 1985; U.S. Department of Health and Human Services, 1986; Goldberger 
andand O'konski, 1986; Fowkes, Davies, Evans, et al. 1986; McKee and Scott 1987; ASA, 1987; Tape andMushlin, 
1988;1988; Christian, Gcrvais, and Dick, 1988; Klazinga and Helsloot, 1989; Fourcade, 1989; Bhuripanyo, 
Prasertchuang,Prasertchuang, Chamadol, et al 1990; Gagner and Chiasson, 1990; Leest, 1991; Edmiston, Beam and Shapiro, 
1991;1991; Perraro, Rossi, Uva et al. 1992; Gold, Young, Kinman, et al. 1992; Gulacsi, 1993; Klazinga, 1994, López-
ArgumcdoArgumcdo and Asua, 1999; Asua and López-Argumedo, 2000 
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wass conducted in 1992 /93 in 17 Hungarian hospitals, as part of the 1st Concerted Action 
Programmee on Quality Assurance in European Hospitals (COMAC/HSR/QA). 

Thee second evaluation of the preoperative routine was done in 20 hospitals in 1995 as part 
off  the 2nd Concerted Action Programme on Quality Assurance in European Hospitals 
(BIOMED/PECO).. The third study was conducted in 1997 in 9 hospitals, in order to detect 
thee changes as result of the Concerted Action Programmes between 1992 and 1997. In 
orderr to examine change over time, the same questions were used in all the three studies. 

6.1.16.1.1 The main aim and methodology 

Thee substantial body of literature on the evaluation of preoperative assessment shows that 
thiss is a popular topic and "success story" for quality assurance. There is an established 
opinionn shared by many authors that the number of preoperative X-rays, ECG and labora-
toryy tests can be decreased while the quality of care remains unchanged or even improves. 
Thiss is a well researched area wi t h a high level of agreement among professionals and there 
iss a significant difference between scientific evidence and daily practice. 

Thee research aim of the (COMAC/QA/HSR and BIOMED/PECO) project was to study differ-
entt quality assurance strategies and their effect on the improvement of care wi th respect to 
fourr clinical topics: 1) keeping of patients records; 2) prophylactic antibiotic use in surgery; 
3)) preoperative assessment in surgery; and 4) prevention and therapy of pressure ulcers. 
(Klazinga,, 1994) The 'Preoperative assessment in surgery' was among the most popular 
andd developed quality assurance activities among the key topics, both in Hungary as well 
ass in other countries participated in the programme. 

Inn Hungary the main aim of the programme on preoperative assessment in surgery was: 
too establish a baseline on preoperative assessment in surgery, 
too design and introduce guidelines in the form of quality assurance activities and to 
sett and disseminate process recommendations for preoperative assessment in surgery, 
too eliminate a significant percentage of the unnecessary preoperative X-rays, ECG and 
laboratoryy tests which were performed in the participating hospitals in 1992. 

6.1.26.1.2 Study design 

Thee study was conducted in three interrelated phases. (Table 6.1) 
Phasee 1: In 1992/1993 the actual practice was registered in the 17 participating hospitals. 
Thee evaluat ion was limited to the ASA1 category of pat ients. (American Society of 
Anaesthesiologistss Physical Measure (ASA) Class 1: There is no physiologic, biochemical or 
psychiatricc disturbance. The pathological process for which operation is to be performed is 
localisedd and not conducive to systemic disturbance.) These are 'healthy patients', and 40-
50%% of the operations can be grouped to ASA1 class. (Robbins and Mushlin, 1979) Then an 
analysiss was conducted to identify the reasons for which these selected preoperative as-
sessmentss procedures were performed in the participating hospitals. The question of 'Do-
ingg good things wrong versus doing wrong' by the hospitals had to be answered. In other 
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words,, efforts were made to learn if the daily practice in the hospital differs from the 
otherwisee appropriate recommendations, guidelines or expectations or the written or non-
writtenn guidelines or expectations are inappropriate. There were two follow-up activities 
subsequentlyy in 1995/96 in 20 hospitals (Phase 2) and in 1997 in 9 hospitals (Phase 3) to 
detectt the changes of the preoperative routine. 

Tablee 6.1 Study design 

Phases s 

Phasee 1 

1992 2 

Phasee 2 

1995 5 

Phasee 3 

1997 7 

Activities s 

Disseminationn of the questionnaires to 124 
Hungariann hospitals. (n) 

Accordingg to the survey protocol hospitals 
weree asked to participate in the programme 
too complete the questionnaire and to improve 
qualityy in the chosen fields. 

Disseminationn of the same questionnaires to 
1233 Hungarian hospitals. 

Accordingg to the survey protocol hospitals 
weree asked to complete the questionnaire again 
andd to continue working in the programme or 
newlyy join to the programme to improve 
qualityy in the chosen fields. 

Disseminationn of the same questionnaires/ 
dataa collection forms to the 20 participating 
hospitals. . 

Accordingg to the survey protocol hospitals 
weree asked to evaluate their quality 
improvementt activity results of the programme. 

Responsee rate 

11 7 hospitals, 14% overall response rate 

Goodd representation of the county/ 
mediumm care hospitals: 10 county 
hospitalss (53%) 
Fairr representation of the total number 
off  hospital beds (22%) 

200 hospitals, 16% overall response rate 

Goodd representation of the medium care 
hospitals:: 9 county hospitals (47%), 
88 participating county hospitals were 
thee same as in the previous round 
Fairr representation of the total 
numberr of hospital beds (25%) 

99 hospitals, 45% overall response rate 

Fairr representation of the medium care 
hospitals:: 7 county hospitals (37%), 
78%% response rate in county hospitals 
(alll  7 county hospitals were the same as 
inn the previous two rounds) 
Poorr representation of the total number 
off  hospital beds (12%) 

(a)) The 124 hospitals include 123 county and municipality hospital and 1 university hospital. In Hungary, there 
areare 167 hospitals in total, hut the 4 University Climes, 18 National histitutions, 8 hospitals of the Hungarian 
Rail,Rail, 3 Church hospitals, 7 hospitals of the Ministry of Defence, 1 hospital of the Ministry of Internal Affairs, 2 
hospitalshospitals of the Ministry of Justice. All together 43 hospitals were not on the mailing list of the Hungarian 
SocietySociety for Quality Assurance in Health Care, which conducted the survey, because these hospitals were not 
accessibleaccessible due to various reasons. (Gulacsi, and Kovacs, 1997) 

Thee same questionnaire was used for the evaluation of the baseline and for the two follow-
ups.. Hospitals, mainly large county public settings with around 1,500 - 2,000 beds and 
municipall  hospitals with around 200 - 600 bed, participated on voluntary basis. The same 
questionnairess were distributed to medical directors of 124 Hungarian hospitals in 1993 
andd in 1995 and distributed to 20 hospitals in 1997. Completed questioners were returned 
byy 17 hospitals (14%) in 1993 by 20 hospitals (16%) in 1995 and 9 hospitals (45% response 
ratee represents 5.3% of the total number of hospitals) completed the questionnaire in 1997. 
Thee representation of the hospitals of different size and function was varied. In 1993, of the 
177 participating hospitals 10 were large county hospitals with 1,500-2,200 beds, repre-
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sentingg 53% of the total number of 19 county hospitals, and five were municipal hospitals 
wi t hh 200-600 beds each. In 1995, 9 out of the 20 hospitals were large county hospitals 
(47%% of the total number of county hospitals) and in 1997, 7 out of the 9 hospitals were 
countyy hospitals. Altogether 7 large county hospitals (C7) participating through the whole 
durationn of the programme. The response rate from Phase 2 to Phase 3 shows that county 
hospitalss might be more receptive. Using Fisher Yates correction (Siegel, 1956), Chi-squared 
valuee is 4.90, p<0 .05. (Table 6.2) 

Tablee 6.2 Response rat e of the hospitals fro m Phase 2 to Phase 3 

Hospitals s 

Countyy hospitals 

Otherr hospitals {*) 

Yes s 

7 7 

2 2 

No o 

2 2 

9 9 

(*)(*)  Other hospitals: municipal and university hospitals 

InIn the first study round (1993), hospitals were invited to choose at least one from the four 
listedd quality assurance topics, complete the questionnaire and to set a baseline in the 
chosenn field. In addition, hospitals were requested to create and implement quality assur-
ancee programmes in the given field(s), to set up a committee in the hospital and nominate 
professional(s)) to manage the programme and to keep contact with the leader of the 
programmee on national level (the writer of the thesis). Materials and continuous assis-
tancee were provided to the hospitals. Quarterly meetings were held during the programmes 
forr the leaders of the programme on hospital level, and site visits were provided on request 
byy the Hungarian leader of the programme (the author of this thesis). 

InIn the second study round (1995) participating hospitals were asked to continue and other 
hospitalss were invited to join and start quality assurance activities on the chosen topics. 
Twentyy hospitals responded, 12 hospitals from the first phase and 8 newly joined hospi-
tals.. Five hospitals gave up who were participated in the first phase, including 1 county 
hospital,, 1 university hospital and 3 municipal hospitals. All new participants were mu-
nicipall  hospitals. In this way in the second phase there were 9 large county hospitals - 8 of 
themm participated in the previous study round as well- and 11 municipal hospitals, 3 from 
themm participated in the first phase and 8 new ones. Almost all county hospitals had a 
qualityy assurance deputy director, or at least part time employed quality assurance leader 
thatt time, this programme was under their leadership. Only 4 municipal hospitals re-
mainedd to stay in the programme from the first round, and new ones joined to the 
programme.. Only two of them completed the final evaluation questionnaire (in 1997), no 
dataa is available about the development of quality of care achieved. Partly this is the reason 
whyy county hospitals are in the focus of the programme. 

Inn the third study round the same questionnaires were distributed to all 20 hospitals which 
weree completed the questionnaire in the second round and participated in the programme. 
Ninee of them completed the programme evaluation questionnaire, which was the last step 
off  the 5-year quality assurance programme. The response rate was 45%. Seven out of the 
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99 institutions were county hospitals have been participated in the programme from the 
beginning.. Quality assurance was given a high priority in these hospitals by the manage-
ment,, which is demonstrated by the fact that in 1997 full time quality assurance directors 
weree working in all 7 county hospitals. 

6.1.36.1.3 Sample and data validity 

Inn Hungary medium level health care services are mainly provided by the 19 large, 1,500-
2,0000 bed county hospitals. These hospitals have 12-15 different departments, offering a 
widee range of health services, except top level care. There are many exceptions of this rule, 
ass some of them do offer top level care, for instance open heart surgery, or high technology 
radiologyy services. Municipal hospitals have in general 200-600 beds and 4-5 departments 
respondingg the needs of the local population as first referral hospital. In this study there 
wass a good representation (between 37% and 53%) of medium level care provided by 
largee county hospitals. These hospitals were recruited from all parts of Hungary. There-
fore,, it seems to be fair enough to state that the study findings represent the quality 
assurancee activities in the field of 'preoperative assessment in surgery' in the county 
hospitals.. Due to this condition further analysis is mainly restricted to county hospi-
tals. . 

6.22 The firs t evaluat ion of preoperative routin e in 17 hospitals in 1992-1994 

Thee first study on preoperative routine was conducted in 1992/93 in 17 Hungarian hospi-
tals,, as part of the 1st Concerted Action Programme on Quality Assurance in Hospitals 
(COMAC/HSR/QA).. The 100-question long COMAC/HSR/QA questionnaire was trans-
latedd in Hungarian and was mailed to the medical directors of 124 Hungarian hospitals. In 
1992/19933 data and information required by the questionnaire was not easily available in 
thee Hungarian hospitals. At first questionnaires were subdivided into chapters, the sub-
chapterr of the evaluation of the preoperative assessment was one among them. Question-
nairee sub-chapters were distributed among hospital departments to be answered and then 
thee medical directors collected these sub-chapters and mailed to the programme manage-
mentt team. The questionnaire was completed by 17 hospitals (14%). The low rate can be 
explainedd by the fact that in 1992/93 quality assurance was a very new concept in Hun-
gary,, this programme was the first quality assurance activity in Hungary and the 100-
questionn questionnaire was very difficult to complete due to the unavailability of the data. 
Ass shown by Table 6.3/a in 1992/93 there was no guideline on preoperative routine or 
availablee data in the hospitals which could have been used for quality assurance purposes. 
Preoperativee routine was not recognised as an important topic for assessment and im-
provement.. In none of the hospitals had this issue been addressed during the four years 
precedingg the study. 
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Tablee 6 .3 /a Preoperative assessment in surgery in 1992-1997; general characteristics 

Qualityy assurance of 
preoperative e 
assessment t 

Generall  characteristics 

Guideliness on tests to 
bee performed for 
preoperativee assessment 

Pre-operativee assessment 
testss usually performed 
beforee admission of 
in-patients. . 

Routinee data on pre-
operativee assessment 
availablee at hospital and 
cann used for evaluation 

Medicall  pre-operative 
assessmentt a topic for 
(medicall  audit) 
evaluationn in the last 
44 year 

AA 17 
Hungarian n 
Hospitals s 
COMAC/ / 
QA/HSR R 

AA 1992/93 
E--

A0% % 

A0% % 

A0% % 

A0% % 

AA 267(H) 
COMAC/QA/ / 
HSRR hospitals 

EE 123 
COMAC/QA/ / 
HSRR hospitals 

AA 1991 
EE 1993 

AA 67% 
EE 97% 

AA 56% 
EE 76% 

AA 46% 
EE 65% 

AA 16% 
EE 43% 

AA 20 
Hungarian n 
Hospitals s 
(PECO) ) 

AA 1995 

AA 70% 

AA 5% 

AA 40% 

AA 30% 

AA 198(0) 
BJOMED/ / 
PECO O 

EE 198(**) 
BJOMED/ / 
PECO O 
Hospitals s 
AA 1995 
E--

A54% % 

48% % 

27% % 

15% % 

E9 9 
Hungarian n 
Hospitals s 
(PECO) ) 

EE 1997 

EE 77% 

EE 11% 

EE 77% 

EE 88% 

AA - Assessment pha.se of the programme; E - Evaluation phase of the programme 
((nn)) Participating countries and number of hospitals (COMAC/HASR/QA): Austria 14; Belgium 42; Denmark 30; 
FranceFrance 11; Germany 11; Greece 8; Ireland 5; Israel 17; Italy 14; The Netherlands 15; Portugal 11; Russia 11; 
SpainSpain 82; United Kingdom 7; Hungary 17; and Poland 40 hospitals, 
(0)(0) Participating countries and number of hospitals (BIOMED/PECO): Denmark 4; France 5; Germany 15; Greece 
1;1; Hungary 20; Italy 11; Ireland 21; Israel 7; The Netherlands 6; Poland 27; Portugal 8; Russia 14; Slovak 
RepublicRepublic 2; Spain 50; Switzerland 4; and United Kingdom 3 hospitals. (CBO, 1992 and 1993) 

Ass can be seen in the 2nd column in Table 6.3/a, 1 7 Hungarian hospitals conducted a baseline 
studyy on pre-operative assessment in 1992/1993. The baseline situation - i.e. no quality 
assurancee activities and no data available in this field - made it clearly necessary to create, 
introducee and implement a quality assurance programme on preoperative assessment. (*) 
Thee 3rd column of Table 6.3/a shows significant improvement in this field among the 
'COMAC/HSR'' hospitals between 1991 and 1993. The 4th and the 6th column of Table 6.3/ 
aa present the development of quality assurance on preoperative assessment during the 
BIOMED/PECOO programme among the participating Hungarian hospitals. As shown by 
thee 4th and 6th columns, a total of 86% (in 1995) and 100% (in 1997) of the county hospi-
talss - participating through the whole duration of the programme - reported that they had 

(*)(*)  Due to a limited time this activity was not finished till  the end of the COMAC/HSR programme, which was 
completedcompleted in 1994 in the participating countries. 

http://pha.se
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guideliness on the tests to be performed for pre-operative assessment. (*) This is a tremen-
douss difference if these rates are compared to the 0% rate of 1992/1993. 
Routinee data on pre-operative assessment testing that could be used for evaluation were 
availablee in 71% (in 1995) and 100% (in 1997) of the hospitals, yielding visible develop-
mentt if compared to the 0% rate of 1992/93. Preoperative assessment was a topic for 
medicall  audit in the preceding 4 years of the survey in 57% (in 1995) - 100% (in 1997) of 
thee hospitals. A breakthrough can be detected in this field, too, as compared to 1993/92, 
whenn even, the term, theory and practice of 'medical audit' was unknown in the Hungarian 
hospitals.. In the 5th columns the results of the BIOMED programme can be seen from the 
hospitalss of the developed countries. The base line setting (Assessment Phase, A) in 1995 
wass not followed by a detailed evaluation of the results of the programme (Evaluation 
Phase,, E), therefore no data are shown from this side. Table 6.3/b shows significant changes 
inn the field of quality assurance of preoperative assessment in surgery between 1992-1997 
inn the 7 large county hospitals (C7) - participating through the whole duration of the 
programme. . 

Tablee 6.3/b Preoperative assessment in surgery in 1992-1997; the 7 large county hospi-
talss (C7) - participatin g through the whole duration of the programme 

Quali t yy assurance of preoperative assessment 
Generall  characteristics 

Guideliness on tests to be performed for preoperative 
assessment t 

Pre-operativee assessment tests usually performed 
beforee admission of in-patients. 

Routinee data on pre-operative assessment available 
att hospital and can used for evaluation 

Medicall  pre-operative assessment a topic for (medical 
audit)) evaluation in the last 4 year 

1992 /93 3 

0% % 

0% % 

0% % 

0% % 

1995 5 

86% % 

14% % 

71% % 

55 7% 

1997 7 

100% % 

14% % 

100% % 

100% % 

Ass shown by Table 6.4/a, there was a significant incongruence between the Hungarian 
routinee and the generally shared opinion, as in the literature, and there was a significant 
differencee between the group of Hungarian hospitals and the group of hospitals in the 
developedd countries that took part in the European Concerted Action Programmes. As 
Klazingaa and Helslot (1989) concluded, a preoperative chest X-ray and ECG in ASA I. pa-
tientss do not provide useful information. Laboratory tests are a subject of discussion, 
butt the number of preoperative laboratory tests are very high by the European aver-
age.. In 1992-1994, ASA score was neither implemented nor proposed for consideration 
inn Hungary. After the first study on the necessity of pre-operative tests, the Hungarian 
Societyy for Quality Assurance in Health Care, highlighted the importance of the implemen-
tationn of the ASA score in various publications and consensus conferences and suggested to 
thee College of Surgeons to implement ASA score in the daily practice. The professional 

(*)Twenty(*)Twenty hospitals were involved in the Phase 2 in 1995 (Assessment Phase, A) and 9 hospitals evaluated the 
developmentsdevelopments that were achieved till  1997 (Evaluation phase, E). As shown by the 4lh and 6th columns, a total of 
70%(1995)70%(1995) - 80% (1997) of the hospitals reported that they had guidelines on the tests to be performed for pre-
operativeoperative assessment. 
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Collegee of Surgeons (Hungary) published its guideline on preoperative assessment and in 
thiss guideline they suggested to the surgeons to use ASA in 1995. (Guideline, 1995) As can 
bee seen in the Table 6.4/a, the frequency of using pre-operative tests dropped dramatical ly 
bothh in the hospitals in the developed countries and in Hungary. In Hungary financial 
l imitationss became very heavy during the time of the programme. However, as a signifi-
cantt decrease was experienced in the hospitals in the developed countries as well, it is fair to 
assumee that the decrease in the number of the pre-operative tests performed was caused 
largelyy by the programme. 

Tablee 6 .4 /a Routine preoperative tests for  ASA1(&) patients, elective surgery: 1992-
1997 7 

Preoperative e 
tests s 

Chestt X-ray 

ECG G 

Urinee albumin 

Urinee glucose 

Urinee sedimentation 

Urinee reduction 

Bloodd ESR/viscosity 

Bloodd haemoglobin 

Bloodd haematocrit 

Whitee blood cell count 

Creatinine e 

Sodium m 

Potassium m 

SGPT T 

AA 17 
Hungarian n 
Hospitals s 
COMAC/ / 
QA/HSR R 

AA 1992 
E--

A83% % 

AA 88% 

AA 94% 

AA 94% 

AA 94% 

AA 94% 

A0% % 

AA 88% 

AA 88% 

AA 89% 

AA 81% 

AA 94% 

AA 94% 

AA 5 7% 

AA 267(0) 
COMAC/QA/ / 
HSR R 
EE 123/34(@) 
COMAC/QA/ / 
HSR R 
AA 1991 
EE 1993 

AA 52% 
EE 19% 

AA 50% 
EE 29% 

AA 57% 
EE 33% 

AA 60% 
EE 48% 

AA 46% 
EE 38% 

AA 30% 
EE 14% 

AA 38% 
EE 33% 

AA 80% 
EE 71% 

AA 72% 

EE 24% 

AA 70% 
EE 52% 

AA 55% 
EE 57% 

AA 51% 
EE 29% 

AA 51% 
EE 33% 

AA 35% 
EE 19% 

AA 20 
Hungarian n 
Hospitals s 
(PECO) ) 

AA 1995 

AA 20% 

AA 40% 

AA 65% 

AA 65% 

AA 50% 

AA 45% 

AA 5% 

AA 75% 

AA 75% 

AA 65% 

AA 35% 

AA 55% 

AA 55% 

AA 35% 

AA 198(0) 
BIOMED/ / 
PECO O 
Hospitals s 

AA 1995 
E--

A28% % 

AA 34% 

AA 31% 

AA 35% 

AA 31% 

AA 24% 

AA 19% 

AA 58% 

AA 55% 

AA 53% 

AA 34% 

AA 36% 

AA 36% 

AA 21% 

E9 9 
Hungarian n 
Hospitals s 
(PECO) ) 

EE 1997 

EE 11% 

EE 33% 

EE 44% 

EE 55% 

EE 55% 

EE 44% 

E0% % 

EE 77% 

EE 77% 

EE 55% 

EE 33% 

EE 44% 

EE 44% 

EE 22% 
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Preoperative e 
tests s 

GGT T 

Thrombocytee count 

Bloodd glucose 

APTT T 

PTT T 

Clinicall  clotting time 

AA 17 
Hungarian n 
Hospitals s 
COMAC/ / 
QA/HSR R 

AA 1992 
E--

A45% % 

AA 65% 

AA 94% 

AA 65% 

AA 65% 

AA 50% 

AA 2 6 7R 

COMAC/QA/ / 
HSR R 
EE 123/34(@) 
COMAC/QA/ / 
HSR R 
AA 1991 
EE 1993 

AA 28% 
EE 19% 

AA 57% 
EE 43% 

AA 62% 
EE 76% 

AA 43% 
EE 38% 

AA 48% 
EE 48% 

AA 39% 
EE 14% 

AA 20 
Hungarian n 
Hospitals s 
(PECO) ) 

AA 1995 

AA 25% 

AA 40% 

AA 55% 

AA 5% 

AA 15% 

AA 30% 

AA 198(0) 
BIOMED/ / 
PECO O 
Hospitals s 

AA 1995 
E--

AA 18% 

AA 39% 

AA 43% 

AA 24% 

AA 28% 

AA 26% 

E9 9 
Hungarian n 
Hospitals s 
(PECO) ) 

EE 1997 

EE 22% 

EE 33% 

EE 66% 

E0% % 

EE 0% 

EE 11% 

AA - Assessment phase of the programme; E - Evaluation phase of the programme 
(&)(&)  ASA1 - The American Society of Anaesthesiologists Physical Status Measure (ASA); Class I.: There is no 
physiologic,physiologic, biochemical or psychiatric disturbance The pathological process for which operation is to be per-
formedformed is localised and not conductive to systemic disturbance. 
((uu)) Participating countries and number of hospitals (COMAC/HASR/QA): Austria 14; Belgium 42; Denmark 30; 
FranceFrance 11; Germany 11; Greece 8; Ireland 5; Israel 1 7; Italy 14; The Netherlands 15; Portugal 11; Russia 11; 
SpainSpain 82; United Kingdom 7; Hungary 1 7; and Poland 40 hospitals. 
(0)(0) Participating countries and number of hospitals (BIOMED/PECO): Denmark 4; France 5; Germany 15; Greece 
1;1; Hungary 20; Italy U; Ireland 21; Israel 7; The Netherlands 6; Poland 27; Portugal 8; Russia 14; Slovak 
RepublicRepublic 2; Spain 50; Switzerland 4; and United Kingdom 3 hospitab.(CBO, 1992 and 1993) 

Tablee 6.4/b shows significant changes of professional behaviour in the field of routine 
preoperativee tests for ASA1(&) patients, elective surgery: 1992-1997 in the 7 large county 
hospitalss (C7) - participating through the whole duration of the programme. 

Tablee 6.4/b Routine preoperative tests for  ASA1(&) patients, elective surgery: 1992-
1997;;  the 7 large county hospitals (C7) - participatin g through the whole duration of 
thee programme 

Preoperativee tests 

Chestt X-ray 

ECG G 

Urinee albumin 

Urinee glucose 

Urinee sedimentation 

Urinee reduction 

Bloodd ESR/viscosity 

Bloodd haemoglobin 

Bloodd haematocrit 

1995 5 

15% % 

40% % 

50% % 

55% % 

55% % 

45% % 

0% % 

80% % 

80% % 

1997 7 

11% % 

30% % 

40% % 

55% % 

55% % 

44% % 

0% % 

80% % 

80% % 
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Preoperativee tests 

Whitee blood cell count 

Creatinine e 

Sodium m 

Potassium m 

SGPT T 

GGT T 

Thrombocytee count 

Bloodd glucose 

APTT APTT 

PTT T 

Clinicall  ciotting time 

1995 5 

80% % 

40% % 

60% % 

60% % 

30% % 

30% % 

30% % 

65% % 

5% % 

10% % 

25% % 

1997 7 

80% % 

35% % 

45% % 

45% % 

25% % 

25% % 

30% % 

65% % 

0% % 

0% % 

11% % 

6.2.16.2.1 Interpretation of the result of the first study on preoperative routine and further 
qualityquality assurance activities 

Ass Tables 6.3/a-b and 6.4/a-b show, there was a big difference in the field of preoperative 
routinee in the group of Hungarian hospitals compared to a group of 267 European hospi-
talss that participated in the first Concerted Action Programme on Quality Assurance in 
Hospitals.. (Data from the 17 Hungarian hospitals are not included in the data of the 267 
Europeann hospitals.) After these findings had been obtained, a literature review on preop-
erativee routine was conducted and published in medical journals in Hungary, and the re-
sultss were presented in various consensus conferences. ASA score was recommended to use 
too the Hungarian College of Surgeons. Methodology and results of the evaluation of preop-
erativee routines became part of the quality assurance training programmes, which were 
startedd in Hungary at that time. The lesson learned from the first study as compared with 
thosee from the 267 European hospitals was the first 'local' example to show that there is a 
differencee in quality among hospitals which can be eliminated without major additional 
resourcee investment. As seen in Table 6.4/a-b, substantial preoperative routine was per-
formedd on the patients. Six main reasons were identified through the answers for the open 
questionss of the questionnaire from the surgeons and physicians, site visits and various 
meetingss that gave an explanation to this practice: 

ASAA score was not used in Hungary in 1992/93 (subsequently, it was recommended 
byy the Hungarian Society of Surgeons later in 1995J, 
thee concept of risk assessment and adjustment and the patients categorisation based 
onn this was unknown at that time, 
theree was an implicit, anecdotal but very strong requirements in the hospitals that 
everyy patients had to have chest X-ray, ECG and laboratory tests (SMA 12) prior to 
surgery.. According to the underlying health policy of the time, all hospital physicians 
andd surgeons were responsible for and had to perform general physical check up, all 
screeningss what were possible in the given hospital, health promotion and health 
education.. Preoperative routine was automatic. At many of the departments and ser-
vices,, nurses automatically filled in the X-ray, ECG and laboratory tests request forms 
andd sent patients to preoperative routine. In most surgical departments all preopera-
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tivee routine had been ready before the surgeon or anaesthesiologists first saw the 
patient. . 
theree were no budget limitations at the time, hospitals were financed by global budgets, 
noo evaluation had been conducted previously on the quality of preoperative routine, 
andd the importance of preoperative routine had never been questioned before, 
resultss of international research published in international professional literature were 
unknown,, journals in quality of care, technology assessment, clinical epidemiology, 
healthh economics, audit etc. were not available in Hungary, and this kind of research 
hadd never been used and implemented; furthermore, no systematic reviews in this 
fieldd were ever published. 

Basedd on the findings shown in Tables 6.3/a-b and 6.4/a-b, a 'Preoperative Assessment 
Workingg Party', hereinafter referred to as 'Working Party' was formed. Members were 
delegatedd by the participating hospitals (mainly medical directors], the Hungarian Hospital 
Associationn (Secretary General), Health Insurance Fund Administration county director-
atess (medical directors) and the Hungarian Society for Quality Assurance in Health Care 
(Secretaryy General - the author). They created and educational package based on the litera-
turee on preoperative assessment. The various reasons of justifying the performance of 
preoperativee routine (diagnostic function: complete the medical history, and medical ex-
amination;; baseline function: assess potential further disturbances; screening function: 
detectt unsuspected illness; risk assessment function: predict individual risk; monitoring 
function:: help management of patient care) and their sensitivity and specificity (Charpak, 
1986;; CBO, 1994, Klazinga and Helsloot, 1989) were discussed in details. Fortunately, this 
educationall  package was incorporated into the curriculum of health care management 
educationn that was launched just at that time in Hungary. This was mainly due to the fact 
thatt this program was part of the first European concerted quality assurance programme, 
thiss was the first multi-hospital quality assurance program in Hungary and the materials 
off  this program formed the only quality assurance literature in Hungarian language. This 
coursee conferred manager diplomas to hospital medical directors. The preoperative assess-
mentt education package was used to demonstrate quality assurance in hospitals as well as 
thee specificity and sensitivity of various examinations. Members of the 'Working Party', 
suchh us medical directors of major hospitals, the Secretary General of the Hungarian Hos-
pitall  Association etc. were at that time trainees at that manager course. Many of them 
preparedd their diploma thesis on this topic. These fortunate coincidences greatly contrib-
utedd to the success of the program. The 'Working Party' set up and disseminated sugges-
tionss on preoperative routine based on the literature. These suggestions were: 

thee investigation request form (X-ray, ECG, lab. tests) should be filled in by an MD, 
preferablyy a surgeon or anaesthesiologist, 
ASAA score should be implemented in the daily practice, and all patients should be 
categorisedd according to ASA, 

--  it is a general guideline not to perform preoperative X-ray and ECG for ASA1 patient, 
unlesss a doctor specifically requests some of them for some reason, 
theree should be policies about preoperative laboratory test request developed by the 
individuall  departments or services within the hospital, based on the case mix and 
profilee of the department, 
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currentt practice needs to be reviewed annually wi t h the involvement of the Working 

Party. . 

Ass a general recommendation, the Working Party suggested to establish a Quality Assur-
ancee Committee in the hospitals (in 1992, no Hungarian hospital had quality assurance 
professionalss or a quality assurance committee in place). 

6.2.1.11 Response rate and the receptivity of hospi tals, Phase 1 

Thee response rate of Phase 1 shows that large county hospitals might be more receptive to 
participatingg in quality improvement programmes than other hospitals wi t h different size 
andd function. (Using Fisher Yates correction, Chi-squared value is 28,3 p<0.05). (Table 6.5) 

Tablee 6.5 Response rat e of the hospitals Phase 1 

Hospitals s 

Countyy hospitals 

Otherr hospitals (*) 

Yes s 

10 0 

9 9 

No o 

7 7 

98 8 

(*)(*)  Other hospitals: municipal and university hospitals 

6.33 Second evaluation of the preoperative routin e in 20 hospitals, 1995 /96 

Duringg the Phase 2 of the study the same methodology was used; the translated question-
 naire was distributed among 124 hospitals and was completed by 20 of them (16%). A 
comparisonn of the 1995/96 stage of quality assurance wi t h that in 1992/93 (Table 6.1) 
showss significant changes in Hungarian hospitals in relation to quality assurance activi-
tiess on preoperative routine. Quality assurance on preoperative assessment in surgery was 
amongg the first four quality assurance activities implemented in Hungarian hospitals. The 
methodologyy and literature review, were available in Hungarian and experts in this field 
visitedd Hungary (Klazinga and colleagues) and provided technical assistance quite frequently. 
Becausee additional resources were not needed, the programme was supported by the Min-
istryy of Welfare and the management of the participating hospitals. Quality assurance on 
preoperativee routine was an ideal topic to start quality assurance activity in Hungary. 
Tablee 6.3/a-b shows a dramatic decrease in the number of preoperative tests performed in 
thee responding Hungar ian hospitals. 

6.3.16.3.1 Interpretation of the result of the second study on preoperative routine and further 
qualityquality assurance activities 

Ass shown by Tables 6.3/a-b and 6.4/a-b, a considerable step forward was made in the field 
off  quality assurance in general and in the field of preoperative assessment in particular. 
Especiallyy the 7 large county hospitals (C7) - participating through the whole durat ion of 
thee programme - showed significant changes between 1992/1993 and 1995 in utilisation 
off  preoperative tests. It seems fair to conclude that the decrease in the preoperative investi-
gationss was part ly due to the quality assurance activities and part ly the significant dete-
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riorationn of the hospitals' financial situation. None of the hospitals reported any negative 
effectss as a consequence that decreased number of preoperative investigations were per-
formed.. The Working Party maintained their previous suggestions {Paragraph 6.2.1) and 
proposedd to continue their implementation without any change. The previous recommen-
dationss that were considered to be good were then published, disseminated countrywide to 
alll  hospitals and presented at consensus conferences. These recommendations were widely 
acceptedd and agreed among the professionals in Hungary in the participating 7 county 
hospitals. . 

6.44 The thir d evaluat ion of the preoperative routin e in 9 hospitals in 1997 

Duringg the third survey (Phase 3), the questionnaire used during the two previous studies 
wass administered for final evaluation purposes. At that time, 9 completed questionnaires 
(45%% response rate) were returned out of the participating 20 hospitals as shown by Tables 
6.1,, 6.3/a-b and 6.4/a-b. Seven hospitals out of the 9 were large 1,500-2,000 bed county 
hospitalss participating in the programme since the beginning (1992). The 7 county hospi-
talss represented 37% of the county hospitals, which provide a massive amount of medium 
levell  care on county level in Hungary. These 7 county hospitals participating throughout 
inn the programme reached most of the goals of the programme between 1992/1993 and 
1997.. Only the rate of 'pre-operative assessment tests usually performed before admission 
off  in-patients' (Table 6.3/a~b) remained practically unchanged. Due to the current hospital 
financingg mechanism hospitals have a strong financial incentive to admit patients instead 
off  performing preoperative assessment before admission. Hospital management are fully 
awaree that pre-operative tests performed before admission would be better for the patients 
andd resources could be saved, but clear financial loss as a consequence of quality assurance 
activityy is unacceptable to them. 

6.4.16.4.1 Interpretation of the result of the third study on preoperative routine and further 
qualityquality assurance activities 

Thee third survey is only of an informative nature, from national perspective due to the 
relativelyy low number of participating hospitals. But this finding seems to be relevant to 
thee medium care settings provided by large county hospitals {C7 in tables 6.3/a-b and 6.4/ 
a-b).. This is interesting to notice that mostly these hospitals employed quality staff and 
implementedd quality assurance programmes really actively in Hungary. Top care institu-
tions,, included national institutes and university clinics were and are rather reluctant to set 
upp quality policy, involved quality assurance programmes and employ staff paid for doing 
qualityy assurance. 

Inn the other side of the health care palette, the basic care providers, the municipal hospitals 
weree argued that they capacity to be involved in quality assurance programmes were 
limitedd due to the 'small' hospital size (200-600 beds) and limited staff and budget. There 
weree no budget dedicated to employ full time or part time quality - or even hospital epide-
miologyy - staff. Many times there were (and are) different legal requirements for these 
'smalll  hospitals', for instance, full time hospital epidemiologists were and still not manda-
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toryy to employ. It had special impact on quality assurance due to the fact that hospital 
epidemiologistss took the leading role of the quality assurance in the county hospitals in the 
beginningg of quality assurance development and later they often became quality assurance 
directorss or were and still working closely together with quality assurance directors. 

Inn hospitals in which quality assurance had been instituted as a continuous activity and 
incorporatedd among the hospital's routines, X-ray, ECG and laboratory test utilisation 
becamee a continuous concern of the Ouality Assurance Committee. In 199 7, in the 4lh - 5th 

yearr of the programme, results out of the programme were used in many hospitals, guide-
lineslines were created and implemented in lots of hospitals, the concept and methodology 
becamee widely accepted. Quality assurance in pre-operative assessment became part of the 
dailyy routine, professionals did not see this as research programme any more, and the 
Qualityy Assurance Committees are fully able to manage this in their own hospitals, fur-
therr assistance was not needed from 'outside' in this field. 

6.55 Discussion; results 

Fromm the early 80s researchers have provided a massive amount of scientific evidence about 
thee serious overuse of preoperative assessment tests, including laboratory tests, ECG and 
chestt X-ray. This overuse is costly and may cause harm to the patients due to the large 
amountt of false positives and further diagnosing and treating these false positive patients. 
Testss used for preoperative assessment purposes are typical low-cost diagnostic technolo-
giess (LCDT). According to Lewis (1997) the distinguishing characteristics of the LCDTs are: 
theyy are minimally regulated, widely available and by definition inexpensive; there are 
rarelyy formal policies or protocols governing the nature and amount of use, they are widely 
diffusedd across the health care system; the fixed cost and marginal cost are relatively low 
andd the marginal revenues from each procedures can be very high. (Lewis, 1997) 

Thee inappropriateness of preoperative assessment in surgery became an issue in Hungary 
inn the early 90s, and there was a rising awareness among professionals that preoperative 
assessmentt should be performed according to the scientific insights. Guidelines were re-
quiredd and implemented in order to change the behaviour of the professionals and improve 
thee quality of care system. Managers were also impressed by the fact that this type of 
qualityy assurance activity works, can save resources and improve quality of care. 

Thee first questionnaire survey in 1992/93 showed that hospital departments in Hungary 
weree performing pre-operative tests of almost all kind for ASA 1 category patients in 
electivee surgery, in 80-90% of the cases. According to the literature the value of pre-opera-
tivee tests has not been established for 'healthy patients' with no previous medical history, 
inn whom physical examination does not indicate a need for further investigation has not 
beenn established. In case of inappropriately, unnecessarily offered pre-operative tests the 
predictedd rate of false positives might be very high, testing and subsequent treatment might 
bee harmful, costly and time-consuming (e.g. surgical procedures might be unnecessarily 
delayed).. The assessment, development and evaluation of the preoperative routine were 
successfullyy finished in 1997. In 1995 and 1997, those hospitals that had incorporated 
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qualityy assurance as a continuous exercise among the hospital activities and in which 
X-ray,, ECG and laboratory test utilisation review was part of the standing duties of the 
Qualityy Assurance Committee, ceased to consider this area as one of priority impor-
tancee to be studied. The initial recommendations of the Working Party were subsequently 
includedd in the guidelines of the various professional associations (Society of Anaesthesiology 
andd Intensive Therapy, Professional Colleges of Surgery). The amount and evaluation of 
necessaryy preoperative routines became a topic at professional conferences of surgeons and 
off  their publications. Whereas in 1992 and earlier, the prevailing attitude had been one of 
'thee more investigations, the better the quality of care', by 1997 the aim in most of the 
hospitalss became 'to carry out few and only the necessary investigations. Also, the profes-
sionall  advisory board in the given speciality and the medical speciality itself became own-
erss of the field, which is seen as a real success of the programme. 

Ass a second step, the reasons for carrying out preoperative assessment were examined, and 
thenn recommendations based on literature and the results from the large group of Euro-
peann hospitals (COMAC/HSR/QA and BIOMED/PECO), were created and disseminated. 

6.5.16.5.1 Process versus outcome measures of the preoperative assessment 

Outcomee measurement was not part of the programme. Partly because poor outcome may 
nott occur each time something is done incorrectly, outcome can require very large samples 
andd often take too long to measure a statistically significant effect. In the case of preopera-
tivee assessment, based upon the massive international literature, process measures (what 
iss done to a patient) seems to be a sensitive measure of quality of care. However, profes-
sionalss in the participating hospitals (with particular emphasis on county hospitals) be-
comee interested in learning more about the actual outcome of the services they performed. 
Thee above explanation was acceptable but not satisfying to them. They wanted to further 
analysee risks, antibiotic delivery and nosocomial infections such as surgical site infections 
(SSI)) of their patients. As a consequence of the professionals' interest this research went 
furtherr in a different but related topic the 'Risk-adjusted surgical site infection surveillance 
inn Hungarian hospitals', the results of this study are discussed in Chapter 7. 

6.5.26.5.2 County hospitals as change agents of quality improvement 

Onee of the most interesting results of the study showed that county hospitals are more 
receptivee than other healthcare settings such as university hospitals (top care) and munici-
pall  hospitals (basic care). Quality assurance activities started in large county hospitals in 
Hungary,, this impression is strengthened by chapter 5-9 as well. County hospitals seem to 
bee the change agents in the transition period of the Hungarian health care system, in terms 
off  quality improvement. This result is in accordance with the literature. Keeler, Rubenstein, 
Kahnn et al. (1992) argued that teaching, larger and more urban hospitals have better qual-
ityy in general than non-teaching, small and rural hospitals. 
Althoughh further research is needed to fix and describe the characteristic feature of the 
changee agent(s) in quality improvement, there might be some possible explanations to be 
listed: : 
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Countyy hospitals are big and complex enough, having large number of staff with 
differentt qualification, to break the 'critical mass'. 
Thesee hospitals have stronger, more 'general management oriented' management com-
paredd to the municipal or university hospitals. 
Countyy hospitals belong to the municipalities, they are close to the 'customers', the 
feed-backk is more direct and immediate. 
Patientss are usually 'filtered' before admission to county hospitals, as they are usu-
allyy referred to county hospitals by out-patient clinics or municipal hospitals. In 
contrast,, municipal hospitals and university hospitals have a so-called 'municipal 
hospitall  function or basic care function' which means that patients usually come 
withh GPs' referral as well (or are self-referrals). 
Thesee hospitals have trained full time management, both in terms of general, medi-
cal,, nursing and economic management, which was not available in the municipal 
andd university hospitals. Full time hospital epidemiologists were and are (in 2000) 
employedd only in county (and university) hospitals and not in municipal hospitals. 
Fromm 1993, first part time, than after 1995/1996 full time quality assurance direc-
torss (with fully employed staff) were employed in almost all county hospitals. There 
weree no full time quality assurance staff employed in municipal and university hos-
pitals,, and this situation has not changed. 

6.5.36.5.3 Validity of the findings 

Importantt question is the validity of the findings. Results might be well extrapolated to the 
mediumm care institutions, to the county hospitals. These hospitals are the 'backbone' of the 
healthh care system and provide the highest level health care services in a county basis. 
Thesee hospitals are also the centre of the county level CME and these are teaching hospitals 
affiliatedd to medical universities. Significant changes could be witnessed in the field of 
preoperativee assessment in particular and in quality assurance activities in general be-
tweenn 1992-1997 in the Hungarian county hospitals. Direct evidence were obtained in 
relationn to 7 county hospitals out of the study. Results might be extrapolated with caution 
too national institutes, university hospitals and municipal hospitals. 

Didd quality assurance efforts facilitated or caused the change, which we believe was im-
provement? ? 

InIn analysing the introduction of the quality assurance in hospitals, it may be difficult to 
identifyy the cause and effect of such tool perfectly. Between 1992 and 1997 there were 
manyy changes in the health care system, including financial mechanisms of the reimburse-
ment,, managerial changes in the hospitals, as well as legal frameworks. 
Somee of the changes in the procedure of the preoperative assessment are direct results of 
thee programme such as setting up quality policy in the hospitals related to preoperative 
assessment,, creating and using guidelines, establishing committees, collecting and analysing 
dataa and continuously making corrective actions. One might say that the decrease of the 
usee of these preoperative assessment tests were influenced by the limited resources avail-
ablee for the hospitals. This might contribute to the final result to some extent. 
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6 .66 R e c o m m e n d a t i o ns 

Basedd on the findings of the study the following recommendations can be made: 
a)) This study provided direct evidence that quality assurance in the field of preoperative 

assessmentt can work in a group of 7 Hungarian county hospitals. In Hungary there 
aree 19 county hospitals in total plus a couple of hospitals in Budapest (10 hospitals) 
off  the same size and function, with altogether 50%-55% of the total hospital capacity 
inn terms of hospital beds falling in this category. Quality improvement activities in 
thiss field should be promoted and broadly disseminated to these hospitals. 

b)) Smaller hospitals {municipal hospitals) 'below the critical mass' might also be able to 
participatee in the quality improvement of preoperative assessment in surgery through 
var iouss management assistance, such as twinning hospitals, more extensive network-
ing,, sharing experience, time of quality assurance professionals and quality manage-
mentt wi th county hospitals. The most appropriate technique should be identified, 
piloted,, implemented and maintained in the near future, assisted by regulation or 
legislation,, for instance, within the accreditation scheme which is currently being 
established. . 

c)) More comprehensive data collection is needed as a routine in all kinds of hospitals. 
d)) Our results show that systems (hospitals) might absorb innovations/changes wi th-

outt them changing. One work ing quality assurance programme does not necessarily 
meann that the whole system changed and the concept of quality is implemented. In 
orderr to improve and maintain quality of care in the field of preoperative assessment 
thee quality concept has to be further implemented in the Hungarian hospitals. 

Withoutt these further steps health care settings in Hungary are not ready to institute 
guideliness imported from other countries. 
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Chapterr  7 

RISK-ADJUSTEDD SURGICAL SITE INFECTIO N 
SURVEILLANC E E 

INN HUNGARIA N HOSPITAL S 

Abstract t 

Background::  Assessment of health care quality is a major challenge in countries such as 
Hungaryy where there is limited experience with measurement of patient outcomes. We 
soughtt to demonstrate that surgical site infection (SSI) surveillance is a feasible outcome 
measurementt model for evaluating the quality of surgical care in Hungarian hospitals and 
identifyingg areas for improvement. 

Methods::  Prospective survey of the incidence of SSI after 12 defined procedure types in a 
cross-sectionn of 20 public hospitals was performed in Hungary during 1996. Hospital 
personnell  were trained to perform SSI surveillance using the Hospitals in Europe Link for 
Infectionn Control through Surveillance (HELIC5) protocol, a protocol consistent with methods 
usedd by the United States Centers for Disease Control and Prevention's National Nosoco-
miall  Infection Surveillance (NNIS) System. Procedure-specific, risk-adjusted SSI rates were 
comparedd to NNIS System benchmarks. 

Results::  Cholecystectomy, herniorrhaphy, appendectomy, and open reduction of fracture-
44 of the 5 most commonly performed procedures in Hungary in 1996 - comprised 85% of 
thee 6,006 procedures analysed. Cumulative SSI rates for herniorrhaphy and appendec-
tomyy were comparable to NNIS System benchmarks. Cumulative SSI rates for cholecys-
tectomyy were significantly higher in Hungarian hospitals among risk categories that in-
cludedd open procedures. Nearly half of the hospitals had SSI rates for cholecystectomy that 
weree high outliers (>90% percentile) compared to NNIS System benchmarks. Cumulative SSI 
ratess for open reduction of fracture and mastectomy were significantly higher in Hungarian 
hospitalss due to high rates in a few hospitals. The duration of surgery for all procedure types 
wass substantially shorter in Hungarian hospitals compared with NNIS System hospitals. 

Conclusions::  The study expanded the capacity of Hungarian hospitals to perform SSI 
surveillancee - a key outcome of surgical care. Future collaborative initiatives should focus 
onn optimising infection prevention measures for patients undergoing cholecystectomy, open 
reductionn of fracture, and mastectomy. The effect of the utilization of open vs. laparoscopic 
cholecystectomyy and short procedure duration on SSI rates should be evaluated further. 
Thiss program can serve as a model for similar programs in other Central and Eastern 
Europeann countries. 
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7.11 Introductio n 

Governments,, payers, and international health organizations are increasing pressure on 
hospitalss to improve patient outcomes and reduce costs. (World Bank, 1993) Nosocomial 
infectionn control programs are highly effective in reducing infections that cause substan-
tiall  morbidity and mortality and increase health care costs. (Haley, Culver, White et al. 
1985;; Wenzel, 1985) Accordingly, we have argued that nosocomial infection prevention is 
ann ideal model for nascent, hospital-based quality improvement initiatives and have de-
scribedd a demonstration program to reduce surgical site infections (SSI). (Huskins, Soule, 
O'Boyle,, Gulacsi et al. 1998) 

AA particularly attractive feature of this model is that hospital personnel quickly gain expe-
riencee with valid measurement of a key patient outcome, in this case SSI. Methods for SSI 
surveillancee are well-described and case finding is not dependent on the availability of a 
highlyy skilled microbiology laboratory, facilitating application in hospitals with littl e sur-
veillancee experience and a wide range of resources. (Horan, Gaynes, Martone et al. 1992; 
Thee Society for Hospital Epidemiology of America, 1992; Horan and Emori, 1997) Person-
nell  can use a simple composite risk index to stratify SSI rates by the risk of infection, 
illustratingg the importance of case-mix adjustment. (Culver, Horan, Gaynes et al. 1991) 
Finally,, personnel can compare their data to readily available external benchmarks provid-
ingg them with insight into the use of clinical indicators in quality management. (CDC 
NNISS System, 1997) 

Mindfull  of these considerations, the Hungarian Society for Quality Assurance in Health 
Caree (HSQA) initiated a program to improve SSI surveillance in 1994, as one of its first 
effortss to improve the quality of care in Hungarian hospitals. Prior to that time, most 
hospitalss in Hungary relied on a system of passive reporting of nosocomial infections by 
physicians,, a situation common to many hospitals in Central and Eastern Europe. A small-
scalee study in 1994 indicated that the passive system underestimated the SSI rate by 10-
fold.. (Gulacsi, Tatar Kiss, Kovacs et al. 1996) Moreover, reported rates were not stratified 
byy any measure of risk - not even wound class-making comparative analysis impossible. 
Thee purpose of the new program was to develop the capacity of hospitals to measure SSI 
ratess validly and to identify potential areas for improvement. The program was coordi-
natedd with the Hospitals in Europe Link for Infection Control through Surveillance (HELICS) 
program,, an initiative to improve surveillance and prevention of nosocomial infections 
supportedd by the European Community. (Hospitals in Europe, 1994) 

Thiss report describes the methods of this program, analyzes SSI rates for commonly per-
formedd procedures in Hungary in relation to benchmarks published by the United States 
Centerss for Disease Control and Prevention's National Nosocomial Infection Surveillance 
(NNIS)) System, and identifies areas for improvement. It is the first report of the applica-
tionn of the NNIS risk index to a large-scale, multi-institutional analysis of SSI rates in 
Europe. . 
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7.22 Methods 

7.2.17.2.1 Selection of participating hospitals 

Writtenn invitations to participate in the study were sent to the hospital directors of all city, 
county,, and university hospitals in Hungary. All hospitals expressing interest in the study 
weree visited by one of the investigators (STK) and the study was described in detail to the 
hospitall  administration, the chief of surgery, and the hospital epidemiologist. Inclusion in 
thee study was dependent upon four criteria: 1) consent of the medical and nursing direc-
tors,, the chief of the surgical department, and the hospital epidemiologist; 2) availability of 
twoo full-time nurses to perform SSI surveillance; 3) successful completion by these nurses 
off  a training course in surveillance methodology and their demonstrated competence in 
performingg SSI surveillance during a three-month implementation phase of the program 
inn 1995 (see below); 4) presence of a hospital-wide infection control committee to help 
facilitatee the surveillance. 

7.2.27.2.2 Surveillance methodology 

Thee HELICS protocol for SSI surveillance was used. (Hospitals in Europe, 1994) This proto-
coll  consistent with SSI surveillance methods used by United States Centers for Disease 
Controll  and Prevention's National Nosocomial Infection Surveillance (NNIS) System. (Horan, 
Gayy nes, JVlartone et al. 1992; Horan and Emori, 1997; Culver, Horan, Gaynes et al. 1991; 
Emori,, Culver, Horan et al. 1991) The definition of SSI was identical to that used in the 
NNISS System. (Horan, Gay nes, Martone et al. 1992) Trained nurses (see below) performed 
activee bedside surveillance of surgical patients and reviewed patient records and laboratory 
results.. Information regarding all patients under surveillance was recorded on a pre-printed 
dataa collection form developed and tested during the implementation phase of the program 
(seee below). Nurses were instructed to consult with attending physicians as needed, but to 
makee their own independent decisions regarding the presence of a SSI. Post-discharge sur-
veillancee was optional; most hospitals did not perform post-discharge surveillance for lo-
gisticall  reasons. 

7.2.37.2.3 Training and implementation of the surveillance methodology 

AA training program for surveillance nurses was established by the HSQA in collaboration 
withh the Institute for Basic and Continuing Education of Health Workers in Hungary. Each 
nursee completed a one-week didactic training course and 3 months of practical training 
duringg the latter part of 1994. 

Inn 1995, the surveillance methodology was tested in 25 hospitals for 3 months. The inves-
tigatorss (LG, STK, DAG, WCH) monitored the implementation of the project through visits 
too the participating hospitals. Data collection forms from all hospitals were submitted to 
thee data management center at Debrecen Medical University where they were analysed. 
Thee data collection form was simplified and the instructions were clarified in response to 
thee comments of hospital personnel. 
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Inn 1996, the surveillance methodology was implemented in 20 of the original 25 hospitals. 
Fivee hospitals were eliminated from the study at the request of the hospital administration 
orr due to poor compliance with the surveillance methodology. The data from this effort are 
describedd in this report. 

7.2.47.2.4 Surgical procedures surveyed 

Becausee many of the county hospitals in Hungary are very large (> 1500 beds), surveil-
lancee of all surgical procedures performed in these hospitals was impossible. Instead, hos-
pitalss were requested to perform surveillance on patients undergoing a defined set of pro-
ceduree types defined by the HELICS protocol. (Hospitals in Europe, 1994) These procedure 
typess are essentially identical to those used in the NNIS System. (Horan and Emori, 1997) 
Hospitalss were allowed to select some or all of the following procedure types for surveil-
lance:: cholecystectomy (operative and laparoscopic cholecystectomy were recorded sepa-
rately),, herniorrhaphy, appendectomy, coronary artery bypass graft, laparotomy, abdominal 
hysterectomy,, cesarean section, open reduction fracture, colon surgery, mastectomy, and 
insertionn of a hip prosthesis. University and county hospitals were requested to perform 
surveillancee on at least 150 consecutive procedures of a specific type. City hospitals were 
requestedd to perform surveillance on at least 300 consecutive procedures of any of the 
twelvee procedure types listed above. 

7.2.57.2.5 Data and statistical analysis 

Dataa collection forms from all hospitals were submitted to the data management center at 
Debrecenn Medical University. Data were entered in to a Microsoft Excel spreadsheet (ver-
sionn 7.0, Microsoft Corporation, Redmond, WA) and examined by the investigators (LG, 
STK,, WCH) for obvious data entry errors and by range checking. Original data collection 
formss were reviewed and the surveillance nurses were contacted to resolve discrepancies. 
Dataa were analysed using Microsoft Excel, SPSS for Windows (release 6.0, SPSS, Inc., Chi-
cago,, IL), and Epilnfo (release 6.04b, Centers for Disease Control and Prevention, Atlanta, 
GAA and the World Health Organization, Geneva, Switzerland). 

Ratess of infection were reported as the number of SSI per 100 procedures. Risk-adjusted SSI 
ratess were calculated using the NNIS risk index. (Culver, Horan, Gaynes et al. 1991; CDC 
NNISS System, 1997) The NNIS risk index for all procedures other than cholecystectomy 
wass calculated by summing the number of the following three risk factors that were 
presentt for each procedure: 1) the American Society of Anesthesiologists (ASA) preopera-
tivee assessment score of 3, 4, or 5; 2) the procedure classified as contaminated or dirty-
infected;; 3) the procedure had a duration > T hours, where T is the 75th percentile of the 
distributionn of procedure duration for each procedure type, rounded to the nearest hour. 
(Culver,, Horan, Gaynes et al. 1991) The duration of the procedure is defined as the time 
betweenn the skin incision and completion of skin closure. The risk index for cholecystec-
tomyy was calculated by first determining the NNIS risk index as described above and then 
usingg the following schema described by the NNIS System: 0 if the NNIS risk index was 0; 
11 if the NNIS risk index was 1 and a laparoscopic procedure was performed; 2 if the NNIS 
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riskk index was 1 and an open procedure was performed or if the NNIS risk index was 2 or 
33 and a laparoscopic procedure was performed; 3 if the NNIS risk index was 2 or 3 and an 
openn procedure was performed. (CDC NNIS System, 1997) Since our analysis showed that 
proceduree duration was substantially shorter in Hungarian hospitals participating in this 
studyy compared to United States hospitals participating in the NNIS System, we deter-
minedd the 75lh percentile of the distribution of procedure duration in hospitals participating 
inn this study and substituted this value for T in the calculation of the risk index described 
above.. We then recalculated risk-adjusted SSI rates using this revised NNIS risk index. 

Cumulativee SSI rates were calculated by pooling data from all participating hospitals. 
Comparisonss of cumulative rates between wound classes and NNIS risk index categories 
weree made using the two-sample test for binomial proportions (normal theory method) 
whenn the normal approximation assumption was valid, the Yates-corrected chi-square test 
whenn the normal approximation was not valid, and Fisher's exact test when the normal 
approximationn was not valid and an expected value was less than 5. {Emori, Edwards, 
Culverr et al. 1998) Analyses of trends in SSI rates across successively higher risk index 
categoriess was performed using the chi-square test for trend in binomial proportions. (Emori, 
Edwards,, Culver et al. 1998) Cumulative risk-adjusted SSI rates from participating hospi-
talss were compared to cumulative SSI rates from United States hospitals participating in 
thee NNIS system using the methods described above. (CDC NNIS System, 1997; Emori, 
Edwards,, Culver et al. 1998) Data from two or more risk categories were combined to 
correspondd to the manner in which data are reported by the NNIS System when indicated. 
(CDCC NNIS System, 1997) Risk-adjusted SSI rates for cholecystectomy were calculated for 
individuall  hospitals; confidence intervals for these rates were calculated using Pratt's ap-
proximationn method for the binomial distribution using a program written for SAS (release 
6.12,, SAS, Institute Inc., Cary, NC). (Rosner, 1995) 

7.2.67.2.6 Feedback of infection rates to hospitals 

Individuall  hospital and cumulative SSI rates were reported to the medical director and chief 
off  surgery of each hospital. Each hospital was identified only by a confidential code in oral 
presentationss and written reports. 

7.33 Results 

Twentyy (12%) of the 163 hospitals in Hungary participated in the study, including 1 (20%) 
off  5 university hospitals, 9 (47%) of 19 county hospitals, and 10 (7%) of 139 city hospitals. 

Dataa were reported for 6074 procedures in the twelve defined procedure types. Data suffi-
cientt for analysis was submitted for 6006 (99%) of these procedures, with a median of 272 
proceduress reported from each hospital. Table 7.1 shows the distribution of procedures by 
type.. Four procedure types accounted for 85% of the procedures reported: cholecystectomy 
(44.6%),, herniorrhaphy (20.4%), appendectomy (10.6%), and open reduction of a fracture 
(9.4%).. Cholecystectomies were almost equally divided between open (45%) and laparoscopic 
proceduress (55%). 
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Thee distribution of procedure types in this study was similar to the distribution of proce-
duree types performed in all Hungarian hospitals in 1996. Nationwide, open reduction of 
fracturee was the most commonly performed procedure, followed by cholecystectomy, herni-
orrhaphy,, cesarean section, and appendectomy (information provided by the Center for 
Healthcaree Information, Ministry of Welfare, Hungary). The procedures included in this 
studyy represented 9.6% of all cholecystectomies, 5.8% of all herniorrhaphies, 4.5% of all 
appendectomies,, and 1.7% of all open reductions of fractures performed in Hungary in 
19966 (information provided by the Center for Healthcare Information, Ministry of Wel-
fare,, Hungary). 

Thee majority of participating hospitals reported data regarding cholecystectomy, hernior-
rhaphy,, and appendectomy; data regarding open reduction of fracture were reported from 
onlyy 4 hospitals (Table 7.1). Numbers of colon surgery, hip prosthesis, mastectomy, and 
laparotomyy reported overall and per hospital were substantially smaller (Table 7.1). No 
hospitall  reported data on coronary bypass grafting. Further analysis of data regarding 
cesareann section was not performed since data was reported from only two hospitals and 
sincee risk factors other than those analyzed in this study are more predictive of the risk of 
infection.. (Blythe, 1986) 
Onee hundred sixty eight SSIs were identified after these procedures for an overall infection 
ratee of 2.9 per 100 procedures. Table 1.1 displays cumulative SSI rates for all procedure 
typess combined, stratified by wound class and NNIS risk index. Eighty-two percent of all 
proceduress were in risk category 0 or 1; 91% percent of all procedures were classified as 
cleann or clean-contaminated. 

Thee NNIS risk index stratified the risk of infection substantially better than wound class 
(Tablee 7.2). The cumulative SSI rate among procedures in risk category 1 (3.1/100 proce-
dures)) was nearly three-fold higher than that among procedures in risk category 0 (1.1/ 
1000 procedures) (p < 0.001); whereas, the cumulative SSI rate among clean-contaminated 
proceduress (2.3/100 procedures) was only 10% higher than that among clean procedures 
(2.1/1000 procedures) (p = 0.732). A significant increase in SSI rates was present across 
successivelyy higher NNIS risk categories of clean (p < 0.001), clean-contaminated (p < 
0.001),, and contaminated procedures (p < 0.001). 

Tablee 7.3 shows cumulative NNIS risk index-adjusted SSI rates for specific procedures per-
formedd in the Hungarian hospitals participating in this study compared to cumulative 
ratess from United States hospitals participating in the NNIS system. (CDC NNIS System, 
1997)) SSI rates for cholecystectomy in Hungarian hospitals were higher than NNIS bench-
markss across all risk categories, and were more than two-fold higher for risk categories 0, 2, 
andd 3. These latter three categories include open procedures, whereas risk category 1 is com-
prisedd exclusively of laparoscopic procedures (see Methods, Data and Statistical Analysis). 

Cumulativee SSI rates were also significantly higher among Hungarian hospitals for risk 
categoryy 1 of open reduction of fracture and the combined 0 and 1 risk categories of mas-
tectomy.. These differences were due to high rates of infection in a few hospitals. SSI rates 
forr herniorrhaphy and appendectomy were similar among Hungarian and NNIS System 
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hospitalss and the rate for risk category 3 of colon surgery was significantly lower in 
Hungariann hospitals. Differences in rates for other procedures were not significant, due to 
thee relatively small number reported from the participating Hungarian hospitals. 

SSII  rates for cholecystectomy from individual hospitals in Hungary are shown in Figure 
7.1,, and compared with the 90[h percentile for the distribution of hospitals participating in 
thee NNIS System. (CDC NNIS System, 1997) Data are shown only for procedures in risk 
categoriess 0 and 2 because the bulk of cholecystectomies occurred in these two categories 
(58%% and 22% of all cholecystectomies, respectively). In risk category 0, SSI rates for 8 
(40%)) hospitals exceeded the 90th percentile reported by the NNIS System. In risk category 
2,, SSI rates for 9 (45%) hospitals exceeded the 90th percentile. The lower bound of the 95% 
confidencee interval for these rates was less than the 90[h percentile for only one hospital 
(Hospitall  M, risk category 2). Five hospitals had SSI rates exceeding the 90th percentile in 
bothh risk categories 0 and 2 (see Figure 7.1: hospitals D, F, G, M, O). There was littl e 
variationn in SSI rates among hospitals for procedures in risk category 0 (median 0; 25th% 
0;; 75th%2.0, range 0-2.9), but there was substantial variation in risk category 2 (median 
4.0;; 25th%0.5; 75th%8.2, range 0-25.0). There was no correlation between SSI rates and 
thee type or size of the hospital or the volume of procedures performed. 

Too determine if differences in the length of surgery affected the results of our analysis of SSI 
rates,, we examined the distribution of procedure duration for each procedure type. Figure 
7.22 shows that the length of surgery was substantially shorter for all procedure types in 
Hungariann hospitals participating in this study compared to United States hospitals par-
ticipatingg in the NNIS system. (CDC NNIS System, 1997) With the exception of laparo-
tomy,, the 90th percentile for procedure duration in Hungarian hospitals was less than the 
7575thth percentile for NNIS hospitals. We recalculated risk-adjusted SSI rates using a revised 
riskk index, incorporating the 75th percentile of the distribution of procedure duration in 
hospitalss participating in this study in place of the value for T, which is derived from 
proceduress performed in United States hospitals (see Methods, Data and Statistical Analy-
sis).. SSI rates were not substantially different in this analysis. 

7.44 Discussion 

Inn an effort to better evaluate the quality of surgical care in Hungarian hospitals, we suc-
cessfullyy trained hospital personnel to perform valid SSI surveillance in a cross-section of 
200 public hospitals. We analysed risk-adjusted SSI rates for over 6000 procedures - 85% of 
whichh comprised 4 of the 5 most commonly performed procedures in Hungary in 1996 -
andd compared them to NNIS System benchmarks. We found that cumulative SSI rates 
weree higher for cholecystectomy, particularly risk categories that included open proce-
dures.. Nearly half of the hospitals had rates that were high outliers (>90% percentile) 
comparedd to NNIS System benchmarks. We also found that cumulative SSI rates for open 
reductionn of fracture and mastectomy were higher in Hungarian hospitals, due to high 
ratess in a few hospitals. 
Thesee data provide critical information that can be used to target future efforts to evaluate 
andd improve the quality of surgical care in Hungarian hospitals. For instance, perioperative 
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antimicrobiall  prophylaxis (PAP) is recommended for high-risk patients undergoing open 
cholecystectomyy in Hungary, as in other countries. (Culver, Horan, Gaynes et al. 1996; 
Szalka,, 1994; Currier, Campbell, Piatt et al. 1991) Concurrently collected data indicate that 
theree was substantial variation among Hungarian hospitals in the prescription of PAP for 
openn cholecystectomy. PAP was prescribed for 20% of these procedures. However, it was 
utilisedd in only 5 of the 20 hospitals and a single hospital accounted for 52% of all prescrip-
tions.. Thirty-six percent of prescriptions were for cefamandol, one of the second-genera-
tionn cephalosporins recommended in the Hungarian guideline. (Szalka, 1994) Twenty-five 
differentt agents were used in the remainder of the prescriptions. This degree of variability is 
unlikelyy to be attributable to differences in the percentage of high-risk patients between 
hospitalss or specific indications for use of a particular agent. It more likely represents 
extreme,, unexplained practice variation, similar to that observed in a study of the prescrip-
tionn of PAP in a group of United States hospitals nearly ten years ago. (Currier, Campbell, 
Piattt et al. 1991) In the future, the prescription of PAP should be evaluated for other proce-
dures,, such as orthopedic procedures involving the insertion of hardware and breast sur-
geryy with a high risk of infection. (Dellinger, Gross, Barrett et al. 1994; Piatt, Zaleznik, 
Hopkinss et al. 1990) In addition, Classen et al have shown that unless systems are specifi-
callyy designed to ensure that PAP is administered shortly before the time of the incision, 
manyy patients receive the antibiotic too early or too late, and are consequently at higher 
riskk of infection. (Classen, Evans, Pestotnik et al. 1992) 

Wee have described simple quality improvement methods to evaluate and improve the use 
andd timing of PAP and have used these methods to achieve significant improvements in the 
usee and timing of PAP in cesarean section. (Huskins, Soule, O'Boyle, Gulacsi et al. 1998; 
Weinberg,, Ruiz, Fuentes et al. 1997) These methods can be used to evaluate and improve 
otherr care-related factors that affect the risk of SSI, such as the preoperative preparation of 
thee skin, the appropriate use of drains, and proper reprocessing of reusable instruments. 
(Huskins,, Soule, O'Boyle, Gulacsi et al. 1998) 
Thesee data have also identified areas where additional information is necessary. Recent 
studiess have shown a dramatic increase in the utilisation of laparoscopic cholecystectomy 
inn the United States and other countries, with generally favourable but variable effects on 
patientt outcomes compared to the open approach. (Steiner, Bass, Talamini et al. 1994; 
Dunn,, Nair, Fowler et al. 1994; Kane, Lurie, Borbas et al. 1995; Zitser, Simchen, Ferderber 
ett al. 1997; Chen, Daley, Pappas et al. 1998) Our data and that of another study indicate 
thatt the use of the laparoscopic approach is commonplace in Hungary. (Ihasz, Hung CM et 
al.. 1997) The utilisation of open vs. laparoscopic approach among hospitals and patient 
subgroupss should be evaluated further and in relation to SSI rates. We did not observe an 
effectt of procedure volume on SSI rates after cholecystectomy. However, the effect of pro-
ceduree volume on SSI rates should be evaluated in more detail for procedures that are 
performedd very infrequently in most hospitals, such as mastectomy and hip prosthesis. 

Thiss study represents the second application of NNIS SSI benchmarks to a multi-institu-
tionall  analysis of SSI rates outside of the United States, (Starling, Couto and Pinheiro, 
1997)) and is the first reported from Europe. We found that the NNIS risk index stratified 
SSII  rates much better than wound class alone, a finding consistent with the original analy-
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siss of this risk index in United States hospitals. (Culver, Horan, Gay nes et al. 1991) How-
ever,, our study found that the procedure-specific duration of surgery - a component of the 
NNTSS risk, index - was much shorter in Hungarian hospitals compared to United States 
hospitalss participating in the NNIS System, this finding contradicted our a priori  hypoth-
esiss that procedure duration would be longer in Hungary, possibly as a consequence of 
inefficienciess and fewer resources. 
Itt is not clear what effect a shorter duration of surgery may have on SSI rates. On the one 
hand,, longer procedure duration has been identified as an independent risk factor for SSI by 
severall  large studies, presumably as the result of the longer period of time the wound is 
openn and as a marker of a more complicated and higher risk procedure. (Culver, Horan, 
Gayness et al. 1991; Haley, Culver, Morgan et al. 1985; Garibaldi, Cushing and Lerer, 1991) 
Onn the other hand, careful dissection, delicate handling of tissues, and adequate hemostasis 
aree also important in the prevention of SSI and require additional operating time. (Altemeier, 
Burkee and Sandusky, 1984) Given the dramatically shorter duration of surgery in Hungarian 
hospitals,, the relationship of procedure time and the risk of SSI should be evaluated in more 
detail.. In addition, future studies applying the NNIS risk index in novel settings should 
examinee procedure duration in relation to the procedure duration cutpoints used in the 
NNISS risk index to determine whether discrepancies exist that may affect interpretation of 
thee results, although this was not observed in our study. 

Thee conclusions of this study are limited by several considerations. First, because partici-
pationn was voluntary, hospitals included in the study are not necessarily a representative 
samplee of all public hospitals in Hungary. Second, hospitals were allowed to collect data on 
definedd procedure types of their choosing. Consequently, procedures included in this study 
aree not necessarily a representative sample of all surgical procedures performed in these 
hospitals.. Third, although methods were standardised, there may have been variation in 
thee application of these methods in different hospitals. Finally, post-discharge surveillance 
wass not mandated and was performed by only a minority of hospitals. Variability in the 
performancee of post-discharge surveillance and the completeness of case finding may have 
affectedd the rates of infection reported. Nonetheless, post-operative length of stay is long 
inn Hungarian hospitals, increasing the sensitivity of in-hospital surveillance. Moreover, 
cost-effectivee methods for post-discharge surveillance remain elusive even in countries 
withh well-developed surveillance programs, such as Great Britain and the United States. 

Thiss study represents the first report of a systematic effort to improve surveillance of 
nosocomiall  infections in formerly socialist Central and Eastern European countries. Dur-
ingg the course of this program, 80 infection control nurses were trained, dramatically 
expandingg the number of qualified personnel to perform surveillance. Moreover, active 
infectionn control committees were established or expanded in >90% of participating hospi-
tals.. (Gulacsi, Tatar-Kis and Kovacs, 1998) The success of the program is further demon-
stratedd by the fact that over 40 hospitals in Hungary are now participating in a program to 
monitorr device-associated nosocomial infections in intensive care units. This program may 
servee as a model for similar national efforts to systematically collect and analyse data 
regardingg nosocomial infections and other quality-related outcomes of hospital care in 
Centrall  and Eastern European countries. 



77 - Risk-adjusted surgical site infection surveillance in Hungarian hospitals 215 

Tablee 7.1 Surgical procedures performed in hospitals in Hungary 

Proceduree typen 

Cholecystectomy y 

Operative e 

Laparoscopic c 

Herniorrhaphy y 

Appendectomy y 

Openn reduction of fracture 

Colonn surgery 

Cesareann section 

Hipp prosthesis 

Abdominall  hysterectomy 

Mastectomy y 

Laparotomy y 

Coronaryy artery bypass graft 

Total l 

# of f 
procedures s 

2,679 9 

1,206 6 

1,473 3 

1,223 3 

636 6 

566 6 

232 2 

159 9 

158 8 

126 6 

125 5 

102 2 

0 0 

6,006 6 

%% of total 
procedures s 

44.6 6 

20.1 1 

24.5 5 

20.4 4 

10.6 6 

9.4 4 

3.9 9 

2.6 6 

2.6 6 

2.1 1 

2.1 1 

1.7 7 

0 0 

100.0 0 

## of hospitals 
reportingg data 

20 0 

20 0 

19 9 

18 8 

12 2 

4 4 

11 1 

2 2 

3 3 

3 3 

9 9 

11 1 

0 0 

20 0 

## of procedures 
reported d 

perr hospital (range) 

1344 ( 3 3 - 3 1 7) 

566 ( 5 - 1 5 9) 

788 ( 1 - 2 5 4) 

700 (1 - 150) 

544 (1 - 102) 

1422 (103 - 179) 

155 ( 2 - 4 8) 

800 (52 - 107) 

3737 ( 2 4 - 9 7) 

444 (1 - 81) 

100 ( 3 - 4 0) 

99 ( 1 - 2 1) 

0 0 

2733 ( 1 1 0 - 5 9 2) 

HH Procedure types are defined by the HELICS protocol (see: Hospitab in Europe Link for Infection Control through 
SurveillanceSurveillance (HELICS) protocol: surgical wound infection surveillance. Institute of Hygiene and Epidemiology, 
Brussels,Brussels, 1994). These procedure types are essentially identical to those used in the NNIS System (see: Horan TC, 
EmoriEmori TG. Definitions of key terms used in the NNIS System. Am J Infect Control 1997;26:112-6). 
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Tablee 7.2 Cumulative Surgical Site Infection Rates Stratified by Wound Class*  and 
NNISS Risk Index + in Hospitals in Hungary. 

Numberr of surgical site infections / 100 procedures 
NNISS Risk Index Category t 

Woundd classn 

Clean n 

Clean-contaminated d 

Contaminated d 

Dirty/Infected d 

Al l l 

0 0 

1.00 || 

1.33 || 

_ _ 
— — 

1.11 § 

1 1 

3.11 | | 

3.11 | | 

1.11 j | H 

40.00 H 

3.11 § 

2 2 

5.88 || 

4.55 || 

9.33 | | 

21.44 U 

6.7 7 

3 3 

— — 
— — 

11.44 || 

9.11 1t 

9.7 7 

Al l l 

2.11 % 

2.33 % 

8.4 4 

20.55 f 

2.9 9 

NNIS,NNIS, National Nosocomial Infection Surveillance 
nn Wound class is defined by HEL1CS protocol (see: Hospitals in Europe Link for Infection Control through Surveil-
lancelance (HELICS) protocol: surgical wound infection surveillance. Institute of Hygiene and Epidemiology, Brussels, 
1994).1994). This classification is essentially identical to that used in the NNIS System (see: Horan TC, Emori TG. 
DefinitionsDefinitions of key terms used in the NNIS System. Am J Infect Control 1997,26:112-6). 
tt The NNIS risk index for all procedures other than cholecystectomy is calculated by counting the number of the 
followingfollowing risk factors: ASA score 3, 4, or 5; procedure classified as contaminated or dirty-infected; procedure with 
durationduration > T hours, where T is the 75th percentile of the procedure duration distribution for each procedure type, 
roundedrounded to the nearest hour (see: Culver DH, Horan TC, Gaynes RP, et al. Surgical wound infection rates by wound 
class,class, operative procedure, and patient risk index. Am J Med 1991,91 Suppl 3B:152S-7S). The risk index for 
cholecystectomycholecystectomy is calculated as follows: 0 if the risk index is 0; 1 if the risk index is 1 and a laparoscopic 
procedureprocedure is performed; 2 if the risk index is 1 and an open procedure is performed or if the risk index is 2 or 3 and 
aa laparoscopic procedure is performed; 3 if the risk index is 2 or 3 and an open procedure is performed (see: CDC 
NNISNNIS System. National Nosocomial Infections Surveillance (NNIS) report, data summary from October 1996-
AprilApril  1997, issued May 1997. Am J Infect Control 1 997,25:477-87). 
ff Comparison of clean and clean-contaminated, p = 0.732 
§§ Comparison of risk category 0 and 1, p < 0.001 
|| | Analysis of trend across risk categories, p < 0.001 
111 Rate based on fewer fewer than 100 procedures 
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Figuree 7.1 Surgical Site Infection Rates after  Cholecystectomy Stratified by NNIS Risk 
Indexx Category in Hospitals in Hungary. 

NNIS,, National Nosocomial Infection Surveillance; SSI, surgical site infection 
Individuall  hospitals are represented by an alphabetic letter code (A - T); the number of 
proceduress performed in each hospital is shown below the letter code. 
Thee solid square ( | | ) represents the rate for an individual hospital. The solid lines extend-
ingg above and below the square represent 95% confidence intervals calculated using Pratt's 
approximationn method for the binomial distribution. 
Thee dashed line ( ) represents the 90th percentile for the distribution of SSI rates in 
Unitedd States hospitals participating in the NNIS system (see: CDC NNIS System. National 
Nosocomiall  Infections Surveillance (NNIS) report, data summary from October 1996-April 
1997,, issued May 1997. Am J Infect Control 1997;25:477-87). The 90th percentile is 1.27 
forr risk category 0 and 5.58 for risk category 2. 
Thee NNIS risk index for cholecystectomy is calculated as follows: 0 if the NNIS risk index 
iss 0; 1 if the NNIS risk index is 1 and a laparoscopic procedure is performed; 2 if the NNIS 
riskk index is 1 and an open procedure is performed or if the NNIS risk index is 2 or 3 and a 
laparoscopicc procedure is performed; 3 if the NNIS risk index is 2 or 3 and an open proce-
duree is performed (see: CDC NNIS System. National Nosocomial Infections Surveillance 
(NNIS)) report, data summary from October 1996-April 1997, issued May 1997. Am J 
Infectt Control 1997;25:477-87). 

Figuree 7.2 Cumulative Distributio n of Procedure-Specific Length of Surgery in 
Hospitalss in Hungary. 

Boxplotss of the distribution of procedure duration (in minutes) indicate the following: the 
solidd square ( | | ) represents the 50lh percentile (median). The upper and lower bounds of 
thee open vertical rectangle ( ) represent the 75th and 25th percentiles, respectively. The 
upperr and lower bounds of the lines extending above and below the open vertical rectangle 
representt the 90th and 10th percentiles, respectively. 
Thee asterisk (*) indicates the 75(h percentile for the distribution of procedure duration (in 
minutes)) for hospitals in the United States participating in the NNIS system (see: Culver 
DH,, Horan TC, Caynes RÏJ et al. Surgical wound infection rates by wound class, operative 
procedure,, and patient risk index. Am J iMed 1991 ;91 Suppl 3B:152S-7S). 
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Figur ee 7.2 
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Chapterr 8 

THEE QUALIT Y OF NURSING CARE; PREVENTION AND 
TREATMEN TT OF PRESSURE ULCERS IN HUNGARIA N 

HOSPITALS,, 1992-1998 

Abstract t 

Objectives::  This project held three objectives: (1) Within patients nursed in acute care 
hospitalss and considered to be at risk of pressure ulcer (PU) development, what was the 
baselinee prevalence and incidence of PU. (2) To establish the current patterns of preventive 
andd treatment interventions and to investigate the economic burden imposed by the pre-
ventionn and treatment of PU within the hospital population. (3) To improve the quality of 
bothh PU prevention and treatment through the creation, dissemination and implementa-
tionn of quality assurance programmes in hospitals. 

Design::  Data were collected from several sources: (1) Retrospective PU data gathered dur-
ingg the quality assurance activities undertaken within 17 (COMAC/QA/HSR Programme) 
andd 20 (BIOMED/PECO Programme) general public hospitals between 1992 and 1997. (2) 
Retrospectivee national data describing the prevalence of PU between 1993 and 1998. (3) 
Retrospectivee chart review to identify PU management across 1,200 adult patient records 
drawnn from 7 hospitals in 1994. (4) Analysis of the national financial reimbursement of 
thee in-hospital PU cases in 1994. (5) Prospective active surveillance of 705 adult patients in 
onee county hospital. (6) Prospective active surveillance of 2,702 adult patients along with 
thee costing of 100 PU patients (1,350 PU patient-days). (7) Changing PU prevention and 
treatmentt practices through the use of clinical protocols and guidelines. 

Mainn results: (1) The actual prevalence of PU is estimated to be 16-27 folds higher (3.7%-
5.7%)5.7%) than the officially published rate (0.18-0.21%) in Hungary. (2) On average 1.0% -
2.5%% of the direct costs of PU treatment, along with the estimated one to five days pro-
longedd hospitalisation are reimbursed under the current DRG financing mechanism. (3) As 
aa result of this four-year PU study and quality assurance intervention, the Hungarian 
Woundd Healing Society was created in 1997 in order to improve the quality of patient care 
throughh education, training, creating, disseminating and implementing guidelines and con-
ductingg surveillance in the field of prevention and treatment of PU. 

Conclusion::  (1) In order to monitor the true incidence and prevalence of PU active surveil-
lancee has to be established. (2) Both the prevention and treatment of PU are in the economic 
interestt of the hospitals reimbursed under the DRG mechanism, because they are not reim-
bursedd for additional costs incurred by the PU patients. (3) Appropriate PU surveillance 
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andd documentation, including risk assessment, PU guidelines, costing and disease forecast 
toolss have to be implemented, in addition disease-specific PU quality of life tools have to be 
created,, if health care professionals and managers want opinion leaders, media and financ-
ingg organisations to be on their side. (4) Incidence and prevalence of PU can be decreased by 
appropriatee prevention and treatment. 

TheThe author is grateful to Dr. Jeen Haalboom, Associate Professor, Utrecht University, and Dr. 
MichaelMichael Clark, University of Wales College of Medicine, Cardiff for their helpful comments on 
thisthis chapter. The author express special thanks to European Union, DG XII., the Dutch Ministry 
ofof Health, Welfare and Sport, the Hungarian Ministry of Health and the Mölnlycke Health Care 
forfor funding the study. 

ThisThis study was part of the 'Concerted Action Programme on Quality Assurance in European 
HospitalsHospitals (COMAC/HSR), 1992-1994, and part of its follow-up programme, the 'Co-operation 
inin Science and Technology with Central and Eastern European Countries and with the New Inde-
pendentpendent States of the Former Soviet Union, Les Pays d'Europe Centrale et Oriëntale (BIOMED/ 
PECO)'PECO)' of the European Union, DG XII, between 1994-1997. Project leader: Dr. Niek Klazinga. 

ThisThis study was performed under the aegis of the Hungarian Society for Quality Assurance in 
HealthHealth Care, and the Hungarian Wound Healing Society, by Dr. Laszló Gulacsi (leader of the 
projectproject i7i Hungary) and colleagues. The author would like to express special thanks to Dr. Attila 
Kovacs,Kovacs, Dr. József Baksa, Andras Gyóri, Erzseljet Németh, Zsuzsa Petrikné Jakab, Marta Rózsa 
andand Szloboda Imréne for their valuable contribution. 
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8.11 Pressure ulcers (*) which are a serious health and publi c health problem 
ass well as an economic burden, can largely be prevented 

Pressuree ulcers (** ) are a serious problem most commonly found in nursing homes and 
hospitals.. Reported PU prevalence rates within the international literature suggest that 
amongg hospitalised patients, PU's can affect between 3.5% and 29.5%, and in particular 
sub-populations,, such as hospital quadriplegic patients, can be as high as 60%. {Treatment 
off  Pressure Ulcers Guideline Panel, 1994) An increasing number of patient survive serious 
illness,, severe disability and the multiple pathologies of old age and therefore are at high 
riskk of developing PU (Torrance, 1983). Today, high technology enables us to treat patients 
whoo are sicker and/or older than could be achieved only a decade ago. However, high-
technologyy health care also entails higher levels of risk of developing pressure ulcers for 
many.. That many patients suffer pressure sores is the unfortunate consequence of the 
treatmentt of patients suffering from diabetes, high blood pressure, fracture, or treated 
withh steroid or having undergone an organ transplantation procedure. 
Pressuree ulcers result in patient morbidity and mortality as well as consume considerable 
resources,, but in terms of human suffering the costs are incalculable. Not only do these 
woundss cause considerable pain and misery but they also precipitate systemic disease, 
seriouslyy impairing the patient's health. Unsurprisingly patients with pressure ulcers were 
observedd to have a poor prognosis. (Berlowitz and Wilking, 1990). However PU are largely 
preventablee (*** ) and according to the Dutch Consensus Prevention of Bedulcers (1985): 
"Whenn a proper prevention strategy is followed bedulcers hardly ever occur." However 
theree is littl e evidence to indicate that PU incidence is declining or that treatment has im-
provedd (Gould 1986; Land 1995). Davies (1994/b) pointed out that: "prevention is rela-
tivelyy simple and totally effective, so why does the incidence of pressure ulcers remain 
unacceptablyy high?" Many research activities were initiated to tackle this 'simple' question 
inn recent years all over the world and this focus has put PU related research at, or near the 
topp of the research agenda. For example, the Dutch Health Council (identification and set-
tingg priorities for HTA) realised the importance of the prevention and treatment of pressure 
ulcerss in the Netherlands. In their 1999 annual working programme, pressure ulcer re-
searchh occupied the 3rd position in the 126-item list. (Gezondheidsraad, 1997 and 1998; 
Oortwijn,, Banta, Vondeling et al., 1999) 

Thee gap between the potential of PU prevention and treatment and the actual situation can 
bee explained by the following reasons: 

managementt of pressure ulcers has traditionally been a time-consuming, inefficient, 
andd costly exercise, (Taler, Richardson, Fredman et. al, 1994) 
under-reportingg of pressure ulcers creates serious difficulties in formulating PU pre-

(*)(*)  Synonyms of pressure ulcers: pressure necrosis, bedulcers, decubitus, skin lesion, lesion, skin ulcer, pressure 
sores,sores, decubitus ulcer, ulcer. 
(**)(**)  Pressure ulcers are the end result of an inadequate nutrient blood supply to the tissues. In discussing the 
pathophysiologypathophysiology of these lesions, it is important to distinguish between the cause, which is usually pressure on 
thethe skin, usually over bony prominences, and other factors that contribute to non-healing once the ulcer has 
formed.formed. Numerous factors have been postulated to be important in the causation of pressure ulcers and those 
factorsfactors had lead to a delay in healing have also been the subject of a number of studies. (Cherry and Ryan, 1997) 
(***)(***)  Levine, Simpson and McDonald, 1989; Spector, 1994; Dealey, 1994; Crunden, Shaylor, Moxon et al. 1995 
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ventionn and treatment policies, problems in costing, contracting and quality of care 
(Shepard,, Parker, and DeClercque 1987), 
riskk assessment is often lacking or the interpretation and implementation of the re-
sultss are not appropriate. Prevention begins with a knowledge of risk factors, both 
externall  and internal, and specific intervention measures for each, 
privatee and public funding for effective prevention and early treatment are restricted 
andd constrained. 

Thee prevention of pressure ulcers is a fundamental aspect of nursing care and nurses have 
traditionallyy played the key role in preventing pressure ulcers. (Land 1995) Recent think-
ing,, however, suggests that a multidisciplinary approach should be implemented (Davies, 
1994/a)) where PU management is best implemented through teamwork. The PU team 
shouldd perhaps include the physician, nurse, nurse's aide, rehabilitation nurse, physical 
therapist,, dietician, and occupational therapist, with an informed physician as the team 
leader. . 

8.22 Objectives of the study 

Thiss study held three objectives: 
Withinn patients nursed in acute care hospitals and considered to be at risk of pressure 
ulcerr (PU) development, what was the baseline prevalence and incidence of PU. 
Too establish the current patterns of preventive and treatment interventions and to 
investigatee the economic burden imposed by the prevention and treatment of PU 
withinn the hospital population. 
Too improve the quality of both PU prevention and treatment through the creation, 
disseminationn and implementation of quality assurance programmes in hospitals. 

8.33 Pressure ulcers epidemiology: an international overview 

Thee prevalence of PU has been well documented across countries, with less attention paid 
too their incidence. However, the lack of consistency in these studies, particularly with 
regardd to the identification and grading of pressure ulcers makes it difficult to compare the 
differentt epidemiological studies. Haalboom, van Everdingen and Cullum (1997) noted that 
"A"A decubitus ulcer incidence of 6% in country A and 12% in country 'B' implies that coun-
tryy 'B' has double the incidence; however, in country 'A' only patients with broken skin 
aree regarded as having decubitus ulcers, while in country 'B' patients with persistent 
erythemaa are included, then figures cannot be compared." O'Dea (1995) also highlighted 
thee problems of comparing between studies; in her study of the prevalence of PU across 
fourr Western European countries, known to have comparable levels of hospital care: in 
Germanyy and Italy, the prevalence of decubitus ulcers was estimate to be 6%, in the 
Netherlandss and the United Kingdom more than 12%. 
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8.3.18.3.1 Incidence of pressure ulcers 

Thee incidence of PU has been rarely reported. (Table8.1) Nyquist and Hawthorn (1987) Ek 
andd Bowman (1982) say that the level amongst hospital patients is likely to lie between 4% 
andd 5% Studies in the US between 1971 and 1979 reveal an incidence of PU from 1.4% 
(acutee care) to 8.2% (long-term care) (Leveille, 1984). A report of a prospective study at a 
tertiary,, urban university teaching hospital reported a cumulative incidence of pressure 
ulcerss at Stage II or greater of 12.9% among hospitalised adults 55 years or older who were 
confinedd to a bed or chair. (Allman, Goode, Patric et al., 1995) Agreda (1996) pointed out 
thatt among the hospitalised patients the PU incidence is between 1.5% and 4.5%. Clark and 
Wattss (1991) found the incidence of 4.0% patients per 100 admissions, within orthopaedic 
wards,, the incidence was higher, with 10.3 patients per 100 admissions developing ulcers. 
Amongg nursing homes residents receiving continuous care, PU incidence is 13% after 1 
yearr and 21% after 2 years - 77% of the patients were aged 65 years old and older. (Margolis, 
1995)) According to Hunt (1993) there was a PU incidence of 13% with 7% of patients 
havingg ulcers prior to admission to the ICU. A prospective study in which 594 ICU patients 
weree involved, conducted in the University Hospital Rotterdam, showed 7.9% PU incidence 
rate.. (Weststrate, Hop, Aalbers et al., 1998) 

8.3.28.3.2 Prevalence of pressure ulcers 

Thee prevalence of pressure ulcers has been frequently reported. However, such measures 
faill  to identify the number of patients developing ulcers, while longitudinal changes in 
prevalencee rates are difficult to interpret. One of the largest published study of over 14,000 
in-patients,, throughout England and Wales revealed a prevalence of 6.7% (David et al., 
1983).. Some studies show a variation of 43 to 85 cases of PU per 100,000 inhabitants, 
71%% of the patients with PU are aged 70 or older. (Allman, 1989; Prevention and therapy, 
1994)) Young and Dobrzanski (1992) pointed out that PU remain common, with a preva-
lencee of 5% to 9% and more than 70% occurring in patients over 70 years of age. The Italian 
experiencee shows that the prevalence of PU is between 8.6% and 12.3%. (Romanelli, 1996) 
PUU prevalence in hospitals and long term care settings are quite well documented, less data 
aree available from the field of primary care and home care agencies. The prevalence of PU 
wass measured in the Netherlands across 85 health care providers covering various settings, 
initiatedd by the Dutch National Steering Group of Pressure ulcers. They surveyed 15,786 
patients.. Overall the prevalence of PU was 23.1%, ranging from 13.2% (university teaching 
hospital)) to 32.4% in nursing homes. (Halfens and Bours, 1999) A recent nation-wide 
prevalencee survey in the Netherlands revealed the prevalence of PU to be 14% in university 
hospitals,, 20% in general hospitals, 29% in residents in nursing homes and 12% in residen-
tiall  care homes. In the home care setting, a prevalence of 17% has been reported. 
(Gezondheidsraad,, 1999) The prevalence of PU in hospitals, in long term care and nursing 
homee facilities, in nursing homes arid in the community can be seen in Table 8.2-8.4. The 
frequencyy of PU at admission is shown by Table 8.5. 
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Tablee 8.1 Incidence of pressure ulcers 

Authors s 

Ekk and Bowman, 1982 

Lcveille,, 1984 

Nyquistt and Hawthorn, 1987 

Clarkk and Watts, 1991 

Hunt,, 1993 

Margolis,, 1995 

Allman,, Goode, Patric et al., 
1995 5 

Agreda,, 1996 

Weststrate,, Hop, 

Aalberss et al., 1998 

Patientss characteristics 

hospitall  in-patients 

hospitall  in-patients 
long-termm care 

hospitall  in-patients 

in-patients s 
orthopaedicc wards 

ICUU patients 

hospitall  in-patients 

in-patients,, 55 years or older 
inn bed or chair 

in-patients s 

ICUU adults 

Pressuree ulcers % 

4-5% % 

1.4-8.22 % 
10% % 

4-5% % 

4.0% % 
10.3% % 

13% % 
7.0%% of patients had PU prior 
too admission to the ICU 

13.0%% after 1 year 
21.0%% after 2 years 
77.0%% people 65 years old and older 

12.9%% (Grade II or greater) 

1.5-4.5% % 

7.9% % 

Tablee 8.2 Prevalence of pressure ulcers in hospitals 

Authors s 

Richardsonn and Meyer, 1981 

Davidd et al., 1983 

Vei-sluysen,, 1986 

Barbenel,, Jordan et al. 1982 

Allmann et al., 1986 

Nyquist,, Hawthorn, 1987 

Dealey,, 1991 

Haalboom,, and Bakker, 1992 

Llopis,, Munoz, Agullo, et. al, 
1993 3 

Knutsdottir,, 1993 

O'Dea,, 1993 

Yarkony,, 1994 

Treatmentt of Pressure Ulcers 
Guidelinee Panel, 1994 

Ferguson-Pelll  and Cardi, 1993 

Barrois,, Allaert, Colin, 1995 

Meehan,, 1994 

Barrois,, Allaert and Colin, 
1995 5 

Patientss characteristics 

hospitalisedd patients with quadriplegia, 

hospitalisedd adult patients 

hospitalisedd patients quadriplegia 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

spinaa bifida patients, in hospitals, 
multicentree study 

neurosurgicall  department, wheelchair 
boundd patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

Pressuree ulcers % 

60% % 

6.7% % 

60% % 

3-11% % 

4.7%% point prevalence 
12.33 % patients in bed 
orr in chair at least one week 

5.3%% point prevalence 

7.3% % 

5-15% % 

31.7% % 

58% % 

6,6-10,1% % 

3-14% % 

3.5-29.5% % 
60%% quadriplegic patients 

3.5-29.5% % 

5.2% % 

9.2% % 

5.4% % 
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Authors s 

Trilla,, Miro, 1995 

Ricci,, 1996 

Plati,, Lemonidou, 
Priamii  et. Al., 1996 

Agreda,, 1996 

Granickandd and Solomon, 
1996 6 

Halfenss and Bours, 1999 

Patientss characteristics 

hospitalisedd adult patients 

hospitalisedd adult patients 

highh risk hospitalised patients 

hospitalisedd adult patients 

hospitalisedd adult patients 

universityy teaching hospital 

generall  hospital 

Pressuree ulcers % 

6% % 

8.6-39.3% % 

10.9% % 

8.5% % 

8,7% % 

13.2%% (excluding 

Gradee 1. ulcers: 7.6%) 
23.3%% (excluding 
Gradee I. ulcers: 11.8%) 

Tablee 8.3 Prevalence of pressure ulcers in long term care settings and nursing homes 

Authors s 

Ekk et al., 1982 

Dutchh Consensus Prevention on 
Bedulcers,, 1985 

Langemo,, Olson, Hunter et. al. 1989; 
Young,, 1989 

Ferguson-Pelll  and Cardi, 1993 

Yarkony,, 1994 

Taler,, Richardson, Fredman et. Al, 1994 

Harstall,, 1996 

Halfenss and Bours, 1999 

Pressuree ulcers % 

24.2% % 
14.1%% at admission 
10.1%% during the hospital stay 

10.0% % 

23.0% % 

2.4-23% % 

25% % 

32% % 
20%% of the patients arrive with pressure ulcers 
12%% develop new ulcers over each subsequent six-month 

2.7% % 

32.4%% (excluding Grade 1 ulcers: 14.9%) 

Tablee 8.4 Prevalence of pressure ulcers in the community 

Authors s 

Guralnik,, Harris, 
White,, et. Al , 1988 

Halleft,, 1996 

Halfenss and Bours, 

1999 9 

Patientss characteristics 

patientss aged 55 to 75 years 

elderlyy patients 

homee care 

Pressuree ulcers % 

2.2% % 

4.4% % 

21.3%% (excluding Grade 1 ulcers: 11.2%) 
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Tablee 8.5 The frequency of pressure ulcers on admission 

Authors s 

Ekk et al. (1982). 

Brandeis,, Morris, 

Taler,, Richardson, 
Fredmann et. al, 1994 

Lindholm,, 1996 

Numberr of patients involved 

5011 consecutive patients 

patientss entering nursing homes 
Nashh et al. 1990 

long-termm care facilities 

geriatricc patients 

Pressuree ulcers on admission % 

14.1 1 

11.0 0 

20.0 0 

15.0 0 

8.44 Aetiology, diagnosis and the importance of prevention of pressure ulcers 

Pressuree ulcers are ulcerations of the skin and/or deeper tissues primarily due to unrelieved 
compressionn and deformation of the soft tissues over bony prominences. The development 
off  PU results from a combination of mechanical forces and the time of their application, 
whilee no precise guidance is available to define the critical level of pressure or its duration, 
itt is generally accepted that pressures must exceed mean capillary pressure before the in-
juryy process begins. Tissue damage caused by excess pressures may not become evident 
untill  long after the pressure has been removed because of the greater susceptibility of deep 
tissuess to mechanical loads (Scotts 1988). PU usually occurs over bony prominences such 
ass elbows, hips and heels and at the base of spine including other pelvic sites. The maxi-
mumm pressures that can be exerted without tissue damage range from 25 mmHg to 60 
mmHg.. (Davies, 1994). According to Husain, tolerance to applied pressures exerted for 
specificc times was drastically lowered by a history of previous vascular insults that did not 
themselvess cause necrosis. (Cherry and Ryan, 1997). Previous studies have attempted to 
sett thresholds (usually using a combination of pressure and oxygen tension measure-
ments)) beyond which PU wil l form (Daniel et al. 1985). However, clinical studies have 
shownn repeatedly that these thresholds can be surpassed by patients without apparent 
damagee to tissue (Fisher and Patterson, 1983; Merbit et al. 1985). Thus, it becomes impor-
tantt to consider what other factors contribute to tissue resistance or to susceptibility of 
developingg pressure ulcers. The early diagnosis of PU depends upon physical examination 
off  the patient rather than on diagnostic tests or instrumentation. However, both radiogra-
phyy and computed tomography can give information about the deeper tissues and so pro-
videe images showing any early PU development (Crenshaw and Vistnes, 1989). Esposito and 
co-workerss demonstrated the validity of modern CT scanning as a diagnostic tool for PU 
particularlyy through the early identification of osteomyelitis in the underlying bone (Esposito, 
Ziccardi,, Meoli et al. 1994). The severity of individual PU can be categorised using 4 stages 
(Pressuree Ulcers Treatment Guideline, European Pressure Ulcer Advisory Panel, 1999): 
Gradee 1: Nonblanchable erythema of intact skin. Discolouration of the skin, warmth, 

oedema,, induration or hardness may also be used as indicators, particularly on 
individualss with darker skin. 

Gradee 2: Partial-thickness skin loss involving epidermis, dermis, or both. The ulcer is su-
perficiall  arid presents clinically as an abrasion or blister. 

Gradee 3: Full-thickness skin loss involving damage to or necrosis of subcutaneous tissue 
thatt may extend down to, but not through, underlying fascia. 
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Gradee 4: Extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting 
structuress with or without full thickness skin loss. 

Treatmentt of PU is considered to cost more than their prevention, yet preventive measures 
cann be themselves expensive. Such equipment as special beds and mattresses may be ex-
pensivee while additional nursing time is needed to administer the preventive measures, 
thesee prescribed interventions may themselves be uncomfortable and so produce iatrogenic 
effectss (Anderson, 1982; Scotts, 1988). If PU development could be predicted when pa-
tientss are admitted to hospital, preventive measures could be used only upon those at 
highestt risk; patients at minimal risk of PU formation could be spared unnecessary pro-
phylacticc intervention. Where proper prevention strategies are followed, PU are rare. (*) 
Forr instance, Seiler (1992) presented a dramatic decrease on PU incidence from 21% in 1977 
too 1.5% in 1990 as result of the anti-decubitus programme instigated in the Basel Geriatric 
Universityy Clinic. However, evidence on the pressure relieving surfaces, regular reposition-
ingg ("turning"), sheepskins, topical lotions, dressings, pressure relieving surfaces are un-
clearr or no good evidence were found. (Bradley, Cullum, Nelson et al., 1999; Cullum, 
Nelsonn and Nixon, 2000) 

8.4.18.4.1 Risk and risk assessment 

Thee presence of various risk factors (such as activity, mobility, incontinence etc.) increases 
thee probability of PU. If we were able to reduce the number or/and severity of these risk 
factorss the occurrence of PU might be reduced. There is evidence, for example, that the 
effectivee treatment of urinary incontinence lowers the prevalence of PU. (Lea, 1993) 
Howeverr many risk factors exist with at least 100 identified in the literature. (Perez, 1993) 
Thesee have been classified into extrinsic and intrinsic factors. Extrinsic factors are external 
influencess in the patient's environment such as pressure, shear and friction, and tempera-
turee and humidity. Intrinsic factors are characteristics of an individual patient such as 
advancingg age; thin or emaciated physique; posture; condition of the skin and subcutane-
ouss tissues; dietary inadequacies; incontinence; immobility and neurological disease. 
(Barbanel,, 1991; Davies, 1994) 

Amongg extrinsic factors, health care system related issues can be identified. Three major 
contributoryy factors have been recognised: 

poorr equipment: The poor state of some hospital mattresses has been associated with 
thee formation of pressure ulcers and the spread of infection. Nurses need to be aware 
off  potential problems with old, faulty or poor-quality mattresses. Mattresses must 
bee checked regularly. (Peto and Calrow, 1996), 
lackk of knowledge and skills' (Hallett, 1996; Russell, 1996), 

(*)(*)  Allen, Ryan and Lomax, 1993; Allen, Ryan and Murray 1993; Ferguson-Pell, Cardi 1993; Regen, McGowern, 
ChungChung et al, 1988; Strauss, Gong, Gary, et al. 1991; Hofman, Geelkerken, Wille, et al. 1994; Gebhardt, Bliss, 
WinwrightWinwright 1996; Honde, Derks and Tudor 1994; Zernike 1994; Allen, Ryan, Murray 1994; Church, Lyne 1994; 
Bennis,Bennis, Davis 1994; Rimmer, 1992; Dover, Pickard, Swain, et al. 1992; Clark and Cullum, 1992; The Effective 
HealthHealth Care Bulletin, 1995 



232 2 Hungariann health care in transition... 

unacceptablee delays in the process of care (Hibbs 1988), cutting the delay reduces the 
risk.. Preventive measures should be utilised within A&E departments to reduce the 
riskk of pressure sore development. (Mullineaux, 1993). 

Riskk factors are many and varied, and it is impractical to take all of them into account one 
byy one. For this reason, sub-sets of individual risk factors have been combined into risk 
assessmentt tools. The goal of using such tools lies in the early precise diagnosis of those 
patientss truly at risk of developing PU and for whom preventive measures should be insti-
gated.. While risk assessment tool use is common, it should be remembered that according 
too Haalboom, Boer and Buskens (1999) "Some screening tools exist for assessing increased 
riskk of the development of pressure ulcers, but none of these tools has undergone actual 
testingg for validity and predictive value." The most commonly encountered risk assess-
mentt tools are the Norton, Braden, Gosnell, Waterlow, Shannon and Knoll Scales. (*) 
Thee Norton Scale was adopted in the Hungarian study described in this chapter, to predict 
thee possible development of a pressure ulcer. The five risk factors included in the Norton 
Scoree are: physical condition, mental condition, activity, mobility, and incontinence. Each 
sub-scalee is rated on ordinal scales with scores ranging from one to four, the total score is 
thenn calculated through summation of the scores awarded for each sub-scale. A maximum 
scoree of 20 could be achieved by a fit patient, and the minimum score of 5 would be 
achievedd by a patient who is very much at risk of developing a pressure lesion. Norton 
foundd that there was an almost linear relationship between their score and the incidence of 
pressuree ulcers, with the development of a pressure sore being associated with a lower 
score.. (Norton et al. 1962; Goldstone etal. 1982; Gosnell 1973). 

However,, evidence of the usefulness of the risk assessment tools and their effect on patient's 
caree are unclear. The cause of the development of pressure ulcers are still not known. 
Haalboomm (2000) pointed out: "There is something called 'tissue tolerance' which we can-
nott define exactly. Also we do not know how to evaluate risk assessment tools, simply 
becausee we do not know the impact of all separate risk factors." 

8.55 Quali t y of life, economic burden and disease forecast 

PUU have an impact on the individual and upon society both in terms of reduced quality of 
lif ee and financially. A PU may causes problems for the patient; initially due to the symp-
tomss associated with inflammation and later through social isolation and decreased mobil-
ity.. Patients with pressure ulcer may have many problems with their daily activities - with 
loww levels of energy, pain, sleep disturbance and limitations on physical mobility being the 
mostt serious. PU are also costly. (** ) 

(*)(*)  Norton, 1989; Braden 1989; Aronovitch, Milknback and Kelman, 1992; Bergstrom, Gosnell and Bergman, 1993; 
BarnesBarnes and Payton, 1993; Bergstrom, Demuth and Braden, 1987; Callahan, 1994; Weststrate, Hop, Aalbers et al., 1998; 
Hunt,Hunt, 1993; Kemp, Keithley, Smith et al 1990; Spector, 1994; Shannon 1982; Shannon 1984; Waterlow, 1985 
(**)Exton-Smith(**)Exton-Smith andShervin, 1961; Spence et. al. 2967; Thompson, 1968; Barbanel et al. 1977; Curtain, 1984; 
Johnson,Johnson, 1985; Dutch Consensus Prevention on Bedulcers, 1985; Walldorf, 1986; Allman et al., 1986; Velez-
CamposCampos and Mahoney 1987; Crow, 1988; Resnkk and Ouslander, 1990; West and Priestley, 1994; Gottrup and 
Peschardt,Peschardt, 1996; Young and Dobrzanski, 1992; Miller and Delorzier, 1994; Resnkk, 1995, Gebhardt, Bliss and 
Winwright,Winwright, 1996; Romanelli, 1996; Ricci, 1996 
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Forr example, the annual direct costs of pressure ulcers in the Netherlands have been esti-
matedd to be at least NLG 1 billion, a sum greater than one percent of the 1998 total cost of 
healthh care. (Gezondheidsraad, 1999) In Hungary, only one estimate of PU cost is available 
inn the literature. According to Csépanyi (1992) the average cost of PU treatment per patient 
inn the hospital in 1992 was 5,650 HUE 

8.66 The epidemiology of pressure ulcers and related qualit y assurance activities 
directedd towards PU prevention and treatment in Hungary 

Thee Hungarian national programme on PU prevention and treatment started as part of an 
Europeann initiative focussed upon quality assurance in hospitals (COMAC/HSR and 
BIOMED/PECOO projects). The Hungarian programme was conducted between 1992-1998 
inn 7 interrelated study rounds. The programme design is shown by Table 8.6. 

Tablee 8.6. Hungarian national programme on quality assurance of prevention and 
treatmentt  of pressure ulcers 1992-1998 

Phases s 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

Purpose e 

assessmentt of the quality of 
preventionn and treatment of 

PU,, 1992-1997 
(COMAC/HSRR and 

BIOMED/PECO O 
programmes) ) 

retrospectivee data collection 
att national level between 

1993-1998,, investigation of 
reportedd PU prevalence 

1994-1998 8 

passivee chart review in 
hospitals,, to identify PU cases, 

1994 4 

analysiss of the reimbursement 
off  the in-hospital PU cases, 

1994 4 

activee surveillance and risk 
assessment t 

prospectivee active surveillance 
andd micro-costing, 1996 

changingg practice through 
protocolss guidelines, 

1997-1998 8 

Samplee size 
hospitals s 

177 hospitals 
COMAC/HSR R 

200 hospitals 
BIOMED/PECO O 

nationall  level 

77 hospitals 

nationall  level 

11 county hospital 

11 county hospital 

99 hospitals 

Samplee size 
patients s 

COMAC/HSR R 
Programme e 

BIOMED/PECO O 
Programme e 

alll  hospitalised 
patients s 

1,2000 patients 

alll  in-hospital 
PUU cases 

7055 patients 

2,7022 patients 
1000 PU patients 

1,3500 PU 
patientt days 

(0) ) 

PUU prevalence 
rate e 

0.03% % 

0.4% % 

0 .18%-0 .21% % 

2.3% % 

(n) ) 

5.7%% average 
2.9%% active dept. 

19.6%% chronic dept. 

3.7% % 

(@) ) 

(**)(**)  the main aim of this phase was analysis of reimbursement 
(0)(0) the number of patients varied among hospitals and over time, number of cases not reported 
(@)(@) PU rates were not investigated as part of the programme 
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8.6.18.6.1 Phase 1: Assessment of the quality of prevention and treatment of pressure 
ulcers,ulcers, 1992-1997 (COMAC/HSR and BIOMED/PECO programmes) 

Thee overall objective of these two projects were to study different quality assurance strat-
egiess and their effect on the improvement of care with respect to four clinical topics: pa-
tientss record keeping, use of prophylactic antibiotics in surgery, preoperative assessment in 
surgery,, and prevention and therapy of pressure ulcers. (Klazinga, 1994) The prevention 
andd treatment of PU was the most popular quality assurance activity among the key 
topics,, both in Hungary as well as in other countries that participated in the programme. 
(Gulacsii  and Jakab, 1993; Jakab and Gulacsi 1993a; Jakab and Gulacsi 1993b) 

8.6.1.11 Study design of the COMAC/HSR and BIOMED/PECO programmes 

Thesee studies were conducted in three interrelated phases. Initially (1992/93) the work 
concentratedd upon defining the prevalence of PU among hospital patients along with the 
identificationn of established quality assurance projects within individual hospitals. Later 
thesee topics were revisited to ascertain changes both in the prevalence of PU and the imple-
mentationn of new quality assurance initiatives (1995/96 and in 1997). Data were gathered 
throughh questionnaires (translated into Hungarian) distributed to the medical directors of 
1244 Hungarian hospitals in 1993 and 1995, with the questionnaire distributed to 20 hos-
pitalss in the final stage in 1997. Completed questionnaires were returned by 17 hospitals in 
19933 (response rate 14%), by 20 in 1995 (response 16%) and 9 hospitals in 1997 (response 
45%).. Therefore the recording of prevalence and quality assurance projects was based upon 
aa sample of 17 hospitals in 1993, rising to 20 two years later, with data available from 9 in 
1997.. Primarily respondents represented large (1,500 to 2,000 bed) county hospitals (10 in 
1993,, 9 in 1995 and 7 in 1997). Seven such facilities participated in all three surveys. This 
samplee of large county hospitals covered approximately half (53% in 1993, 47% in 1995) 
off  all such units in Hungary (total n=19). Of the other participants, 5 city hospitals (200-
6000 beds) participated in 1993. (See Paragraph 6.1.2 for further details of the study de-
sign). . 

8.6.1.22 Results 

Thee main aims of the 1992/93 survey were to describe the prevalence of PU and the qual-
ityy of their prevention and treatment. From the collected data, PU quality assurance activi-
tiess were relatively under developed in Hungary when compared to hospitals in the devel-
opedd countries that participated in the COMAC/HSR and BIOMED/PECO programmes (Table 
8.7).. In 1993, only 3 of the 17 participating Hungarian hospitals had established guide-
liness on PU prevention and treatment and these guidelines had only been endorsed in some 
departments.. None of the hospitals had data on either the incidence and prevalence of PU 
withh no use of risk assessment tools and no multi-professional PU teams. Several ambigu-
itiess were noticed in relation to both the definition and the recording of PU. For example, 
hospital,, department and even doctor specific PU definitions were used in the participating 
hospitals.. In one hospital, a PU that presented without concurrent fever was not recognised 
ass a PU while in other centres Grade 1 and/or Grade 2 PU were not recorded. In some 
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hospitals,, if the PU had occurred before admission, the wound was not entered into the 
medicall  record as it was considered to be a non-hospital event! The survey did include 
questionss regarding the current prevalence of PU. In 1992 at average 0.03% PU prevalence 
weree identified across the 17 hospitals. Compared to the literature this prevalence rate 
appearedd to be very low. PU both as a cause of severe morbidity and as a cause of death was 
likelyy to be omitted from the patient's medical record or death certificate, with the cause of 
morbidityy or mortality classified as another disease. Consequently, there are no reliable 
estimatess of either PU incidence or the mortality due to PU in Hungary. 

Basedd on these conclusions an action plan was created, which included the following steps: 
qualityy assurance programmes should be established to support PU prevention and 
treatment,, with emphasis placed upon setting practice guidelines, implementing risk 
assessmentt scores, the training of staff and the creation of appropriate PU documen-
tation, , 
multi-hospitall  retrospective chart review was required to collect PU prevalence data, 
analysiss of the reimbursement of in-hospital PU cases had to be conducted, in order to 
identifyy possible financial incentives for the hospital management teams invited to 
participatee in further PU quality assurance activities, 
activee (bedside) prospective surveillance had to be conducted to establish PU incidence 
andd prevalence in hospitals and provide a comparison against PU epidemiology data 
publishedd in the international literature, 
feed-backk of the study results to hospitals so supporting their guideline and protocol 
settingg activity. 

Duringg the second round of surveys in 1995, 20 hospitals completed the questionnaires. 
Tablee 8.7 highlights significant advances in PU quality assurance activities, primarily re-
latedd to the development of guidelines and the establishment of active pressure sore teams. 
Riskk assessment tools were increasingly used with access available to a growing body of 
dataa upon the processes of prevention and treatment. In the case of 9 hospitals the ques-
tionnairess were completed in both 1993 and in 1995, the successful implementation of 
qualityy assurance programmes within these settings can also be seen in Table 8.7. Different 
countriess and type of hospitals participated in the COMAC/HSR and BIOMED/PECO 
programmess (3rd and 5th columns of the Table 8.7), which makes the comparison very 
difficult . . 
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Tablee 8.7 Qualit y assurance related to prevention and treatment of PU in Hungarian 
hospi ta lss participatin g in the European Concerted Action Programme on Qualit y As-
surancee in Hospitals 

Qualityy assurance 
activities s 

Guideliness on the 
preventionn and 
therapyy of pressure 
ulcers s 

Pressuree ulcer team 
co-ordinatee the 
preventionn and 
therapy y 

Nursess use a 'risk 
scoree list' for the 
preventionn of 
pressuree sore 

Dataa is available on 
thee incidence and 
prevalencee of 
pressuree ulcers 

Preventionn and/or 
treatmentt of 
pressuree ulcers was 
evaluatedd during the 
previouss our years 

17 7 
Hungarian n 
hospitals s 

1992/93 3 

18% % 
C7-096 6 

0% % 
C77 - 0% 

0% % 
C7-096 6 

0% % 
C 7 - 0% % 

0% % 
C7-096 6 

Al ll  267 
COMAC/ / 
QA/HSRR F) 
hospitals s 
1992 2 

88% % 

87% % 

81% % 

85% % 

73% % 

20 0 
Hungarian n 
hospitals s 
(PECO) ) 
1995 5 

55% % 
C77 - 100% 

15% % 
C 7 - 3 8% % 

25% % 
C 7 - 4 5% % 

30% % 
C 7 - 6 7% % 

10% % 
C 7 - 2 2% % 

Al ll  198 
BIOMED/ / 
PECO O 
hospitalss (0) 
1995 5 

50% % 

26% % 

40% % 

30% % 

25% % 

99 Hungarian 
hospitals s 

1997 7 

100% % 
C77 - 100% 

67% % 
C 7 - 6 7% % 

55% % 
C 7 - 5 5% % 

100% % 
C 7-- 100% 

100% % 
C77 - 100% 

((aa)) Participating countries and number of hospitals (C0MAC/HASR/QA): Austria: 14 hospitals; Belgium 42 hospi-
tals;tals; Denmark: 30 hospitals; France: 11 hospitals; Germany: 11 hospitals; Greece: 8 hospitals; Ireland: 5 hospitals; 
Israel:Israel: 17 hospitals; Italy: 14 hospitals; The Netherlands: 15 hospitals; Portugal: 11 hospitals; Russia: 11 hospitals; 
Spain:Spain: 82 hospitab; United Kingdom: 7 hospitals; Hungary: 17 hospitals; Poland 40 hospitals, 
(0)(0) Participating countries and number of hospitals (BIOMED'/PECO): Denmark: 4 hospitals; France: 5 hospitab; 
Germany:Germany: 15 hospitals; Greece: 1 hospital; Hungary: 20 hospitals; Italy: 11 hospitab; Ireland: 21 hospitab; 
Israel:Israel: 7 hospitab; The Netherlands: 6 hospitab; Poland: 27 hospitab; Portugal: 8 hospitab; Russia: 14 hospi-
tab;tab; Slovak Republic: 2 hospitab; Spain: 50 hospitab; Switzerland: 4 hospitab; United Kingdom: 3 hospitab, 
Sources:Sources: 1) Quality Assurance in European Hospitab, results of the assessment phase of a concerted action 
programmeprogramme covering 262 hospitab in 15 countries, CBO, September 1992; 2) Quality Assurance Assurance in European 
Hospitals,Hospitals, results of the evaluation phase, CBO, December 1993 
C7C7 - Altogether 7 large county hospitab (C7) were participated through the whole duration of the programme, 
representingrepresenting 37% of the county hospitab. 
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8.6.1.33 How representative are the study conclusions 

Inn Hungary the backbone of the in-patient health care system is the network of the county 
hospitals.. Between 37% and 53% of all such institutions participated in this project, with 
centress drawn from all parts of Hungary. Based upon this pattern of recruitment it is likely 
thatt the study results can be extrapolated to reflect the processes and outcomes within the 
countyy hospital system. However for those institutions rarely represented in the surveys, 
forr example specialist national institutions and city hospitals, the results should be inter-
pretedd with caution. (For further information about the validity of the study please see 
Paragraphh 6.5.1.) 

8.6.28.6.2 Phase 2: Retrospective national PU prevalence data collection 1993-1998 

Followingg patient discharge from hospital, information about the stay in hospital (main 
diagnosis,, complications, co-morbidity, length of stay, etc.) is reported to the Centre for 
Healthcaree Information, Ministry of Health by each hospital, this reporting also covers 
patientss with PU. Hospital reimbursement (DRG payment) is then calculated based on the 
suppliedd data. The so-called 'active cases' are then reimbursed through DRG payments 
whilee hospitals also receive a per diem rate to finance 'chronic cases'. Table 8.8 presents the 
'reportedd PU prevalence' within Hungarian hospitals based upon the reimbursement data. 

Tablee 8.8 shows the total number of patients where PU was coded as being either the main 
diagnosis,, or a significant complication or co-morbidity. Compared with the international 
literaturee on PU prevalence the number of reported cases in Hungary is very low. The table 
demonstratess a key "weakness of the data-driven approach to establish priorities for quality 
assurancee programmes. Based upon the available data, policy and decision-makers might 
faill  to prioritise PU initiatives due to the apparently low prevalence of the condition. It 
wouldd appear that some form of quality assurance activity has to be in place in order to 
identifyy the extent of the burden of any particular problem area. When PU quality assur-
ancee programmes began in Hungary it was widely accepted that PU were almost non-
existentt and that this disease and its economic burden were not important. Hospital qual-
ityy assurance committees, established in 1992, were committed to defining the baseline 
prevalencee and the real economic burden and found a completely different picture to the 
acceptedd wisdom that PU were rare. By 1997, when the Hungarian Wound Healing Society 
wass established with its main aim being the improvement of the quality of PU prevention 
andd treatment, health professionals in most Hungarian hospitals seemed to have a higher 
awarenesss of the importance of the topic. 
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Tablee 8.8 Prevalence of pressure ulcers in Hungarian hospitals, number  of cases; 
1994-19988 (LOS - length of stay - days) 

Typee of pressure 
sitess diagnosis 

Mainn diagnosis 

Complications s 

Co-morbidity y 

Totall  number of PU cases 

PUU percentage, national level 

Totall  number of 
hospitalisationn reimbursed 
byy DRG (in thousands) 

1994 4 

439 9 

1,140 0 

2,131 1 

3,710 0 

0.18% % 

2,115 5 

1995 5 

643 3 
LOSS - 25 

1,382 2 
LOSS - 28 

2,448 8 
LOSS - 24 

4,473 3 

0.21% % 

2,145 5 

1996 6 

581 1 
LOS-21 1 

1,213 3 
LOSS - 28 

2,345 5 
LOSS - 22 

4,139 9 

0.18% % 

2,259 9 

1997 7 

647 7 
LOSS - 20 

1,415 5 
LOSS - 27 

2,435 5 
LOSS - 21 

44 497 

0.21% % 

2,148 8 

1998 8 

596 6 
L O S - 21 1 

1,612 2 
LOSS - 23 

2,510 0 
LÖS-20 0 

4,718 8 

0.21% % 

2,270 0 

DataData Source: Centre for Healthcare Information, Ministry of Health, Hungary, 2000 

8.6.38.6.3 Phase 3: Passive hospital patient chart review to identify patients with PU ases, 1994 

Overr a three-month period in 1994, a retrospective passive PU surveillance was conducted 
inn 7 hospitals, participated in the COMAC/HSR programme in which hospital management 
activelyy sought quality improvements in PU prevention and treatment. All hospitals were 
eitherr county or city hospitals with more than 1,000, in some cases with more than 2,000 
beds.. Across these 7 hospitals, 1,200 consecutive adult in-patient records were reviewed. 
Thee sample was composed of 1,200 adult in-patients (over 18 years of age) discharged 
fromm the participating hospitals after January 1, 1994. Within each centre, the audit con-
centratedd upon departments that cared predominantly for the elderly. One nurse from each 
hospitall  collected PU data from the participating department(s) based upon the available 
medicall  records. Of the 1,200 patients, 271 (22.6%) experienced PU during their stay, with 
5511 individual ulcers recorded (2.03 PU per patient). In the survey PU located in the same 
anatomicc site, but located on the left or right side of the body were counted as two PUs. In 
orderr to standardise the data collection and the quality of collected data, training, consul-
tations,, detailed data collection protocol and data collection form were provided to the PU 
nurses.. The main goals of the study were to define a) current nursing practices related to 
PU,, b) the current level of PU documentation and c) the prevalence of PU. 
Thiss retrospective surveillance provided an impression of the age distribution of patients 
withh PU, their length of stay in hospital, diagnosis at admission and the anatomical distri-
butionn of PU: 

agee distribution: 64% of the total number of patients (1,200) were over 60 years old, 
52%% were over 65 years, 42% were over 70 years, 29% were over 75 years and 17% of 
thee patients were over 80 years old. 
lengthh of stay: 13% of the of the total number of patients (1.200) spent 3 days or less, 
21.3%% spent 5 days or less. 49% of the patients spent more than 10 days, 33% of the 
patientss more than 15 days, 23% of the patients spent more than 20 days, 17% of the 
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patientss more than 25 days, and 13% of the patients spent more than 30 days in the 
hospitals. . 
diagnosiss at admission: The general opinion of both medical and nursing staff was 
thatt admission diagnoses provided the most appropriate method for defining who 
wass and who was not at risk of PU. However the admission diagnosis was com-
monlyy not recorded in the medical records with over 60% of the records of all patients 
sampledd missing this information. Medical complications were recorded (n=246). 
Thee anatomical distribution of the encountered PU can be seen in Table 8.9/a and 
Tablee 8.9/b. 

Thee main objective of Phase 3 was not effected by the non-randomisation of the participat-
ingg hospital departments although, selection bias might be noticed. This phase served the 
objectives:: to reveal the large variation among hospitals regarding the current nursing 
practicess and documentation of PU in hospital and national level. 

Tablee 8.9/a Pressure ulcers; right  side - stage distributio n (*) 

Area a 

Elbow w 

Hip p 

Knee e 

Ankles s 

Heel l 

Sacrum m 

Ischia a 

Other r 

Total l 

Gradee 1 

4 4 

6 6 

4 4 

4 4 

9 9 

20 0 

16 6 

18 8 

81 1 

Gradee 2 

5 5 

13 3 

4 4 

3 3 

26 6 

30 0 

17 7 

14 4 

112 2 

Gradee 3 

3 3 

.5 5 

3 3 

4 4 

11 1 

7 7 

4 4 

2 2 

39 9 

Total l 

12 2 

24 4 

11 1 

11 1 

46 6 

57 7 

37 7 

34 4 

232 2 

(*)(*)  During this survey a three-grade system was used in Hungary. Grade 3 consists cases which are subdivided 
intointo Grade 3 and Grade 4 in the EPUAP four-grade system. In Hungary consensus has been reached on the use of 
aa four stage classification of the EPUAP in 1998. 

Tablee 8.9/b Pressure ulcers; left side - stage distributio n (*) 

Area a 

Elbow w 

Hip p 

Knee e 

Ankles s 

Heel l 

Sacrum m 

Ischia a 

Other r 

Total l 

Gradee 1 

1 1 

5 5 

10 0 

3 3 

8 8 

16 6 

18 8 

13 3 

74 4 

Gradee 2 

4 4 

14 4 

4 4 

2 2 

22 2 

29 9 

14 4 

14 4 

105 5 

Gradee 3 

2 2 

6 6 

3 3 

4 4 

13 3 

5 5 

5 5 

2 2 

40 0 

Total l 

7 7 

25 5 

17 7 

5 5 

33 3 

50 0 

437 7 

2 2 

219 9 

(*)(*)  During this survey a three-grade system was used in Hungary. Grade 3 consists cases which are subdivided 
intointo Grade 3 and Grade 4 in the EPUAP four-grade system. In Hungary consensus has been reached on the use of 
aa four stage classification of the EPUAP in 1998. 
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Althoughh perhaps the results of this study may not be representative of the situation 
acrosss all Hungarian hospitals, the data clearly shows that PU are an important issue 
reducingg the quality of life of patients while imposing an economic burden upon the health 
caree system. The most important findings of the study were: 

271(22%)) out of the 1,200 enrolled patients had a total of 551 PU, 
111 7 PU out of 551 (21%) developed during the hospital stay, 
55 deaths were due to, or associated with the presence of PU. 

Nursingg practice varied between departments and hospitals. In an extreme example of 
inappropriatee practice, in one hospital, an anti PU powder (Crupodex - Dextranomer) was 
spreadd on the bed-sheet and then the patient was rolled up in the sheet! While this is an 
extremee example no protocols, guidelines or standards were used to define appropriate 
practices.. Due to this lack of a definition of what was appropriate practice it was not 
possiblee to discuss the observed practices and explore how these diverged from accepted 
norms.. In general PU preventive care, where present, was not undertaken in any system-
aticc fashion. 

8.6.48.6.4 Phase 4: The reimbursement of hospitals for the care of patients with PU, 1994 

Accordingg to the Centre of Healthcare Information, Ministry of Health, Hungary, 3,710 PU 
casess were recorded into medical records and reported to the Centre in 1994. Overall 2.115 
millionn patients episodes were reimbursed in 1994 giving a prevalence of PU cases of 0.18%. 
Thee actual numbers of patients in hospital was higher than the number reimbursed, for 
longg term treatment under the same diagnosis is accounted as one reimbursed case. Reim-
bursementt following the care of a patient with PU can be a complex administrative matter 
forr patients are allocated to DRG groups according to a series of decision rules based upon: 

surgicall  procedure, if any, 
exceptionall  conditions if any, 
mainn (principal) diagnosis of hospitalisation, 
complication(s)) if any, 
co-morbidityy (if any). 

Inn this process the classification of the disease is the key element in determining the reim-
bursement.. For example, hospitals are reimbursed according to: 

thee recorded and reported PU (IDC 707.0) cases, (technical number of PU cases), and 
thee way of classification into DRGs (PU can be categorised as (a) main diagnosis; (b) 
complication,, or (c) co-morbidity: 

8.6.4.11 Reimbursement of PU as a main diagnosis 

InIn 1994, 439 discharges from acute care facilities had a primary diagnosis of ICD9 707.0 
(PU)) with this representing approximately 0.02% of all discharges from Hungarian hospi-
talss during the year. (Table 9). The 439 discharges could be further sub-divided into 388 
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dischargess classified as 271M (*), 17 as 263P(**) and 16 as 264P(***). Seven cases were 
classifiedd into various DRG groupings. DRG Groups 263P and 264P are "twin surgical DRGs" 
withh the same weight. (Three "twin DRGs" from the 85 "twin DRGs" have the same weights.) 
Thee total of reimbursement was 24,519,06 7 HUE Of the 439 patients 33 were categorised into 
twinn DRG categories. Where this occurred reimbursement was at a higher level if one of three 
decisionn rules were triggered; (1) the patient was over 70 years old; or (2) a co-morbidity or (3) 
aa complication was in place. Higher reimbursement was triggered on one of these conditions 
beingg encountered, additional funding was not realised if multiple decision rules were activated. 
Off  the 33 patients classed in twin DRG groups, the care of seven was reimbursed at the lower 
level.. If these patients had triggered the higher reimbursement levels then the total reimburse-
mentt would have been increased by 12,499 HUF (DRG Creep = 28.50 HUF/PU case). 

8.6.4.22 Reimbursement of PU as a complication in 1994 

InIn 1994, 1,140 patients were discharged from hospital where PU were a recorded medical 
complication.. Of these, 558 patients (48.9%) fell into DRG groups that could not be influ-
encedd by age, co-morbidity, or complications. The remaining 582 patients were classified 
underr 'twin DRGs' groupings (Table 8.10). Overall, 414 patients for whom PU were a 
reportedd complication were under 70 years old, and in 36 cases PU were the sole medical 
complicationn or co-morbidity experienced by these younger patients. 
Perhapss this younger population could be classified under a DRG that offered higher rates 
off  reimbursement. Considering only the 36 younger patients who only presented with PU 
ass their medical complication or co-morbidity, 24 fell in the "twi n DRGs" category and 
hadd diagnoses that shifted them into higher paying DRGs. If the other 12 patients were 
shiftedd into a higher reimbursement category based upon their PU, then the incremental 
reimbursementt would have been 108,805 HUF. There is no DRG creep in this case. This 
suggestss that greater attention to diagnostic coding in hospital would not have resulted in 
increasedd reimbursement for the hospital! 

8.6.4.33 Reimbursement of PU as a co-morbidity 

Off  the total 3,710 patients coded to have experienced PU, 57.5% (n=2131) were reported to 
havee experienced PU as a co-morbidity. The majority (n=2,053, 96.3%) of patients who 
hadd a PU as a co-morbid disease fell into DRG groups that could not be altered due to their 
age,, other co-morbidities or complications (Table 8.11). Twenty-eight of these patients 
weree under 70 years, and for 21 of these younger patients no other co-morbidity or com-
plicationn was recorded. The total reimbursement received by Hungarian hospitals for the 
treatmentt of PU as a co-morbidity in 1994 was 216,642 HUF. The total reimbursement for 
alll  3,710 patients with recorded PU in 1994 was 24,844,514 HUF, with the PU related DRG 
creepp being 12,499 HUF. 

(*)(*)  The 271M is a medical DRG category of skin ulcer 
(**)(**)  The 263P is a surgical DRG category of skin transplantation, skin ulcer and cellulitis over 70 years or co-
morbidity,morbidity, complication. The weight is 2.07483. 
(***)(***)  The 264P is a surgical DRG category of skin transplantation, skin ulcer and cellulitis under 70 years 
withoutwithout co-morbidity, complication. The weight is the same 2.07483. 
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TableTable 8.10 PU cases in the hospitals and classification into DRGs, 1994 

PUU cases /category 

Totall  number of PU cases 

PUU patients under 70 

PUU cases in twin DRGs 

PUU cases in higher 
reimbursementt twin 
DRGss (H) 

Additional l 
reimbursementt of PU 
casess (0) 

Totall  reimbursement 

(HUF) ) 

Mainn nursing 
diagnosis s 

439 9 

42 2 

33 33 

26 6 

0 0 

24,519,067 7 

Complication n 

1,140 0 

414 4 

582 2 

12 2 

108,805 5 

108,805 5 

Co-morbidity y 

2,131 1 

68 8 

78 8 

21 1 

216,642 2 

216,642 2 

Total l 

3,710 0 

528 8 

693 3 

59 9 

325,447 7 

24,844,514 4 

((aa)) Patients under 70 years years of age had not more than one complications and/or co-morbidity (ICD 707.0) alto-
gether. gether. 
(0)(0) Additional reimbursement of PU cases classified into 'twin' DRGs, higher payment category. 

8.6.4.44 Expectations due to DRG based financing 

Inn July 1993, the Hungarian Ministry of Welfare (HMW) and the National Health Insur-
ancee Fund (NHIF) put into practice a prospective payment system (PPS) to reimburse hos-
pitall  expenses based on DRGs. This reimbursement system was revolutionary in Hungary 
att that time and its introduction was accompanied by very high social expectations that 
thiss offered incentives promoting both good and cost effective care. Obviously economic 
incentivess can be important as levers to improve the quality of care and to decrease unnec-
essaryy resource utilisation. Nationally in 1994, the extra payment approximated only be-
tweenn 1% -2.5% of the cost of treating PU cases in hospitals. Through introduction of the 
DRGG system there are explicit financial incentives for hospitals to perform effective PU 
preventionn given the high, and largely non-reimbursed costs of their treatment. 

8.6.58.6.5 Phase 5: Active prospective surveillance and risk assessment of 705 adult 
patientspatients in one county hospital during 1995 

Betweenn March 15 and April 30, 1995, the fate of 705 consecutive patients newly-admit-
tedd to four medical departments (3 active and 1 chronic) in one large county hospital was 
followed.. At admission their current vulnerability to PU was documented using the Norton 
Scalee with one nurse performing all assessments. The main aim of the study was to inves-
tigatee any differences in both the distribution of patient age and PU occurrence between the 
acutee and chronic care departments and secondarily to explore the sensitivity and specific-
ityy of the Norton Scale. The recruited subjects' were largely elderly with 454 (64.4%) over 
600 years old. Only 17 (2.4%) were under 30 years old with the remaining 234 (33.2%) 
fallingg between 30 and 60 years. The prevalence of PU differed between the acute (preva-
lencee 2.9%) and chronic (prevalence 19.6%) departments. Overall, 40 patients (5.7%) were 
foundd to present with PU. Subjects were divided into two groups; Group A (at risk; Norton 
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Scoree at admission 5-14, n=189, 16.8%) and Group B (risk free Norton Score of at least 15 
att admission, n=516, 73.2%). In Group B 3 subjects presented with PU (0.6%). Group A 
subjectss were then divided into two further groups; Group C (medium risk, Norton Score 
att admission 13 or 14, n=52, 7.4%) and Group D (high risk, Norton Score at admission 12 
orr less, n=137, 19.4%). Eight patients in Group C (15.4%) and 29 from Group D (21.2%) 
presentedd with PU. 

8.6.68.6.6 Phase 6: The cost ofPU care based upon the fate of100 adult in-patients with 
PUPU within one county hospital 

Betweenn July 1st and December 31st 1996, 100 consecutive patients with PU were recruited 
acrosss 15 departments of one county general hospital. These patients either presented with 
PUU at the time of admission (n=49) or developed their ulcers during their stay (n=51). The 
objectivee of the study was to define, and cost, the care allocated to patients with, or at risk 
of,, PU. Investigating the cost of PU treatment in hospital is problematicc for PU patients are 
mainlyy elderly presenting with multiple diagnoses, co-morbidities and complications. Con-
sequently,, it is challenging to identify what aspects of care are specifically related to PU 
preventionn and treatment. Costing PU care is also compromised for the normal (both usual 
andd necessary) length of stay, outcome and cost of PU and non-PU cases are unknown. For 
thiss reason, the direct hospital costs associated with PU prevention and treatment were 
comparedd to the reimbursement received (under the DRG system) for the care of the same 
PUU patients. Data collection was structured using a standard instrument that recorded the 
locationn and grade of PU, the patient's diagnoses, progress and other clinical circumstances, 
andd finally any medical devices and nursing procedures allocated to help prevent or treat 
PU.. All data was completed by a trained, specialist nurse. Patients were eligible for recruit-
mentt if they had a PU at the time of admission to hospital or developed a PU during their 
stay.. All eligible patients had to be aged eighteen years or older, and admitted to one of the 
followingg specialities - Medical I-III. , Surgery, Traumatology, Neurology, Urology, Oncol-
ogy,, Medical intensive, Surgical intensive, Central admitting, Chronic medical, Acute Psy-
chiatry,, Chronic Psychiatry and Rehabilitation. 

Thee specialist nurse who completed all patient assessments and who recorded all drug, 
devicee and medical investigation related to PU prevention and treatment wa*s trained before 
thee study began. This training was conducted by the nursing director of the hospital and 
byy members of the project management team. Data gathered during the training period 
weree not included in the main study. No attempt was made to alter the routine nursing or 
medicall  care provided to patients during the investigation. The daily presence of the spe-
cialistt nurse may perhaps have influenced the care provided to patients particularly care 
relatedd to PU prevention and treatment. 
Onn each participating ward, the nurse who first identified the presence of a PU informed 
thee specialist nurse who then completed the resource utilisation tool daily (Table 8.15 a-c). 
Uponn admission to the study, a Norton Scale was completed and all body sites were ob-
servedd to record the distribution of PU. The Norton Score was re-calculated upon any 
significantt changes in the patient's health status and was also recorded at the time of 
dischargee from hospital. The specialist nurse was monitored weekly by the hospital's nursing 
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director.. Independent to the study, routine data upon PU was collected and reported by 
medicall  staff and collated by the hospital's information centre and there was no attempt 
madee to increase the recorded and reported number of patients with PU. The collected 
informationn is presentedd in relation to patient-days in hospital 

8.6.6.11 PU incidence and prevalence 

Duringg the six-month duration of the investigation 2,711 patients were admitted to the 
participatingg departments. Of these, 100 (3.7%) patients had PU with 41 patients present-
ingg with PU at the time of admission. New PU developed in 59 subjects admitted to hospi-
tall  without PU. The average age of the PU patients was 78.2 years with only 19 aged 
underr seventy (Table 8.11). The 100 PU patients presented with 308 co-morbidities (3.08 
perr patient). Of the 100 patients with PU, 73 died during their stay in hospital (mean age 
77.155 years, mean length of stay (LOS) 37.4 days), and these patients had an average of 
3.188 co-morbidities each. The remaining 27 patients discharged alive (mean age 68.2 years, 
meann LOS 27.5 days) from hospital had fewer co-morbidities (2.77 per patient). Among 
thee live discharges, 3 patients experienced complete healing of their PU, the remainder 
eitherr showed some or no improvement in the status of their PU. The average age of the 
patientss who died during the hospitalisation was 77.15 years, whereas the average age of 
thosee discharged home was 68.2 years. The reduced age of the patients discharged alive is 
consistentt with other studies, Michocki et al (1976) reported an approximate four-fold 
increasee in the probability of death following the development of a PU among elderly pa-
tients.. The advanced age of the patients with PU has also been reported by others. Walldorf 
(1986)) reported an annual incidence of PU in hospital of 3% with 96% of all affected pa-
tientss being over 65 years, with 36% over 85 years old. 

liablee 8.11 Age distributio n of PU patients 

Agee groups 

Underr 49 

Betweenn 50-59 

Betweenn 60-69 

Betweenn 70-79 

Betweenn 80-89 

Overr 90-

Numberr of patients 

5 5 

5 5 

9 9 

40 0 

35 5 

6 6 

Percent t 

5 5 

5 5 

9 9 

40 0 

35 5 

6 6 

Cumulativee percent 

5 5 

10 0 

19 9 

59 9 

94 4 

100 0 

Thee 100 patients with PU presented with 178 ulcers, with wounds located a\ the left and 
rightt aspects of each anatomical location treated as a single PU (Table 8.12). The mean size 
off  the encountered PU was 425.5 square cm. Table 8.13 shows the severity of the encoun-
teredd PU with 74% of PU classed as Grade 2 or more severe. The majority of PU (89%) were 
locatedd caudal to the apex of the iliac prominence. Patients who died during the investiga-
tionn showed statistically similar distributions of PU location and severity compared with 
livee discharges from hospital. In a similar way the anatomical distribution and severity 
weree similar among subjects whose PU deteriorated pr improved during their stay in hos-
pital.. The 100 subjects with PU had not all been recorded during the routine PU data 



88 - The qualit y of nursing care; prevention and treatment... 245 5 

collectionn implemented within the study centre. Of the sample of 100 patients, 41 were 
includedd in routine data as having a PU as a complication, 15 were noted as having PU as 
aa co-morbid condition, while only 2 were considered to have PU as their main diagnosis. In 
411 cases, PU's were present but had not been included in the hospital's routine data collec-
tion.. These 'missing' patients whose PU were not recorded would have been ignored when 
nationall  prevalence rates and, crucially, reimbursement decisions were taken. The situa-
tionn nationally may indeed be worse for the study centre could be considered to be a leader 
inn establishing PU quality assurance programmes with such activity beginning in 1992. It 
iss probable that, in other county hospitals, the rate of unreported PU may be much higher. 

Tablee 8.12 The anatomical location of PU across 100 patients with pressure ulcers. 

Site e 

Sacrum m 

Heel l 

Hip p 

Buttocks s 

Ankle e 

Otherr (shoulder, shoulder-blade, leg) 

Knee e 

Elbow w 

Perr cent 

48,3 3 

19,1 1 

9,6 6 

7,8 8 

6,2 2 

6,2 2 

1,7 7 

1,1 1 

Tablee 8.13 The severity of PU encountered across 100 patients. 

Grade{»} } 

1 1 

2 2 

3 3 

Numberr of patients 

11 1 

50 0 

39 9 

(nJJ During this survey a three-grade system was used in Hungary. Grade 3 consists cases, which were subdivided 
intointo Grade 3 and Grade 4 in the EPUAP four-grade system. In Hungary consensus has been reached on the use of 
aa four stage classification of the EPUAP in 1998. 

Pressuree ulcers of Grade 1 or 2 can be considered as 'superficial' or 'mild' wounds, while 
Gradee 3 could be defined as full-thickness 'severe' wounds (The Grade 3 definition used in 
thiss study equates to both the Grade 3 and 4 categories in the EPUAP classification tool). 
Clearlyy one goal for quality assurance programmes is to shift the distribution of PU from 
beingg severe to less severe. While case mix must also be considered it is possible to consider 
thee proportion of severe-to-mild PU as a proxy of the quality of care. 

Inn the current study, 39% of all encountered PU were severe wounds. Such a proportion 
cann be compared with other centres in other countries; for example in the Academic Medi-
call  Centre, Amsterdam, the proportion of severe PU was 65.9% in 1992; 40.9% in 1993; 
51.2%% in 1994; and 39.1% in 1995 {Pluijm, van de Mheen, Wendte et al. 1999). At first 
glancee the 39.1% (Netherlands) and the 39% (Hungary) proportion of severe PU would 
appearr to be comparable. Such a comparison may be flawed for differences in hospital case 
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mixx (e.g. the mobility and age of patients) may mask real differences in the effectiveness of 
PUU prevention and treatment between centres. 

8.6.6.22 Pressure ulcer risk assessment: a major ethical and economic issue 

Treatmentt of PUs can be more costly than their prevention, yet preventive measures are 
alsoo expensive. Such expense relates to the acquisition of special beds and mattresses along 
withh additional nursing time, in non-financial terms preventive measures may be uncom-
fortablee and so a source of further iatrogenic effects (Anderson et al 1982). If patients at 
riskk of PU development could be identified at the time of admission to hospital then preven-
tivee measures could be directed towards those at greatest risk. This prediction of risk can be 
consideredd as the first step towards achieving a scientifically based approach to PU preven-
tion.. In the current study, the Norton scale was used to predict patient vulnerability to 
developingg PU. This tool provides numerical scores ranging from 5 to 20; those with an 
admissionn score between 5 and 14 were categorised as Group A (at risk group). On admis-
sion,, a Norton Score greater than 14 placed a patient into Group B (risk free). The major-
ityy of patients with PU (n = 95) fell into Group A, with only 5 classed as risk-free. While 
thiss division of patients does not reflect the true sensitivity or specificity of the Norton 
Scalee for PU had already developed in 41 patients by the time the assessment was made, 
thee data suggests that few patients with PU are not at risk of developing further pressure 
ulcers.. The at-risk group (Group A, n=95) was further subdivided into Group C (medium 
riskk group, admission score of 13 or 14) and Group D (high risk group, admission scores 
lowerr than 13). Most patients with PU (n = 92) fell into the high risk group with only 3 
classifiedd at medium risk. The patients with PU who died during their stay in hospital had 
aa significantly lower Norton Score at admission (mean Norton Score 7.06) compared with 
thosee discharged alive (mean Norton Score 10.25). 

8.6.6.33 The financial cost of pressure ulcers 

Duringg any economic evaluation of PU treatment every significant cost should be taken 
intoo consideration, with every important "cost centre" measured. One of the main prob-
lemss with estimating the costs of PU is the concealment of the methods used to develop the 
costingg - what costs are counted and which are discarded (Currie and Maynard, 1992). 
Thiss difficulty stems from the observation that prospective payment systems frequently 
underpayy for some services and overpay for others. For this reason, costs do not equal 
charges.. Hospitals charge less than cost for some services while making a profit upon other 
servicess and patient groups. Such cost-shifting makes the economic analysis of nosocomial 
eventss (such as hospital infections and pressure ulcers) difficult. One approach that avoids 
thee problem of cost-shifting is to gather detailed data upon resource use and their associ-
atedd costs (micro-costing) (Haley 1991). While micro-costing may be an appropriate method 
throughh which the costs of PU could be determined, such an approach is labour-intensive 
andd hence costly to operate. In this study, a detailed micro-costing was undertaken of the 
costss of PU treatment among the 100 patients with PU. Devices, drugs, procedures and 
investigationss were priced only if they were directly related to either the prevention or 
treatmentt of pressure ulcers. Table 8.14/a-c illustrates the items encountered during the 



88 - The quality of nursing care; prevention and treatment... 247 7 

studyy and their unit cost. Overall the total cost of PU treatment among the 100 patients 
(1,3500 PU patient days) was 721,164 HUF, an average of 534HUF per patient day. 

Tablee 8.14/a Resource utilisation on treatment of PU /100 PU cases, 1,350 patients 
days s 

Drugs,, supplies, lab./100 
PUU cases 

Crupodexx wound powder 
644 packets, (60 g/packet) 

Chlorocidd wound powder 
155 packets, (100g/packet) 

Panthenoll  spray 
666 packets, (140g/packet) 

Oxycortt spray 75g 
977 packets, (75g/packet) 

Fomarexx spray 
111 packets (160 g/packet) 

Neogranormonn ointment 
2911 tubes, (25g/tube) 

Gentamicinn ointment 
33 tubes (15g/tubes) 

Phlogosann spray 
22 packets, (90g/spray) 

Chlorophyll  salicylborvaselin 
1300 g, (100g/packet) 

Reseptyll  Urea 
22 packet, (75g/packet) 

Fibrolann ointment 

Gentamicinn spray aerosol 
122 packets, (140g/packets) 

Codd liver oil tetran ointment 
90200 g, (100g/packet) 

Penicillin,, 100 ME 
644 ME, IME/inj 

Brulamicinn inj. 240 mg 

Hyperoll  (antiseptic) 
588 litres and 5 77 tabl. 
{1000 tabl/packet) 

Betadin,, 200 ml, 
(lOOOml/bottle) ) 

Activee ingredients 

dextranomer r 

chloramphenicolum m 

dexapenthenol l 

oxytetracyclin n 
hydrocortison n 

dimeticonum m 

ergocalciferol,, retinol 
extractumm pancreatis 

gentamicinum m 
sulphuricum m 

natriumm disulpho-
salicylato-samarium m 
anhydricum m 

chlorophyll  salicylbor-
vaselin n 

4-chlorphenyl-3,4--
dichlor-benzo--
sulphonamid d 

fibrinolysinee (bovin) 
55 tubes, (50g/tubes) 

gentamicinum m 
sulphuricum m 

codd liver oil, 
oxytetracyclin n 

benzylpenicillinum m 

tobramycinum m 

carbamidd peroxid 

povidon-iodin n 

Costs/unit t 

845.900 HUF/packet 

344 HUF/packet 

3955 HUF/packet 

299.800 HUF/packet 

1199 HUF/packet 

888 HUF/tube 

1777 HUF/tube 

246.400 HUF/packet 

25.700 HUF/100g 

1911 HUF/packet 

1,204.300 HUF/tubes 

3488 HUF/packet 

214.300 HUF/l,000g 

6,767.800 HUF/50inj. 

15600 HUF/10x80mg 

7.800 HUF/litres 
3366 HUF/100 tabl 

4733 HUF/1000ml 

Totall  cost HUF 

54,137.60 0 

510 0 

26,070 0 

29,080.60 0 

1,309 9 

25,608 8 

53-\ 53-\ 

492.80 0 

33.41 1 

382 2 

6,021.50 0 

4,176 6 

1,933 3 

8,662.80 0 

468 8 

2,391.10 0 

94.60 0 



248 8 Hungariann health care in transition... 

Tablee 8 .14 /b Resource uti l isatio n on treatment of PU / 1 00 PU cases, 1,350 patients 
days s 

Drugs,, supplies, lab./lOO PU cases 

Ringer-lactatt infusion 
22 infusion (500 ml/infusion) (1/ómol) 

Isopropüü ale. 1000ml, (1000ml/bottle) 

Hydr.. Emoliens, 90 g 

Mentholl  alcohol 5000 ml 

Ortisorbb 10x10 cm 147 pieces 

Ortisorbb 20x10 cm 68 pieces 

Talcumm 4120g 

Ramofix x 
Flexiblee dressing, 73m 

Speciall  Overlay 15 pieces 

Sterilee dressing overlay 
6x66 cm, 49 packages 

Sterilee dressing overlay 10x10 cm 
11211 packages 

Costs/unit t 

86.600 HUF/inf. 

56.300 HUF/1000ml 

1,075.900 HUF/l,000g 

75,644 HUF/1000ml 

11 7 HUF/pieces 

22 7 HUF/ pieces 

74,400 HUF/1000g 

6944 HUF/25m 

45HUF/piece e 

300 HUF/package 

400 HUF/package 

Totall  cost HUF 

173.20 0 

56.30 0 

96.90 0 

378.20 0 

2,499 9 

1,836 6 

306.50 0 

2,026.50 0 

675 5 

1,470 0 

44,840 0 

Tablee 8 .14 /c Resource uti l isatio n on treatment of PU / 1 00 PU cases, 1,350 patients 
days s 

Drugs,, supplies, lab./100 PU cases 

Sterilee dressing overlay (local 
sterilisation)) 345 7 pieces 

Rubberr gloves 2651 pairs 

Plasticc gloves 92 pairs 

Largee sized bed-sheet 2166 pieces 

Smalll  sized bed-sheet 2202 pieces 

Pilloww 71 9 pieces 

Plasterr overlay 10 pieces 

Decubituss overlay 6 piece 

Stickingg plaster 13 rolls 

Laboratoryy 11 bacterium culture 

Nursingg time 
Caree and patient turning/day 
36,7755 minutes = 612.9 hours 

Shostakowskyy palm 
22 bottle, (100g/bottle) 

Necrectomiaa 15 cases 

Totall  cost in HUF 

Costs/unit t 

1,5000 HUF/100 pieces 

388 HUF/pair 

5000 HUF/ 100 pairs 

0.55 kg/piece 
washingg cost/kg: 55 HUF 

0.33 kg/ piece 
washingg cost/kg: 55 HUF 

0.33 kg/ piece 
washingg cost/kg: 55 HUF 

16.700 HUF/piece 

255 HUF/piece 

1099 HUF/roll 

1,2500 HUF/culture 

2166 HUF/hour 
(brutoo income + tax) 

108.300 HUF/bottle 

6,4000 HUF/case 

721,164.10 0 

Totall  cost HUF 

51,855 5 

100,738 8 

460 0 

59,565 5 

36,333 3 

11,863.50 0 

167 7 

150 0 

1,417 7 

13,750 0 

132,3900 (H) 

216.60 0 

96,000 0 

721,164.10 0 

((uu)) The cost of nursing time is very low in Hungary, the average salary of a qualified nurse is not higher than 
300-400300-400 1S1LG per months. 
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Whilee the 100 subjects were followed for 1,350 patient days, this period excluded a) time 
spentt in hospital prior to the start of the study and b) time passed in medical departments 
otherr than the participating specialities. Overall, the 100 PU patients remained in hospital 
forr 2,287 days at an estimated total cost of 1,072,934 HUF, an increase of 351,770 HUF 
abovee the study costing (based on a total of 1,350 patient days). Table 8.15 illustrates the 
sizee and cost of treatment of the encountered PU by their severity. Both the mean size and 
costt per day of treatment increased as PU became more severe. 

Tablee 8.15 Relationship between PU severity, size and cost of treatment 

Grade(«) ) 

1 1 

2 2 

3 3 

Numberr of patients 

11 1 

50 0 

39 9 

Averagee extension of 
PUU / cm! 

66.1 1 

198.3 3 

818.1 1 

Costss of PU treatment 
HUF/patients/day y 

216 6 

434 4 

739 9 

(&)(&)  During this survey a three-grade system was used in Hungary. Grade 3 consists cases, which were subdivided 
intointo Grade 3 and Grade 4 in the EPUAP four-grade system. In Hungary consensus has been reached on the use of 
aa four-stage classification of the EPUAP in 1998. 

Tablee 8.16 details the cost of PU treatment per day and the mean length of stay across the 
medicall  specialities that participated in this study. Interestingly, the three medical depart-
mentss have differing mean LOS and marked differences in the daily cost of PU treatment. 
Similarr patient populations were admitted to these units and hence the observed differences 
resultedd from differences in the practices undertaken across the medical units, due to the 
nott standardised care and lacking practice protocols. 

Tablee 8.16 Mean length of stay of patients with PU and the daily cost of PU treat-
mentt  by medical speciality 

Departments s 

Noo 1 Medical 

Noo 2 Medical 

Noo 3 Medical 

Surgery y 

Traumatology y 

Chronic c 

Total l 

Numberr of 
patients s 

11 1 

18 8 

22 2 

14 4 

13 3 

39 9 

1177 («) 

Patient t 
days s 

230 0 

285 5 

371 1 

258 8 

345 5 

878 8 

2,287 7 
(2,367)) (@) 

LOS S 
HUF/day/ / 

patient t 

20.9 9 

15.8 8 

16.9 9 

18.4 4 

24.6 6 

22.5 5 

PUU Costs 

314.4 4 

844.4 4 

411.3 3 

382.4 4 

565.5 5 

285.0 0 

Totall  costs 
HUF F 

72,321 1 

240,654 4 

152,592 2 

98,659 9 

195,097 7 

250,230 0 

1,009,554 4 
(0) ) 

(QJJ Due to the in-hospital referrals between departments this total amount is higher than 100. 
(@)(@) Due to the in-hospital referrals, corrected number is used. 
(0)(0) The total amount is less than the real total (1,072,935 HUF) because the survey was conducted at 15 
departments.departments. Due to the very few patients at the remaining 9 departments, departments, valid LOS and average cost cannot be 
calculated. calculated. 
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Inn the preceding discussion, the presented costs related only to those directly incurred in PU 
preventionn and treatment. Additional costs that may be incurred through any prolonga-
tionn of the stay in hospital due to having a PU were not included. Such hidden costs include 
hotell  services and overheads. Table 8.17 shows the per capita daily costs of hospitalisation 
byy medical department, from these costs the total cost of caring for the PU patients was 
derivedd from the product of (the number of PU patients x the average LOS x the average 
costt of care per day). 

Tablee 8.17 The per  capita daily cost of hospitalisation by medical speciality 

Department t 

Medicall  No 1 

Medicall  No 2 

Medicall  No 3 

Surgical l 

Traumatology y 

Neuroplogy y 

Urology y 

Oncology y 

Internall  Intensive care unit 

Surgicall  Intensive care unit 

Admittingg department 

Psychiatryy I. 

Psychiatryy II. 

Internall  chronic 

Rehabilitation n 

Total l 

Number r 
off  patients 

11 1 

18 8 

22 2 

14 4 

13 3 

1 1 

2 2 

8 8 

3 3 

2 2 

7 7 

1 1 

1 1 

39 9 

5 5 

1477 (E) 

Average e 
LOS S 

20.9 9 

15.8 8 

16.9 9 

18.4 4 

24.6 6 

26.5 5 

35.0 0 

24.3 3 

15.0 0 

4.5 5 

6.1 1 

8.0 0 

98.0 0 

22.5 5 

43.0 0 

Total/day/ / 
patient t 

HUF F 

3,111 1 

225 5 

4,874 4 

3,792 2 

4,396 6 

2,530 0 

2,878 8 

3,240 0 

9,982 2 

9,409 9 

3,684 4 

2,658 8 

1,872 2 

2,200 0 

1,712 2 

Totall  costs 
HUF F 

715,530 0 

643,245 5 

1,808,254 4 

978,336 6 

1,516,620 0 

15,180 0 

201,460 0 

628,560 0 

449,190 0 

84,681 1 

158,412 2 

21,264 4 

183,456 6 

1,931,600 0 

368,080 0 

9,703,868 8 

((uu)) The 100 patients were admitted to 147 departments. 

Fromm table 8.17, the estimated total hospital cost incurred by the 100 PU patients was 
9,703,8688 HUF. Presently the extent to which (if any) a PU extends LOS is unknown. 
Howeverr any extension of LOS due to pressure ulcers wil l be costly; for example in medical 
departmentt I., a 1% increase in LOS would cost 7,155 HUE 

8.6.6.44 Pressure ulcer prevention and treatment technology 

Tablee 8.18 shows the date of introduction to the Hungarian market of the drugs and de-
vicess used to prevent or treat PU. On average the available resources had been available for 
usee Hungary for 26.8 years! 
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Tablee 8.18 Year  when drugs and devices used to prevent or  treat PU first entered 
thee Hungarian market. 

Drugs,, supplies, lab. 

Crupodexx wound powder 

Chlorocidd wound powder 

Panthenoll  spray 

Oxycortt spray 75g 

Fomarexx spray 

Neogranormonn ointment 

Gentamicinn ointment 

Phlogosann spray 

Reseptyll  Urea 

Fibrolann ointment 

Gentamicinn spray aerosol 

Penicillin,, 100 ME 

Brulamicinn inj. 

Hyperoll  (antiseptic) 

Betadinn (antiseptic) 

Shostakowskyy palm 

Ortisorbb 10x10 cm 

Ortisorbb 20x10 cm 

Ramofix x 

Speciall  Overlay 

Decubituss overlay 

Chlorophyll  salicylborvaseiin 

Activee ingredient(s) 

dextranomer r 

chloramphenicolum m 

dexapenthenol l 

oxytetracyclinn hydrocortison 

dimeticonum m 

ergocalciferol,, retinol, exctractum 
pancreatis s 

gentamicinumm sulphuricum 

natriumm disulphosalicylatosamarium 
anhydricum m 

4-chlorphenyl-3,4-dichlor--
benzosulphonamid d 

fibrinolysinee (bovin) 

gentamicinumm sulphuricum 

benzylpenicillinum m 

tobramycinum m 

carbamidd peroxid 

povidon-iodin n 

ointment t 

overlay y 

overlay y 

overlay y 

overlay y 

overlay y 

chlorophyll  salicylborvaseiin 

Yearr first marketed 
inn Hungary (n) 

1985 5 

1953 3 

1972 2 

1969 9 

1974 4 

1933 3 

1982 2 

1980 0 

1965 5 

1989 9 

1985 5 

1951 1 

1979 9 

1933 3 

1990 0 

1963 3 

1974 4 

1974 4 

1978 8 

1982 2 

1982 2 

1974 4 

CaJJ Year when drugs and supplies entered Hungarian market. 

8.6.6.55 Estimating the burden and cost of PU at the national level 

Inn 1996, 2,250,000 people were admitted to hospital in Hungary. From the results of the 
currentt study, the estimated national prevalence of PU in 1996 was 3.7% (78,000 PU 
patients).. This should be contrasted with the information available through the Centre for 
Healthcaree Information, Ministry of Welfare, which reported 4,139 PU patients in 1996 
(nationall  prevalence 0.18%). It is suggested that, based on the current investigation, a 3% 
(n=66,7000 PU patients) to 5% (n= 113,000 PU patients) can be expected within Hungarian 
hospitals. . 

Duringg 1996 the total reimbursement for PU patients was 24,844,514 HUF with a PU 
relatedd DRG creep of only 12,499 HUF. If hospitals had adopted excellent disease classifica-
tionn coding practices then PU reimbursement would have only increased by 0.05%. How-
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ever,, the reimbursement was based upon the data reported to the Centre for Healthcare 
Informat ion,, an estimated under-reporting of 78,020 cases of PU patients! If hospitals had 
reportedd the likely t rue number of PU patients the estimated national reimbursement would 
havee been 522,491,500 HUF. This calculation assumes that the distribution of PU by main 
nurs ingg diagnosis, complication and co-morbidity was constant in both the reported and 
est imatedd populat ions. When calculating the cost of PU, the cost elements can be grouped 
intoo t wo categories: a) Direct costs of PU treatment amount ing to 837,135,650 HUF in 
19944 (cost estimated from sample population data), and b) Indirect costs of hospitalisation 
a m o ngg patients w ho have PU among other diagnoses'. This estimation clearly depends 
u p onn the daily cost of hospital care within different medical specialities. A one-day prolon-
gat ionn of LOS due to PU would cost 330,708,150 HUF (national level, 1996 costs). While 
theree is no information upon the effect of PU on LOS in Hungary, it is more widely specu-
latedd that PU may extend LOS by 5 days. 

Assumee that the prolonged LOS represents: 
Onee day per PU patient: In this scenario the additional cost due to the prolonged 
hospitall  stay wou ld be 330,708,150 HUF, and the total costs of all PU patients would 
reachh 1,167,843,800 HUF. In 1996 the total PU patient reimbursement to hospitals 
w ass 24.844.514 HUF suggesting that only 2.5% of the total cost of caring for PU 
pat ientss in hospital was reimbursed by the Health Insurance Fund. 

Fivee day per PU patient: In this perhaps worst-case scenario the additional cost due to 
thee prolonged hospital stay would be 1,653,540,700 HUF, and the total costs of all 
PUU patients would reach 2,490,676,300 HUF. If this extension of LOS was accepted 
thenn in 1996, only 1% of the total costs of caring for patients wi t h PU in Hungarian 
hospitalss was reimbursed by the Health Insurance Fund. These scenarios both as-
sumee that the costs of hospital care increase in a linear relationship wi t h the extended 
LOS. . 

8.6.78.6.7 Phase 7: Changing PU prevention and treatment practices through the use of 
clinicalclinical protocols and guidelines, 1997-1998 

Onee central effect of the overall s tudy was to make health professionals aware that guide-
liness (*) and local protocols on PU prevention and treatment were required to reduce local 
practicee variat ions and so improve the quality of care. Consensus building conferences 
weree organised w i t h the participation of the hospitals involved in earlier stages of the 
study. . 

Thesee events resulted in the creation of Hungarian guidelines for PU prevention and treat-
ment,, based upon several published international PU guidelines (The Dutch Consensus 
Preventionn of Bedulcers CBO, 1985; National Pressure Ulcer Advisory Panel, 1995; Euro-
peann Pressure Ulcer Advisory Panel, 1998). Draft versions of the PU prevention and treat-

(*)(*)  "Clinical guidelines are systematically developed statements to assist health-care professionals in 
decision-makingdecision-making and should be viewed as a means of improving clinical effectiveness" (Gosnell, 1996) 
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mentt guidelines were provided for comment through various multidisciplinary meetings 
involvingg nurses, physicians (surgeons, dermatologists, orthopaedists, intensive care spe-
cialists,, etc) and the medical and nursing directors of Hungar ian hospitals. The final ver-
sionss were published in medical and nursing journals under the aegis of the Hungarian 
Woundd Healing Society, and the Hungarian Society for Quality Assurance in Health Care. 
Thesee guidelines were generally accepted and widely implemented across Hungarian hos-
pitals.. The Hungarian PU prevention and treatment guidelines are slightly modified ver-
sionss of the European Pressure Ulcer Advisory Panel's PU prevention (1998) and treatment 
(1999)) guidelines. The key elements of these guidelines are highlighted in Table 8.19. 

Tablee 8.19 The key e lements of the Hungarian pressure ulcer  prevention and 
treatmentt  guidelines 

Steps s 

1 1 

2 2 

3 3 

Activit y y 

Assessmentt and 

documentationn of PU 

casess and risk 

assessmentt at the time 

off  admission (n) 

Preventativee actions 

Skinn care - prevention 
andd therapy 

Content t 

Riskk assessment of each patient has to be made within 24 hours 

afterr admission. Patients in medium risk category have to be re-

scoredd weekly, while patients in high risk category have to be re-

scoredd every other day. If patients receive scores of 9 to 25 at 

admission,, they have to be categorised into Group A (risk group), 

andd PU care management plan has to be set up. 

Thee following set of preventative actions were established in 
orderr to prevent PU: 

-- patient re-positioned every two hours 

-- bed kept dry and free of wrinkles 

-- patient lifted instead of slid when moved 

-- documentation that the nurse discussed with patient the im-
portancee of moving as often as possible 

-- normal body alignment maintained 

-- patient fluid intake and urinary output recorded 

-- adequate nutrient intake maintained (any deviation from a 
patientt diet order) 

-- full range of motion activities for all joints provided two times 
daily y 

-- daily bath provided 

Preventionn has to be offered to patients categorised into Group A 
(riskk group) immediately. In order to keep the skin clean and dry, 
thoroughlyy washed, and to meet other parts of the prevention plan. 

(a)) Special form as attachment to nursing documentation was created in which anatomical site, stage, extension 
andand other feature of PU was recorded at the time of admission and during the hospitalisation. This PU page 
showsshows slight differences across hospitals but the basic set of data collected are the same. 

8.77 D iscuss ion a nd conc lus ion 

Thiss project hold three main goals: a) to develop the baseline prevalence and incidence of PU 
inn Hungarian hospitals; b) to establish the current patterns of preventive and treatment 
interventionss and to investigate the economic burden imposed by the prevention and treat-
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mentt of PU; and c) to improve the quality of both PU prevention and treatment through 
thee creation, dissemination and implementation of quality assurance programmes in hospitals. 

a)) Prevalence and incidence of PU in Hungarian hospitals 

Thee actual prevalence of pressure ulcers according to the Hungarian study presented in this 
chapter,, is estimated to be 16-27 folds higher (3.796-5.7%) than the officially published rate 
(0.18-0.21%)) by the Centre for Healthcare Information Ministry of Health in Hungary. 
Comparedd with the international literature on PU prevalence the number of officially re-
portedd PU cases is very low, due to various methodological problems including 
misclassification,, incompleteness and inaccuracy of data collection, unchecked and mainly 
self-reportedd data. 
Baselinee PU prevalence and incidence data is needed to properly evaluate the effect of any 
PUU quality assurance initiative. This requires the availability of trained staff and a 
standardisedd approach to data collection. 

b)) Current patterns of preventive and treatment interventions and the economic burden of PU 

Thee second aim of the study was to establish the current patterns of preventive and treat-
mentt interventions and to investigate the economic burden imposed by the prevention and 
treatmentt of PU. 
Thee study showed that there was a widespread local variation in the current patterns of 
preventivee and treatment interventions among hospitals and hospital departments. One 
consequencee of the wide practice variations was that it was practically impossible to iden-
tifyy either the results (outcomes) or the costs of different interventions. It is likely that 
thesee differences in nursing practice may result in differences in the recorded incidence of PU. 
Thee level of knowledge about PU was meagre and pressure ulcers were seldom viewed as a 
majorr problem in the hospitals. It was frequently unclear who is responsible for the pre-
ventionn and treatment of pressure PU in the hospitals, the quality of PU care was depend-
ingg in a large extent on personal initiatives. Practice guidelines and protocols were not 
created,, disseminated and implemented in the hospitals. 
Whenn PU quality assurance programmes began in Hungary it was widely accepted that 
PUU were almost non-existent and that this disease and its economic burden were not im-
portant.. In contrast, according to the study presented in this chapter, the total cost of all 
PUU patients would reach the level of 1,167-2,490 million HUF annually, which is 0.4-0.8% 
off  the total health care budget in Hungary. Reliable PU prevention and treatment cost 
informationn can be obtained through micro-costing. On average 1.0% - 2.5% of this direct 
costss of PU treatment are reimbursed under the current DRG financing mechanism. Eco-
nomicc incentives for creating better quality nursing care are required, while at present the 
costt of 'poor quality care' are not identifiable. 

c)) To improve the quality of PU prevention and treatment 

Anotherr aim of the study was to improve the quality of both PU prevention and treatment 
throughh the creation, dissemination and implementation of quality assurance programmes 
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inn hospitals. PU prevention and treatment technologies were often used inappropriately 
duee to the lack of practice guidelines. Practice guidelines were required to decrease the use 
off  ineffective interventions or those with low cost-effectiveness. One important result of 
thee overall study was to make health professionals aware that guidelines and local proto-
colss on PU prevention and treatment are required to reduce local practice variations and 
improvee the quality of care. The study resulted in the creation of Hungarian guideline for 
PUU prevention and treatment, based upon several published international PU guidelines 
suchh as: The Dutch Consensus Prevention of Bedulcers CBO (1985), National Pressure 
Ulcerr Advisory Panel (1995) and the European Pressure Ulcer Advisory Panel (1998). This 
guidelinee was widely disseminated and implemented among Hungarian hospitals. The im-
portancee of the continuous education for all staff involved in PU prevention and treatment 
wass recognised as well. Training for 'Pressure Ulcer Nurses' was provided and a 350 mem-
berr large professional society on PU prevention and treatment was created (Hungarian 
Woundd Healing Society). 

Thiss study provided evidences that the structure and process quality were improved as a 
resultt of this project. International literature shows that there is a direct link between 
structuree and process quality and outcome in the field of PU prevention and treatment. 
Basedd on this conclusion from the literature and some indirect evidences from this study it 
seemss to be fair to conclude that the outcome of the PU prevention and treatment was also 
improved.. The project probably had a Hawthorn effect as well, where the quality of nurs-
ingg care was improved purely by the fact the study was being performed. 

8.7.18.7.1 General conclusions and recommendations 

Basedd upon the officially available data by the Centre for Healthcare Information Ministry 
off  Health in Hungary, on PU epidemiology in hospitals policy and decision makers might 
faill  to prioritise PU initiatives due to the apparently low prevalence of the condition. It 
wouldd appear that some form of quality assurance activity has to be in place in order to 
identifyy the extent of the burden of any particular problem area. Overall, this seven-phase 
studyy has demonstrated that effective quality assurance programmes can be established to 
tacklee PU prevention and treatment. PU quality assurance programmes along with prac-
ticee guidelines can be created through consensus of the relevant health care professions. 
Thee implementation of such programmes can improve the quality of nursing care even 
duringg a time of transition within the Hungarian health care system. (*) This quality 
assurancee programme conducted between 1992 and 1998 and presented in this chapter 
demonstrates:: a) the importance of international collaboration and the development of 
formall  structures to improve PU care; b) the need for reliable estimates of disease and their 
economicc burdens; and c) the sensitivity of various surveillance tools. 

a)) The importance of international collaboration 

(*)(*)  Jakab and Guldcsi, 1993a; Guldcsi, Jakab and Szloboda 1993; Jakab and Guldcsi 1993b; Gulacsi 1993; 
SzlobodaSzloboda and Guldcsi 1995; Guldcsi, Szloboda and Horvdth 1995; Szloboda and Guldcsi 1996; Gulacsi and 
KovdcsKovdcs 1997; Gulécsi 1998a; Guldcsi 1998b 
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Thee two European Concerted Action programmes on Quality Assurance in Hospitals initi -
atedd the work upon the quality of PU prevention and treatment in Hungary. In time the 
twoo EU programmes acted as the catalysts for a Hungarian national PU programme. 

Initiall yy the various activities presented a confused impression of the extent of PU in 
Hungary.. The initial PU prevalence rate of 0.03% (COMAC/HSR programme) was followed 
byy a 0.18%-0.20% prevalence reported in detailed follow-up surveys. If these rates were 
thenn compared with apparent international norms of over 5% then the confusion was 
increased!!  Some participants left the programme at this stage believing that PU was an 
unimportantt problem in Hungary, while others wanted more information to resolve the 
apparentt discrepancy between Hungarian and international PU prevalence data. One con-
sequencee of this continued interest was the development of the Hungarian Society for 
Qualityy Assurance in Health Care. This organisation held PU prevention and treatment to 
bee one its first three key areas of interest, and as the interest in PU continued to grow, the 
Hungariann Wound Healing Society was created. This new organisation provides assistance 
withh several aspects related to PU quality improvements (for example research training, 
education,, practice guidelines, periodical newsletters, journals and annual conferences). 

b)) The importance of obtaining a reliable estimate of the extent and costs of pressure ulcers 

AA key discrepancy affects Hungarian policy makers when considering pressure ulcers. The 
Ministryy of Health, along with the national financing agency (National Health Insurance 
Institution)) use PU data collected through the Centre for Healthcare Information, Ministry 
off  Health. Based upon this organisation, the national prevalence of PU in hospital during 
19988 was 0.21%. Given such a low prevalence, it is not surprising that littl e attention and 
fewerr resources have been directed towards PU care. However within the hospitals a differ-
entt picture emerges; where PU prevalence is at least 3.7-5-7%. For the hospitals the addi-
tionall  expenses incurred through the treatment of PU are effectively not reimbursed, with 
onlyy 1-2% of any additional expenses covered by DRG codings. While there may be strong 
financiall  incentives to improve the quality of PU prevention and treatment, the impetus for 
thiss wil l only develop (at a political level) when accurate information becomes available 
uponn the scale of the PU problem in Hungarian hospitals. However the development of a 
highh quality monitoring system wil l be patchy if undertaken locally, and so may need 
nationall  support to implement in an effective manner. This would appear to be a 'Catch 22' 
situation,, national support, and resources, may be required to implement a scheme to 
betterr inform national policy makers that they need to allocate more resources to PU pre-
ventionn and treatment! 

c)) The sensitivity of various PU surveillance tools 

Overr the lifetime of this study, several approaches were adopted to collect PU data. These 
tacticss ranged from examination of national or hospital level data, medical chart review 
andd prospective ward-level surveillance of the care allocated to PU patients. The impor-
tancee of data gathering in the current programme was highlighted by the observation that 
overr 90% of the time and resources allocated to this project were invested in developing 
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appropriatee methods of data capture. Finally, a scheme was adopted where data was col-
lectedd (prospectively) by a trained PU nurse. Although, the use of specialist nurses to col-
lectt PU data provides reliable data, this approach is costly, time consuming and may not be 
availablee in all care locations and settings. In the absence of specialist nurses, it is likely 
that,, for many care providers, the quality of the internal documentation of care wil l have 
too be markedly increased in order to provide useful data upon PU prevention and treat-
ment. . 

Basedd upon the current programme, the following recommendations can be made: 

Thiss study provided evidence that quality assurance programmes in PU prevention 
andd treatment can be effective within Hungarian county hospitals. In Hungary, there 
aree only 19 county hospitals plus 10 hospitals in Budapest of a similar size and 
function.. However, the county hospital network represents 50%-55% of the total 
nationall  hospital capacity (when presented in terms of the number of hospital beds). 
Givenn the success of the quality assurance schemes in the current project, such initia-
tivess should be promoted and broadly disseminated to all county hospitals. 
Smallerr hospitals (municipal hospitals) might also be able to participate in the quality 
improvementt of PU prevention and treatment. In order to assist this involvement, 
appropriatee quality assurance models should be developed and implemented. 
Scientificc evidence has to be translated into practice guidelines and the compliance 
withh existing guidelines should be improved. 
Thee knowledge about PU has to be increased on the part of GPs, district nurses and 
specialists. . 
Too both improve, and maintain, high quality PU prevention and treatment, continu-
ingg education is required for the medical and nursing staff. Special training for 'Pres-
suree Ulcer Nurses' have to be further provided, and at least one trained PU nurse 
shouldd be available in each hospital. 
Thee data quality on PU epidemiology in hospitals has to be improved in a great extent 
ass part of the overall hospital quality assurance activity. 
Clearr and direct economic incentives have to be created to the hospitals in order to 
keepp the level of PU prevalence as low as possible. 
Capitall  for pressure relieving aids has to be designated cost-effectiveness of equip-
mentt has to be evaluated, including ownership versus hire charges. 
Informationn from the daily hospital practices and from scientific research would be 
collectedd at national level, analysed and exchanged with colleagues in practice and 
training. . 
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Chapterr  9 

QJJALIT YY OF PRIMAR Y HEALT H CARE: PHYSICIANS' 
ANDD PATIENTS' REPORTS OF SYSTEM PERFORMANCE, 

1994-1996 6 

Abst ract t 

Thee aim of this study was to assess pr imary health care services, focusing on patients' 
reportss about health system performance, to obtain data on current practices of pr imary 
healthh professionals regarding the utilisation of specialist services, oral medication, co-
ordinationn and cont inuity of care. The long term aim of the project was to improve the 
effectivenesss and quality of pr imary health care and preventative medicine. 

Itt is especially important in pr imary health care to compare util isation of health care ser-
vicess (referral, laboratory tests, examinations), drug prescription and drug taking prac-
ticess to establish whether and where the added value is obtained. It is impossible, at least in 
Hungary,, for even the most conscientious practitioners to assess whether they are over- or 
under-usingg drugs (and connected laboratory tests and examinations) wi thout informa-
tionn about the expected 'drug uptake' and number of tests in a reference population. There 
hass been very littl e research on what 'standard practice' volumes would look like in a 
'standard'' population. 

Thiss chapter discusses measures of drug prescription and drug taking practices as well as 
selectedd laboratory tests and examinations. An attempt is made to assess the utilisation of 
generall  practice related to the 'drug and associated laboratory and examination uptake' of 
thee 'standard practice' in a standard population. Continuity and co-ordination of primary 
healthh care is also discussed. 

AA self-administered questionnaire developed by Palmer and colleagues at the Harvard School 
off  Public Health (the Patient Reports on System Performance, PROSPER questionnaire, Ap-
pendixx 2) was translated into Hungarian and adapted to the Hungarian health system 
contextt and was used in 91 general practices from 9 different regions, representing both 
urban,, semi-rural and rural pr imary health care practices. The questionnaire was distrib-
utedd to a random sample totalling 4,819 patients that had visited the general practice in 
thee previous twelve months and met the entry requirements. Questionnaires were com-
pletedd in separate rooms of the general practice just after the patients left the GP's surgery. 
Att the same time, data were abstracted from medical records to compare patients' reports 
wit hh recorded data. The questionnaire contains 60 items and seven sections (oral medi-
cines,, chronic conditions, referrals, blood tests, x-rays, prevention in women, prevention 
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inn both genders) and elicits data concerning access, co-ordination and continuity of care as 
welll  as overall satisfaction. 

TheThe author is grateful to Professor Andrew Thompson, University of Edinburgh, for his contribu-
tiontion to the Hungarian PROSPER study and for his helpful comments on this chapter. 

ThisThis research was funded by the European Union, DG V. , the Hungarian Health Insurance Fund 
AdministrationAdministration and the Hungarian Society for Quality Assurance in Health Care. The chapter 
benefitedbenefited from the comments of Dr. Yannis Skalkidis and Professor Dr. Pedro Saturno. Five mem-
berber states of the European Union (Greece, France, Portugal, Spain and the United Kingdom) 
participatedparticipated in the study (The European Patient's reports on System performance; EURO-PROS-
PERPER Project) as well as Hungary. 
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9.11 The need for  informatio n on performance and qualit y in primar y health 
care e 

Theree are many data available about the primary health care system. In 1996, for instance, 
thee average annual consultations per general practitioner was 8,743. Budapest had 6,275 
consultationss per GP, while the average number of consultations for all counties was 9,337. 
Thee Northeast part of Hungary consumed more services then the rest of the country. The 
averagee annual consultations per 1,000 inhabitants was 4,840 in 1996. (OER 1996) How-
ever,, the comparison and interpretation of these data is very difficult, if not impossible. 
Thesee un-adjusted data says nothing about the quality of care, whether primary health 
caree meets the needs of the patients. These data cannot be used for resource allocation 
purposes,, and the potential over-use or under-use of the primary health care services re-
mainss unknown. 
Managementt and quality improvement in solo-practice based primary health care is al-
wayss problematic. In primary care in Hungary, there is littl e experience of quality im-
provementt yet. 

Thee following weaknesses can be observed: 
GPss have littl e knowledge to assist practices to make continuous quality improve-
mentt in care, to identify important variables and dimensions of quality as well as to 
targett health promotion activities, 
GPss have not received appropriate advice with regard to how to collect and adjust 
data,, construct indicators for monitoring quality over time and provide comparison 
withh other practices, 
GPss have littl e medical information about their patients out of hours, and from other 
healthh care settings, littl e is known about co-ordination and continuity of care. 
Although,, patients' views of the key aspects of the health care have to be taken into 
considerationn as a very important element of the quality improvement, it is not known, 
andd has not been measured, 
Underr the current organisation GPs have no skills to undertake clinical audit, and 
withh clinical audit the GPs would have no accurate basis on which to determine the 
appropriatenesss of, services being delivered, the quality of those services and how to 
implementt improvements in the quality. 

GPss are increasingly conscious of the need to focus on effectiveness of health care, and on 
thee outcome that is obtained for their patients. Timely and effective implementation of care 
iss an essential element in obtaining the best possible outcome. Sub-optimal outcomes of 
caree are not always caused by wrong decisions but may be due to failures and delays in 
implementationn of decisions and failures of communication. There is a need for informa-
tionn for managing change and improvement in primary health care, and there is a signifi-
cantt gap between the type and quality of information available and the information needed. 
Too improve the quality of primary care, as a fundamental first requirement, appropriate 
toolss (The Patients' Reports on System Performance, PROSPER) were pilot tested in order to 
providee this information. The PROSPER methodology, which originated in the USA, is es-
sentiallyy concerned with the development and application of a measurement tool for con-
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tinuouss quality improvement in primary health care. It is focussed on the patient's reports 
off  how well the organisation and delivery of the primary health care system operates in 
theirr experience. 

9.22 Primar y health care 

Primaryy health care is defined in the Alma Ata Declaration as: "essential care based on 
practical,, scientifically sound and acceptable methods and technology made universally 
availablee to individuals and families in the community through their full participation and 
att a cost the community and the country can afford and maintain at every stage of their 
development,, in the spirit of self reliance and self-determination". (WHO/UNICEF, 1978) 
InIn most countries primary care is first-contact, longitudinal care that is comprehensive 
andd person-centred rather than disease- or organ-system specific. The full range of per-
sonall  health care needs is addressed directly through preventative, curative, and rehabilita-
tivee care through referral to other services when indicated. For many years health care 
systemss placed most of their emphasis on specialisation, high technology, and acute care 
medicine.. But after decades of benign neglect the value of primary health care is recognised 
inn European reform programmes, as well as in Hungary. The roots of primary care are a 
historyy of ambivalence. During the 1960s substantial attention was given to the concept, 
thee study and the development of primary health care. However, it could not compete with 
thee considerable expansion of medical science and technology. Although cost-containment 
wass the axiom of the seventies, high-tech and institutional care was worshipped. And 
althoughh most countries endorsed the vision and adhered to the principles of primary 
healthh care, benign neglect by both providers and policy makers was impeding the imple-
mentationn of primary health care strategies and economic and professional incentives con-
tinuedd to favour specialised care. Between the 1960s and the 1980s several efforts were 
madee to encourage primary health care: public policies, organisational support and finan-
ciall  mechanisms. However those measures have been remarkably ineffective and the sys-
temm drifted towards greater dependency on specialised and hospital-based care. (Detailed 
descriptionn of primary health care in Hungary can be found in Chapter 2.) 

9.2.19.2.1 Quality improvement in primary health care 

Thee fundamental necessity to implement changes and improve quality of primary health 
caree is discussed by many authors. (*) Primary care should be defined or redefined in terms 
off  which specialties provide primary care as part of these changes. (Franks, Clancy and 
Nutting,, 1997) As Maynard and Bloor (1995) pointed out "The system of primary care in 
thee UK National Health Service appears to have become popular amongst policy makers 
worldwide.. This is surprising given the poor knowledge base regarding the care provided 
andd its cost effectiveness." Palmer (1993) pointed out that programmes to assure quality 
inn health care are better developed and more widely implemented in hospitals than in pri-
maryy care. This is undoubtedly because hospital care is widely accepted as "more impor-

(*)(*)  Neville and Girard, 1989; Grol, 1990; Williamson, Walters and Cordes, 1993; Radecki, Lloyd and Barnett 
1993;1993; Baker, Robertson and Farooqi, 1995; Meredith, 1995 
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tant""  than primary care. It is considered more important because it concerns patients who 
aree seriously ill , and whose unstable condition requires complex technologies and close 
attentionn by numerous skilled personnel. In contrast, primary care is perceived as less 
importantt because it concerns mostly minor illnesses, in patients whose condition is rela-
tivelyy stable, and for which simple interventions suffice. But primary care is the point of 
firstt contact for patients, the quality of care given in this setting wil l determine whether 
subsequentt secondary or tertiary care wil l be needed. 

Accordingg to Palmer (1993), related to quality improvement, the distinctive features of 
primaryy care are: 

thee volume of patients receiving care: In Hungary there are 6,130 patient contacts in 
generall  practice/1,000 population/year and 10,169 outpatient visits/1,000 popula-
tion/year.. In contrast, only 239 patients/1,000 population/year wil l have hospital 
admission.. In other words we have to consider 25 to 93 times as many persons when 
evaluatingg primary care as for hospital care. 
thee number of providers of care: In Hungary there are thousands of single primary 
caree locations; we do not even know the precise number. In contrast, the total num-
berr of hospitals is 167. Quality assurance must be decentralised, an obvious strategy 
beingg to involve providers in evaluating the quality of their own performance, 
diagnosess and conditions: In primary care many diagnoses and conditions coexist in 
thee same patient, or no diagnosis has yet been made GPs are facing symptoms such as 
fatigue,, headache, tiredness. 
singlee provider in short time with littl e technical equipment: In Hungary primary 
healthh care is provided by solo GP practices, the average duration of patient-GP con-
tactt is 7-12 minutes, and the technical equipment available in the GP's practice is 
veryy limited. 
patientss initiative to use the primary care service: In primary care GPs are partially 
responsiblee for their patients although the patients may not have visited their physi-
cianss for some time. In primary care it is patients who initiate use of services. If the 
patientt does not return, the physician does not know whether the patient is better or 
worse.. Quality measurement is particularly valuable if it retrieves and make avail-
ableable to the physician, information about the subsequent course and outcome of pa-
tientss the physician treated. 
GPss seldom see an obvious endpoint to their efforts: In primary care most patients are 
inn stable condition, but those with declining health, changes occur as small decre-
mentss over time. It is easy for a busy provider seeing several patients each hour to 
misss such subtle deterioration. Furthermore, primary care providers seldom see an 
obviouss endpoint to their efforts. 

AA particular problem in analysing primary care data is the huge number of primary care 
visits,, and a significant amount of potentially missing information about patients as a 
consequencee of the above discussed characteristics of primary health care. 
AA useful source of data is to ask patients what happened to them. Here primary health care 
hass an advantage over hospital care, because the patients are less likely to be seriously ill 
thann hospitalised patients, and therefore are more likely to be able to observe and report 
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events.. This may be an advantage; however, they may be less interested in responding due 
too less emotional investment, and thus may be less willin g to co-operate. To assure the 
qualityy of care we must know how good it is, but we must know what can be done to 
makee it better. But the GPs may not know how much improvement is possible unless they 
knoww whether others do better. 
Thee Hungarian PROSPER survey cannot answer the question whether others do better but 
showw whether others do differently through providing process measures about a standardised 
populationn for further comparison. 

AA strategic framework for cultivating quality in this sector has been developed which 
incorporates: : 

qualityy improvement within the primary care organisation, 
qualityy improvement across the patient/professional interface, 
qualityy improvement across health and welfare organisation interfaces, (van der Velden, 
1999) ) 

9.33 The need for  a useful monitorin g tool of system performance of primar y 
heal thh care in Hungary 

Afterr the political changes, new governments in 1990, 1994 and in 1998 declared that to 
createe well functioning, comprehensive and effective primary health care is on the top of 
thee agenda of health care reform in Hungary. According to the previous policy papers, 
Hungariann health care was 'hospital centred'; now significantly more resources and staff 
havee to be allocated to primary care. The main mission of primary health care is to meet 
locall  needs in a cost-effective way, but littl e is known about the health needs of the Hun-
gariann population. Tt is impossible to determine how people translate these needs into 
utilisationn of primary health care services and it is unclear whether their use of services is 
appropriate.. The knowledge is extremely limited - practically non existent - about the 
effectivenesss of the services offered by primary care practices, with no information about 
costt effectiveness. Maynard (1995) discussed that in the UK only about 10% of interven-
tionss have some cost-effectiveness basis. 

Theree is a great need for good quality, reliable data for creating and managing well func-
tioningg primary health care. Patient records in primary health care are highly unreliable 
accordingg to the report of the Hungarian National Audit Office in 1995. As Csonka (1995) 
clearlyy pointed out, "Parallel to the implementation of the new system in primary health 
caree in which patients were permitted to choose their own GPs, patients' charts had to be 
completedd about all patients enrolled on a given GPs list by the GPs. The audit conducted by 
thee Hungarian National Audit Office showed that the completion of patients charts were 
nott based on examinations or tests results. This requirement was taken as an administra-
tivee burden by GPs, and not as a necessary task to create a database for further prevention 
andd care purposes." The Audit Office pointed out later in its report that the primary health 
caree system operated without any kind of professional control. 
Inn general it can be concluded that in Hungary there are no reliable and valid data about the 
primaryy health care performance and the current practices of primary health professionals 
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too provide information for evaluation, policy making, decision making or financing pur-
poses.. In this situation there is a need for an assessment tool in primary health care which 
cann at least partly solve this problem and supply some valid information. 

9.3.19.3.1 Why patients' opinions could be useful for improving quality of primary care? 

Manyy family practices have data that are used to manage delivery of care and from which 
indicatorss of performance of clinical management systems could be constructed. However, 
thee availability and accuracy of data varies among practices. Standardised, not very re-
sourcee demanding, patient-focused data collection methods should be implemented in or-
derr to measure patients' views. 

Measuress based on patients reports' have many advantages. It could prove to be easier to 
obtainn an integrated account of sequences of ambulatory care from patients who experi-
encedd the care than by piecing together data from medical records. If so, it should be less 
costlyy and speedier than using general practices' data. Also, obtaining data from patients 
ratherr than collecting general practices' data is less intrusive into day to day operations of 
healthh centres and thus less burdensome to them. 

Patientss are particularly valuable as a data source for two reasons. Firstly, only patients 
cann report whether they receive adequate communication from providers about their health 
andd the care that they are advised to receive. Secondly, patients provide a single source for 
dataa about episodes of care that involve different health care personnel and different pro-
viderr organisations. Biases are assumed to be non-significant, since patients were not asked 
too make value judgements about their care, but only to report events that happened to 
themm in the course of their care. 

9.44 The PROSPER programme 

Dataa recorded by providers are generally used for measurement of quality in health care: 
dataa are obtained from medical records and administrative databases and used to create 
ratess of success in providing services and achieving desired patient outcomes. Palmer and 
colleaguess proposed instead to use data obtained from patients to create rates of satisfac-
toryy performance of health care. (Cleary, Edgman-Levitan, McMullen, et al. 1992; Cleary, 
Edgman-Levitan,, Walker, et al., 1993; Zapka, Palmer, Hargraves et al., 1995; Minnick, 
Roberts,, Young, et al., 1997) 

Thee traditional method for monitoring quality of care is by reviewing a sample of patients' 
recordss and data from laboratory files. This technique is costly, very labour and time con-
suming,, and no guarantee of producing high quality data. Therefore a new approach was 
devised:: going to the patient. Patients can be asked about their satisfaction with care but 
thiss method gives littl e help in deciding what to resolve to improve satisfaction. PROSPER 
questionnairess ask patients facts about their experiences of receiving health care. Patients 
experiencee many aspects of system performance as they move through sequences of care. 
While,, patients are undoubtedly a relevant source of information on certain aspects of 
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care,, Lebow (1974) advises caution in the use of patient assessments since these do not 
correlatee highly wi t h what he calls 'objective' i.e. physician defined measures of care, a 
resultt that is confirmed by DiMatteo and DiNicola (1981). 
Att the Centre for Quality of Care Research and Education at Harvard, Palmer and her col-
leaguess developed the questionnaires that elicit patients' experiences of the delivery of am-
bu la toryy care. From these reports they constructed computerised indicators that physi-
cianss and managers can quickly use to compare performance among care centres, and to 
t rackk performance over time. They call this set of indicators PROSPER (Patient Reports on 
Systemm Performance). PROSPER is a flexible tool; its design and use are adaptable to any 
part icularr application. (Hargraves, Palmer, Zapka et al. 1993; Zapka, Palmer, Hargraves et 
al.. 1995) 

Skalkidiss (1995) pointed out that this innovation was introduced in the EURO-PROSPER 
Project.. In order to assess the quali ty and effectiveness of health care services in a 'health 
caree organisation' or a 'health care system', the EURO-PROSPER team focused on patients' 
reportss and not directly their judgmental statements. It has been argued that a much more 
objectivee view of the quality of primary health care services can be obtained in this way, 
mobil isingg resources in partnership with patients, who are available, eager and, as was 
realisedd in this project, good and reliable 'observers'. 
Thee self-administered PROSPER questionnaire that elicits information about the process of 
medicall  care was translated and adapted for the Hungarian situation. The questionnaire 
containss 60 items and seven sections (oral medicines, chronic conditions, referrals, blood 
tests,, x- rays, prevention in women, prevention in both genders) and elicits data concerning 
access,, co-ordination and continuity of care as well as overall satisfaction, an exception to 
thee avoidance of direct judgement of care. In what follows, an overview of PROSPER wil l be 
givenn as applied in a demonstrat ion project in 91 solo pr imary care settings (general prac-
tice)) in 9 counties in Hungary. (Gulacsi and Kovacs, 1997a; Gulacsi and Kovacs, 1997b, 
Gulacsii  and Kovacs, 1997c; Kovacs and Gulacsi, 1997; Gulacsi and Kovacs, 1998a; Gulacsi 
andd Kovacs, 1998b) 

9.4.19.4.1 Aims and objectives 

Aim ss and objectives are listed below. 

Aim s s 

Too obtain data on current practices in pr imary care. 
Too collect relevant information on the health status of the target population (who 
meett the entry requirements). 
Too t ry to assess readiness for change in particular areas of pr imary health care in the 
fieldd of util isation and co-ordination of care, current practice and health promotion. 

Objectives s 
Too set up criteria for selecting a 'standard patient population'; identify a group of 
patientss w ho consume a major/significant part of the health care services offered by 
pr imaryy care settings. The Standard Patient Population, according to the definition 
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usedd in the study, is a homogenous patient population in terms of the level of the 
consumptionn of the health care services. This adjustment is needed for comparison 
andd indicator setting purposes. Therefore, a homogenous patient sample had to be 
usedd in order to achieve the objectives of the study. 
Too identify 'standard practice' through the investigation of drug uptake and labora-
toryy tests utilisation of the 'standard patient population' with the help of the self-
administeredd questionnaire completed by patients and their GPs. 
Too describe patients' views of the system performance and to compare patient reports 
andd GP's records, and to try to explain differences, if any. 
Too decide if patients are good sources of data; validation of patients' views. 
Too set indicators for primary health care, to find a tool for monitoring indicators in 
primaryy and ambulatory care settings-and to investigate how these tools can be used 
inn practice. 

9.4.29.4.2 Recruitment ofGP practices and patient selection criteria 

Thee project management team recruited 91 GPs in 9 counties on a voluntary basis. Due to 
beingg in Hungary, we had to face a lack of the necessary resources, staff and infrastruc-
ture,, we did not use a multistage follow-up mailing and telephoning procedure during this 
programme.. Instead, for each GP practice, we randomly selected a week during the three-
monthss demonstration programme and patients who met the entry requirements com-
pletedd the questionnaire after they had been seen by the doctor. 
Afterr a thorough study of the entry criteria, the GPs made the decision as to who should 
completee the questionnaires after the visit to the surgery. All patients who had met the 
entryy criteria completed the questionnaires. Due to the explicit patient selection/entry cri-
teria,, problems of selection bias by GPs seems to be non-significant (e.g. Standard Patient 
Populationn was sampled due to the standardised selection/entry criteria). 
Patients'' questionnaires were completed in separated rooms in the GP practice, supervised 
byy a person external to the health centre staff. The GPs then answered key questions relat-
ingg to the patients' questionnaires based on the patients' medical records, in order to make 
thee validation possible. 

Patientt selection/entry criteria 

Thee target population was individuals who used primary health care services and met the 
admissionn criteria. For patient selection purposes: a) essential and b) optional criteria were 
used: : 

a)) essential criteria: 
agee 18 years and over, and 
enrolmentt on the family practitioner's list. 

b)b) optional criteria (at least one option had to be present): 
patientt recently visited the family practice (during the previous 12 months), 
patientss with chronic disease, 
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patientt referred to a medical specialist in the previous 12 months, 
patientss with abnormal blood test results. 

9.4.39.4.3 Short description of the study 

Inn 1995 a week was randomly selected by the project management team. One facilitator 
wass sent to each of 91 GP practices to provide the necessary information, to distribute the 
questionnairess to the physicians and the patients. This facilitator also ensured that the 
standardisedd process of the study - entry criteria, separate rooms for the patients to com-
pletee the questionnaires - was adhered to. At the end of each day during the project facili-
tatorss collected the questionnaires and gave them to the project management team. Each 
dayy of the selected week, GPs investigated whether the patient entering the surgery met the 
entryy criteria or not. If the patient did not meet the entry criteria, he or she was not 
enrolledd into the programme, consequently no questionnaire was completed. 

Iff  the patient did meet the entry criteria and agreed to co-operate (co-operation willingness 
wass around 98%), after the examination/treatment both the GP and the patient completed 
aa very similar questionnaire about: 

thee provision of care (continuity, follow-up of appointments not kept, co-ordination, 
primaryy responsibility for care), 
thee completion of work-ups (completion of laboratory test sequences, completion of 
"imagingg test" sequences, completion of consultation/referral sequences), 
thee implementation of treatment decisions (completion of drug therapy sequences, 
completionn of self-management sequences), 
thee implementation of preventative care (implementation of screening tests), 
thee communication with patients (satisfaction, handling patients' complaints). 

Basedd on data from the international professional literature, we used a list of clinical man-
agementt functions that are commonly subject to errors leading to poorer patient out-
comes.. The selected functions met the following criteria: a) likelihood of recall by patients, 
b)) feasibility of collecting information from GPs' records for comparison with patients' 
reports,, c) occurrence with sufficient frequency. 

9.55 Demographic data of the study population 

Totall  of 4,819 patients were sampled, and all of them completed the questionnaire. The 
meann age of the study population was 50 (CI, 95% +-14) years (median=52 years). 8.3% 
off  the study sample were single, 68.1% of them were married or living with a partner, 6.1% 
off  them were divorced and 15.6% were widowed. Twenty-eight percent (28.1%) of them 
weree living alone. From this patient sample 35.0% were employed or had other paid job, 
62.9%% of them had no paid job (old age or other pension, unemployed, never worked), and 
2.1%% of them gave us no answer. (61.9% of the unemployed had no job for more than 12 
months.)) Number of schooling years, which is an important determinant of the quality of 
thee patient-professional communication, is shown in Table 9.1. 
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liablee 9.1 Number  of years schooling completed 

Numberr of years schooling completed (°) 

Lesss than 4 elementary 

Att least 4 years but less than 8 years 

Tradee school 

Secondaryy school 

Highschool/university y 

Unknown n 

Percentt % 

2.1 1 

45.5 5 

20.9 9 

20.4 4 

9.6 6 

1.5 5 

(H)) 8 years elementary school is mandatory in Hungary since 1945 

9.66 Constructing indicator s 

Indicatorss of system performance based on patient reports elicited by the questionnaire. 
Thee principle was to construct indicators which are: 

usefull  to both medical and quality improvement point of view, 
basedd on clinically important events, 
relatedd to standards of care established at the GP practice, either implicitly or explicitly. 

Theree are two types of indicators are used in this chapter: 
indicatorss for comparison purposes between patients report and GPs record, 
indicatorss to compare patient report with the explicit or implicit practice standards. 

a)) Indicators for comparison purposes between patients report and GPs record 

Inn our analysis, we determined whether patient reported data and GP reported data agree 
onn the presence of both denominator and numerator state, using 2x2 decision matrix. 
(Tablee 9.18) In this analysis we do not assume or suppose whether the GPs records or 
patientt reports are correct. Differences between patients' reports and GP's records are im-
portantt areas for further research. 

b)) Indicators to compare patient report with the explicit or implicit practice standards. 

Forr each of the selected performance functions and sub-functions we drafted a working 
definitionn of the activities that must be completed for performance to be considered suc-
cessful.. For example: "Screening mammography should be performed for all females who 
aree 50 years and over, and the results of the mammography should be given to the pa-
tients.""  As the calculation, based on the Table 9.17 shows mammography was not per-
formedd for 82.9% of the females in age 50 years and over, and more than one quarter 
(26.7%)) of the females who went through screening mammography reported that no in-
formationn was provided about the result of the screening. 
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9.77 Results of the PROSPER survey in Hungary 

Thiss project included 91 family practices (2.1% of the total number of family practices in 
Hungary)) in 9 counties (out of the total number of 20 Hungarian counties) with a total 
patientt sample of 4,819. Family doctors participated on a voluntary basis. They repre-
sentedd a wide cross-section of practices, such as counties from rural and industrial areas 
andd settings of different size. The characteristics of these 91 demonstrate that they cover a 
widee range of variables and of experiences. There is no obvious bias to be seen. Due to the 
largee sample size differences are likely to be captured. The picture is not unusual, volume 
biasedd results can be experienced in population wide studies. From the initial results of the 
projectt we were able to see two interesting findings: a) less patients are in the 'standard 
patientt population' than expected; b) GPs' handwriting is often illegible. 

a)) Less patients are in the 'standard patients population' than expected 

Thee daily workload of general practices is 40-60 patients in general. In contrast, 15-20 
patientss were identified as belonging into the 'standard patient population' per day during 
thee survey. This, was an unexpected result for both the GPs and the project management 
team.. The workload of GPs is an important issue in health care systems with a capitation 
paymentt for GPs' services. (*) 

Inn relation to the workload the question is whether or not the level of capitation payment 
appropriatelyy and accurately reflects the amount of work generated by the practice popu-
lation.. (Groenewegen, Hutten, van der Velden, 1992) This makes the question relevant 
whetherr or not a 'standard patient population' is a good measure of the different workload 
duee to differences in the composition of the practice with a comparable list size. This mea-
suree is a composite of the demand-related or patient-side influence and the supply-related 
(organisationn aspects, personal characteristics of the GP) influence of the workload. 

b)) GPs' handwriting is often illegible 

Probably,, this finding is not very surprising. First the staff who entered the information 
fromm the questionnaires to the computers reported that they were not able to read the GPs' 
referralss and the name of the drugs and other information in the questionnaires which had 
beenn completed by GPs. The members of the project management team (some of them 
formerr GPs) were not able to read the questionnaires either. Pharmacists had to be hired to 
readd the GPs' handwriting. Based on this experience we checked referral and other docu-
mentationn that had been (hand)written by GPs in the hospitals, and found that the physi-
cianss and surgeons working in the hospitals had often not been able to read GPs' handwriting, 
either. . 

(*)(*)  Capitation payment: fixed amount of money per patient on an annual basis - differentiated by age groups in 
thethe practice population - irrespective of the amount of the services actually rendered by the GPs. 
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9.7.11 Oral medicines; drug prescribing practices and drug taking patterns in primary 
healthhealth care 

Thee drug bill of the Hungarian health care system doubled between 1992 and 1997 and it 
iss currently 30% of the total health care budget. This rate is significantly higher than other 
Europeann countries where the drug bill is around 15% of the total health care budget (Ryan, 
Yule,, 1993). To assess and modify prescribing behaviour in primary health care practice, to 
createe economic prescribing, is a very important issue in the developed world and due to 
thee limited health care resource even more important in Hungary 
InIn Hungary there are no prescription charges. The National Health Insurance Fund finances 
att least partly of the drugs, the rest part of the cost is being paid by the patients. There is a 
speciall  list of the medicines, called 'covered drugs' where there is a 50%-100% coverage 
fromm the Fund; this list is re-established yearly. 
Duringg the previous 12 months of the study, 87.5% of the study population (4,217 pa-
tientss out of 4,819 patients) received one or more prescriptions from his or her GP, accord-
ingg to the patients' reports, while 12.5% of the patients (602) received nothing during the 
year.. According to the GPs' record all patients received prescriptions during this 12 month 
period.. At the time of the questionnaire interview 83% of the patients were taking oral 
medicines,, while 14% of these were taking more than 5 oral medicines at the time of the 
interview.. This rate seems to be high. In the Netherlands, for instance, about 60% of all 
consultationss in general practice result in the prescription of drugs. (Kuyvenhoven and van 
derr Velden, 1993) To compare these numbers are very difficult, perhaps the need is higher 
inn Hungary, or the drug prescription habit is different. What makes comparison even more 
troublesomee is that the Hungarian figure is related to 'Standard Patient Population', while 
thee Dutch data is extracted from the 'usual' patient population. Further research is needed. 
Onlyy adjusted, homogenous populations, such as standard patient populations, can be 
compared.. For instance, if more patients are having consultations in the general practice 
duee to preventative or patient education purposes, it is quite obvious that the number of 
prescriptionn of drugs is lower. 
Thee patient population can be subdivided into two distinctly different groups: patients holding 
aa certificate of entitlement to free-of-charge health care and drugs (who do not pay charges) 
andd patients insured under the National Health Insurance Fund (who do pay charges). 
Almostt eight percent (7.4%) of the study population (356 patients) were entitled to free-of-
chargee health care and drugs, and all of them were taking drugs at the time of the study 
78%% of those patients with certificate of entitlement were taking more then 5 drugs at the 
timee of the questionnaire interview, as compared with" the patients insured by the National 
Healthh Insurance, where 12% of the patients were taking more than 5 drugs simulta-
neouslyy at the time of the questionnaire interview. This might indicate that those with free 
drugss are in greater need e.g. elderly or seriously ill . But there might be other explanations 
ass well: over-use of health care resources due to the consumption not being limited by 
purchasingg power, or more patients consuming resources under the name of the 'free of 
charge'' patients. The 'free of charge' patients are members of a different standard patient 
population,, for which further research is needed. 

Accordingg to the patient's report of 4,217 patients they received 13,460 different prescrip-
tionss from their GPs at the time of the questionnaire interview (3.2 different prescriptions/ 
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patient).. Different drugs were reported by the patients and accounted for during the study; 
thee frequency of the prescription of the same drug was not asked. According to the GPs' 
answerss to the same question, which were based on the GPs patient records, 14,885 differ-
entt drugs were prescribed to 4,223 patients (3.5 different prescriptions/patient). These 
figuress are practically the same, or not far from each other. The number of oral medica-
t ionss taken by 1,000 standard patient population is 2,793 according to the patient's report 
andd 3,088 according to their GPs. The difference is 9%. 

Dur ingg the 12 mon ths preceding the study, 32,400 different drugs were taken by the 
s tudyy patient population as reported by the patients (6,723 different drugs per 1,000 stan-
dardd patient population); and 25,051 different prescriptions were given to the same patient 
populat ionn (5,198 different prescriptions/1,000 standard patient population) as reported 
byy the GPs. Based on these findings it seems fair to conclude that the 1,000 standard study 
populat ionn take 5,198 - 6,723 different drugs within 12 months. As can be seen in Table 
9.2,, there were differences, sometimes even significant differences, between the reports of 
thee pat ients and what is actually recorded in patients' charts/records in the GP's surgery 
(i.e.. the actual information of the GP). In the second row of the Table 9.3, you wil l see that 
11 oral medicine was taken at the time of the completion of the questionnaire by 713 patients 
accordingg to the patients' report, whereas 1 drug was taken by 589 patients only according to 
theirr GPs. During the previous 12 months 1 oral medicine was taken by 37 patients according 
too the patients' report and 1 drug was taken by no patients according to their GPs. 

Tablee 9.2 Dru g prescription and dru g takin g in primar y health care 

Numberr of different oral 
medicines s 

0 0 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

>> = 10 

Total l 

Numberr of patients 
receivedd oral medicines 

Numberr of different 
medicines s 

Insuredd persons taking any drug 
att time of completing 
questionnaire e 

mmaa)) GP(0) 

8299 596 

7133 589 

7188 691 

7422 879 

6611 860 

5900 557 

4711 477 

955 170 

00 0 

00 0 

00 0 

4,8199 4,819 
3,9900 4,223 

13,4600 14,885 

Insuredd persons taking drug within 
122 month prior to asking question 

PR(n)) GP(0) 

6022 0 

377 0 

255 0 

1055 403 

3055 1,065 

2933 1,394 

7199 1,240 

1,1288 564 

4211 153 

6155 0 

5699 0 

4,8199 4,819 
4,2177 4,819 

32,4000 25,051 

CHJJ - according to the patients' report 
(0)(0) - according to the GPs documentation (patients record) 
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Somee part of the differences between the patients' report and the GPs' record can be ac-
countedd for by the fact that some drugs do not require a prescription, and can obtained as 
OTCss (Over the Counter; no prescription is needed, for instance pain killers, Aspirin, etc). 
Thee GP is not necessarily informed about and aware of actual drug taking if the patient 
happenss to take such drug. 
Ass Table 9.3/A, 9.3/B and 9.3/C show there are fewer differences between patients' reports 
andd GPs record in case of common, well known, inexpensive and frequently used oral 
medicines.. However, important differences (more than 10%) can be demonstrated in rela-
tionn to, less common, relatively newly registered and expensive drugs. Patients and their 
GPss reported almost all drugs that are licensed and available in Hungary (around 5,000 
differentt drugs), but because the patients' sample size was limited we focused on the drugs 
reportedd most frequently. With the help of the questionnaire, patients were asked to report 
orall  medicines they were taking currently, and in the case of multi-drug taking, patients 
weree asked to indicate which of the drugs was the single most important according to the 
bestt of their knowledge; they were also asked to specify the reason why they were taking 
thiss drug. 

Tablee 9.3/A, 9.3/B and 9.3/C show the frequency of the most often used drugs and the 
orderr of importance of the drugs according to the patients. In some cases a rather big 
differencee can be seen with the comparison of the patients' report with the GPs' documen-
tationn (actual knowledge of the GP). In many cases we noticed patients seemed to ignore 
thee purpose of taking a particular drug. The difference of the patients' reports and GPs 
documentationn and the patients' knowledge about the purpose of particular drugs varies 
significantlyy in some cases from drug to drug. The indication for drug taking should be 
supervisedd in every case when patients take more than 5 drugs at the same time. In these cases 
theree is a real probability that patients are not able to comply with the instructions on how to 
takee the drugs appropriately, thus the probability of drug interactions could be significant. 

Tablee 9.3/A shows for instance that Vitamin A (1st row) was taken by 45 patients accord-
ingg to patients' reports and by 15 patients according to the GP's current knowledge (based 
onn patients's records in the GP's surgery) from the whole study population. Now we can 
calculatee the average drug consumption of the 1,000 standard patient population. This can 
bee calculated as the sum of the patient and GP's reported drug consumption subdivided by 
4.819.. The closer the patient and GP reported drug consumption, the more appropriate this 
indicator.. The average Vitamin A taking is 6 patients/1,0000 standard patient population (2nd 

column).. No patient took Vitamin A as the most important drug for him or her (3rd column). 

Also,, we were able to identify many misunderstandings around the indication of certain 
mediciness (4th column). If drugs were prescribed to be taken together, for instance diuret-
icss with anti-hypertension drugs and drugs for arrhythmia, the purpose of taking a par-
ticularr drug is either not known or known wrongly. Drugs that have to be taken at the 
samee time, for instance anti-hypertension drugs and sleeping pills or sedatives, are mistak-
enlyy known and sometimes used interchangeably. Interestingly enough many patients 
reportedd that they were using antibiotics as pain killers. In general we can say that the 
knowledgee of the use of antibiotics is very limited. 
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Itt is also very informative to see how the patients judge and rank their drugs and what 
theyy think is the single most important among their drugs. Very often patients would 
identifyy not really important drugs as the most important ones. Gilemal, Corinfar, Nitromint-
R,, Viskaldix and Ulceran are the most important - 'popular' - drugs according to patients' 
valuee judgements. 

Duringg the past decade there was a rapid growth in the number of available drugs. Ten 
yearss ago 700 drugs were registered and available in Hungary, as compared with 5,000 
drugss today. Patient education and information seem to be inappropriate to cope with this 
rapidd change in the number of drugs available. 

Tablee 9.3/a Distributio n of prescription and drug taking in primar y health care, 
EURO-PROSPERR Program, 1995-1996; Study population: 4,819 

Orall  medicine 

Vitaminn A (1) 
(vitamin) ) 

Adebitt (2) 
(antidiabetics) ) 

Aktiferri nn (3) 
(ferrotherapy) ) 

Algopyrinn (4) 

(painn killer, anti-fever) 

Andaxinn (5) 
(sedativum) ) 

Augmentinn (6) 
(antibiotics) ) 

Betalocc (7) 
(antiarrhytmicum) ) 

Brinaldixx (8) 
(diuretics) ) 

Cavjntonn (9) 
(vasodilative,, brain) 

Ceclorr (10) 
(antibiotics) ) 

Colfaritt (11) 
(anticoagulant) ) 

Cordaflexx (12) 
(antihypertension, , 
ishaemicc heart 
disease) ) 

Corinfarr (13) 
(antihypertension) ) 

Numberr of patients 

PRR (Q) GP (0) 1000 ((a)) 

455 15 (6) 

1422 142 (30) 

277 28 (6) 

2311 148 (40) 

3088 271 (60) 

999 89 (20) 

5377 542 (112) 

1911 196 (40) 

6200 619 (129) 

522 49 (11) 

1777 166 (36) 

1144 36 (16) 

9200 888 (188) 

Priority y 
indication n 

00 (0%) 

222 (15%) 

00 (0%) 

200 (9%) 

277 (9%) 

99 (9%) 

722 (13%) 

55 (3%) 

811 (13%) 

100 (20%) 

88 (5%) 

122 (11%) 

2255 (25%) 

Misunderstandingg about 
off  drug 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 
(bloodd pressure) 

moree than 10% 
(bloodd pressure, headache, 
relieff  of fever, heart) 

moree than 10% 
(tranquilliser) ) 

moree than 10% 
(stomach-ache) ) 

moree than 10% 
(diseasess of heart, 
kidneyy and lungs) 

lesss than 10% 

angina,, inflammation, sore 
throat,, blood pressure (&) 

lesss than 10% 

moree than 10% 
(too treat lung disease) 
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Orall  medicine 

Coverexx (14) 
(antihypertension) ) 

Digoxinn (15) 
(circulatoryy system 
deficiency) ) 

Diaphyllinn (16) 
(antiasthmaticum) ) 

Donalginn (17) 
(anti-inflammatory y 
andd antirheumaticum) 

Numberr of patients 

PRR (H) GP (0) 1000 (@) 

499 45 (10) 

1633 174 (35) 

2366 232 (49) 

1022 158 (27) 

Priority y 
indication n 

11 (2%) 

200 (12%) 

300 (13%) 

166 (16%) 

Misunderstandingg about 
off  drug 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 
(goodd for indigestion) 

((aa)) PR - Patient Report (information from the patients) 
(0)(0) GP - GPs' patient record (information from the GPs) 
(@)(@) 1000 - drug consumption per 1,000 standard patients population within 12 months 
PriorityPriority  - number of patients who ranked the given drug as the most important 
(1)(1) retinolum, (2) buforminum hydrochloricum, (3) ferrosum sulfuricum, (4) noraminophenazonum natrium 
mesylicum,mesylicum, (5) meprobamatum, (6) amoxycillin natrium, (7) metoprololum aminophylium, (8) clopamidum, (9) 
vinpocetinum,vinpocetinum, (10) cefaclorum, (11) acidum acetylsalicylicum, (12) nifedipinum, (13) nifedipinum, (14) 
perindoprilumperindoprilum tertier butilammonicum, (15) digoxinum, (16) aminophyllinum (17) acidum niflunicum 

Tablee 9.3/b Distribution of prescription and drug taking in primary health care, 
EURO-PROSPERR Program, 1995-1996; Study population: 4,819 

Orall  medicine 

Dopegytt (18) 
(antihypertension) ) 

Doxycylinn (19) 
(antibiotics) ) 

Eleniumm (20) 
(sedativum) ) 

Estulicc (21) 
(antihypertension) ) 

Eunoctinn (22) 
(sleepingg pill ) 

Furosemidd (23) 
(diuretics) ) 

Gilemall  (24) 
(antidiabetics) ) 

Hoteminn (25) 
(antiinflammatory y 
andd antirheumatic) 

Kalium-RR (26) 
(kaliumm substitution) 

Miluri tt (27) (antigout) 

Numberr of patients 

PRR (H) GP (0) 1000 (@) 

477 18 (7) , 

299 108 (14) 

1899 156 (36) 

2233 234 (48) 

1466 147 (30) 

2566 286 (56) 

3000 305 (63) 

1166 99 (22) 

4544 411 (90) 

422 43 (9) 

Priority y 

22 (4%) 

166 (55%) 

100 (5%) 

266 (1%) 

99 (6%) 

88 (3%) 

966 (32%) 

66 (5%) 

44 (1%) 

55 (1%) 

Misunderstandingg about 
indicationn of drug 

lesss than 10% 

moree than 10% 
(too relief inflammation of 
loodd vessels and pain) 

lesss than 10% 

moree than 10% 
(sleepingg pili , tranquiliser) 

lesss than 10% 

moree than 10% 
(bloodd pressure) 

moree than 10% 
(bloodd pressure) 

lesss than 10% 

moree than 10% 
(bloodd pressure, heart, 
diuretic) ) 

lesss than 10% 
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Orall  medicine 

Minipresss (28) 
(antihypertension) ) 

Nitromintt (29) 
(antiangina) ) 

Nitromint-RR (30) 
(antiangina) ) 

Rudotell  (31) 
(sedativum) ) 

Seduxenn (32) 
(sedativum) ) 

Semicillinn (33) 
(antibiotics) ) 

Sumetrolimm (34) 
(antibiotics) ) 

Tensiominn (35) 
(antihypertension) ) 

Trasicorr (36) 
(antihypertension) ) 

Trentall  (37) 
(peripherall  circulatory 
systemm deficiency) 

Ulcerann (38) 
(stomachh ulcus 
medication) ) 

Venorutonn (39) 
(venouss system 
deficiency) ) 

Viskaldixx (40) 
(diuretics) ) 

Voltarenn (41) 
(antiinflammatoryy and 
antirheumatic) ) 

Zinnatt (42) 
(antibiotics) ) 

Mevacor,, Lescol, 
Lipanthyll  (43) 
(cholesteroll  therapy) 

Xanaxx (44) 

(sedativum) ) 

Numberr of patients 

PRR (H) GP(0) 1000 (@) 

2333 207 (46) 

2244 169 (41) 

5044 605 (151) 

2444 249 (51) 

1766 167 (36) 

1655 147 (32) 

1099 83 (28) 

6677 715 (143) 

1133 115 (24) 

3244 350 (70) 

233 143 (17) 

299 112 (15) 

1211 119 (25) 

4477 281 (76) 

599 94 (16) 

355 128 (17) 

2100 186 (41) 

Priority y 

422 (18%) 

411 (18%) 

877 (2%) 

200 (8%) 

122 (7%) 

188 (11%) 

33 (3%) 

1511 (23%) 

211 (19%) 

400 (12%) 

288 (100%) 

22 (7%) 

366 (30%) 

533 (1%) 

22 (3%) 

22 (6%) 

300 (14%) 

Misunderstandingg about 
indicationn of drug 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 
(heartt disease) 

lesss than 10% 

moree than 10% 
(headache,, toothache, fever) 

moree than 10% 
(headache,, toothache, fever) 

moree than 10% 
(heartt disease) 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 

(heartt disease) 

(n)) PR - Patient Report (information from the patients) 
(0)(0) GP - GPs'patient record (information fivm the GPs) 
(@)(@) 1000 - drug consumption per 1000 standard patients population within 12 months 
PriorityPriority  - number of patients who ranked the given drug as the most important 
(18)(18) methyldopum, (19) doxycyclinum hydrochloricum, (20) chlordiazepoxidum hydrochloricum, (21) guanfacinum 
hydrochloricum,hydrochloricum, (22) nitrazepamum, (23) furosemidum, (24) glibenclamidum, (25) piroxicamum, (26) kalium 
hydrochloricum,hydrochloricum, (27) allopurinolum, (28) prazosinum hydrochloricum, (29) nitroglycerinum, (30) nitroglycerinum, 
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(31)(31) medazepamum, (32) diazepamum, (33) ampicilUnum, (34) acidum dehydrochloricum, (35) captoprilum, 
(36)(36) oxprenololum hydrochloricum, (37) pentoxiphyllinum, (38) ranitidinum hydrochloricum, (39) beta-
hydroxyethul-rutosid,hydroxyethul-rutosid, (40) pindolol, clopamid, (41) dklofenacum natricum, (42) cefuroximum axetilum, (43) 
lovastatinum,lovastatinum, fluvastatinum, fenofibratum, (44) alprazolamum 

Sidee effects and other complaints were reported by 239 patients and these patients stopped 
takingg the drugs causing problems. For instance problems wi t h Voltaren were reported by 
155 patients (stomach pain); there were 12 complaints because of taking Corinfar (head-
ache,, dizziness, flush); problems wi t h Trental were found in 8 cases (vomiting, dizziness); 
Betalocc was reported in 9 cases (feeling sick, changing blood pressure); Augmentin was re-
portedd in 3 cases (diarrhoea, vomiting); Hotemin was reported in 4 cases and Donalgin in 3 
casess (stomach ache); Minipress in 5 cases (weakness, headache); Semicillin in 4 cases (capsule 
iss too big); Sumetrolim in 6 cases (rash). Taking Mydeton (3 cases), Kreon (3 cases), Lescol (3 
cases)) was stopped because the patient thought they had no effect according to patients. 
Tablee 9.3/C shows significant differences in oral medicine taking according to the patients' 
reportss and patients' record in GPs surgery. These differences are part ly due to the fact that 
patientss were taking medicines wi thout consulting wi th their GPs, and due to the problems 
wi t hh compliance. On a practical level, it is not difficul t to imagine w hy non-compliant 
behaviourr occurs. Patients often find medical regimens complicated, inconvenient, embar-
rassing,, or expensive. Particularly for chronic disorders, the short term disadvantages fre-
quentlyy outweigh the long term advantages. According to the literature, compliance with 
long-termm self-administered medication therapy is approximately 50% for those w ho re-
mainn in care. At a theoretical level, the nature and determinants of non-compliant behaviour 
aree complex and not well understood, for which further research is needed. 

lab l ee 9.3/c Significant differences, Distributio n of prescription and dru g takin g in 
primar yy health care, EURO-PROSPER Program, 1995-1996; Study populat ion: 
4 ,819 9 

Orall  medicine 

Dopegyt t 
(antihypertension) ) 

Donalginn (anti-inflammatory and 
aa ntirheumaticum) 

Doxycylinn (antibiotics) 

Ulcerann (stomach ulcus medication) 

Venoruton n 
(venouss system deficiency) 

Voltaren n 
(antiinflammatoryy and antirheumatic) 

Mevacor,, Lescol, LipanthyJ 
(cholesteroll  therapy) 

Numberr of patients 

PRR (H) GP (0) 1000 (@) 

477 18 (7) 

1022 158 (27) 

299 108 (14) 

233 143 (17) 

299 112 (15) 

4477 281 (76) 

355 128 (17) 

Differences s 

% % 
261 1 

155 5 

372 2 

622 2 

386 6 

159 9 

366 6 

C°)C°) PR - Patient Report (information from the patients) 
(0)(0) GP - GPs patient record (information from the GPs) 
(((]')(((]')  1000 - drug consumption per 1000 standard patients population within 12 months 
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Theree are many differences to be seen in the Table 9.3/C between medical records and 
patients'' views. Higher Dopegyt and Voltaren uptake is reported by the patients than re-
flectedd by the GPs record. Dopegyt is an out-of-dated old technology against the elevated 
bloodd pressure, from the late 1960s. This was widely used in Hungary during the 1970s 
andd first half of the 1980s, before the modern blood pressure medications became available 
inn Hungary. This drug is clearly less effective and caused lots of side effects compared to the 
modernn blood pressure medications, but still popular among the elderly patients, who are 
demandingg this medication and the doctors are not in the position to refuse their strong 
requestt for Dopegyt. As the doctors explained, they are prescribing this medication to the 
patientss on request, but less and less doctors are willin g to document this medicine into the 
patientss record, because an external investigator would recognise this as an indicator of 
badd practice. 
Voltarenn is another example where the uptake is higher according to the patients. This 
resultt can be seen in the Table 9.4/C and is consistent with the reported number of cases 
arthritiss by the patients Table 9.6, which is higher than in the GPs' records. The meaning of 
thee arthritis is wider in the general population, all kinds of pain of the organ of locomotion 
aree included, such as back pain, real arthritis etc. Voltaren is widely used against the pain in 
thee general population, without consultation with the doctor. 
Doxycylin,, Donalgin, Ulceran and Venoruton uptake is higher according to the GPs record. 
Doxycylinn (antibiotics) is a deep green capsule, many patients complained that it is very 
difficul tt to swallow due to the size of the capsule and many patients do not like the colour 
off  this medicine. The other drugs are medications of various chronic conditions such as: 
pain,, stomach ulcer and varicose veins. All of them are medications for the long term, these 
drugss are very expensive for the elderly patients, resulting in some painful side effects 
(Donalgin)) and patients are likely to stop taking them, although the medical indication has 
nott changed. 
Tablee 9.4 shows the distribution of oral medication uptake in 1,000 standard patient popu-
lationn in primary health care. 

Tablee 9.4 Oral medication uptake per  1,000 Standard Patients Population 

Frequencyy order 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10 0 

n n 

Orall  medication 

antihypertension n 

sedatives s 

antiangina a 

vasodilative,, brain 

antiinflammatoryy and antirheumatic 

antibiotics s 

diuretics s 

antiarrhytmias s 

antidiabetics s 

kaliumm substitution 

peripherall  circulatory system deficiency 

Orall  medication uptake 
perr 1,000 Standard 
Patientss Rapularion 

482 2 

278 8 

192 2 

129 9 

125 5 

121 1 

121 1 

112 2 

93 3 

90 0 

70 0 
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Frequencyy order 

12 2 

13 3 

14 4 

15 5 

Orall  medication 

anriasthmaticum m 

anticoagulant t 

circulatoryy system deficiency 

cholesteroll  lowering drug 

Orall  medication uptake 
perr 1,000 Standard 
Patientss Papulation 

49 9 

36 6 

35 5 

17 7 

Associatedd with oral medication an indicator can be constructed: 'misbeliefs about the 
indicationn of drugs'. This indicator can be calculated focusing on a given oral medication or 
focusingg on the group of patients. 

Theree is plenty of anecdotal evidence to say that medical records are not that reliable, 
whichh means they cannot be taken as the gold standard, and they might be less reliable 
thann patients for many details. While, recognising that medical records can have problems, 
butt on the assumption that they are the best, indicators can be calculated with sensitivity 
andd specificity details. However, all that can be reliably stated is that this wil l measure 
howw close the two measures {medical records and patients' views) are. We assume this then 
allowss us to say that we can use patient reports when they are close and that there is a 
needd for more research is needed when there is a big difference. When there is a significant 
differencee it is clearly a problem, and topic for further research. 

9.7.29.7.2 Chronic conditions 

Inn the past decade health promotionn has became an increasingly important part of primary 
healthh care. This trend is part of a movement towards the integration of public health 
responsibilitiess into general practice. In Hungary GPs are responsible for several public 
healthh elements: health promotion, population monitoring, prevention and screening. 
(Coulter,, 1993; Delamothe 1991) These activities should be planned on the basis of the 
prevalencee of a particular condition, its seriousness and cost-effectiveness of intervention. 
Too show how practice data from patients' reports and from GPs' practices might be used to 
sett priorities and assist in health planning a 'standard indicative morbidity rate' can be 
generatedd for a hypothetical 'standard patient population', based on patient reports and 
GPs'' records. This method has some similarities to the method of 'indicative prevalences' 
byy Charlton (1994), which was created for a hypothetical average general practice. Table 
9.55 shows the distribution and rate of chronic conditions of the 1,000 standard patient 
population.. 3,537 (73.4%) patients out of the total 4,819 study population reported chronic 
conditions. . 
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Tablee 9.5 Chronic health conditions per  1,000 Standard Patient Population as 
reportedd by patients and as in GPs' patient records 

Chronicc diseases 

Asthma a 

Arthriti s s 

Coronary/heartt disease 
(CHD)) or angina or 
previouss heart attack 

Diabetes s 

Hypertension n 

Chronicc lung disease 
(CLD)) or emphysema 

Otherr chronic disease 

Total l 

Numberr of chronic 
conditionss per 1,000 
'Standardd Patient 
Population'' as 
reportedd by patients 

53 53 

305 5 

245 5 

124 4 

411 1 

37 7 

287 7 

1,4622 (D) 

Numberr of chronic 
conditionss per 1,000 
'Standardd Patient 
Population'' as in GPs 
patientt records 

27 7 

201 1 

235 5 

120 0 

387 7 

37 7 

286 6 

1,2933 (&) 

Numberr of chronic 
conditionss per 1,000 
Standardd Patient 
Population n 

39 9 

251 1 

237 7 

121 1 

395 5 

37 37 

283 3 

1,363 3 

((nn)) Patients were allowed to report more than one chronic disease if needed 
(&)(&)  GPs were allowed to report more than one chronic disease if needed 

Chronicc diseases cause complex problems for patients and public health, because they have 
ann impact on life expectancy, disability, and use of health care. Good information on chronic 
diseasess is therefore essential. However, measurement of chronic disease is extremely com-
plicatedd in both daily care and research, (van der Velden, 1999) 
Tablee 9.5 shows that GPs are likely to under report and patients are likely to over-report 
chronicc conditions. Five chronic conditions (CHD and angina, diabetes, hypertension, CLD 
orr emphysema and other chronic disease) from the seven are reported equally or nearly 
equallyy by the patients and GPs. Related to other chronic conditions (asthma and arthritis) 
thee level of agreement is low. These differences seems to be caused, at least partly, by 
wordingg and/or response categories. 

PROSPERR has high validity related to similarly reported five conditions and the reliability is 
limitedd associated with two chronic conditions. 
Furtherr research is needed to evaluate the underlying causes of the difference, some pos-
siblee explanation are: 

patients'' and GPs' have different definition for asthma and arthritis, 
patientss may be more likely to report conditions, these patients may receive neces-
saryy treatment and care from an out-patient clinic and hospital, and GPs might not be 
informed. . 

Vann der Velden (1996) pointed out that the WHO'S broad vision of primary health care 
requiress partnership between public health and primary care. But public health targets 
shouldd be translated into the local circumstances of the GP, and GPs should understand 
whatt these targets mean for their daily work. These translation of public health targets 
intoo GPs' daily work has not started to happen in Hungary. 
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9.7.39.7.3 Referrals 

Iff  primary health care doctors order X-rays, often they must instruct the patient to go 
elsewheree to have the test done. They must instruct the patient how and where to get the 
X-rayy and why it is important to go. Similarly, for treatment, the primary health care 
doctorr must persuade the patient to obtain any needed medication and instruct the patient 
howw to take it and under what conditions. In other words, to improve the patient's health, 
primaryy health care must co-ordinate care and secure the patient's co-operation. Process 
measuress for quality of primary health care must therefore include measurement of how 
welll  these co-ordinating and educating tasks are performed. 
Thee number of patient referrals by physicians has grown considerably, in part due to the 
rapidd specialisation of medical practice. The physician plays a central role in the referral 
processs by acting as a principal decision maker and allocator of medical resources. Accord-
ingg to Beltramini and Sirsi (1992), three information influences were found to affect phy-
siciann referrals: programme information, patient input and location. Their study of physi-
cians'' referral habits suggested that there is a need for specialists and other organisations 
interestedd in managing physician referrals a) to establish and maintain a network of rela-
tionshipp among those physicians referring patient and specialists being referred, and b) to 
providee complete and prompt feedback information to the referring physician. Based on a 
revieww of 154 studies of referral behaviour and referral rates, Henley (1985) concluded 
thatt age and sex of patient, patient education level (in private payment systems), speciality 
trainingg of the primary-care professional, age/experience of the primary care professional, 
andd nature of illness had the greatest impact on patient referral and referral rates. Ludke 
andd Lewitz (1983), found five factors predicted the referral behaviour of physicians. They 
were:: a) the degree to which patient's preferences are met; b) the reciprocation the physi-
ciann receives; c) the communication physician receives; d) previous use and satisfaction 
withh consultant by patient/family and e) physician's personal knowledge of consultant. 
Caree related factors (e.g. patient results) were not found to be important. 

Ass Franks and Glancy (1992) pointed out, adverse effects may be triggered by diagnostic 
testing.. False positive results may trigger a cascade of progressively more invasive and 
expensivee tests. There is a risk of over-treatment, but there is a risk of under-treatment as 
welll  if the primary care physician is capitated or if physicians income is directly linked to 
thee extent to which they limit the use of resources. 
Ourr survey showed that 77% of the patients (3,255) were referred to a medical specialist 
duringg the previous 12 months out of the 4,218 in the study population. During the 12 
monthss 5,995 different referrals were given to the patients (different referrals mean differ-
entt medical specialists per patient). The frequency of referrals to the same medical special-
istt was not asked. 1,000 standard patient population was referred to 1,184 different de-
partmentss during 12 months. The first row of Table 9.6, shows that 1,629 patients were 
referredd to one certain kind of specialist, 806 patients were referred to two given specialists 
andd so on. There were 1,842 referrals/1000 standard patient population/year to different 
specialistt services. Patents were asked to report on how many different referrals they had 
received,, but not how many referrals in total. For instance, if the same patients were re-
ferredd to cardiology twice, this is one referral/specialism in our study. 
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liablee 9.6 Number  of referral s in the past 12 months 

Numberr of referrals 

1 1 

2 2 

3 3 

4 4 

5 5 

Total l 

Numberr of patients 

1.629 9 

806 6 

586 6 

174 4 

60 0 

3,255 5 

Numberr of different 
referrals s 

1.629 9 

1.612 2 

1.758 8 

696 6 

300 0 

5,995 5 

Whenn referred 7.6% of the patients out of the 5,995 referrals had not managed to see a 
specialist.. Missed patient-provider contacts were due to the changed office hours, over-
crowdedd specialist unit, equipment problems and missing specialist. Almost six percent 
(5.4%)) of the patients referred to the medical specialists reported that there was no infor-
mationn provided by their GP about the visit to the specialist. Continuity of patient care 
dependd very much on the well established, clear and transparent structure of responsibili-
ties.. Table 9.7 demonstrates differences between patients' and GPs' opinions about respon-
sibilitiess for patient care. 

Tablee 9.7 Who is responsible for  the medical care of the problem for  which you 
weree referred? 

Options s 

Thee doctor who originallv referred me 

Thee specialist to whom I was referred 

II  don't know which doctor is 
responsiblee / it depends 

Other r 

Noo one - my problem is resolved 

Don'tt remember 

Total l 

Percent t 
Patient'ss report % 

54.7 7 

30.1 1 

8.4 4 

1.7 7 

1.3 3 

4.0 0 

100.0 0 

Percent t 
GP'ss opinion % 

42 2 

2 2 

35 5 

21 1 

--
--

100 0 

Poorr communication, confusion about who is in charge of patient's care, conflicting ad-
vice,, and delays and detours in completing the promised sequence of care, even if they do 
nott affect health, may lead patients to become seriously dissatisfied with their care. 

Patientt referrals to specialist services are very important in patient health care and from a 
resourcee allocation point of view as well. The information shown in Table 9.8, is very 
importantt for planning purposes. This 'referral prevalence' was used for planning primary 
healthh care and specialist services planning in three counties in Hungary in 1997. 
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T&bl ee 9.8 Util isatio n of medical specialists services 

Healthh care services 

Laboratory y 

Psychiatry y 

Neurology y 

Ear,, Nose and Throat 

Dermatology y 

Internall  medicine 

Cardiology y 

Orthopaedics s 

Pulmonology y 

Rheumatology y 

Ophthalmology y 

Urology y 

Oncologyy ' 

Gynaecology y 

X-Ray y 

Surgery y 

Numberr of referrals during 12 months per 1,000 
'Standardd Patient Population' (°) 

263 3 

5 5 

42 2 

49 9 

19 9 

154 4 

78 8 

30 0 

30 0 

92 2 

82 2 

11 11 

4 4 

20 0 

84 4 

48 8 

(nJJ 1,000 patients were referred to 1,242 different departments, the frequency/the number of referral to the 
samesame department/year was not asked 

Too know the referral structure is only the first step on the way to quality improvement of 
pr imaryy health care. Very littl e is known about the benefit of these referrals and the impact 
onn pr imary health care. How the results of the specialist services contributed to patient 
healthh and how are these used in GPs' decision making is not known. As Nutt ing and 
colleaguess (1996) pointed out: "Yet littl e is known about why physicians order laboratory 
tests,, how the information contributes to clinical decisions, the frequency of laboratory 
problemss and their effects on patient care". They found a rate of 1.1 problems per 1000 
patientt visits, of which 27% of them were judged by the physicians to have an effect on 
patients'' care. Associated wi t h the referrals it would also be useful to include two other 
indicators:: a) the rate of missed patient-provider contacts (7.6%) and b) the rate of 'was not 
toldd anything before referral' (5.4%). 

9.7.49.7.4 Blood tests 

Duringg the previous 12 months 67.1% of the patients had a blood test (3,232 patients). As 
Tablee 9.9 shows, 1,654 patients were referred once, 549 patients had two blood tests and so 
one.. The total of 3,232 patients had 8,867 blood test during the previous 12 months of the 
studyy (2.74/pat ient/year). There were 2,102 blood tests /year /1 ,000 standard population. 
Accordingg to the GPs' report there were a total of 3,847 blood tests; 1,190 blood tests/ 
year /1,0000 standard population. 
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'Tablee 9.9 Blood test 

Frequency y 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10 0 

11 1 

12 2 

13 3 

14 4 

15 15 

Total l 

Numberr of patients 
(Numberr of blood tests) 

1,6544 (1654) 

5499 (1098) 

2877 (861) 

2299 (916) 

1188 (590) 

1033 (618) 

200 (140) 

399 (312) 

100 (90) 

766 (760) 

44 (44) 

1111 (1332) 

55 (55) 

88 (112) 

199 (285) 

3,2322 (8867) 

Accordingg to the patients' reports blood tests were positive in 13% of the cases, tests were 
negativee in 22% of the cases, but in most of the cases 65% of patients did not know the 
resultt of their blood test. According to the GPs record 44% of the blood tests were positive 
duringg the previous 12 months of the study. Table 9.10 shows what patients were told 
followingg their blood test, and Table 9.11 shows the utilisation of the laboratory services 
perr 1,000 standard population. 

Tablee 9.10 What were you told following your  blood test? 
II  was told ... 

Options s 

Too get additional blood test or other test 

too get no further treatment or test 

too see the same doctor again or another doctor 

Aboutt medicine or other therapy I should use 

Aboutt self-care, such as experience, rest, diet, etc. 

11 was told nothing 

Don'tt know 

Total l 

Percentagee of patients % 

9.6 6 

15.9 9 

17.6 6 

19.6 6 

5.6 6 

25.1 1 

6.6 6 

100.0 0 

Onee indicator can be constructed in the field of blood test: 'the rate of not told anything 
afterr blood test', which here is here 25.1%. 
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Tablee 9.11 Utilisation of health care services - laboratory 

Tests s 

Bloodd sugar 

Cholesterol l 

Whitee cells WBC 

Bloodd count 

Liverr function 

Bloodd Fe 

Haemoglobin n 

Gammaa GT 

SGOT T 

SGPT T 

Carbamid d 

We e 

Renall  function 

TSH H 

Haematocrit t 

Protrombinn time 

Bloodd coagulations 

Tyroid d 

Patientss report 
(a) ) 

1,165 5 

636 6 

116 6 

403 3 

111 1 

121 1 

86 6 

--
--
--

24 4 

--
--
--
--
--

46 6 

16 6 

Physician n 
documentationn (b) 

966 6 

574-778 8 

143 3 

196 6 

94 4 

109 9 

146 6 

146 6 

103 3 

48 8 

51 1 

410 0 

64 4 

22 2 

419 9 

22 2 

57 57 

27 7 

Numberr of cases per 12 
Monthss per 1,000 
Standardd Patient 
Populationn (c) 

221 1 

126-148 8 

27 7 

62 2 

22 2 

24 4 

24 4 

30 0 

23 3 

10 0 

8 8 

85 5 

13 3 

5 5 

87 7 

5 5 

6 6 

5 5 

(c)(c) = a+b/2 

Iff  oral medicine taking is compared with the laboratory utilisation, differences might be 
demonstrated.. The blood cholesterol test is the second most frequently utilised laboratory 
testt (126-148 laboratory test/1,000 standard patient population), but the utilisation of 
thee cholesterol-lowering drugs is very low with only 17 patients taking this kind of drug 
(Mevacor,, Lescol és Lypanthyl) per 1,000 standard patient population. 

9.7.59.7.5 X-rays 

Duringg the previous 12 months 64% of the 4 819 study population (3,083 patients) had an 
X-ray.. (Dental X-ray and mammography screening are not counted.) Table 9.12 shows 
thatt 1895 patients had one, and 636 patients had two x-rays/year. The 3,083 patients had 
aa total of 5,739 X-rays; 1,361 X-rays/year/1,000 standard population. Table 9.13 shows 
whatt patients were told after their x-ray. 
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Tablee 9.12 X-ray utilisation frequency and number  of cases 

Frequency y 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10 0 

11 1 

12 2 

13 3 

14 4 

15 5 

16-20 0 

Total l 

Numberr of patients 
(Numberr of X-rays) 

1,8955 (1895) 

6366 (1272) 

2555 (765) 

1266 (504) 

744 (370) 

300 (180) 

55 (35) 

111 (88) 

11 (9) 

222 (220) 

11 ( I D 

111 (132) 

00 (0) 

33 (42) 

66 (90) 

77 (126) 

3,0833 (5739) 

Tablee 9.13 What were you told following your  X-ray? I was told ... 

Options s 

Too get additional X-ray or other test 

Too get no further treatment or test 

Too see the same doctor again or another doctor 

Aboutt medicine or other therapy I should use 

Aboutt self-care, such as experience, rest, diet, etc. 

11 was told nothing 

Don'tt know/no answer 

Total l 

Percentagee of patients % 

10.5 5 

16.0 0 

20.0 0 

9.5 5 

3.0 0 

27.3 3 

13.7 7 

100.0 0 

Onee indicator can be constructed in the field of X-rays: 'the rate of not told anything after 
X-rays',, which here is 27.3%. 

9.7.66 Prevention in women 

Inn the study population there were 2,955 females and 1,703 males. (There were 161 ques-
tionnairess mistakenly completed, or these sections were not completed.) The average age of 
thee study female population was 52 (CI 95%, +- 13), the median was 53 years. The break-
downn of age is shown in Table 9.14. 
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Tablee 9.14 Breakdown of age of the study female population 

Agee groups 

- 20 0 

21-30 0 

31-40 0 

41-50 0 

51-60 0 

61-70 0 

71-80 0 

80--

Total l 

Numberr of female patients 

104 4 

214 4 

402 2 

636 6 

638 8 

622 2 

275 5 

64 4 

2,955 5 

9.7.6.11 Breast cancer screening by palpation 

Thee sensitivity and specificity of breast cancer screening by palpation is rather low, which 
iss why this procedure alone is not appropriate for breast cancer screening. But it is used by 
GPss nationwide because screening mammography is not implemented in Hungary to the 
samee extent as developed countries. For a large majority of women palpation screening by 
aa GP is the only accessible breast cancer screening in Hungary. (Due to the poor patient 
educationn and information, self-screening is rare in Hungary.) In some cases breast cancer 
cann be detected by physical examination by a trained professional (GP) in a population of 
womenn over 45-50 years. 
Thiss screening examination is quick and cheap, and the actual practice can be seen in Table 
9.15.. Ninety-three percent of the study female population reported screening breast cancer 
byy palpation, 41% of them were not in the target population (under 50 years). 

Tablee 9.15 When was the last time you had a physical exam of your  breast? 

Breastt cancer screening 
byy palpation 

Inn the past 12 months 

Betweenn one and two 
yearss ago 

Betweenn two and three 
yearss ago. 

Moree than three years ago 

Itt was never suggested 

Itt was suggested but 
II  didn't agree to it 

Totall  (ö) 

Number r 
off  patients 

1,2166 (43%) 

4055 (15%) 

1966 (7%) 

4655 (17%) 

4555 (16%) 

399 (2%) 

2,7766 (100%) 

-299 year 

1244 (35%) 

511 (14%) 

155 (4%) 

255 (7%) 

1366 (40%) 

11 (0%) 

3522 (100%) 

30-499 year 

4933 (62%) 

1366 (17%) 

544 (7%) 

899 (12%) 

166 (2%) 

44 (0) 

7922 (100%) 

59-699 year 

4355 (40%) 

1555 (15%) 

788 (8%) 

2322 (23%) 

1300 (13%) 

12(1) ) 

1,0422 (100%) 

70-- year 

1644 (28%) 

633 (11%) 

499 (8%) 

1199 (20%) 

1733 (29%) 

222 (4%) 

5900 (100%) 

(HJJ No answer: 1 79 
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9.7.6.22 Screening mammography 

Screeningg mammography is offered by the hospital settings in the department of radiology 
and/orr gynaecology, and/or surgery and various public out patient and private health care 
settings.. Together there are more than 300 settings providing screening mammography. 
Familyy physicians may or may not receive information about the screening and results, 
theree is no officially established and maintained information feed-back channel opened. 
Whatt makes data collection even more difficult, is that patients are moving from one 
hospitall  (outpatient setting) to another for screening, because screening mammography is 
nott covered by the National Health Insurance Fund and patients are receiving this service 
wheree they are able 'to manage it' (under the counter payment or private screening out of 
pockett payment). The target population and frequency for screening mammography is 
undefinedd and varies from one year to three years, depend on the given provider and pa-
tientt judgement. There is no national policy or widely agreed upon and used guideline in 
existencee and the current uptake of screening mammography is not known. 
Accordingg to our findings GPs were practically not informed at all about it. National level 
dataa associated with screening are also not collected. The PROSPER survey was the only 
tooll  to collect screening mammography data from the patients. Table 9.16 shows the fre-
quencyy of the screening and the age distribution. 

Tablee 9.16 When was the last time you had a mammography? 

Screeningg mammography 

Inn the past 12 months 

Betweenn one and two 
yearss ago 

Betweenn two and three 
yearss ago. 

Moree than three years ago 

Itt was never suggested 

Itt was suggested but 
II  didn't agree to it 

Total l 

Total l 

2788 (13%) 

999 (5%) 

722 (3%) 

2011 (9%) 

1,4433 (68%) 

366 (2%) 

2,129 9 

(100%) ) 

-299 year 

255 (10%) 

111 (4%) 

22 (1%) 

99 (4%) 

1944 (80%) 

22 (1%) 

245 5 

(100%) ) 

30-499 year 

1033 (14%) 

422 (6%) 

211 (3%) 

611 (9%) 

4811 (66%) 

133 (2%) 

721 1 

(100%) ) 

50-699 year 

1166 (14%) 

299 (4%) 

355 (4%) 

922 (11%) 

5266 (65%) 

122 (2%) 

810 0 

(100%) ) 

70-- year 

344 (10%) 

177 (5%) 

144 (5%) 

399 (11%) 

2422 (67%) 

77 (2%) 

353 3 

(100%) ) 

Afterr screening mammography 24% of the patients were invited to have additional mam-
mographyy screening and examination. Thirty-seven percent of the patients were told nothing 
afterr the mammography. Fifty-five percent of the patients got screening mammography 
withinn less than one week, 24% of the patients received screening between one and three 
weekss afterwards and 21% of the patients received screening mammography more than 
threee weeks after they received the referral from their GPs. In total 650 were performed, 
andd 272 (42%) were considered appropriate based on scientific evidence {over 50 years of 
age,, mammogram not later than 2 years ago). The appropriately performed mammogra-
phyy rate was 12.8% in the study population. 



99 - Quality of primary health care: physicians' and paticns' reports... 295 

9.7.6.33 PAP smear test 

Cervicall  screening is carried out in the out patient clinic of the hospital, by qualified 
gynaecologists.. The target population and frequency for cervical smear testing in practice 
iss undefined and varies from one year to three years, depend on the given provider and 
patientt judgement. There is no national policy or widely agreed upon and used guideline 
existt and the current uptake of this screening is not known. Results of the cervical smear 
testingg are not channelled to the family physicians, they are occasionally informed by the 
patientss or in most of the cases not informed at all. (Doctors didn't even know how many 
patientss in their list got this test.) Table 9.17 shows the utilisation of the test based on 
2,5444 answers. Sixty-four percent of the patients reported that they received information 
afterr the test. 

Tablee 9.17 When was the last time you had PAP smear  test? 

PAPP smear test 

Inn the past 12 months 

Betweenn one and two years ago 

Betweenn two and three years ago 

Moree than three years ago 

Itt was never suggested 

Itt was suggested but I didn't agree to it 

II  don't remember 

Total l 

Numberr of cases 

6022 (24%) 

4388 (17%) 

2211 (9%) 

6011 (24%) 

5022 (29%) 

355 (1%) 

1455 (6%) 

2,5444 (100%) 

Almostt all women in the sample (86%) answered this section on cervical smear testing. 
Howeverr 30% clamed that they had never had such a screening done, 1% because they did 
nott want one and 29% because they had never been offered one. 
Montanoo and Phillips (1995) measured the cancer screening rates of family physicians and 
comparedd the measures obtained through physician self-reports, chart audits, and patient 
surveys.. They pointed out that physicians who participated may be more concerned about 
cancerr screening and their data may overestimate screening rates. They found high corre-
lationn between chart audit and patient survey measures for most services and concluded 
thatt both methods are equally preferable over physician self-report. Patient surveys are 
likelyy to be the least expensive method and less inconvenient to the physician. 

Ass Solodky, Chen, Jones and colleagues (1998) showed there is potential value of having 
patientss as partners and using process control methods to measure change in health status 
forr patients with chronic conditions. They concluded that without a patient-practitioner 
partnership,, no evidence based treatment can be conducted due to the limited patient-
practitionerr contacts. 

Thee following indicators can be constructed: 
%% of women aged 50 and over who were never offered screening mammography: 84% 
%% of women aged 50-69 who were never offered screening mammography: 65% 
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%% of women have had screening mammography who were told nothing afterwards: 
37% 37% 

%% (Timeliness) = mammogram done on time/patient scheduled for a mammogram: 
67% 67% 

Thee indicator created for this question incorporates a standard that women of 50 years or 
moree should receive a mammogram every second year. (Table 9.18) To construct the indi-
cator,, we first identify women 50 years and over who were provided an opportunity to 
arrangee for a mammogram. Of these women, those who answer 'between two and three 
yearss ago', 'more than three years ago' and 'it was never suggested' are therefore counted 
inn the numerator, while those who answer the question 'it was suggested but I didn't agree 
too it' are counted in the denominator. 

Tablee 9.18 Timeliness of mammograms 

Patientt data 

Moree than 2 years or 
neverr suggested 

Withinn last 2 years 

Total l 

Moree than 2 years or 

a a 

c c 

aa + c 

Withinn last 2 years 
neverr suggested 

b b 

d d 

b+d d 

Total l 

aa + b 

cc + d 

a+b+c+d d 

Otherr indicators: 
%% of women have had smear who were told nothing afterwards: 36% 
%% of women have never suggested PAP smear test: 29% 

9.7.77 Data concerning access 

AA very high percentage (54.5%) of patients reported that due to limited income they had 
difficultiess in buying necessary medicines, while 38.9% reported no problem with it. Pa-
tientss are in a very different position to choose their GPs, with 1 GP practice in the easily 
'accessiblee surrounding' of 23.6% of the patients, while 2 GP practices were close to 18.3% 
off  the patients, 3 GP practices were close to 12.4% of the patients, 4 GP practices were close 
too 9.0%, 5 GP practices were close to 3.2%, 6-10 GP practices were close to 1.5%, and more 
thann 10 GP practices were reported by 26.8% of the patients to be easily accessible. During 
thee previous 12 months 2.0% of the patients did not see their doctor, 12.5% of the patients 
visitedd 1-2 times, 16.5% of the patients visited 3-5 times, 67.0% of the patients visited 6 or 
moree times their doctor for whatever reason. 

Waitingg time in the GPs surgery was less than 10 minutes according to 13.8% of the 
patients,, it was 10-15 minutes by 24.9% of the patients, 15-30 minutes reported by 29.7% 
off  the patients, 30-60 minutes by 15.4% of the patients, 60-90 minutes as reported by 
7.7%% of the patients, while 4.8% of the patients reported that the waiting time was more 
thann two hours. Surprisingly enough only 8% of the patients were dissatisfied with this 
waitingg time, 25.4% of the patients were fairly satisfied, 46.5% patients were satisfied and 
16.5%% of the patients were very satisfied. 
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Onee of the main concepts of primary health care is that it ought to be accessible. (WHO 
1978;; Vuori and Elvine 1985) There are several barriers between users and their access to 
healthh care, which some authors refer to as 'functional accessibility'; one of the main 
indicatorss is the length of patient waiting time before visit. (Malely, Feltcher and Earp, 
1983)) Authors concluded that accessibility can be improved through an appointment sys-
temm (Gogorcena, Castillo, Casajuana et al. 1992; Brooks and Borgardts, 1994). 

9.7.89.7.8 Co-ordination of care 

Iff  primary health care doctors order X-rays, laboratory tests, or refer patients to out-
patientt clinic or hospital, they must instruct the patient how and where to get the services 
andd why it is important to go. In other words, to improve patient's health, GPs must co-
ordinatee care. Process measures for quality of primary health care must therefore include 
measurementt of how well these co-ordinating tasks are performed between GPs and out-
patient-clinic,, hospital, public health and medical officers service and with the county chief 
physician'ss department of the county council. (Table 9.19) 

TabicTabic 9.19 The quality of workin g contact between GPs and outpatient-clinic, hospi-
tal,, national public health and national officers service and county chief physicians 
accordingg the opinion of the GPs 

Qualityy of working 
contact t 

Outpatient-clinic c 

Hospital l 

Nationall  Public Health 
andd National Health 
Officerss Services 

Countryy chief 
physician n 

Veryy good 
% % 

13 3 

12 2 

12 2 

9 9 

Good d 
% % 

42 2 

43 3 

40 0 

22 2 

Fair r 
% % 

18 8 

19 9 

16 6 

11 1 

Poor r 
% % 

1 1 

1 1 

3 3 

5 5 

Don'tt know 
eachh other % 

,, 5 

4 4 

2 2 

12 2 

Noo answer 
% % 

21 1 

21 1 

27 7 

29 9 

Tablee 9.20 GP's satisfaction with the informatio n about patients received from out-
patient-clinic,, hospital, National Public Health and National Health Officers Service 
andd country chief physician 

Informationn from 

Outpatient-clinic c 

Hospital l 

Nationall  Public 
Healthh and 
Nationall  Health 
Officerss Service 

Countryy chief 

physician n 

Very y 
satisfiedd % 

4 4 

5 5 

25 5 

7 7 

Satisfied d 
% % 

32 2 

52 2 

38 8 

18 8 

Fairly y 
satisfiedd % 

36 6 

20 0 

17 7 

15 5 

Nott at 
satisfiedd % 

6 6 

2 2 

3 3 

10 0 

Don'tt know 
eachh other % 

5 5 

4 4 

10 0 

23 3 

Noo answer 
% % 

23 3 

17 7 

7 7 

27 7 
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Timelyy and appropriate information is crucial for the GPs in order to co-ordinate patient's 
care.. As 72% of the GPs reported they receive information from outpatient-clinics and from 
hospitalss (these are legally one organisation in Hungary), 64% of them reported that they 
aree receiving patient's care related information from public health and medical officers 
servicee and 50% reported that they are receiving information from the county chief physi-
cian.. The GPs satisfaction with this information can be seen in Table 9.20. 

9.7.99.7.9 Continuity of care 

Afterr the screening, examination, laboratory test and treatment in the outpatient-clinic, 
hospital,, laboratory of the public health and medical officers service patients are referred 
backk to his or her GP with a letter of further suggestions related to medication and other 
treatment.. From time to time the county chief physician also advises or requires changes in 
thee GPs practice; this is mostly structure related, equipment, working hours and the like. 
Itt is very important to know whether GPs are able (or willing) to follow suggestions or 
modifyy them. Suggestions for further patient care from out-patient clinics are reconsidered 
orr modified 14.5% +-9.5%, and 19.7 + -12.3% from hospitals by GPs, due to the missing 
piecee of medical technology (equipment or medication), limited capacity of patients to buy 
thee medicine suggested, or due to disagreement with GP Table 9.21 shows the GPs' ability 
andd willingness to follow these suggestions. 

Tablee 9.21 GPs abilit y to follow patient care or  practice related suggestions 

Suggestions s 

Outpatient-clinic c 

Hospital l 

Nationall  Public Health 
andd national Health 
Officerss Service (n) 

Countyy Chief 
Physicianss (0) 

Alwayss able to 
follow w 

% % 

12 2 

11 1 

31 1 

11 1 

Mostlyy able to 
follow w 

suggestionn % 

59 9 

63 3 

47 7 

28 8 

Oftenn not able to 
followw suggestions 

suggestionss % 

11 1 

17 7 

0 0 

4 4 

Noo answer 
% % 

18 8 

9 9 

22 2 

57 7 

((nn)) Suggestions of the Public Health and Medical Officers Service (ANTSZ) are mandatory, since GPs are receiving 
licencelicence from ANTSZ. 
(0)(0) Only around 20% of the GPs are employed by county or city council, as majority of GPs are private entrepreneurs. 

Goodd communication between health care providers and regulators is a crucial prerequisite 
off  good quality care. Communication means discussion, exchange of opinions, consulta-
tion,, to see thee matter from a different point of view. There is much information about the 
patientss which is only available from the family practitioners through professional-profes-
sionall  co-operation. Table 9.22 shows how often GPs opinion were asked by specialists in 
differentt health care settings. 
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Tablee 9.22 The frequency of the GPs opinion asked by various health care agencies 

Settings s 

Outpatient-clinic c 

Hospital l 

Nationall  Public 
Healthh and 
Nationall  Health 
Officerss Service 

Countyy Chief 

Physician n 

GPss opinion 
oftenn asked % 

7 7 

4 4 

2 2 

3 3 

GPss opinion 
seldomm asked % 

38 8 

40 0 

33 3 

14 4 

GPss opinion 
neverr asked % 

35 5 

45 5 

44 4 

18 8 

Noo answer 
% % 

20 0 

11 1 

21 1 

65 5 

Nott only information about patients are important for GPs but information about facili-
ties,, available services, new equipment, and working hours are important for GPs for their 
co-ordinatingg functions. According to our survey this information was provided on ad hoc 
basiss by health care setting, sometimes in written form or orally and often no information 
wass provided at all. (Table 9.23) 

Tablee 9.23 Importan t informatio n provided to the family practitioner 

Information n 
providedd by health 
caree settings 

Outpatient-clinic c 

Hospital l 

Nationall  Public 
Healthh and 
Nationall  Health 
Officerss Service 

Countyy chief 

physician n 

Frequently y 
% % 

30 0 

43 3 

39 9 

5 5 

Occasionally y 
orallyy % 

20 0 

10 0 

15 5 

20 0 

Occasionally y 
writtenn % 

13 3 

16 6 

20 0 

10 0 

Nott at all 
% % 

16 6 

10 0 

6 6 

14 4 

No o 
answerr % 

21 1 

21 1 

20 0 

51 1 

9.7.109.7.10 Overall satisfaction. 

Accordingg to our study 68.4% of the patients reported that they are very satisfied with the 
servicee of the GP practice (physician, nurse, visiting nurse), 27.6% of them found the GP 
servicee good, 2.8% of the patients were fairly satisfied, and 0.6% of the patients were not 
satisfiedd at all. The level of the patient satisfaction with the family physician were even 
higher,, 75.6% of the patients were very satisfied with his or her GP, 21.5% of the patients 
weree satisfied with GP, 1.7% of the patients were fairly satisfied (no answer: 1.2%). 

Inn most of the cases a long term patient-doctor relationship was reported, with 4.3% of the 
patientss on the list of his or her GP less than 1 year, 10.9% reported 1-2 year, 15.6% 2-4 
year,, most of them, 67.5%, reported more than 4 years (no answer: 1.7%). 
Moree than thirty percent (31.6%) of the patients had complaints during the previous 12 
monthss of the study, of whom 1.7% did complain, half of them received an answer. 
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9.88 Discussion 

Ass was clearly pointed out in sections 9.1 and 9.3, management of primary health care, 
qualityy management included, is rather management by impression not by facts and fig-
ures. . 
Veryy few reliable and standardised data are available on the health status of the population, 
utilisationn of both curative and preventative health care services, access, co-ordination and 
continuityy of care. Furthermore, there is almost no information about the behaviour of the 
primaryy care professionals {e.g. drug prescription, referral, offering preventative services), 
norr about the behaviour and understanding of the patients. What makes the situation even 
moree complex is thatt in the past few years the structure of the health care system and the 
positionn of the key players has changed dramatically (free choice of doctors and health care 
settings,, GPs becoming private entrepreneurs). A large amount of new medical technology 
(drugs,, high technology equipment) entered the Hungarian health care system. Similarly 
highh speed of diffusion of health care technology witnessed in Hungary (and in other 
countriess of Central and Eastern Europe) had probably never been seen before. 

Thesee changes resulted in a higher demand for a large amount of good quality data for the 
generall  management and quality management of primary health care. There is not much 
evidencee of the validity and reliability of general practice based information, even in the 
countriess of Western Europe (van der Velden, 1999). Due to this fact and the very resource 
demandingg process of creating a general practice based database at the national level about 
thee general patient population, it is more feasible to conduct focussed studies, on sub-
groups,, on what is called the 'Standard Patient Population' in this study. 
Thatt is why the main aim of the study was to pilot a useful tool (PROSPER) for further 
improvementt of the quality of primary health care in order to collect standardised infor-
mationn on utilisation of curative and preventative care of the 'Standard Patient Population'. 

9.8.19.8.1 Methodological considerations 

Thee key to the development of a valid and reliable measurement tool is naturally to be 
foundd in the early stages of its creation. In this case content validity is established by 
askingg patients and professionals to provide information on key steps of health care and to 
'sett the agenda' for the issues of health promotion, and for the potential respondents to 
indicatee what language they are likely to understand in communicating their opinions and 
reportss of performance. Subsequently, the analysis of questions provides the key discrimi-
nation,, which in this project has not been validated since it requires several samples to be 
taken,, with refinements at each stage. 

Thee relatively high number of participants, the high level of willingness of participation in 
thee survey (on site, assisted questionnaire survey) and the high completion rate within 
eachh section of the questionnaire where applicable, suggest that the questionnaire has not 
provedd to be too difficult for general usage. Apart from a shortage of respondents from the 
youngerr age groups, it would appear that we have managed to collect the opinions of a 
widee range of the population in Hungary. 
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9.8.29.8.2 Reasons for choosing the topics of the study 

Thee main reasons are: 
healthh care is not transparent, the minimum guaranteed health care benefit package 
iss currently undefined. Some output data are available in a highly aggregated level. 
Hungary'ss drug consumption levels as a percentage of GDP and total health expendi-
turee are high by Western European standards, with total drug expenditure estimated 
att around 2.6 percent of GDP or more than 30% of total health expenditure in 1997, 
OTCC accounted for'around 15% of sales in 1997. 
Inn 1997 the average consultations per family doctor was 9,337. In 1997 there were 
overr 131 million outpatients visits, in addition there was a total of 2.5 million refer-
ralss to hospitals. 
loww efficiency, under-use and over-use of health services are assumed, 
morbidityy data collection by primary care providers is not very accurate. (Józan, 
1997) ) 
theree were no comprehensive patient surveys which would cover the entire Hungarian 
population, , 
theree is no formal programme in the primary health care for prevention such as 
mammographyy screening, cervical screening test, hypertension and anti smoking 
programme,, which is happening in some cases on an opportunistic basis in various 
settingss with different locations. There are no protocols and no co-ordination. Since 
thee political reforms in 1990 very littl e was suggested to change the status quo for 
treatmentt and health promotion activity. Primary health care services have been sig-
nificantlyy reformed over the last decade but the content of care remained virtually 
unchanged. . 

Onee of the main aims of the survey was to identify areas ready for change. According to 
Scott,, Kinnersley and Rollnick (1994) this is the most important element of further quality 
improvementt activities. Other aims were to identify possible dimensions of importance in 
thee construction of indicators of quality of care for subsequent verification and to make 
recommendations,, addressing health policy makers and primary health professionals and 
too develop an evaluation tool for assessing quality of primary health care. 

9.8.39.8.3 Issues of validity and reliability 

Theree is not much evidence on the validity and reliability of general practice-based infor-
mation.. A certain degree of misclassification and lack of information is unavoidable, if only 
becausee of the decentralised nature of data collection, (van der Velden, 1999) The value of 
thee availability of good quality, general practice-based information is widely recognised. To 
controll  the quality of information several approaches have been explored, PROSPER method 
iss one among them. 
Performancee reports vary in content. Some include clinical data and are intended to mea-
suree the quality of care. These are usually 'process measures' for health plans, such as 
ratess of immunisation and mammographic screening among members. Other performance 
reportss contain a broad array of data to measure performance, including indicators based 
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onn clinical data, indexes of patients' access to care and degree of satisfaction and utilisation 
rates.. Performance measures are also very controversial. Most of its indicators measure 
administrativee performance or the use of services rather than the quality of care. Neither 
off  these indicators is adjusted for risk. Providing timely data with minimal expense and 
burdenn is difficult. 
Differencess between patients' reports and GPs' answers (written medical record) might be 
explained,, at least partly, due to the differences in methods of receiving information from 
patients.. Written medical records are partly based on oral information provided by the 
patientt during the patient-practitioner contact. In contrast a patient report is written infor-
mationn from the patient. As an interesting result of their study to compare patients an-
swerss with medical records, Quaak and co-workers (1986) found significant differences. 
Theyy pointed out that the written medical record contained only half the information 
presentedd in a computerised interview. They explained in such a way that we have to take 
intoo account that the patient when answering the questionnaire, are never pressed to give 
ann answer, could quietly think as long as he wished and take a full hour or two to answer 
alll  questions, whereas during the discussion with his or her there is always the psycho-
logicall  effect of sitting in a room with a GP on whom the patient might depend and who 
hass less time to complete the interview. 
Thee approach that has been adapted here of devoting much resource to the development of 
thee measurement tool appears to have been worthwhile on a number of counts. Firstly, it 
iss probably the best way of ensuring the measurement tool content validity, by including 
thee perspectives of the patients and professionals. Secondly, the response to the question-
nairee has been very good. Answering questions does not of course, guarantee that the data 
iss valid, which would include the need for further testing with other samples. 
Onee of the issues for considering the validity of using patients' reports of system perfor-
mancee is what can be used to judge their recollections of what actually happened. The 
PROSPERR system relies on the medical records as providing a gold standard for much of the 
information.. However, while this may be expected to be reliable, there is some doubt that it 
iss possible to compare these records for certain topics. For example, there appears to be an 
under-reportingg of screening mammography and cervical smear test on the medical records, 
butt this may be explained by the fact that women can have this done in other places, such 
ass out patient settings or hospitals. 

9.8.49.8.4 The importance of the EURO-PROSPER methodology f or quality of primary care 

Itt would appear that the questionnaire provides a useful baseline for further development 
work,, but it would be difficult to say that all aspects are treated adequately at present. The 
resourcess implications of working with this tool as it is are not particularly high, however, 
sincee much of the costs are expended during the initial qualitative phase. The high accep-
tancee of this method makes this tool relatively cheap, given the need to sample relatively 
highh numbers of patients to be able to show reasonably narrow confidence limits on any 
inferencess about the population of users of primary health care practice. 
Wheree there is a need for much further development is in the kinds of indicators that 
primaryy health care practices may wish to have to develop their approach to quality im-
provement.. A small selection of indicators have been shown earlier. However, there is po-
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tentiallyy much more scope for these to be developed into many other issues. Patients them-
selvess may wish to have some say as to which topics they are particularly concerned 
about,, and to have some form of continuous monitoring of them. 
Furtherr development should be considered from the point of view of patient satisfaction. 
Thee measures developed here in the questionnaire provide a valuable baseline against which 
perceptionss of quality and, therefore, satisfaction, can be contrasted. New research would 
bee beneficial by relating these measures to provide primary care practices with guidelines 
forr effectiveness and acceptability. 
Itt remains to be seen if this approach to the development of patient-centred performance 
measuress wil l be successful. The primary health care practice where this work was carried 
outt was very obliging and helpful in the conduct of the study. However, given the back-
dropp of some cynicism among professionals about the notion of quality improvement 
itself,, especially in primary health care, it may be that littl e action results from the re-
search.. Further refinement of the indicators of system performance, as well as the develop-
mentt of new ones, may be seen to be of particular value in assisting the primary health 
caree practice to achieve a desirable level of quality on a continuous improvement basis, 
fromm both professional and public perspectives. Nevertheless, future consideration wil l need 
too be given to strategies for implementation of the findings from this tool. 
Overall,, it would appear that there is some value in developing such measures, and it 
certainlyy provided the patients in this health centre with an opportunity to make their 
feelingss known about an important area of primary care. The vast majority of people 
believee in this philosophy and they support the role of the health centre in carrying it out. 
Manyy other comments were received by way of open-ended comments at the end of the 
questionnaire,, which dealt with a whole range of primary health care issues, not necessar-
il yy confined to these issues in the questionnaire. This suggests that this general approach 
wouldd be worth pursuing across the whole range of primary health care activity. 

9.99 Conclusion and recommendation 

Prescribing,, referral, out-patient examination, care of chronic diseases, cervix and breast 
cancerr screening are among the most common interventions of health care, but they have 
inn many cases been described as inappropriate or not in accordance with accepted practice 
guidelines.. Appropriateness of these common interventions, professional compliance with 
guidelines,, and quality of primary care might be improved if sub-group specification and 
analysiss can be made in order to set up reliable indicators and other measures of the processes 
andd outcome of care. Well established sub-groups, such as the Standard Patient Population, are 
homogenouss from a given point of view and enable these measures to be applied to health care 
inn varied contexts, such as in the Hungarian primary health service setting. 
Usingg Standard Patient Population measurement in combination with PROSPER methodol-
ogyy seems to be a useful tool for improving the quality of primary health care. The next 
stagee in converting this method into the implementation of effective practice requires an 
organisationall  structure appropriate to the task. A good professional body, supported by a 
strongg primary care research institute, would be one way of achieving this aim, for which 
theree is evidence of effectiveness in other countries of Europe. 
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Chapterr  10 

CONCLUSIONSS AND RECOMMENDATION S 

Abstract t 

Resultss of the quality assurance programmes discussed in this thesis indicate that health 
caree quality in Hungary is underdeveloped, compared to countries of Western Europe (CWE) 
inn terms of structure, process and outcome. The population's health status is poor as well; 
inn 1995, the difference between life expectancy at birth for Dutch and Hungarian men was 
9.44 years in favour of Dutch men. The health care budget is limited and has been decreas-
ingg even in absolute term. 

Solutionss to health care problems are usually sought in more money. Just put more money 
intoo the system and quality wil l appear, and the effectiveness and efficiency of the health 
caree system wil l improve. However, it is very often not possible because of two reasons: 

a}}  Resources are limited, what is even more important is that whatever resources are 
availablee for financing organisations, the government and the public at large want to 
knoww how the resources are going to be used. Health care has to be accountable. 

b)) There is a significant difference between health care budgets in Hungary and in the 
welfaree states. In order to get closer to the core problems of Hungarian health care 
qualityy let us assume that the Hungarian health care system receives exactly the 
samee per capita annual budget as is available for heath care in the Dutch, Canadian or 
Swedishh systems. Do we predict, that in this situation Hungary wil l achieve health 
caree of the same quality overnight? According to the author's hypothesis the answer 
iss no. The real question is what factors other than budget size make the quality of 
thesee health care systems different. This theoretical frame can be used to define the 
mostt important problems which might be responsible for the poor quality of care and 
identifyy key strategies and actions to improve the quality of the health care system. 

Studiess (quality of hospital care: patient satisfaction and patients' reports in hospitals; 
preoperativee assessment in surgery; risk-adjusted surgical site infection surveillance; the 
qualityy of nursing care; prevention and treatment of pressure ulcers; and quality of pri-
maryy health care - physicians' and patients' reports on system performance) presented in 
thiss thesis show, that: 

qualityy assurance can be implemented and used in Hungary in the transition period 
off  the health care system, 
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effectivenesss of health care quality can be improved by assurance initiatives in 
Hungary, , 
qualityy assurance initiatives might contribute to cost containment in Hungary. 

Accordingg to the results of the various quality assurance programmes of this thesis, fail-
uress of quality are more often due to poor organisation than to a lack of resources in 
Hungary.. Thus, these findings show that there is plenty of room for further improvement. 
Thee most important findings are summarised and the key methodological steps are dis-
cussedd in this chapter. 

TheThe author is grateful to Professor Frans Rutten, Institute of Medical Technology Assessment, 
ErasmusErasmus University, Rotterdam, for his helpful comments on paragraph 10.5. 
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10.11 Research questions and hypotheses 

Thee general aim of this study was to increase knowledge about the possible role of quality 
assurancee in improving health care effectiveness and efficiency and its relationship to the 
costss of health care services in the transition period of the Hungarian health care system. 
Inn particular, this study was designed to answer the following questions: 
(i)) Do quality assurance initiatives in Hungary improve the effectiveness of health care? 
(ii)) Do quality assurance initiatives in Hungary contribute to cost containment? 

Thesee two questions were addressed in relation to the following topics: 
qualityy of hospital and primary care: patient satisfaction and reports (Chapter 5 and 9), 
qualityy of preoperative assessment in surgery (Chapter 6), 
nosocomiall  infection surveillance: surgical site infections (Chapter 7), 
thee quality of nursing care: prevention and therapy of pressure sores (Chapter 8). 

Accordingg to the literature, quality assurance methods were implemented successfully under 
variouss circumstances in many countries through almost countless ways in order to achieve 
diversee quality improvement goals. Evidence shows that quality improvement can be 
achievedd through appropriate implementation of quality assurance methods. Based on in-
ternationall  literature the following two hypotheses were formulated. 

Hypothesiss 1: Quality assurance can be implemented and used in Hungary in the transi-
tionn period of the health care system. 
Hypothesiss 2: Once implemented, quality assurance activities can improve health care quality 
andd contribute to cost containment. 

10.22 The validit y and generalizability of the finding s 

Inn this thesis the incentive of the author was to look at a series of quality assurance initia-
tivess in Hungary. The reported quality assurance studies represent various health care 
settings,, e.g.: primary care (Chapter 9) and hospital care (Chapter 5,6,7 and 9); deal with 
diversee medical activities such as diagnostics (Chapter 6), medical care (Chapter 6 and 7), 
nursingg care (Chapter 8), patient satisfaction and patient reports (Chapter 5 and 9); and 
referr to the two most important features of the outcome of health care such as patient 
satisfactionn (Chapter 5 and 9) and clinical outcome (Chapter 7 and 8). It seems fair to 
concludee that major areas of quality assurance have been addressed. In order to show the 
impactt of quality assurance on health care, the context in which these initiatives took place 
wass also described. 

Validityy and generalizability have been discussed in each chapter. The relatively high num-
berr of study participants, patients, professionals and organisations, the high level of will -
ingnesss of participation in the various quality assurance programmes and the high comple-
tionn rate within each study suggest that we have now sufficient experience in this area to 
makee some general conclusions about the current situation and possible future develop-
mentt of quality assurance in Hungary. Although not all aspects and areas were adequately 
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addressed,, quality assurance studies of this thesis provide a useful baseline for further 
development.. Paragraphs 10.2.1, 10.2.2 and 10.2.3 provide some key information about 
thee study population, case mix and quality of care measures. 

10.2.110.2.1 Study population; patients and health care settings 

AA large number of patients and health care settings participated in the studies on which 
thiss thesis is based: 

inn three study rounds 8,200 patients in 31 hospitals were enrolled in the patient 
satisfactionn questionnaire survey called National Survey of the Quality of Hospital 
Caree between 1993 and 1997, and the established quality assurance mechanisms for 
patientt satisfaction measurement were investigated in 59 other hospitals (Chapter 5), 
altogetherr 46 hospitals participated in the study on preoperative assessment in sur-
geryy between 1992-1997 (Chapter 6), 
moree than 6,000 patients in 20 hospitals participated in the Risk-Adjusted Surgical 
Sitee Infection Surveillance in Hungarian hospitals, between 1992 and 1996 (Chapter 7), 
moree than 6,000 patients in more than 60 hospitals participated in the study of 
qualityy assurance of prevention and treatment of pressure ulcer between 1992 and 
19988 (Chapter 8) 
almostt 5,000 patients in 91 general practices were enrolled in the study of quality of 
primaryy health care: physicians' and patients' reports of system performance , 1994-
1996. . 

10.2.210.2.2 Case-mix 

Age:: adult patients participated (18 year-olds and over) 
Originn of patients: primary care and hospital patients representing both urban, semi-
rurall  and rural areas and basic, medium and top level care settings, 
Surgicall  vs. medical patients: participating patients represented both surgical and 
medicall  patient populations, 
Diagnoses:: patients with diverse surgical and medical diagnoses were involved, 
Severityy of illness: three severity of illness scoring systems were used: ASA classifica-
tionn (Chapter 6), NNIS risk index (Chapter 7) and Norton Scale (Chapter 8). 

10.210.2 3 Quality of care 

Variouss quality measures were used in the presented studies associated with structure, 
processs and outcome. Results from the studies of this thesis show that both structure and 
processs quality improved. 'Intermediate' outcome was assessed in all studies. The follow-
ingg dimensions of quality assurance were addressed in the quality assurance studies of the 
thesis: : 

structure:: various quality assurance professional groups/committees were created to 
assistt the institutionalisation of quality assurance, such as infection control and (Chap-
terr 7) pressure ulcer committees (Chapter 8) in health care settings, and national 
societiess on quality assurance, infection control and prevention and treatment of pres-
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suree ulcer. More than a 100 infection and pressure ulcer nurses were trained as part of 
thee programme to foster professionalisation. These professions were first introduced 
andd were put on the official list of the 'health care professions' in Hungary by the 
programmess presented in this thesis. 
process:: various quality assurance tools and methodology for assessment, such as 
questionnaires,, data collection forms as well as guidelines were created, adapted and 
implementedd as part of the programme (Chapter 5,6,7,8 and 9). 
outcome:: diverse outcome measures were used in the studies, such as patient satis-
factionn in hospital and primary health care (Chapter 5 and 9), nosocomial infection -
surgicall  site infection (Chapter 7), incidence of pressure ulcers (Chapter 8). 

10.33 Conclusions 

Thiss thesis provided direct evidence that quality assurance in the field of patient satisfac-
tion,, preoperative assessment in surgery, risk-adjusted surgical site infection surveillance 
andd prevention and treatment of pressure ulcers can be implemented and used and the 
effectivenesss of health care services can be improved in a group of Hungarian hospitals and 
primaryy health care settings (Chapter 6,7,8 and 9). Based on empirical data from the qual-
ityy assurance studies the first research question of the thesis (Do quality assurance initia-
tivess in Hungary improve the effectiveness of health care?) can be answered: 'Quality as-
surancee initiatives in Hungary can improve the effectiveness of health care'. The first hy-
pothesiss cannot be rejected, the accumulated evidence show that quality assurance can be 
implementedd and used in Hungary in the transition period of the health care system. Con-
clusionss and recommendations are based on available empirical data and closely related to 
thee first research question and the first hypothesis. 
Somee studies provided evidence on improved effectiveness related to a group of 7 county 
hospitalss (Chapter 6) and it was assumed that the findings are relevant to the rest of the 
countyy hospitals and other hospitals of the same size and function, with in total 50%-55% 
off  the hospital capacity in Hungary in terms of hospital beds falling in this category. Other 
studies,, such as Chapter 5, 7 and 8 provided evidence on a much broader group of hospi-
tals,, as a result of the participation of a large number of Hungarian hospitals. 

InIn contrast, no empirical data of good quality have been yielded by the quality assurance 
studiess presented in this thesis, concerning the second research question: 'Do quality assur-
ancee initiatives in Hungary contribute to cost containment?' And due to the lacking em-
piricall  data the second hypothesis such as 'Once implemented, quality assurance activities 
cann improve health care quality and contribute to cost containment.' cannot be rejected or 
accepted.. The thesis provided some evidence that quality assurance initiatives in Hungary 
mightt contribute to cost containment (Chapter 6, 7 and 8). Cost containment is a very 
difficul tt issue to be discussed in the Hungarian health care system, due to the lack of 
agreementt on the meaning of quality and cost, and because no standardised costing mecha-
nismss are implemented in the Hungarian hospitals in general, and as part of quality assur-
ancee programmes in particular. In the current stage of the transition of the Hungarian 
healthh care system these issues can be addressed on a more theoretical level which is pro-
videdd in paragraph 10.5. This theoretical frame of quality improvement and cost contain-
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mentt is considered as one of the results of the quality assurance studies presented here; 
furthermore,, it forms part of the major recommendations to show the direction of further 
researchh in the future in Hungary. 

Andd finally another result of these quality assurance programmes might be that the par-
ticipatingg organisations accepted the challenge for the first time. The more experienced an 
organisationn becomes with a particular change, the more likely it is to repeat the change -
becausee it knows how to make it. If a particular change becomes causally linked with 
successs in the minds of organisational decision-makers - irrespective of whether such a 
linkk in fact exists - reinforcement effects wil l make repetition even more likely. Thus, once 
changee is initiated, the change process itself may become routinized and subject to inertial 
forces.. This creates repetition, that is, the tendency to maintain direction and emphasis of 
priorr actions in current behaviour. Experience with change of a particular type is therefore 
predictedd to increase the likelihood that the change wil l be repeated in the future. 

10.44 Recommendations 

Basedd on the findings of the quality assurance studies of the thesis the following recom-
mendationss can be made: 
a)) Quality improvement activities in the field of patient satisfaction, preoperative as-

sessmentt in surgery, infection control, prevention and treatment of pressure ulcers 
andd patient reports in primary care, should be promoted and broadly disseminated to 
alll  hospitals. Smaller hospitals (municipal hospitals) 'below the critical mass' (Para-
graphh 6.5.2) might also be able to participate in quality improvement initiatives 
throughh various forms of management assistance, such as twinning hospitals, more 
extensivee networking, sharing experience and time of quality assurance professionals 
andd quality management with county hospitals. The most appropriate technique 
shouldd be identified, piloted, implemented and maintained in the near future, assisted 
byy regulation or legislation, for instance, within the accreditation scheme which is 
currentlyy being established. 

b)) Quality improvement should be identified as an important tool of health policy and 
planning.. According to our experience, some form of quality assurance activity has 
too be in place in order to allow for a particular problem, and the extent of the burden 
itt creates, to be identified. (The example of quality assurance studies on pressure ulcer 
-- Chapter 8 - and infection control - Chapter 7 - showed that the magnitude of the 
reall  problem was in contrast to the officially reported data.) 

c)) A good professional body on quality assurance, supported by a strong quality im-
provementt research institute, would be a good way of achieving quality improve-
ment,, for which there is evidence of effectiveness in other countries of Europe. 

d)) More comprehensive data collection is needed as a routine in all kinds of health care 
settingss where quality is intended to be improved. Experiences from the presented 
qualityy assurance programmes showed that over 80% of time and resources were 
spentt on collection of basic data and quality checks of these data. Further quality 
improvementt activities seem to be very difficult, if not impossible, without more 
focussedd and structured data of good quality and sufficient amount. 
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e)) The results show that health care settings might absorb innovations/changes with-
outt them changing. One working quality assurance programme does not necessarily 
meann that the whole system has changed and the concept of quality has been imple-
mented.. In order to improve and maintain quality of care the quality concept has to 
bee further implemented in the Hungarian hospitals, assisted by appropriate legisla-
tion,, funding and audit. 

f)) Massive training on basic methodologies should be provided to the quality assurance 
staff.. Introduction of quality assurance tools and teams in the absence of basic capa-
bilitiess to collect, analyse, interpret and present data is likely to be unsuccessful in the 
longg run. Experiences from the quality assurance studies presented in this thesis show 
thatt although, data collection and processing were often successful the analysis of 
thee data was done at a very basic level, followed by no appropriate interpretation and 
presentationn of findings. As a consequence of this, interventions were not executed. It 
iss also a special hazard in Hungary that there is a tendency to hire quality consultants 
(bothh from abroad and from Hungary) to introduce quality assurance in hospitals 
thatt do not have the basic infrastructure and trained and experienced staff to support 
qualityy assurance projects. 

g)) A national quality improvement policy should be formulated for the longer run. 
Long-termm strategic goals have to be clear and known. This policy should clearly 
separatee areas where quality assurance should have an important role from areas 
withinn the health care system where other types of activities (e.g. legislative, man-
agement,, financial, crisis management) and actions have priority. It is important to 
recognisee that some systems are not worth saving and must be overhauled com-
pletely;; tinkering just wil l not have the desired impact. 

h)h) Steps have to be taken in order to achieve the support of the health care professionals 
andd their professional organisations. Quality of care cannot be improved without the 
activee involvement of the professionals. In Hungary ISO certification is widely be-
lievedd to be equal to quality improvement. Professionals do not speak the language of 
thee ISO and ISO is not taken as a good tool for achieving professional goals, it should 
nott be a surprise because ISO is not designed to do so. 

i)) According to the experiences from these quality assurance studies improvement cycles 
havee to be run rapidly so that organisational learning can be immediate. Quality 
improvementt cycles have to be directly proportional to the degree of the implementa-
tionn of the quality concept of the given organisation. Planning 'ideal' large scale ex-
perimentt and creating 'big databases' over many weeks or months or even years 
consumee enormous personnel resources, erode momentum and enthusiasm and re-
ducee risk tolerance. Small rapid-cycle experiments maintain commitment and en-
couragee risk taking and creativity. 

j)) An appropriate legal frame and economic/reimbursement incentives should be cre-
atedd (perverse incentives should be kept at the lowest minimum level) in order to 
strengthenn the development and implementation of quality improvement. Quality 
improvementt might save resources (e.g. in the field of infection control) in the long 
run,, but quality improvement (training, creating programmes, indicators, guidelines) 
requiress investment. Treating of pressure ulcer for instance is considered to cost more 
thann preventing it, yet preventative measures can be themselves expensive. Separate 
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budgetss have to be devoted to quality improvement programmes at national and 
local/organisationn level, 

k)k) Awareness of the exact meaning of quality and costs issues should be improved among 
politicians,, policy makers, regulators, managers and professionals in order to show 
thatt the investment in quality has good return in both economic and societal terms and 
too assist their decision on how much resources should be channelled to improve quality. 

10.55 Futur e development 

Thee empirical data from quality assurance studies presented by the author are not suffi-
cientt to give a good answer the second research question: 'Do quality assurance initiatives 
inn Hungary contribute to cost containment?' and to reject or accept the second hypothesis 
suchh as: 'Once implemented, quality assurance activities can improve health care quality 
andd contribute to cost containment.' Some evidence provided (Chapter 8) shows that it is 
likelyy that quality assurance initiatives contribute to cost containment, but a deeper theo-
reticall  reflection is needed to really address this topic. One of the results of this thesis is the 
formulationn of the following theoretical frame and its operalisation, presented as a checklist 
(Paragraphh 10.5.2.10), which should be implemented in order to assist the development of 
effectivee and cost-effective quality assurance programmes and costing of quality in Hungary. 

10.5.110.5.1 Need for evaluation of the effectiveness and cost-effectiveness of quality assur-
anceance programmes 

Inn an environment where hospitals and other health care institutions compete based on 
quality,, offering new and better services in order to improve a competitive edge to win 
moree or better contracts, quality assurance is a very important tool. Quality assurance 
programmess are among the important resources, including what the health care 
organisationss purchase in order to assure that this competitive edge is going to be achieved 
andd stabilised. Purchasing quality care and quality assurance programmes as a process 
shouldd itself be subjected to improvement. Similar or same goals might be achieved through 
thee implementation of very different quality assurance programmes. Structure, process 
andd outcome oriented programmes can be used separately or in almost infinite combina-
tion.. Numerous process or/and outcome indicators can be used as well as various educa-
tion,, training, regulation and control methods can be implemented. There are many other 
wayss of improving the effectiveness of quality assurance, e.g. to achieve achievable benefit 
nott achieved in a cost-effective way. Administrative, financing and regulatory tools can be 
used,, education, training, licensing, accreditation, peer review, audit and guidelines can be 
employed.. Health care settings have to purchase effective and cost-effective quality assur-
ancee programmes to improve their capacity of providing cost effective quality services. What 
doo these quality assurance tools have in common? How to select the one of them that should 
bee implemented, to what extent and in what combination, over what time frame? 
Ass was discussed earlier in this thesis the author uses Williamson's (1978) definition of the 
mainn aim of quality assurance namely: "The main aim of quality assurance activities is to 
assesss and improve the actual benefit of a given health care service where there is further 
benefitt achievable but not achieved. In other words, one of the goals of quality assurance is 
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too improve the effectiveness of health care. Quality assurance should bridge the gap be-
tweenn efficacy and effectiveness, and what is equally important: effectiveness of the qual-
ityy assurance tools is not enough it should be done in a cost-effective way. This is a rather 
narrow,, but very practical focus of quality assurance used in this thesis. 

10.5.210.5.2 How to achieve quality improvement in an effective and cost-effective way? 

InIn the following part of this chapter a list of necessary steps are listed and an explanation 
iss given of what has to be taken into consideration before any kind of quality assurance 
activitiess are started. 

10.5.2.11 Cost-effective quality improvement 

Cost-effectivenesss analysis is generally used to select those interventions in health care, 
whichh have increased benefits against relatively low costs when compared to alternative 
interventions.. Often cost-effectiveness information stems from studies under controlled 
situationss and reflects efficacy rather than effectiveness. The area of application of this tool 
cann be extended to the whole process of care: not only the question of which intervention 
shouldd take place given a specific health care problem but also the more broad question of 
thee efficiency of the whole process of care should be addressed. This question can be for-
mulatedd as: ' given the current way of diagnosis and treatment of a certain health problem 
howw can a budget be allocated in such a way that the increase in health status is maximised 
consideringg all relevant phases in the process of care'. 
AA number of questions arise when considering such extended application of cost-effective-
nesss analysis: 

Whatt phases in the care process should be distinguished? 
Whatt sources of information are available to determine current levels of investment 
andd effectiveness for these phases? 
Whatt is known about the relative efficiency of strategies for improvement of the 
qualityy of care in these phases? 
Whatt decision rule can be applied to determine the optimal resource allocation from 
thee available budget? 

Regardingg the phases of care to be distinguished we suggest to use the following phases 
andd related issues {modified from Tugwell et al., 1985): 

Contactt with health care: does a patient contact a health care provider and if so, does 
hee do so in a timely fashion? 
Diagnosis:: is each patient diagnosed appropriately and timely? 
Indication:: is cost-effective care indicated? 
Provisionn of care: is cost-effective care provided? 
Patientt compliance: does the patient follow advice correctly and timely? 

Thee interesting property of a care process as described in such phases is that inefficiencies in 
onee phase influence the effectiveness of investing in another phase. For instance, actually 
providingg appropriate care is less effective when the more severe cases do not contact the 
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healthh care sector or when patients are often diagnosed inappropriately. The effectiveness 
off  investment in strategies to improve the care process in one phase is therefore conditional 
uponn the current level of investment and effectiveness in each of the other phases. 

Whenn considering the available evidence on current levels of investment and effectiveness 
itt is clear that especially information about the effectiveness of present interventions is 
lacking.. In the 'Public Health Status and Forecasts' program in the Netherlands (Ruwaard 
andd Kramers, 1997) the actual performance in each phase of the care process for 10 disease 
categoriess was investigated. It was found that such performance could only be described in 
qualitativee terms and that virtually no quantitative data on actual effectiveness could be found. 
Ass we are moving from effectiveness of the health care interventions and other health care 
servicesservices to quality improvement the next challenge is to find information on the effective-
nesss of investment in quality improving strategies. In this respect it is helpful to see whether 
informationn on the achievable effectiveness in an optimal situation is available. Such infor-
mationn wil l be different for the distinct phases. For instance, for the fourth phase of health care 
provisionn information from prospective randomised controlled clinical trials may be useful to 
takee as a benchmark for current effectiveness levels. But for other phases other sources of 
informationn should be used. Epidemiological data may inform about actual patient num-
berss as against expected numbers, as would be relevant to assess whether all patients are 
identifiedd (e.g. relevant in tuberculosis and diabetes). Also studies on actual compliance may 
informm about potential benefits to be gained by programs to improve patient compliance. 
Identificationn of a gap between actual and attainable effectiveness is not enough. For 
optimisationn it is necessary to know the relative cost-effectiveness of different strategies 
forr quality improvement in each phase. The bulk of evidence here is on the relative cost-
effectivenesss of diagnostic and therapeutic strategies (what should be done?) rather than 
onn the cost-effectiveness of improvements in the process of care (how should it be done?). 
Increasinglyy studies on the effectiveness of quality improvement programs include consid-
erationn of the relative efficiency of such program. 

Finallyy a decision rule should be specified to inform the optimal allocation of an available 
healthh care budget. Taking an incremental perspective resources should be allocated such 
thatt the increase in health status is maximised considering the actual care process (e.g. for 
aa specific disease) and all possible strategies to increase effectiveness in all 5 phases of the 
caree process. When all required information is available including the relation between the 
relativee efficiency of investment in one phase and current levels of investment and effec-
tivenesss in the other phases the optimal allocation can be determined through application 
off  appropriate operations research techniques. Given the lack of information a more heu-
risticc approach may be required. This would involve a global investigation of bottlenecks in 
eachh phase of the care process and a consideration of strategies to fix identified problems. 
Forr such limited number of strategies the relative efficiency given the order of implementation 
shouldd be assessed in order to select the optimal combination of strategies to be applied. 

10.5.2.22 Scientific evidence and interpretation 

Beforee starting quality assurance activities scientific evidence should be collected about the 
topicc under study related to efficacy and effectiveness (Paragraph 10.5.2.3) and manage-
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mentt innovation quality should be taken into consideration as well (Paragraph 10.5.2.4). 
Scientificc evidence of healthcare services are exhaustively discussed by many authors, how-
ever,, interpretation of evidence - clinical vs. social effectiveness - under a certain socio-
economicc and cultural conditions in a given country is equally important. Tanenbaum 
(1996)) reviewed 42 references of Canadian and US policy-making to determine how differ-
entt value systems can influence the use of evidence in policy-making. The author con-
cludedd that because of different culture and different decision making process the knowl-
edgee about effectiveness and ineffectiveness which is usually expressed in terms of prob-
abilities,, has different contribution in decisions in both countries. Canadian policy-makers 
overstatee the social applicability and the US policy makers the individual applicability of 
outcomess research findings. Hope (1998) stressed that knowledge gained from evidence-
basedd medicine is likely to be used principally by those groups that already hold the power. 
Iff  this is so, the response should be that the knowledge is readily available to all groups, 
andd particularly those with less power over the health care budget. There is another aspect 
off  this issue presented by Oliver, Rajan, Turner et al. (1996). They argued that some health 
caree professionals opposed evidence-based care on the ground that it would increase anxi-
ety,, reduce compliance and create problems. They reviewed patients' reactions to informa-
tionn sheets on ultrasonography which were based on current best knowledge and gave full 
disclosuree of benefits and adverse effects. They concluded that ultrasonography is an es-
tablishedd procedure which has functions other than what might be defined as clinical effec-
tiveness,, for example many women believe it is socially desirable to view the foetus on the 
screenn and receive assurances that the baby is healthy. 

10.5.2.33 Scientific evidence of quality assurance 

Aree there some kinds of scientific evidence that the chosen quality assurance activity is 
effectivee to narrow the gap between efficacy and effectiveness in the field of the particular 
piecee of health care technology? According to the literature, for instance, scientific evidence 
iss available to show that practice guideline setting and implementation is a good tool in 
changingg physicians' behaviour and probably improve outcome. (Grimshaw and Russel, 
1993;; Grimshaw and Russel, 1994; Grimshaw, Freemantle and Wallace, 1995) 

10.5.2.44 Evidence of effective management innovation 

"Wee think in quantum leaps but mostly implement in small steps " this is one if the most 
importantt issue argued by Homma (1998). The improvement of effectiveness and cost 
effectivenesss of quality assurance requires that the focus of quality assurance has to incor-
poratee the entire patient process (x,y,z ..., w). This argument is consistent with many 
previouss studies from inside and beyond the world of healthcare. (Deming, 1992; Juran, 
19888 and 1992; Berwick, 1998; Caldwell, 1998; Good ideas (e.g. guidelines) are not self-
implementing.. The function of QA can be shown as QA = f (x, y, z, ... , w). The study 
publishedd by Keston and Enthoven (1998) shows an excellent example for this function. 
Betweenn 1993 and 1995 the average length of stay for hip replacement decreased from 17 
dayss to 6.3 days. The cost reduced by 9000 US dollars, and the quality of care improved in 
termss of nosocomial infection, venous thrombosis and dislocation of the hip. The authors 



318 8 Hungariann health care in transition... 

identifiedd 14 clinical and management innovations that they considered to be relevant to 
costt reduction and quality improvement such as: 1) clinical guidelines; 2) pre-operative 
patientt education; 3) antibiotic prophylaxis; 4) anticoagulant prophylaxis; ... 8) standardised 
nursingg care; 9) early transfer to 'skilled nursing facilities'; 10) early discharge; ... 14) the 
usee of modular prostheses allowing parts to be replaced. In this above function x can be 
equatedd to the 1st management and clinical innovation (clinical guideline) and the w can be 
equatedd with the 14th one (the use of modular prostheses allowing parts to be replaced). In 
thiss way process utilit y can be taken into account when making guidelines. 

10.5.2.55 Scientific evidence supporting 'achievable benefit not achieved' (a massive gap 
betweenn efficacy and effectiveness) 

Givenn the limited resources and difficulty in changing professional behaviour quality as-
surancee activities should be focused on those areas of clinical practice where good evidence 
existss and change would be worthwhile. Measuring the size of the gap between efficacy 
andd the effectiveness is crucial. Policy makers, administrative and clinical decision-makers 
att all levels need this information that allows them to increase the use of rational decision 
makingg in order to manage changes successfully. Due to the diminishing marginal utility 
off  additional spending massive difference should be present between efficacy and effective-
nesss in order to be able to present significant improvement within a relatively short time 
framee with potentially cost-effective way. Cost utility ratios, cost per QALY for instance, 
alsoo change in the real world due to the diminishing marginal utility of additional spending 
whichh might have a major influence on decision making. In other words it means that 
moree spending is required close to the last parts of the gap (ceiling effect), that is why 
conditionss related to cut off points (CE ratio) should be identified. 

Duee to the different conditions, patient sample (co-morbidity, severity of illness) and set-
tings,, efficacy defined by RCTs cannot be achieved most of the times. There are differences 
inn the actual effectiveness due to the limited availability of resources (financial resources, 
knowledge,, staff) and the differences of the wellness, appropriateness and effectiveness of 
thee quality assurance tools. The achievable benefit of every given situation has to be de-
finedd carefully, by benchmarking in any given quality assurance programme. 
Thee level of achievable benefit has to be defined, predicted and explicitly stated within all 
qualityy assurance programmes (risk assessment included). The same achievable benefit 
targetss can be used only in countries where: a) local conditions of care are the same or very 
similar.. 'Local condition' is not a technical term, local conditions incorporate socio-eco-
nomic,, cultural, geographical factors from which the actual characteristics of the 'local 
conditions'' are derived; b) the state of medical science is the same. According to this hy-
pothesiss achievable benefit, as a crucial corner stone of every quality assurance activity, 
hass to be tailor made. Different aspects have to be taken into consideration, e.g. the size' 
locationn and teaching status of the hospitals. 

10.5.2.66 Clear, and explicit goals 

Thee importance of clear and explicit goals was highlighted by many authors. (Juran 1988, 
Williamsonn 1978, Donabedian 1980) It is important to take into consideration that the 
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durat ionn of the quality assurance programme might have a profound impact on the re-
sultss and costs and cost-effectiveness (discount rate) of the quality assurance programme. 
Programmee specification is needed not only in terms of what to do but in terms of t iming 
ass well. The time frame of the evaluation should be standardised as well in order to make 
evaluationn easier/possible. 

10.5.2.77 W h at are proper outcomes in qual i ty improvement? 

Patientss wi th a specified outcome should be the unit of analysis, not the events itself. 
Particularly,, because events can differ in severity and consequences. 

10.5.2.88 Cost per un it of addit ional benefit has to be calculated - incremental cost 

Ass was stated earlier the main aim of quality assurance is bridging the gap between effi-
cacyy and effectiveness. If we want to do this in a cost-effective way, an important question 
hass to be explicitly addressed and listed among the goals: to what extent should this gap be 
bridged?? Figure 10.1 shows the production function of quality assurance tool X. 

Figur ee 10.1 Production function for  qualit y assurance tool X 

TOTALL COST 

Thee higher the capacity to benefit from a medical service associated wi th a given quality 
activity,, other things being equal, (not necessarily, also depends on the efficiency of the QA 
activity)) the greater the benefit from the quality assurance activity. Assuming this to be 
true,, the effectiveness of this group of services should be improved first. As additional 
budgett becomes available, other groups with less capacity to benefit can be taken care of. 
Ass this happens, the benefit per the unit of budget expended declines. 
Byy rank ordering the interventions we can create a production function curve w i t h a slope: 

( Y 2 - Y 1 ) / ( X 2 - X 1 )) or dY / dX 
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(Y22 - Y l ) / (X2 - XI ) is the slope of the chord (straight line between two points on a curve) 
fromm point number 1 to point number 2, bo th of which must lie on the curve. The slope of 
thee curve at a point (dX/dY) is the limi t of the slope of this chord as the abscissa of the 
secondd point approaches the first. That is, the slope of the function at the point is the 
derivativee rather than the slope of the chord. Marginal cost (marginal cost per unit pro-
duced)) where the unit might be a year of lif e saved, a patient day in the hospital, a case per 
cancerr detected etc. The marginal cost of the n + l st unit is defined algebraically as (the total 
costt of producing n +1 units) minus (the total cost of producing n units). 
Averagee cost of the n+ 1 units is defined as (the total cost of producing n +1 units) divided 
byy n + 1. So marginal cost of the n th unit of benefit X n - X n - 1 / Y n - Yn-1 
Iff  we look at it from the opposite point of view, (having the cost as independent variable) 
wee can calculate the marginal average benefit. In this case it can be shown that in certain 
partss of health care marginal benefit is decreasing. But the whole thing basically depends 
onn h ow we conceptualise, measure and account and discount(l) the total benefit and the 
totall  cost. Discounting is important because both investment (cost) and benefit happen in 
t ime.. It is important how to value future benefit and how to discount investment over 
t ime.. If we go a bit further we can see in our hypothetical production function curve that 
Y22 - Y l can be negative when the total benefit can go down til l zero or below the 0 level. 
Thiss theoretical frame can be used to explicitly define the amount of the gap between 
efficacyy and effectiveness which should be bridged wi th the help of the given quality assur-
ancee tool. Figure 10.2 show different quality assurance tools and different amount of im-
provementt of effectiveness can be achieved in cost-effective way when the added benefit / 
addedd cost ratio is favourable. 

Figur ee 10.2 Qualit y assurance tools with different effectiveness and cost-effectiveness 

BENEFIT T 

Efficacy y 

Effectiveness s 

COST T 

Thee figure shows that to improve effectiveness, to achieve greater part of the achievable 
benefitt not achieved is not imperative, costs issues have to be taken into consideration. For 
example,, if the gap between the actual benefit and the achievable benefit is large, this 
si tuat ion,, at least theoretically, offers much room for the improvement of effectiveness, to 
achievee greater part of the benefit currently not achieved. But, for example, if 70 percent of 
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thee benefit not achieved might be achieved in a very good costs per 'added unit of benefit 
achievablee achieved' (marginal costs: the change in total cost that results when benefit is 
variedd by one unit), and than the unit of additional benefit achieved is going to be high, 
probablyy further improvement of effectiveness is not desired. (Probably this amount could 
bee used elsewhere with higher efficiency.) The decision depends on value judgement to a 
substantiall  extent. For example when we have a sentinel event (indicator), for instance 
maternall  death, in this case zero defect is the only acceptable level, and effectiveness has to 
bee 100%. Every benefit has to be achieved. Another example from the field of screening: 
100%% compliance of the target population in mammography screening would be ideal. But 
ass is clearly demonstrated by examples from the UK and the Netherlands, to improve 
compliancee over 80 or 90 percent would be very expensive if not impossible. The same can be 
demonstratedd in relation to vaccination. To improve vaccination rate over 95%-97% would be 
extremelyy expensive and even not necessary. It is statistically evident that the chances that two 
unvaccinatedd individuals wil l meet and get infected or even cause epidemic are small. 

10.5.2.99 Af f ordability 

Anotherr crucial point which has to be taken into consideration: wil l the given health care 
servicee be affordable if it is provided at a higher level of effectiveness. As was discussed 
earlier,, additional spending has a diminishing marginal utility both related to the health 
caree services (for example, costs/QALY ratio is getting higher) and associated with quality 
assurancee activities. The most troublesome for policymakers, payers, and patients alike, in 
alll  probability, are costs of care. All parties emphasise to use an explicit grading system of 
thee costs of services provided to support decisions. (Stevens, Colin-Jones and Gabbay, 1995) 
Onee possibility, when applicable is to provide cost utility information about the given piece 
off  health care service which is in the focus of the quality assurance activity (Table 10.1) in 
addition,, however, some kind of costs per added unit of benefit should be calculated also 
aboutt the quality assurance tools applicable in the given situation. 

Tablee 10.1 Cost utilit y categories 

Resourcee requirements 

Lesss than 0.5 million Ft. per life year (a) 

Moree than 0.5 million Ft. but less than 5 million Ft per life-year 

Moree than 5 million Ft. but less than 10 million Ft. per life year 

Moree than 10 million Ft. per lif e year 

Categories s 

A A 

B B 

C C 

D D 

(E)) or quality equivalent 

Inn UK the category A is less than 3,000 Pounds; B is between 3,000-10,000 Pounds; C is 
10,000-20,0000 Pounds, and the category D is more than 20,000 Pounds. Categories in 
Tablee 10.1 are based on costs of the Hungarian health care system. To further support the 
decisionn on which topic in the health care system might be chosen to improve its quality, 
whichh means in this context, to bridge the gap between efficacy and effectiveness, available 
scientificc evidence should be combined with costs information. (Table 10.2 ) 
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Tablee 10.2 Scientific evidence and cost-utility 

Qualityy of scientific evidence / Cost Utilit y 

I I 

11 1 

III I 

IV V 

Not-effectivee based on scientific evidence 

Harmful,, based on scientific evidence 

A A 

++ + 

++ + 

+ + 

0 0 
--

— — 

B B 

++ + 

+ + 

# # 
0 0 
_ _ 

_ _ 

c c 
# # 
# # 
# # 
0 0 
--

— — 

D D 

## # 
## # 
## # 
0 0 
_ _ 

— — 

++ + = strong scientific evidence, very good cost-effectiveness 
++ = good or fair scientific evidence and good or fair cost^effectiveness 
## = good or fair scientific evidence and low cost-effectiveness 
# ## = strong, good or fair scientific evidence and very low cost-effectiveness 
00 = no scientific evidence available 

== not effective based on scientific evidence associated with varying amount of costs 
—— = available scientific evidence shows that the given health care service is harmful if provided associated 
withwith varying amount of costs 

Healthh care is a diverse field, resources and time for quality improvement are restricted, in 
contrast,, the number of topics are endless. Quality improvement should be focussed at the 
mostt relevant aspects of care and at problem areas with the greatest impact on patients and 
caree providers and the maximum chance of improvement. (Grol, 1996) By using the table 
10.22 competing quality assurance programmes can be graded according to the their under-
lyingg scientific evidence and cost-effectiveness. In this way research and policy making are 
linked. . 

10.5.2.100 Check list 

Priorr to the quality assurance programme for planning purposes the subsequent check list 
cann be followed in order to set up an effective and cost-effective quality assurance 
programme.. (Table 10.3) Information and some kind of evidence should be provided on the 
followingg four key aspects: quality assurance of health care service; quality assurance 
programme,, and costs. 

CLOSINGG SENTENCES 

Overr the past six years while the research underlying this thesis was being conducted, 
thee author and many of his peers, who shared the same vision, were trying to apply a 
rationall  way of thinking, so indispensable in scientific research, to health care in a 
countryy where decisions have traditionally been made in a highly irrational way. 
Whetherr or not this 'knowledge sharing' exercise wil l result in improvements in quality 
thatt wil l be comparable to the satisfaction for. those involved, remains to be seen. 
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liablee 10.3 Check-l ist 

Steps s Checklist t 

Qualityy of health care service 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

Whatt is the main goal to be achieved? Is it structure, process or outcome related, or a combination 
off  these elements? What is the 'added benefit' and what is the unit of added benefit, and how to 
measure?? What measurement to be used? 

Iss the goal of the given quality assurance programme achievable based on scientific evidence 
underr idealistic condition (efficacy)? How strong is the scientific evidence? 

Whatt is the current level of effectiveness? How 'big is the gap' between efficacy and effectiveness? 
Whatt is the minimum sample size to answer these questions and is (at least) this minimum 
samplee size present? Are there differences in effectiveness among functional or structural parts of 
thee object of quality assurance (For instance, in case of hospital, are there differences among 
departments?? In case of country, region or county, are there differences among hospitals?) 

Whatt is the chosen benchmark to set up a target achievement? The benchmark could be the 
neighbouringg health care organisation or the best in the same district or country, or the 
leadingg organisation in the given field. What percent of the 'gap' between efficacy and effec-
tivenesss can be bridged? 

Whatt is the time frame of this development, and what is the benefit achieved during this time 
periodd with certain percentage for discounting? 

Whatt is the importance of this development and its relevance in meeting the needs? 

Iss there a high level of professional consensus related to the needs and methodology? 

Qualityy Assurance 

8 8 

9 9 

10 0 

11 1 

Whatt type of quality assurance programmes could be performed in order to improve effec-
tiveness?? Make a list. 

Iss there scientific evidence available to demonstrate that the quality assurance programmes 
reallyy improve quality, and how strong is the scientific evidence? What is the outcome of the 
givenn quality assurance programme: real outcome or surrogate outcome. (It might depend 
onn the goal of the quality assurance programme. For instance, changing practitioners behaviour 
byy setting and implementing guidelines can be an outcome of the programme if the declared 
mainn goal is to change professional behaviour, but can be a surrogate outcome if the programme 
aimedd at improving the appropriateness of the high blood pressure prevention and treatment.) 

Underr what condition {legal, financing mechanisms, management system, social and cul-
turall  background) are these listed quality assurance tools functioning well and at what cost. 
Couldd these tools (or at least one of them) be implemented under our own actual situation? 
Whatt kind of requirements can be identified (steps of complex management innovation) and 
shouldd be provided to set up optimal conditions in which the chosen quality tool might work 
welll  with the highest probability 

Whatt is the expected shape of the production function curve for the given quality assurance 
programmess which might be implemented. (Try to avoid ceiling effect.) 

Costs s 

12 2 

13 3 

14 4 

15 5 

16 6 

Al ll  important costs elements of the quality assurance programme should be identified and 
collected.. Calculate average medical malpractice claims in terms of dollar in the particular 
settingg and area. 

Indirectt cost should be identified and estimated in a well defined and documented way. 

Certainn percentage of discount rate should be used. 

Incrementall  cost-effectiveness ratios should be calculated. 

Sensitivityy analysis should be performed. 
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Appendixx 1 

Nat ionall  Survey of the Qualit y of Hospital Care - Questionnaire 

Hospitall  name 

Departmentt name 

Please,, circle the correct answer or answers. 

1.. About how many continuous nights did you stay in the hospital? 
onee night only 1 
2-33 nights 2 
4-66 nights 3 
att least 1 week, but less than 2 weeks 4 
att least 2 weeks, but less than 3 weeks 5 
33 weeks or more 6 
Can'tt say 8 

2.. (a) Were you admitted to the hospital as the result 
off  a referral 1 
ann unplanned visit due to: 
ann accident/emergency 2 
can'tt say 8 

(b)) How long did you wait between the time of the referral/accident/emergency and 
yourr admission to the hospital? 
lesss than one day 1 
att least one day, but less than 3 days 2 
att least three days, but less than 6 days 3 
att least one week, but less than 1 month 4 
att least 1 month, but less than 3 months 5 
att least 3 months, but less than 6 months 6 
66 months or more 7 
can'tt say 8 

(c)) How long did you have to wait on the day you arrived at the hospital before you 
couldd be admitted? 
lesss than 1 hour 1 
att least 1 hour, but less than 2 hours 2 
att least 2 hours, but less than 3 hours 3 
att least 3 hours, but less than 4 hours 4 
moree than 4 hours 5 
can'tt say 8 
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3.(a)) Before your admission to the hospital, did anyone explain to you why you should go to 
thee hospital for your health problem, illness? More than one answer is possible, 
noo one explained 1 IF Circled, GO TO Q4 

[Iff  yes] who explained the reasons to you? 
myy family doctor 2 
anotherr doctor 3 
aa nurse or other, but not a doctor 4 
other,, or can't say 8 

(b)) How satisfied were you with the explanation you were given about why you should 
goo to the hospital? 
veryy satisfied 1 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
nott very satisfied 4 
nott at all satisfied 5 
can'tt say 8 

4.. Before or soon after you went to the hospital, were you told what your daily routine 
wouldd be — such as when you would see a doctor, when you would have tests, when 
youu would have meals, and so on - or were you not told anything about your daily 
routine? ? 
yes,, told something about routine 1 
no,, not told anything about routine 2 
alreadyy knew/no need to explain 3 
couldd not have been told because was unconscious 4 
can'tt say 5 

5.. Before, or soon after you went to the hospital, were you given any printed informa-
tionn about the hospital and its routine? 
yess 1 
noo 2 
can'tt say 8 

6.(a)) Was there anything that you feel you should have been told when you were admitted 
too the hospital that you were not told? 
yess 1 
noo  2 
can'tt say 8 

(b)) What do you feel you should have been told? 
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7.. How satisfied were you wi t h the hospital environment/facilit ies? 
veryy satisfied 1 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
fairlyy dissatisfied 4 
nott at all satisfied 5 
noo answer or can't say 8 

8.. Did all of the hospital staff, most of the staff or only some of the staff wear name 
badges? ? 
no,, nobody 1 

[Iff  Yes] 
alll  2 
mostt 3 
somee 4 
no,, none 5 
can'tt say 8 

9.. (a) Did any of the hospital doctors explain your condition or t reatment to you? 
yes,, explained condit ion/treatment/tests? 1 
no,, did not explain anyth ing 2 GO TO Q10 
didn'tt speak to any hospital doctors 3 GO TO Q10 
can'tt say 8 

(b)) How satisfied are you wi t h the explanation from the hospital doctor{s)? 
veryy satisfied 1 
fairl yy satisfied 2 
neitherr satisfied nor dissatisfied 3 
fairlyy dissatisfied 4 
veryy dissatisfied 5 
can'tt say 8 

10.. (a) Did you ask the nurses any question about your care? 
yess 1 
noo 2 GOTO Ql 1 
can'tt say 8 

(b)) When you asked the nurses questions about your care, did the answers they gave 
satisfyy you? 
veryy satisfied 1 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
fairlyy dissatisfied 4 
veryy dissatisfied 5 
can'tt say 8 
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11.. (a) While you were in the hospital, were you ever given information about your con-
dition/illnesss in a way which upset you? 
yes,, was upset 1 
no,, never upset 2 
can'tt say 8 

(b)) Did you ask to see your health records? 
yess 1 
noo 2 
can'tt say 8 

(c)) Do you think that you have a right to look at your own health records? 
yess 1 
noo 2 
can'tt say 8 

12.. Did you take part in decisions about your care as much as you wanted? 
tookk part as much as wanted 1 
tookk part, but not as much as wanted 2 
didd not take part 3 
can'tt say 8 

13.. How satisfied were you with the decisions made about your care? 
veryy satisfied 1 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
somewhatt dissatisfied 4 
veryy dissatisfied 5 
can'tt say 8 

14.. How confident were you about the ability of the hospital doctors treating you? 
veryy confident 1 
fairlyy confident 2 
neitherr confident nor nonconfident 3 
nott very confident 4 
nott at all confident 5 
can'tt say 8 

15.. (a) Were you examined by or in the presence of medical students or others who were 
nott directly involved in your treatment? 
yess 1 
noo 2 GOTO Ql 6 
can'tt say 8 
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(b)) If so, were you upset by this being done? 
veryy upset 1 
fairlyy upset 2 
neitherr upset or nonupset 3 
nott particularly upset 4 
nott upset at all 5 
can'tt say 8 

16.. (a) Was the reason you were being given tests, medicine, or treatments explained to 
youu by a doctor or other hospital staff? 
yes,, well explained 1 
yes,, somewhat explained 2 
no,, not explained 3 
alreadyy knew/no need to explain 4 
can'tt say 8 

(b)) If the answer to A is "yes", were the results or outcomes of the tests, medicine or 
treatmentss explained to you in a way you could understand? 
yess 1 
noo 2 
can'tt say 8 

17.. (a) Did you experience pain? 
yess 1 
noo 2 GOTO Ql 8 
can'tt say 8 

(b)) Were you warned by your doctor or hospital staff beforehand that you would expe-
riencee pain? 
yes,, was warned 1 
no,, was not warned 2 
couldd not have been warned 
/unconsciouss or emergency/ 3 
no,, warning not necessary/had it before/ 4 
can'tt say 8 

(c)) Was the pain you experienced in the hospital worse than you were led to expect, less 
thann you were led to expect, or about what you expected? 
worsee than expected 1 
lesss than expected 2 
aboutt what expected 3 
nott told how much pain to expect 4 
can'tt say 8 
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(d)) Do you feel most of your pain could have been eased or avoided by better service by 
hospitall  staff, or do you feel it was just one of those things? 
yes,, could have been eased/avoided 1 
no,, just one of those things 2 
can'tt say 8 

18.. (a) Did you have an operation? 
yess 1 
noo 2 GOTOCL19 
can'tt say 8 

(b)) If you were operated on, were you told what would be done during the operation/ 
procedure? ? 
yes,, told 1 
no,, not told 2 
wass unconscious/disoriented/could 
nott have been given explanation 3 
didd not want explanation 4 
can'tt say 8 

(c)) Did the surgeon or other hospital staff explain the risks and benefits of having the 
operation/procedure? ? 
yes,, explained benefits/risks 1 
no,, not explained 2 
emergency/noo time to explain 3 
alreadyy know/obvious/no need to explain 4 
can'tt say 8 

19.. (a) During your stay in the hospital, did you ever need help, such as in going to the 
toilet,, bathing, eating, writing letters. 
yess 1 
noo 2 GOTO Q20 
can'tt say 3 

(b)) When you needed help, did you get help in time? 
alwayss 1 
mostlyy 2 
onlyy occasionally 3 
neverr 4 
can'tt say 8 

20.. (a) Were you visited every day, most days, only occasionally, or not at all during your 
stayy in the hospital by a member of your family, a friend, or somebody else? 
everyy day 1 
mostt days 2 
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onlyy occasionally 
nott at all 
can'tt say 

(b)) Were you satisfied with the hospital's policy concerning visits from your family and 
friends? ? 
yess 1 
noo 2 
can'tt say 8 

21.. Before you left the hospital, about how long did a hospital doctor or other member of 
thee hospital staff spend with you discussing what you should do after leaving — no 
time,, less than 5 minutes, between 5 and 15 minutes, or more than 15 minutes? 

aa doctor 

aa nurse 

aa hospital 

sociall  worker 

No o 
time e 

1 1 

1 1 

1 1 

Lesss than 
55 min. 

2 2 

2 2 

2 2 

Lesss than 
5-155 min. 

3 3 

3 3 

3 3 

Moree than 
15.. min. 

4 4 

4 4 

4 4 

Can'tt say 

5 5 

5 5 

5 5 

22.. Before you left the hospital, were you given any "written or printed information 
intendedd for you (and not for your doctor) about what you should or should not 
doo after leaving? 
yess 1 
noo 2 
can'tt say 8 

23.. (a) Were you told to take any medicines, drugs or pills after you left the hospital? 
yess 1 
noo 2 
can'tt say 8 

(b)) Was the purpose of the medicine(s), drugs or pills explained by hospital staff in a 
wayy that you found easy or difficult to understand? 
veryy easy 1 
fairlyy easy 2 
neitherr easy nor difficul t 3 
fairlyy difficul t 4 
veryy difficul t 5 
purposee not explained by hospital staff 6 
can'tt say 8 
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2 4.. H ow w o u ld y ou describe y o ur r o om or wa rd? Please a n s w er us ing the categories below. 

Cleanlinesss of your room or ward? 

Comfortt of your room or ward? 

Helpfulnesss of your doctors? 

Helpfulnesss of your nurses? 

Helpfulnesss of other hospital staff? 

Qualityy of the hospital food? 

Very y 

good d 

5 5 

5 5 

5 5 

5 5 

5 5 

5 5 

Good d 

4 4 

4 4 

4 4 

4 4 

4 4 

4 4 

Average e 

3 3 

3 3 

3 3 

3 3 

3 3 

3 3 

Poor r 

2 2 
2 2 

2 2 

2 2 

2 2 

2 2 

Very y 

poor r 

Can't t 

say y 

8 8 

8 8 

8 8 

8 8 

8 8 

8 8 

25.. Do you think thatt the length of your hospital stay was much longer than you needed, 
somewhatt longer than you needed, about right, much shorter than you needed, or 
somewhatt shorter than you needed? 
muchh longer than needed 1 
somewhatt longer than needed 2 
aboutt right 3 
somewhatt shorter than needed 4 
muchh shorter than needed 5 
can'tt say 8 

26.. Is this the closest hospital to your home? 
yes s 
no o 
cantt say 

27.. How do you usually get to the hospital? 
byy car 
byy public transportation? 
Other?? (on foot, bicycle, e.g.) 
can'tt say 

28. . 

29. . 

Howw long does it take to get to the hospital? 
100 minutes or less 
moree than 10 minutes up to 30 minutes 
moree than 30 minutes up to 1 hour 
moree than 1 hour up to 2 hours 
moree than 2 hours 
can'tt say 

Iss there any public transportation available to bring you from your home 
hospital? ? 

too the 

yes s 
no o 
can'tt say 
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30.. For you, is the transportation cost to the hospital 
veryy high 
high h 
neitherr high nor low 
somewhatt low 
veryy low 
can'tt say 

31.. Do you have hospital insurance? 
yes s 
not t 
can't t 

1 1 
2 2 
3 3 
4 4 
5 5 
8 8 

1 1 
2 2 
8 8 

32.. Do you think that your care wil l be adequate if you use public hospital, without 
additionall  private services? 
yess 1 
noo 2 GOTO Q33 
can'tt say 8 

33.33. Did you pay any additional amount for your hospital stay? 
noo 1 

THEE Additional cost for the hospital was 
tooo much 2 
muchh 3 
neitherr too much nor too low 4 
loww 5 
can'tt say 8 

34.. How old are you? years 

35.35. Gender 
malee 1 
femalee 2 

36.. How many years of schooling have you had? 
lesss than 4 elementary 1 
att least 4 years but less than 8 years 2 
tradee school 3 
secondaryy school 4 
highschool/universityy 5 
can'tt say 8 

37.. Are you living alone in your household? 
yess 1 
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Iff  No wi t h w h om do you live? 

38. . 

(a) ) 

(b) ) 

39. . 

family y 
nonn family 
can'tt say 

Aree you employed? 
yes s 
no o 
temporari lyy unemployed 
onn leave wi thout pay 

Iff  not employed, w hy are you not employed? 
retired d 
disabled d 
childrenn at home 
laidd off or dismissed 
neverr had or needed to work 
can'tt find a job 

Iff  No, how long have you been unemployed? 
lesss than 1 months 
att least 1 months but less than 3 months 
att least 3 months but less than 6 months 
att least 6 month but less than 12 months 
moree than 12 month 
can'tt say 

W hyy did you choose to come to this hospital? 
yourr doctor's recommendation 
cost t 
reputat ionn for quality care 
familiarr w i t h people who work here 
locationn is near where I live 
otherr (specify) 

2 2 
3 3 
8 8 

11 GOTO Q39 
2 2 
3 3 
44 GOTO Q39 

1 1 
2 2 
3 3 
4 4 
5 5 
6 6 

1 1 
2 2 
3 3 
4 4 
5 5 
8 8 

1 1 
2 2 
3 3 
4 4 
5 5 
6 6 

noo reason or can't say 8 8 

41.. Do you or does someone in your household own a car? Have a telephone? 
carr 1 
telephonee 2 
can'tt say 8 

42.. What is your race? 
whitee Hungarian 
gypsy y 
otherr (specify) 

can'tt or do not want to say 
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Hungaria nn PROSPER Programme - Questionnaire 

X-Rays s 

1.. In the past twelve months, have you had one or more x-rays, not including 
mammogramss or dental x-rays? 
noo 1 Please go to 

Questionn No. 3 
yess - Please indicate how many times: 2 

2.. We now ask you questions about one set of x-rays. If you have had more than one, 
pleasee choose the one x-ray of most concern to you. What were you told following 
yourr x-ray? Please check all the responses that apply. I was told... 
too get additional x-rays or tests 1 
too get no further treatment or tests 2 
too see the same doctor again or another doctor 3 
aboutt medicine or other therapy I should use 4 
aboutt self-care, such as exercise, rest, diet, etc. 5 
otherr - please specify 6 

II  was told nothing 7 

Referrals s 

3.. In the past twelve months, have you been referred to a specialist doctor? 
noo 1 Please go to 

Questionn No. 10 
yess - Please indicate how many times: 2 

4.. What kind of referrals have you had in the past twelve months? If you have referred 
too more than one specialist, please list them all. 

5.. We now ask you questions about one referral. If you have been referred to more than 
onee specialist, please choose the referral of most concern to you. What kind of spe-
cialistt was it? 

Havee you seen the specialist? 
noo 1 Please go to 

Questionn No. 10 
yess 2 
can'tt say 8 
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6.. Had your GP discussed with you why your referral is necessary to the specialist? 
noo 1 
yess 2 
can'tt say 8 

7.. Is the person who ordered your special test aware of the results? 
II  think he or she was aware 1 
II  think he or she was not aware 2 
II  don't know if he or she was aware 3 

8.. Who is responsible for the medical care of the problem for which you were referred? 
noo one - my problem is resolved 1 
thee doctor who originally referred me 2 
thee specialist whom I was referred 3 
II  don't know which doctor is now responsible 4 
otherr - please specify: 5 

can'tt say 8 

9.. Are you to bee seen again for the problem? 
noo 1 
itit  depends on whether my problems gets worse or 
recurss 2 
II  don't know what should I  do 3 

yes s 4 4 

Bloodd Tests 

10.. In the past twelve months, have you had any blood tests ordered for you? 
noo 1 Please go to the 

Questionn No 14 
yess - Please indicate how many times: 2 
can'tt say 8 

Wee now ask you questions about one blood test. If you had more than one blood test in the 
pastt twelve months, please choose the one of most concern to you. For what health prob-
lemm was the test ordered? 

11.. Please tell us the name of the test if you know it. Your best guess wil l do 
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12.. What were you told following your blood test? Please check all the responses that 
apply. . 
too get a repeat blood test or other tests 1 
too get no further treatment or tests 2 
too see the same doctor again or an other doctor 3 
aboutt medicine or other therapy I should use 4 
aboutt self-care such as exercise, diet, etc. 5 
otherr - please specify: 6 

II  was told nothing 7 
can'tt say 8 

Orall  medicines 

13.. In the past twelve months, have one or more different oral medicines been prescribed 
too you? 
n oo 1 Please go to 

Questionn No. 18 
yess 2 

14.. Please list below the name of each oral medicine you obtained, what it was for, and 
whetherr or not you are still taking the medicine. 

Namee of Medicine 

1. . 

2. . 

3. . 

4. . 

5. . 

6. . 

7. . 

8. . 

9. . 

10. . 

11. . 

12. . 

13. . 

14. . 

15. . 

Whatt Medicine is For? Stilll  taking it? 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

Yess No 

15.. Have you ever tried to get help for problems or bad reactions associated with any of 
thee medicines? 

no o 
yes s 
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Iff  this occurred for more than one medicine, please choose the one of most concern to you. 

Thee medicine I am talking about is 

1. . 

2. . 

3. . 

4. . 

5. . 

Thee problem: 

16.. We now ask you questions about one special medicine. Think again about the medi-
ciness you listed in Question 15 and choose the one of most concern to you. 
Thee medicine I am talking about is: 

Whenn were you told to take the medicine? 
onlyy when needed 1 
alll  the time regardless of my symptoms 2 
II  was told nothing about when to take it 3 
II  don't remember 4 

Chronicc Health Conditions 

17.. Some people have conditions that affect them for a long time. Do you know have any of 
thee health conditions listed below? Please check all the responses that apply, 
asthmaa 1 
arthritiss 2 
coronaryy heart disease or angina or previous heart 
attackk 3 
diabetess (high blood sugar) 4 
hypertensionn (high blood pressure) 5 
chronicc lung disease or emphysema 6 
II  have non of these chronic conditions 7 Please go to Question 20. 

18.. We now ask you about the information you were given about one condition. If you 
havee more than one chronic illness, please choose the one of most concern to you. I 
wil ll  talk about: 

namee of the chronic condition 

Whoo is responsible for co-ordinating care of your condition? 
myy primary care doctor 1 
anotherr doctor in my local out-patient clinic or hospital 2 
anotherr doctor 3 
noo one is responsible for co-ordinating care for 
myy condition 4 



340 0 Appendixx 2 

Preventionn and detection of disease 

19.. Are you: 
malee 1 Please got to Question 
29. . 
femalee 2 Please continue 

20.. In physical examination of your breasts, the nurse or doctor uses the hand and fin-
gertipss to check both breasts for lumps or anything unusual. When was the last time 
youu had a physical exam of your breasts? 
inn the past twelve months 1 
betweenn one and two years ago 2 
betweenn two and three years ago 3 
moree than three years ago 4 
itt was never suggested 5 
itt was suggested but I didn't agree to it 6 
II  don't remember 7 

21.. A mammogram is an x-ray taken only of the breasts by a machine that presses 
againstt the breast. When was the last time you had a mammogram? 
inn the past twelve months 1 
betweenn one and two years ago 2 
betweenn two and three years ago 3 
moree than three years ago 4 
itt was never suggested 5 Please go to 

Questionn No. 27 
Itt was suggested but I didn't agree to it 6 Please go to 

Questionn No. 27 
II  don't remember 7 Please go to 

Questionn No. 27 

22.. My most recent mammogram was ... 
forr a routine checkup with no particular problem 1 
too check on a previously identified breast problem 2 
too check on a newly discovered breast problem 3 

23.. Sometimes when you have a mammogram you are asked to come back for more 
mammogramm pictures to complete the test. Did your most recent mammogram re-
quiree more pictures? 
noo 1 
yess 2 

24.. From the time you heard that a mammogram was needed, how long did it take to be 
done?? (If your mammogram required more pictures, include the time from when you 
heardd the mammogram was needed to the time that all the pictures were done.) 
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lesss than one week 1 
betweenn one and three weeks 2 
betweenn six and twelve weeks 3 
moree than twelve weeks 4 

25.. What were you told following your most recent mammogram? Please check all the 
responsess that apply. I was told ... 
too get a repeat mammogram or ultrasound 1 
too get a biopsy 2 
too get another mammogram in less than twelve months 3 
too get another mammogram in one or more years 4 
too see the doctor who ordered the mammogram, or another 
doctorr everything seemed normal 5 
otherr - please specify: 6 

II  was told nothing 7 

26.. In a Pap test, the doctor or nurse takes a sample of cells from the outer end of the 
wombb (the cervix) during an internal exam. You are usually lying on your back with 
yourr feet on metal supports or stirrups. The sample is sent to a laboratory for exami-
nationn by microscope. When was the last time you had a Pap test? 
too get a different test or biopsy 1 
too get a repeat Pap test in less than twelve months 2 
too get another Pap test in one or more years 3 
too see the doctor who ordered the Pap test, or 
anotherr doctor 4 
aboutt actions I should take to improve my health 5 
aboutt medicine or therapy I should use 6 
everythingg seemed normal 7 
otherr - please specify: 8 

II  was told nothing 9 

27.. What were you told following your most pap test? Please check all thee responses that 
apply.. I was told ... 
too get a different test or a biopsy 1 
too get repeat Pap test in less than twelve months 2 
too get another Pap test in one or more years 3 
too see the doctor who ordered the pap test, or 
anotherr doctor 4 
aboutt actions I should take to improve my health 5 
aboutt medicine or therapy I should use 6 
everythingg seemed normal 7 
otherr - please specify: 8 

II  was told nothing 9 9 
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28.. When was the last time your blood pressure was taken by your doctor or nurse? 
inn the past twelve months 1 
betweenn one and two years ago 2 
betweenn two and three years ago 3 
moree than three years ago 4 
neverr 5 
II  don't remember 6 

29.. In a rectal examination, the doctor performs an internal examination by hand to 
detectt any abnormalities, such as cancer, in the lower part of your bowel. The doctor 
mayy have you curl up on your side on the examining table or lean over the examin-
ingg table. When was the last time you had a rectal examination? 
inn the past twelve months 1 
betweenn one and two years ago 2 
betweenn two and three years ago 3 
moree than three years ago 4 
itt was never suggested 5 
itt was suggested, but didn't agree to it 6 
II  don't remember 7 

Generall  Informatio n 

30.. Thinking about your own medical care, please indicate how much you satisfied with 
thee general medical care you received. 
veryy satisfied \ 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
nott very satisfied 4 
nott at all satisfied 5 

31.. How satisfied are you with your GP? 
veryy satisfied 1 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
nott very satisfied 4 
nott at all satisfied 5 

32.. How satisfied are you with your district nurse? 
veryy satisfied \ 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
nott very satisfied 4 
nott at all satisfied 5 
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33.33. How long have you been registered on the list of your GP? 
lesss than one year 1 
betweenn one or two years 2 
betweenn two and four years 3 
moree than four years 4 

34.. How many GPs are working in your surrounding? Please indicate the number you 
couldd choose: 

35.35. Is your GP's surgery easily accessible? 
yess 1 
noo 2 

36.. Is the primary care service easily accessible in case of emergency? 
yess 1 
noo 2 

37.. Is the working schedule/time of your GP appropriate for you? 

yes s 
no o 

1 1 

38.. How long is the usual waiting time in your GP's surgery? 
tenn - fifteen minutes 1 
fifteenn - thirty minutes 2 
thirtyy minutes - one hour 3 
onee hour - one and a half hour 4 
onee and a half hour - two hours 5 
moree than two hours 6 

39.. How satisfied are your with the waiting time? 
veryy satisfied 1 
fairlyy satisfied 2 
neitherr satisfied nor dissatisfied 3 
nott very satisfied 4 
nott at all satisfied 5 

40.. In the past twelve months, about how many times have you visited your family 
doctor? ? 
noo visit 1 
onee to two times 2 
threee to five times 3 
sixx or more times 4 

41.. Have you ever written to complain to someone about your medical care? 
noo 1 
yess 2 
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42.. About how long ago did you make the complaint? 
noo complaint 1 
inn the past three months 2 
betweenn three and twelve months 3 
moree than twelve month ago 4 

43.. Hen did you received and explanation or response to your complaint? 
II  never received and explanation or response 1 
II  received a response within a month 2 
II  received a response more than a month later 3 

44.. In general, would you say your health is: 
excellentt 1 
veryy good 2 
goodd 3 
fairr 4 
poorr 5 

45.. Compared to your health status one year ago, what is your opinion about your 
health? ? 
myy current health is far better than one year ago 1 
myy current health is a bit better than one year ago 2 
myy current health is exactly the same than one year ago 3 
myy current health is a bit worse than one year ago 4 
myy current health is far worse than one year ago 5 

46.. Buying medicines is difficult for you due to your limited income? 
yess 1 
noo 2 
II  do not take medicines 3 

47.. How many years of schooling have you had? 
lesss than 4 elementary 1 
att least 4 years but less than 8 years 2 
tradee school 3 
secondaryy school 4 
highschool/universityy 5 

48.. Are you employed? 
yess 1 
noo 2 
temporarilyy unemployed 3 
onn leave without pay 4 
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49.. If not employed, why are you not employed? 
retiredd 1 
disabledd 2 
childrenn at home 3 
laidd off or dismissed 4 
neverr had or needed to work 5 
can'tt find a job 6 

50.. If not employed, how long have you been unemployed? 
lesss than 1 months 1 
att least 1 months but less than 3 months 2 
att least 3 months but less than 6 months 3 
att least 6 months but less than 12 months 4 
moree than 12 months 5 

51.. How many do you spend on oral medicines? 
lesss than 500 HUF 1 
betweenn 500-1000 HUF 2 
betweenn 1000- 2 000 HUF 3 
moree than 2000 HUF 4 
orall  medication is free for me 5 

52.. Are you living alone in your household? 
yess 1 
noo 2 

53.53. With whom do you live? 
familyy 1 
nonn family 2 

54.. Which of the following describes your current marital status? 
neverr married 1 
married/livingg with partner 2 
divorcedd 3 
widowedd 4 

55.. Your age: 
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SUMMAR Y Y 

Thiss thesis focuses upon the improvement of the effectiveness of health care in Hungary 
byy implementing quality assurance. The first chapters of the thesis discuss the population's 
healthh status and the Hungarian health care system as it developed between 1948 andl 998. 
Thee second part of the thesis focuses on the methods of quality assurance, the introduction 
off  the quality concept in Hungary and a series of quality assurance studies on the quality 
off  medical and nursing care in hospital (quality of hospital care: patient satisfaction and 
patients'' reports, preoperative assessment in surgery, risk-adjusted surgical site infection 
surveillance,, and the quality of nursing care; prevention and treatment of pressure ulcers 
inn Hungarian hospitals) and primary health care (physicians' and patients' reports on sys-
temm performance). This part is concluded with a chapter on effectiveness and cost-effec-
tivenesss of quality assurance. 

Thee study was designed to answer the following research questions: 
(i)) Do quality assurance initiatives in Hungary improve the effectiveness of health care? 
(ii)) Do quality assurance initiatives in Hungary contribute to cost containment? 

Basedd on international literature the following two hypotheses were formulated: 
Hypothesiss 1: Quality assurance can be implemented and used in Hungary in the transi-
tionn period of the health care system. 
Hypothesiss 2: Once implemented, quality assurance activities can improve health care quality 
andd contribute to cost containment. 

Chapterr one states that the Hungarian population's health status is poor, in terms of mor-
bidityy and mortality compared to countries of Western Europe. The average life expectancy 
iss below 67 years for males and 76 years for females. In 1995, the difference between life 
expectancyy at birth for Dutch and Hungarian men was 9.4 years in favour of Dutch men. 
Forr women the difference was 5.9 years, also in favour of the Dutch. In the first decade of 
thee 21th century, men and women in the Netherlands can expect to live about 10 to 15 „
yearss longer than Hungarian citizens. Standardised death rates are high and increasing in 
almostt all disease categories. 
Somee evidence suggests that an increasing effectiveness of medical care may be important 
forr narrowing the life expectancy gap between the countries of Central and Eastern Europe 
andd the countries of Western Europe. 

Chapterr two provides an overview of the Hungarian health care system between 1948-
1998.. The Hungarian health care system is organised on a county basis: 19 counties typi-
callyy have populations of about 250,000 - 600,000 and the 20th is Budapest. To be admit-
tedd to a hospital, patients normally have to be referred by a GE GPs in principle are free to 
referr patients to any hospital. The health care budget is fixed, the health care system is a 
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compulsory,, premium based single pipe financed system. Employees and employers pay a 
premiumm to the National Health Insurance Administration, which is under the control of 
thee Ministry of Finance and Ministry of Health. Pharmaceuticals are covered by the health 
insurance,, with the insurance coverage varying between 100-0% on drugs, and the re-
mainderr of the expenses being paid out of pocket. 
Hospitalss are owned by the state, as well as the city and county assemblies (self-governing 
bodies),, and are not-for profit organisations. (Some of them are owned by various churches, 
butt this proportion is really marginal.) Hospital care is county based. Each county has its 
ownn county hospital, which are in most of the cases large, 1,500 - 2,000 beds public 
generall  hospitals. County hospitals provide a wide range of 'basic level of care', 'medium 
levell  of care' and some 'top level of care'. Basic hospital care is provided by municipal 
hospitals.. Top level health care is provided by university hospitals and national institu-
tions.. There exists a referral system. Hospitals are reimbursed by a special adaptation of 
thee US DRG system. Hospital doctors are salaried employees. 
Thee surgeries of doctors in genera! practice (family physician - haziorvos) and dental prac-
tice,, are mostly privatised. This is a special type of privatisation it is called 'functional 
privatisation'' because the building and equipment belongs to the local municipalities. Doc-
torss are paid according to the German point system in the primary care setting. 
Thee second part of the chapter provides an analyses, on the most important problem areas 
off  the Hungarian health care system at present. 

Chapterr three examines the content area of quality assurance and key concepts of the 
thesis.. These include key dimensions, of efficacy, effectiveness and efficiency of health care 
services.. In this thesis a narrow focus of quality is used. The author is mainly concentrat-
ingg on the issue of measurement and improvement of effectiveness of health care services. 
Basedd on literature review, the effectiveness, costs and cost-effectiveness of various quality 
assurancee tools and programmes such as peer review, audit, accreditation, guidelines and 
feed-backk to professionals are addressed. 

Chapterr four focuses upon the introduction of quality assurance in Hungary. Prior to 
1989,, quality assurance was not formally present in the health care system, largely due to 
politicall  reasons. Since 1990, however, a major change has come about in the development 
off  quality assurance. In the 1990's several government resolutions, decrees and orders 
dealtt with the quality of health care. The government declared its intention to address the 
qualityy issue as a factor of decisive importance in the development of the national economy 
ass well as in health care. As required by the Act 154 of 1997 on Health Care' today, quality 
assurancee is increasingly present in the daily work of the Hungarian hospitals and other 
healthh care settings. 
Thiss chapter summarises the history of quality assurance in Hungary with its milestones 
andd achievements between 1948 and 1998, with particular emphasis on: government regu-
lationn and legislation; the role of health care professionals; quality assurance in hospitals; 
andd licensing and certification of health care organisations. 

Chapterr five investigates the quality of hospital care through patient satisfaction and pa-
tients'' reports questionnaires in Hungarian hospitals. In three study rounds 8,200 patients 
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inn 31 hospitals were enrolled in a patient satisfaction questionnaire survey called National 
Surveyy of the Quality of Hospital Care between 1993 and 1997. Existing mechanisms for 
measuringg patient satisfaction were investigated also in another 59 hospitals. In 1995-
19977 a new quality improvement tool named 'Creative-Interactive Quality Improvement 
Pages'' (CIQJP) was created, piloted, and implemented in 9 hospitals, based on the results of 
thee earlier studies. 
Patientss gave in general very positive responses to satisfaction questions despite the prob-
lemss highlighted by their answers to more direct questions. The principal problems re-
portedd by patients concern communication, information about patient rights, pain man-
agementt and admission and discharge planning. Often patients had not been given impor-
tantt information about the hospital and its routine, their condition or treatment and par-
ticularlyy about which tests and operation they were to have. One of the most interesting 
findingss of the survey is the striking difference of the pictures to be drawn based on the 
reportss and satisfaction ratios reported by the patients. 
Thee most important limitation of this kind of survey in Hungary is that there are no 
standardss for care implemented in Hungarian hospitals. Due to this fact comparison be-
tweenn standards and the real practice cannot be made, although quality assurance is espe-
ciallyy designed to do this. Having no standards, interpretation and intervention are guided 
byy the individual manager's perception of what good care and standards should look like if 
theyy existed. Another problem is that the providers' and patients' views about quality 
mightt not be the same. 

Chapterr six reports the results of a study on the quality assurance activities in the field of 
preoperativee assessment in surgery in Hungarian hospitals that was conducted between 
19922 and 1997. 
Preoperativee assessment aims to reduce the risk connected with surgery and anaesthesia 
andd to enhance rehabilitation after surgery. Routine assessment often include chest radiog-
raphy,, electrocardiography and laboratory testing of urine albumin, urine glucose, urine 
sedimentation,, urine reduction, blood ESR/viscosity, blood haemoglobin, blood haematocrit, 
bloodd white cell count, creatinine, sodium, potassium, sGPT, gGT, thrombocyte account, 
bloodd glucose, APTT, PTT, clinical clotting time. There is evidence from the literature that 
thee numbers of diagnostic tests performed in hospitals could be reduced without affecting 
outcomess to patients, and with significant concomitant reduction in cost. Even more, out-
comee could be improved through performing smaller numbers of diagnostic tests. 
Thiss is an area where one can demonstrate that 'too much is poor quality'. Needless tests 
causee anxiety, unnecessary surgery costs lives, repeated exams create inconveniences for 
patients,, routine tests create confounding data and lead to unnecessary further examina-
tionss and treatment of 'false positives' and excess hospital stays create hospital infection 
risk. . 

Ourr questionnaire surveys conducted in 1992/93, 1995 and 1997 indicated that practice 
inn Hungary concerning routine preoperative assessment was different compared to a group 
off  hospitals located in the countries of Western Europe and varied significantly from hos-
pitall  to hospital. There was little, if any, control of test requests in Hungary in 1992/93 
whenn preoperative assessment was first evaluated in 17 hospitals. Laboratory tests were 
clearlyy overused. There were various reasons for which tests were requested, not closely 
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relatedd to preoperative assessment, such as: for screening, diagnosis, treatment, documen-
tation,, practice of defensive medicine, risk assessment and income generation purposes. 
Underdevelopedd quality systems and inappropriate, often implicit and verbal, anecdotal 
'guidelines'' and old habits of the physician and surgeons were the factors underlying over-
utilisationn of the tests of preoperative assessment. 
Ass the result of this study and quality assurance efforts, the second study in 1995 and the 
thirdd study in 199 7 showed a dramatic decrease of the number of preoperative tests used in 
thee participating hospitals. 

Chapterr seven contains the results of the risk-adjusted surgical site infection surveillance in 
Hungariann hospitals. A prospective survey of the incidence of S5I after 12 defined proce-
duree types in a cross-section of 20 hospitals was performed in Hungary during 1996. This 
studyy represents the second application of NNIS 5SI benchmarks to a multi-institutional 
analysiss of SSI rates outside of the United States, and is the first reported from Europe. We 
foundd that the NNIS risk index stratified SSI rates are much better than wound class alone, 
aa finding consistent with the original analysis of this risk index in United States hospitals. 
Dataa were reported for 6,074 procedures in the twelve defined procedure types. Four pro-
ceduree types accounted for 85% of the procedures reported: cholecystectomy (44.6%), herni-
orrhaphyy (20.4%), appendectomy (10.6%), and open reduction of a fracture (9.4%). Chole-
cystectomiess were almost equally divided between open (45%) and laparoscopic procedures 
{55%).{55%). One hundred sixty eight SSIs were identified after these procedures for an overall 
infectionn rate of 2.9 per 100 procedures. Eighty-two percent of all procedures were in risk 
categoryy 0 or 1; 91% percent of all procedures were classified as clean or clean-contami-
nated. . 

SSII  rates for cholecystectomy in Hungarian hospitals were higher than NNIS benchmarks 
acrosss all risk categories, and were more than two-fold higher for risk categories 0, 2, and 
3.. These latter three categories include open procedures, whereas risk category 1 is com-
prisedd exclusively of laparoscopic procedures. Cumulative SSI rates were also significantly 
higherr among Hungarian hospitals for risk category 1 of open reduction of fracture and 
thee combined 0 and 1 risk categories of mastectomy. These differences were due to high 
ratess of infection in a few hospitals. SSI rates for herniorrhaphy and appendectomy were 
similarr among Hungarian and NNIS System hospitals and the rate for risk category 3 of 
colonn surgery was significantly lower in Hungarian hospitals. Differences in rates for 
otherr procedures were not significant, due to the relatively small number reported from 
thee participating Hungarian hospitals. 

Chapterr eight examines the quality of nursing care; prevention and treatment of pressure 
ulcerss (PU) in Hungarian hospitals between 1992 and 1998. This study suggests that 
actuall  prevalence of PU is estimated to be 16-27 folds higher (3.7%-5.7%) than the offi-
ciallyy published rate (0.18-0.21%) in Hungary and on average only 1.0% - 2.5% of the 
directt costs of PU treatment, along with the estimated one to five days prolonged 
hospitalisationn are reimbursed under the current DRG financing mechanism. 
Thiss study held three objectives: To determine the baseline prevalence and incidence of PU, 
withinn patients nursed in acute care hospitals and considered to be at risk of pressure ulcer 
(PU)) development. To establish the current patterns of preventive and treatment interven-



Summary y 351 1 

tionss and to investigate the economic burden imposed by the prevention and treatment of 
PUU within the hospital population. To improve the quality of both PU prevention and 
treatmentt through the creation, dissemination and implementation of quality assurance 
programmess in hospitals. 
Dataa were collected from several sources: 1) Retrospective PU data gathered during the 
qualityy assurance activities undertaken in 37 general hospitals between 1992 and 1997. 2) 
Retrospectivee national data describing the prevalence of PU between 1993 and 1998. 3) 
Retrospectivee chart review to identify PU management across 1,200 adult patient records 
drawnn from 7 hospitals in 1994. 4) Analysis of the national financial reimbursement of the 
in-hospitall  PU cases in 1994. 5) Prospective active surveillance of 705 adult patients in one 
countyy hospital. 6) Prospective active surveillance of 2,702 adult patients along with the 
costingg of 100 PU patients (1,350 PU patient-days). 7) Changing PU prevention and treat-
mentt practices through the use of clinical protocols and guidelines. 

Chapterr nine assesses the quality of primary health care services. It is focusing on patients' 
reportss about health system performance, to obtain data on current practices of primary 
healthh professionals regarding the utilisation of specialist services, oral medication, co-
ordinationn and continuity of care. The long term aim of the project was to improve the 
effectivenesss and quality of primary health care and preventative medicine. An attempt 
wass made to assess the utilisation of general practice related to the 'drug and associated 
laboratoryy and examination uptake' of the 'standard practice' in a 'standard population'. 
Continuityy and co-ordination of primary health care is also discussed. 
AA self-administered questionnaire (the Patient Reports on System Performance, PROSPER) 
wass used in 91 general practices from 9 different regions, representing both urban, semi-
rurall  and rural primary health care practices. The questionnaire was distributed to a ran-
domm sample totalling 4,819 patients that had visited the general practice in the previous 
twelvee months and met the entry requirements. Data were also abstracted from medical 
recordss to compare patients' reports with recorded data. The questionnaire contains seven 
sectionss (oral medicines; drug prescribing practices and drug taking patterns in primary 
healthh care, chronic conditions, referrals, blood tests, x-rays, prevention in women, pre-
ventionn in both genders) and elicits data concerning access, co-ordination and continuity 
off  care as well as overall satisfaction. 

Differencess between patients' reports and GPs' answers (written medical record) were iden-
tifiedd in the field of referrals (when referred 7.6% of the patients had not managed to see a 
specialist),, oral medicines (prescribing practices vs. drug taking patterns), chronic condi-
tionss and prevention (screening mammography and PAP smear). Significant weaknesses 
weree identified in the quality of working contacts and information flows between GPs and 
outpatient-clinic,, hospital, national public health and national officers service and the county 
chieff  physicians which seems to have a negative impact on the quality of patient care. 

Chapterr ten reports how studies presented in this thesis demonstrate that quality assur-
ancee can be implemented and used in Hungary in the transition period of the health care 
system,, effectiveness of health care quality can be improved by quality assurance initia-
tivess and quality initiatives might contribute to cost containment. This thesis provided 
directt evidence that quality assurance in the field of patient satisfaction, preoperative as-
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sessmentt in surgery, risk-adjusted surgical site infection surveillance and prevention and 
treatmentt of pressure ulcers can be implemented and used and the effectiveness of health 
caree services can be improved in a group of Hungarian hospitals and primary health care 
settings.. According to the results of the various quality assurance programmes of this 
thesis,, failures of quality are more often due to poor organisation than to a lack of re-
sources.. Based on the findings of the quality assurance studies of the thesis recommenda-
tionss are made to assist further improvement. 
Inn the second part of the concluding chapter the need for evaluation of the effectiveness and 
cost-effectivenesss of quality assurance programmes is discussed and a list of necessary 
stepss are listed how to improve the strategical decision making on what quality assurance 
activitiess to start. 

Inn summary, based on empirical data from the quality assurance studies presented in this 
thesis,, it is concluded that quality assurance can be implemented and used, the effective-
nesss of health care services can be improved and this thesis provided some evidence that 
qualityy assurance initiatives might contribute to cost containment in Hungarian hospitals 
andd primary health care settings. 
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SAMENV\TTIN G G 

Ditt proefschrift handelt over de verbetering van de doeltreffendheid van de Hongaarse 
gezondheidszorgg door de toepassing van kwaliteitszorg. In het eerste deel wordt de 
gezondheidstoestandd van de Hongaarse bevolking besproken en wordt een overzicht gegeven 
vann de ontwikkelingen binnen het Hongaarse gezondheidszorgsysteem in de periode 1948-
98.. Het tweede deel van het proefschrift richt zich op de methoden van kwaliteitszorg, de 
introductiee van het kwaliteitsconcept in Hongarije en een serie studies over de concrete 
toepassingg van kwaliteitszorg. Deze studies hebben zowel betrekking op de medische- en 
verpleegkundigee ziekenhuiszorg (patièntentevredenheid, pre-operatief onderzoek, post-
operatievee wondinfecties en preventie en behandeling van decubitus) als op de zorg in de 
eerstee lij n (artsen en patièntentevredenheid). Dit deel wordt afgesloten met een hoofdstuk 
overr de doeltreffendheid en kosten-effectiviteit van kwaliteitszorg. 

Inn het proefschrift staan de volgende onderzoeksvragen centraal: 
i.. Kunnen kwaliteitszorg initiatieven de doeltreffendheid van de gezondheidszorg in 
Hongarijee verbeteren ? 
ii .. Kunnen kwaliteitszorg initiatieven bijdragen tot kostenbeheersing ? 

Opp basis van bestudering van de internationale literatuur zijn de volgende hypothesen 
geformuleerd: : 

Hypothesee 1: Kwaliteitszorg kan worden ingevoerd en toegepast tijdens de transitie 
periodee in het Hongaarse gezondheidszorgsysteem. 
Hypothesee 2: Eenmaal ingevoerd kunnen kwaliteitszorg activiteiten de kwaliteit van 
dee zorg verbeteren en bijdragen tot kostenbeheersing. 

Hoofdstukk 1. beschrijft de slechte gezondheidssituatie van de Hongaarse bevolking, 
uitgedruktt in mortaliteits- en morbiditeitsgegevens, in vergelijking met West Europese landen. 
Dee gemiddelde levensverwachting ligt onder de 67 jaar voor mannen en 76 jaar voor 
vrouwen.. In 1995 bedroeg het verschil in levensverwachting van Hongaarse en Nederlandse 
mannenn 9.4 jaar. Voor vrouwen bedroeg het verschil 5.9 jaar. De levensverwachting van 
Nederlandsee mannen en vrouwen in de eerste decade van de 2 Ie eeuw ligt 10-15 jaar hoger 
dann die van Hongaarse burgers. De gestandaardiseerde sterftepercentages zijn hoog en nemen 
voorr de meeste ziektecategorieën toe. Er zijn aanwijzingen dat een toenemende 
doeltreffendheidd van de medische zorg kan bijdragen aan het verkleinen van de verschillen 
inn levensverwachting tussen landen in Midden - en Oost Europa en West Europa. 

Hoofdstukk 2 geeft een overzicht van de ontwikkel ingen in het Hongaarse 
gezondheidszorgsysteemm tussen 1948-1998. Het Hongaarse systeem is regionaal 
georganiseerd:: er zijn 19 regio's met een bevolking van 200.000 - 600.000 personen, de 
20ee regio is Budapest. Om in een ziekenhuis te worden opgenomen is normalerwijze een 
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verwijzingg door de huisarts noodzakelijk. Het staat de huisartsen in principe vrij de patiënt 
naarr elk ziekenhuis te verwijzen. Het budget voor gezondheidszorg is gefixeerd en financiering 
vindtt plaats via een verplicht verzekeringssysteem. Werknemers en werkgevers betalen een 
premiee aan de Nationale Zorgverzekerings Instelling, welke onder controle van de ministeries 
vann financiën en volksgezondheid staat. Geneesmiddelen worden vergoed via de verzekering 
waarbijj  afhankelijk van het geneesmiddel 100 % tot 0 % wordt vergoed, de rest dient door 
middell  van eigen bijdragen te worden opgebracht. Ziekenhuizen zijn staatseigendom, hetgeen 
ookk eigenaarschap van de regio of de gemeente kan inhouden. Ziekenhuizen opereren zonder 
winstoogmerk.. Een enkel ziekenhuis is eigendom van de kerk. De ziekenhuiszorg is regionaal 
georganiseerd.. Iedere regio heeft een groot eigen regio ziekenhuis met 1500 -2000 bedden. 
Regioo ziekenhuizen verzorgen zowel basis zorg, meer ingewikkelde ziekenhuiszorg (me-
diumm level care) als bepaalde vormen van top-referentiezorg. De basiszorg wordt verder 
verzorgdd door gemeenteziekenhuizen. Top referentiezorg wordt verzorgd door de 
universiteitsziekenhuizenn en nationale instituten. Er bestaat een onderling verwijssysteem. 
Ziekenhuizenn worden vergoed via een Hongaarse versie van het Amerikaanse DRG systeem. 
Ziekenhuisartsenn zijn in dienstverband. 
Dee behandelpraktijken van 'huisartsen' (haziorvos) en tandartsen zijn voor een groot deel 
geprivatiseerd.. Deze vorm van privatisering wordt functionele privatisering genoemd 
aangezienn de gebouwen en apparatuur veelal nog eigendom van de gemeente zijn. Voor de 
betalingg van artsen in de eerste lij n wordt een Hongaarse versie van het Duitse 
puntenbetalingssysteemm gebruikt (een vergoeding naar punten waarbij het totaal aan punten 
binnenn een regio aan een maximum budget is gebonden). Het hoofdstuk gaat verder in op 
dee belangrijkste huidige problemen in het Hongaarse gezondheidszorgsysteem. 

InIn hoofdstuk 3 worden de concepten achter kwaliteitszorg nader verkend. Centrale begrippen 
zoalss werkzaamheid, doeltreffendheid en doelmatigheid worden nader toegelicht. De gekozen 
inperkingg van het begrip kwaliteit tot met name het meten van de verbetering van 
doeltreffendheidd wordt beargumenteerd. Een overzicht wordt gegeven van wat bekend is 
overr de effecten en kosten-effectiviteit van kwaliteitszorg activiteiten zoals audit, 
intercollegialee toetsing, accreditatie, richtlijnen en systematische feedback. 

Hoofdstukk 4 beschrijft de invoering van het kwaliteitszorg denken in de Hongaarse 
gezondheidszorg.. Voor 1989 was kwaliteitszorg niet formeel herkenbaar, deels om politieke 
redenen.. Vanaf 1990 zijn echter veel veranderingen opgetreden. Diverse overheidsdocumenten 
enn wetten handelen over de kwaliteit van de zorg. De Hongaarse overheid beschouwt kwaliteit 
alss een belangrijke factor in de ontwikkeling van de nationale economie welke ook in de 
gezondheidszorgg aandacht behoeft. Wet 154 over de gezondheidszorg (1997) noemt de 
noodzaakk van kwaliteitszorg in het dagelijkse werk in instellingen. Diverse mijlpalen in de 
ontwikkelingg tussen 1948 en 1998 worden gememoreerd zoals overheidsbeleidd en wetgeving, 
dee rol van de beroepsgroepen, kwaliteitszorg in ziekenhuizen en vergunning verlening en 
certificatiee van gezondheidszorginstellingen. 

Hoofdstukk 5 verkent de kwaliteit van de ziekenhuiszorg gemeten naar patiëntentevredenheid. 
Inn drie rondes waren 8200 patiënten in 31 ziekenhuizen betrokken bij een 
vragenlijstonderzoekk dat onder de noemer "nationale studie naar de kwaliteit van 
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ziekenhuiszorg""  tussen 1993 en 1997 is uitgevoerd. Tevens werden bestaande mechanismen 
voorr het meten van patiëntentevredenheid in 59 ziekenhuizen geinventariseerd. Tenslotte 
werdd tussen 1995-1997 geëxperimenteerd met de CIQIP methode (Creative-Interactive 
Qualityy Improvement Pages) in 9 ziekenhuizen. 
Patiëntenn geven in het algemeen erg positieve antwoorden op vragenlijsten ondanks het feit 
datt directe open vragen het bestaan van een groot aantal problemen laten zien. De 
belangrijkstee tekortkomingen hebben betrekking op communicatie, patiëntenrechten, 
pijnbeleidd en opname- en ontslagplanning. Veelal blijken patiënten geen informatie te hebben 
gekregenn over de routines in het ziekenhuis, hun eigen diagnose en behandeling en met 
namee testen en ingrepen die ze zelf moesten ondergaan. Opvallend waren de grote verschillen 
tussenn meer open patiëntenrapportages en de satisfactiescore's die uit vragenlijsten naar 
vorenn kwamen. Een beperking van dergelijk onderzoek is dat er geen duidelijke standaarden 
voorr de Hongaarse ziekenhuiszorg bestaan. Daardoor wordt een vergelijking tussen 
standaardenn en de werkelijkheid bemoeilijkt. Wat kwaliteit is hangt veelal af van de individuele 
perceptiess van ziekenhuismanagers. Een ander probleem betreft de verschillen in 
kwaliteitsperceptiess van patiënten en behandelaren. 

Inn hoofdstuk 6 worden de resultaten van een onderzoek naar de kwaliteit van pre-operatief 
onderzoekk in de chirurgie, gehouden tussen 1992-1997, gerapporteerd. Pre-operatief 
onderzoekk is gericht op het reduceren van risico's van operatie en anesthesie en vergroten 
vann de kansen op post-operatief herstel. Routinematig worden vaak Rö-foto's, ECG en een 
scalaa aan bloed en urineonderzoek aangevraagd. Onderzoek elders heeft laten zien dat het 
pakkett aan pre-operatief onderzoek drastisch kan worden beperkt zonder nadelige gevolgen. 
Integendeel,, gericht pre-operatief onderzoek draagt bij tot zowel een grotere doeltreffendheid 
alss doelmatigheid. 
Eenn vragenlijst onderzoek uitgevoerd in 1992/93, 1995 en 1997 laat zien dat de praktijk 
vann pre-operatief onderzoek in Hongaarse ziekenhuizen afweek van die in een grote groep 
vann Europese ziekenhuizen en dat ook tussen de Hongaarse ziekenhuizen grote verschillen 
bestonden.. Tijdens de eerste evaluatie onder 1 7 ziekenhuizen in 1992/93 bleek nauwelijks 
sprakee van enige controle op het aanvraaggedrag bij pre-operatief onderzoek. Diverse redenen 
werdenn aangevoerd voor de bestaande praktijk zoals de noodzaak tot screening, vastleggen 
vann de uitgangssituatie en het genereren van extra inkomsten. Onderontwikkelde vormen 
vann kwaliteitszorg en op overlevering gebaseerde richtlijnen zorgden voor een praktijk van 
overgebruikk van testonderzoek. 
Hett is aannemelijk dat de in 1995 en 1997 bij vervolgonderzoek gevonden substantiële 
verbeteringenn mede als gevolg van de studie en de diverse kwaliteitszorginitiatieven zijn 
opgetreden. . 

Hoofdstukk 7 beschrijft de resultaten van een voor risico gecorrigeerde surveillance van 
post-operatievee wondinfecties (SSI) in Hongaarse ziekenhuizen. Een prospectieve studie naar 
dee incidentie van 5SI bij 12 typen van operaties in een dwarsdoorsnede van 20 Hongaarse 
ziekenhuizenn werd uitgevoerd in 1996 Deze studie behelst de tweede toepassing van de 
Amerikaansee NNIS referentiewaarden voor post-operatieve wondinfecties in een serie 
instellingenn buiten de VS. Gevonden werd dat de naar de NNIS risico index gestratificeerde 
post-operatievee infectiepercentages een betere weergave zijn dan classificatie naar wondklasse 
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alleen,, een bevinding consistent met de oorspronkelijk analyse van de risico-index in 
Amerikaansee ziekenhuizen. 
Informatiee was beschikbaar van 6074 operaties. Vier operatietypen vertegenwoordigden 
855 % van de operaties: galblaasoperatie (44,6 %), hernia inguinalis operatie (20,4 %), 
blindedarmoperatiee (10,6 %) en behandeling van een open fractuur (9,4 96). Galblaasoperaties 
werdenn zowel open (45 %) als Iaparoscopisch (55 96) uitgevoerd. Honderdachtenzestig post-
operatievee wondinfecties werden geïdentificeerd, een overall infectiepercentage van 2,9 per 
1000 ingrepen. Twee-entachtig percent van alle ingrepen vielen in risico categorie 0 of 1; 91 
%% van de procedures werden als schoon of schoon / besmet geclassificeerd. 
Post-operatievee infectiepercentages bij galblaasoperaties in Hongaarse ziekenhuizen waren 
hogerr dan de NNIS referentiewaarden over alle risico categorieën, en waren tweemaal zo 
hoogg in de risico-categorieën 0, 2 en 3. Deze laatste categorieën bestaan uit de open 
chirurgischee procedures terwijl categorie 1. uitsluitend uit de laparoscopische ingrepen 
bestaat.. De cummulatieve post-operatieve infectiepercentages waren onder de Hongaarse 
ziekenhuizenn ook significant hoger voor ingrepen in risico categorie 1. voor de behandeling 
vann open fracturen en de gecombineerde categorieën 0 en 1 voor borstoperaties. Deze 
verschillenn zijn toe te schrijven aan de hoge infectiepercentages in een beperkt aantal 
ziekenhuizen.. De post-operatieve infectiepercentages voor hernia operaties en 
blindedarmoperatiess waren vergelijkbaar met de NNI5 referentiewaarden uit Amerikaanse 
ziekenhuizen.. Het percentage voor categorie 3 colonchirurgie was significant beter in 
Hongaarsee ziekenhuizen. Door de beperkte aantallen gerapporteerde andere procedures 
kunnenn hierover geen uitspraken worden gedaan. 

Hoofdstukk 8 behandelt de kwaliteit van de verpleegkundige zorg; de preventie en behandeling 
vann decubitus in Hongaarse ziekenhuizen tussen 1992 en 1998. De studie laat zien dat de 
prevalentiee van decubitus waarschijnlijk 16-27 maal hoger is (3.7 % - 5.7 %) dan de officieel 
gepubliceerdee data (0,18 - 0.21 %), en dat gemiddeld maar 1-2,5 % van de directe kosten 
vann decubitusbehandeling, veelal resulterend in een verlenging van het ziekenhuisverblijf 
mett 1-5 dagen, onder het vigerende DRG systeem wordt vergoed. De decubitus studie had 
driee doelen. Het vaststellen van de prevalentie en incidentie van decubitus bij (at risk) 
ziekenhuispatiënten.. Een inventarisatie van de bestaande preventie en behandel praktijk en 
dee daaraan gerelateerde kosten. Doorvoeren van verbeteringen rond de preventie en 
behandelingg van decubitus patiënten op basis van kwaliteitszorgmaatregel en. 

Dataa werden verzameld uit verschillende bronnen: 
1.. Retrospectieve data over decubitus verzameld gedurende de kwaliteitszorgactiviteiten 

inn 37 ziekenhuizen tussen 1992 en 1997. 
2.. Retrospectieve landelijke data over de prevalentie van decubitus tussen 1993 en 1998. 
3.. Statusonderzoek bij 1200 patiënten in 7 ziekenhuizen in 1994. 
4.. Landelijke data over de vergoedingen op basis van decubitus in 1994. 
5.. Een prospectieve surveillance van 705 patiënten in een enkel ziekenhuis. 
6.. Een prospectieve surveillance van 2702 patiënten met parallelverzameling van 

kostendataa (1350 patiëntendagen op basis van decubitus). 
7.. Veranderingen in preventie en behandeling van decubitus zoals blijkt uit het gebruik 

vann protocollen en richtlijnen. 
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Hoofdstukk 9 richt zich op de kwaliteit in de eerstelijns zorg. Centraal staat de rapportage 
vann patiënten over het functioneren van de eerstelijnszorg zoals gemeten aan het gebruik 
vann specialistische zorg, geneesmiddelen, coördinatie tussen zorgverleners en continuïteit 
vann de zorg. Het lange termijn doel van de studie was een verbetering van de doeltreffendheid 
vann de eerstelijnszorg. 
Eenn zelf in te vullen vragenlijst (een Hongaarse versie van de PROSPER lijst, Patient Reports 
onn System Performance) werd uitgezet in 91 eerstelijnspraktijken in 9 verschillende regio's, 
verspreidd over stad en platteland. De vragenlijst werd verspreid onder een steekproef van 
48199 patiënten die gedurende de afgelopen 12 maanden de 'huisarts' hadden bezocht en 
ookk verder voldeden aan de inclusie criteria. De vragenlijst bevat zeven onderdelen 
(voorschrijvenn en gebruik van geneesmiddelen, chronische aandoeningen, verwijzingen, 
bloedonderzoek,, Rö-onderzoek, preventieve zorg bij vrouwen, algemene preventieve zorg). 
Dee resultaten geven een beeld van de toegang, coördinatie en de continuiteit van de zorg 
alsmedee van de algemene tevredenheid. 
Verschillenn tussen de antwoorden van de patiënten en de rapportages van de huisartsen zelf 
blekenn vooral te bestaan op het gebied van verwijzingen (7,6 % van de verwezen patiënten 
komtt nooit bij de specialist terecht), medicatiegebruik, bestaan van chronische condities en 
preventiee (met name mammascreening en PAP). Wezenlijke tekortkomingen werden 
geidentificeerdd op het terrein van de communicatie tussen huisartsen en de poliklinieken, 
ziekenhuizenn en de diverse diensten op het terrein van de openbare gezondheidszorg. 

Inn hoofdstuk 10 wordt op basis van de eerder gepresenteerde studies beargumenteerd hoe 
kwaliteitszorgg kon worden ingevoerd en gebruikt gedurende de transitie van het Hongaarse 
gezondheidszorgsysteemm en hoe dit heeft geresulteerd in verhoogde doeltreffendheid en 
kostenbeheersing.. Dit proefschrift toont aan dat met de invoering van kwaliteitszorg 
resultatenn geboekt kunnen worden op zulke uiteenlopende gebieden als 
patiëntentevredenheid,, pre-operatief onderzoek in de chirurgie, post-operatieve wondinfecties 
enn de preventie en behandeling van decubitus. De resultaten van de studies laten zien dat 
tekortkomingenn in kwaliteit veeleer te wijten zijn aan een gebrekkige organisatie dan aan 
beperktee middelen. Aanbevelingen worden gedaan voor de verdere toepassing van 
kwaliteitszorg.. In de tweede helft van het slothoofdstuk wordt de noodzaak voor de evaluatie 
vann de effectiviteit en kosten-effectiviteit van kwaliteitszorgprogramma's zelf besproken 
enn een stappenplan wordt gegeven hoe de strategische besluitvorming rond de invoering 
vann kwaliteitszorgactiviteiten te verbeteren. 

Samenvattendd kan op basis van de uitgevoerde studies worden geconcludeerd dat 
kwaliteitszorgg in Hongarije kan worden ingevoerd en gebruikt resulterend in een verhoogde 
doeltreffendheidd van de zorg in ziekenhuizen en de eerste lijn en dat, afhankelijk van de 
omstandigheden,, kwaliteitszorg kan bijdragen aan kostenbeheersing. 
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