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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 



1-- The population's health status in Hungary 19 9 

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." 



1-- The population's health status in Hungary 23 

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 



26 6 Hungariann health care in transition... 

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-



28 8 Hungariann health care in transition... 

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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