
UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)

UvA-DARE (Digital Academic Repository)

Hungarian health care in transition; studies on the improvement of the
effectiveness of health care in Hungary by implementing quality assurance

Gulácsi, L.

Publication date
2001

Link to publication

Citation for published version (APA):
Gulácsi, L. (2001). Hungarian health care in transition; studies on the improvement of the
effectiveness of health care in Hungary by implementing quality assurance. [Thesis, externally
prepared, Universiteit van Amsterdam].

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).

Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

Download date:26 May 2023

https://dare.uva.nl/personal/pure/en/publications/hungarian-health-care-in-transition-studies-on-the-improvement-of-the-effectiveness-of-health-care-in-hungary-by-implementing-quality-assurance(8d7ad8e5-ade7-44eb-a715-96be3bdb0df3).html


55 - Qyality of hospital care: patient satisfaction... 147 7 

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 



1622 Hungarian health care in transition... 

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. 



55 - Quality of hospital care: patient satisfaction... 163 3 

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. 



55 - Quality of hospital care: patient satisfaction... 181 1 

References s 

Aass M (1991) Malpractice, Quality Assurance in Health Care 3, 1, 21-39 
Bainn J, Kelly H, Snadden D, et al. (1999) Day surgery is Scotland: patient satisfaction and 
ourcomes,, Quality in Health Care 8:86-91 
Beckerr MH, Drachman RH, Kirscht JP (1972) Predicting mother's compliance with pediatric 
medicall  regimens, J Pediat. 81, 843, 1972 
Bindmann AB, Grumbach K, et al. (1995) Preventable hospitalizations and access to health care, 
JAMAA 274, 4, 305-311 
Carr-Hilll  R, Dixon P, Thompson A (1989) Do 12 simple questions in a computes read survey 
reallyy measure patient satisfaction, The Health Service Journal June: 728-729 
Carr-Hilll  R, Dixon P and Thompson A (1989). Too simple for words, Health Service Journal, 
99,, 728-729 
Carr-Hilll  R, Dixon P and Thompson A (1989). Putting patients before the machine, Health 
Servicee Journal, 99, 1132-1133 
Carr-Hilll  RA (1992) The measurement of patient satisfaction, Journal of Public health Medicine 
14,, 3, 236-249 
Chaplinn E, Bailey M, Gorman R, et al. (1999) Using quality function deployment to capture the 
voicee of the customer and translate it into the voice of the provider, Journal of Quality Im-
provement,, The Joint Commission 25, 6 
Clearyy P, Edgman-Levitan S, McMullen Vy Delbanco TL (1989) The relationship between re-
portedd problems and patient summary evaluation of hospital care, Quality Review Bulletin 18, 
2,, 53-59 
Clearyy PD, Fahs MC, Mullen Vy et al. (1992) Using patient reports to assess hospital treatment 
off  persons with AIDS: a pilot study, Aids care 4, 3, 1992 
Clearyy PD, Edgman-Levitan S, Walker JD, et al. (1993) Using patient reports to improve medical 
care:: A preliminary report from 10 hospitals, Quality Management in Health Care 2(1), 31-38 
Delbancoo TL (1994) Through the patient's eyes, manuscript 
Dunnn L, Brown C (1996) Who wil l control patient satisfaction measurement? Health Policy 
Newsletter,, Thomas Jefferson University, Jefferson Medical College 9, 3, 3 
Eddyy DM, Billings J (1988) The quality of medical evidence: implications for quality of care, 
Healthh Affairs 7(1): 19-32 
EFQMM Model (1999) TQM Excellene Model 
Entwistlee VA, Sheldon T, Sowden A, et al (1998) Evidence-informed patient choice, Interna-
tionall  Journal of Technology Assessment in Health Care 14,2, 212-225 
Fairhurstt K, Blair M, Cutting J, et al. (1966) The quality of hospital discharge: a survey of 
dischargee arrangements for the hospital the over-65s, International Journal for Quality in 
HealthCaree 8, 2, 167-174, 1996 
Firth-Cozenss J (1995) Looking at effectiveness: ideas from the couch, Quality in Health Care 
5:55-59 9 
Fitzpatrickk R, Hopkins A (1983) Problems in the conceptual framework of patient satisfaction 
research:: an empirical exploration, Sociol Health Illness 5:297 
Fullamm FA (1994) Effective uses of patient surveys in the United States, Quality Care in Hospi-
tall  Survey Conference, London 
Gerteiss M (1993) What patients really want, HMQThird Quarter: 2-6 
Giuffridaa A, Torgerson DJ (1997) Should we pay the patient? Review of financial incentives to 
enhancee patient compliance, BMJ 315, September: 703-707 
Goldmannn DA (1997) Sustaining CQJ, International Journal for Quality in Health Care 9, 1, 7-9 
Goshinee Manno M (1995) Néhény probléma felvetése az egészsegügyben kialakult 



182 2 Hungariann health care in transition... 

adatszolgaltatass minösége ügyében (Some problems of the quality of health care data supply), 
MOTESZZ Magazin 12,4, 22-27 
Griffith ss R (1989) The NHS management inquiry, Working for patients, London: HMSO 
Gulacsii  L, Kovacs A, Pops G (1997/1) Szolgal tatasminóség 1. - Betegelégedettségi, 
folyamatindikator-- és marketingvizsgaïat 22 kórhazban (The quality of care, Part 1 - Patient 
satisfaction,, process indicator and marketing survey in 22 hospitals), Egészségügyi Gazdasagi 
Szemlee (Health Management Review) 35, 6, 552-569 
Gulacsii  L, Kovacs A, Pops G (1997/2) Hany tanyér meleg krumplileves egyenló egy tiszta 
fürdöszobaval?? - Kreativ minöségmenedzsment, szolgaltatasminóség, 2. (How many portions 
off  hot potato soup equal one clean bathroom? Creative quality management, quality of ser-
vices,, Part 2), Egészségügyi Gazdasagi Szemle (Health Management Review) 35, 6, 570-585 
Harjuu E (1991) Patient satisfaction among day surgery patients in a central hospital, Quality 
Assurancee in Health Care 3, 2, 85-88 
Healthh Policy Advisory Unit (1991) What the outpatient thinks? Sheffield 
Hicksonn GB, Clayton EW, Entman SS, et al. (1994) Obstetricians' prior malpractice experience 
andd patient's satisfaction with care, JAMA272, 20, 1583-1587 
Homee Antenatal Care in the Valleys (1991), What pregnant women think; A survey of women's 
opinionss of maternity care 
Jakobbsonn L, Ingalill R, Hallberg L, et al. (1994), Patient satisfaction with nursing care, evalu-
ationn before and after cutback in expenditure and intervention at a surgical clinic, International 
Journall  for Quality in Health Care 6, 4, 361-369 
Kane,, R.L., Maciejewski, M. and Finch M. (1997) The relationship of patient satisfaction with 
caree and clinical outcomes, Medical Care 35, 7, 714-730 
Kersnikk J (2000) An evaluation of patient satisfaction with family practice care in Slovenia, 
Internationall  Journal for Quality in Health Care, 12, 2, 143-147 
Kinceyy J, Bradshaw P, Ley P (1975) Patient's satisfaction and reported acceptance of advice in 
generall  practice, J R Coll Gen Pract 25:558 
Kullmannn L, Tóth I, Laszló G (1996) A betegelégedettség összefüggése osztalyos jellemzökkel, 
Egészségügyii  Gazdasagi Szemle 34, 3,212-219 
Larsonn CO, Nelson EC, Gustavson D, et al. (1996) The relationship between meeting patients' 
informationn needs and their satisfaction with hospital care and general health status outcomes, 
Internationall  Journal for Quality in Health Care 8, 5, 447-456 
Lawtherss AG, Rozanski BS, Nizankowski R, et al. (1999) Using patient survey to measure the 
qualityy of outpatient care in Krakow, Poland, International Journal for Quality in Health Care 
1 1 , 6,, 497-506 
Leebovv W, Scott G (1994) Service quality improvement; The customer satisfaction strategy for 
healthh care, AHA, American Hospital Publishing Association Inc. 
Levinsonn W (1994) Physician-patient communication; a key to malpractice prevention, JAMA 
272,, 20, 1619-1620 
Levinsonn W, Roter DL, Mullooly JP, et al. (1997) Physician-patient communication; the relationship 
withh malpractice claims among primary care physicians and surgeons, JAMA, 277, 7, 553-559 
Lindbergg M, Ahlner J, Ekström T et al. (2000) Patient questionnaires in primary health care. Valida-
tionn of items used in asthma care, Internationa] Journal for Quality in Health Care, 12, 1, 19-24 
Loekenn K, Steine S, Sandvik L, et al. (1997) A new instrument to measure patient satisfaction 
wit hh mammography. Medical Care 35, 7, 731-741 
Ludyy J, Gagnon J, Caiola S (1977) The patient-pharmacist interaction in two ambulatory settings 
itss relationship to patient satisfaction and drug misuse, Drug, intell. clin. Pharm. 11,81 
Lukacss J, Juhasz B, Pólya L, et al. (1998) A betegek létogatóinak a véleménye a Jahn Ferenc 
Dél-pestii  kórhazrról, Egészségügyi Gazdasagi Szemle 36, 4,406-417 



55 - Quality of hospital care: patient satisfaction... 183 

Mazurr DJ (1991) What should patients be told about medical risk? Judicial, cognitive and 
statisticall  perspectives, Iatrogenics 2:49-55 
McCartan-Quinnn D, McAleer E, Naqvi I (1996) Service quality: a satisfaction survey of the 
elderly,, Health Care Quality Assurance 9, 3, 4-10 
Meredithh P (1993) Patient satisfaction with communication in general surgery: problems with 
measurementt and improvement, Social Science in Medicine 37, 5, 591-602 
Minnickk AF, Roberts MJ, Young WB, et al. (1997) What influences patient's reports of three 
aspectss of hospital services?, Medical Care 35, 4, 399-409 
Mooress B, Thompson GH (1986) What 1357 hospital inpatients think about aspects of their 
stayy in British acute hospitals, Journal of Advanced Nursing 11, 87-102 
Nationall  Consumer Council, (1986) Measuring up: consumer assessment of local authority 
servicess - a guideline study, London, NCC 
Mooree DS (1990) Uncertainty In: Steen, L.A. ed. On the shoulders of giants: New Approaches 
too Numeracy, Washington DC: National Academy Press: 95 
OTA,, Office of Technology Assessment US Congress (1978) Assessing the efficacy and safety of 
medicall  technologies, Washington DC: US Government Printing Office 
OTA,, Office of Technology Assessment US Congress (1988) Assessing the efficacy and safety of 
medicall  technologies, Washington DC: US Government Printing Office 
Ottossonn B, Ingalill R, Hallberg K, et al. (1997) Patient's satisfaction with surgical care impaired 
byy cuts in expenditure and after interventions to improve nursing care at surgical clinic, Inter-
nationall  Journal for Quality in Health Care 9, 1, 43-53 
Parasuramann AB, Zeithalm VA (1991) Understanding customer expectations of service, Sloan 
Managementt Review, Spring: 39-48 
Petöö É, Muller A, Paulik E, et al. (1995) A betegelégedetttségi vizsgalat helye és szerepe az 
egészségügyii  kimenet mérésében, Egészségügyi Gazdasagi Szemle 33, 5,48 7-499 
Ployvass Gy (1993) A betegek egészségügyi szolgaltatasokkal való elégedettségének mérési 
módszerei,, Egészségügyi Gazdasagi Szemle 31, 2,117-125 
Potterr J (1988) Consumerism and the public sector: how well does the coat fit? Pub Admin 
66(2):149-164 4 
Prestonn C, Cheater F, Baker B, et al. (1999) Left in limbo: patients'views on care accross the 
primary/secondaryy interface, Quality in Health Care 8:16-21 
Raphaell  W (1967) Do we know what patients think? Int J Nurs Studies 4:209 
Reportt of the Royal Commission on the National Health Service, HMSO, London 
Scottt A, Smith R (1994), Keeping the customer satisfied: issues in the interpretation and use of 
patientt satisfaction surveys, International Journal for Quality in Health Care 6, 4, 353-359 
Shoitee op Reimer WJM, Haan RJ, Limburg M, et al. (1996) Patients' satisfaction with care after 
stroke:: relation with characteristics of patients and care, Quality in Health Care 5: 144-150 
Simonn T, Baricza S, Bors J, et al. (1998) Betegtajékoztató összeallïtasa, kiadasa és hatasanak 
felmérésee a Vérpalotai Varosi Kórhazban, Egészségügyi Gazdasagi Szemle 36, 4,399-406 
Sitziaa J, Fitt J, Buckingham R, et al. (1996) Patient satisfaction on a medical day ward: a 
comparisonn of nurse-led and physician led services, International Journal for Quality in Health 
Caree 8, 2, 175-185 
Sitziaa J (1999) how valid and reliable are patient satisfaction data? An anlyis of 195 studies, 
Internationall  Journal for Quality of Health Care 11,4, 319-328 
Smithh J, Sanderson C (1992) What makes outpatient attendance worthwhile for patients?, 
Qualityy Assurance in Health Care 4, 2, 125-132 
Sorliee X Sexton HC, Busund R et al. (2000) Predictors of satisfaction with surgical treatment, 
Internationall  Journal for Quality in Health Care, 12, 1, 31-40 
Stevenn ID (1991) A patient satisfaction questionnaire as a teaching and comparative audit tool, 
Qualityy Assurance in Health Care 3, 1, 41-49 



184 4 Hungariann health care in transition... 

Strongg P (1979) The ceremonial order of the clinic, London: Routledge 
Sutherlandd HJ, Locwood GA, Minki n S, et al. (1989) Measuring satisfaction with health care: 
aa comparison of single with paired rating strategies, Social Sci Med 28(l):53-58 
Tamass L, Bugovics E (1997) A kórhazi min[ségügyi rendszer kialakïtasanak valtozasvezetési 
vonatkozasai,, Egészségügyi Gazdasagi Szemle 35, 6,539-544 
Thompsonn AGH (1 986) The soft approach to quality of hospital care, International Journal of 
Qualityy & Reliability Management Bol. 3, 3, 59-67 
Thompsonn AGH (1988) The practical implications of patient satisfaction research. Health Ser-
vicee Management Research 1, 2, 112-118 
Thompsonn AGH (1989) What do patients think about specialist cancer centers?, Cancer Nurs-
ingg (ed. Pitchard A.R), Mcmillan 
Thompsonn AGH (1993) Inpatient's opinions of the quality of acute hospital care: discrimina-
tionn as the key to measurement validity, ed. Fitzpatrick R., Hopkins A., Measurement of patient's 
satisfactionn with their care, Royal College of Physicians of London: 19-31 
Thompsonn AGH (1995) What health centre patients think about health promotion, 1995, Funded 
byy the European Commission 
Thompsonn AGH (1996) Customizing the public for health care: What's in a label?, (In: Kirkpatrick 
I,, Lucio MM (1996) The Politics of quality in the public sector) London: 65-84 
Verheggenn FWS, Nieman FH, Reerink E, et al. (1998) Patient satisfaction with clinical trial 
participation,, International Journal for Quality in Health Care 10, 4, 319-330 
Wickingss I, Crown J, Harvey J, Kerruish A (1989) Proof of the pudding, Health Service 
Journal,, 99, 1070-1071 
Wilsonn P, NcMara JR (1982) How perception of a simulated physician-patient interaction influ-
encee intended satisfaction and compliance, Soc. Sci. Med. 16, 1699 
Williamss B (1994) Patient satisfaction: a valid concept?, Social Science and Medicine 38, 4, 509-515 
Williamsonn C (1992) Whose standards?, Buckingham: Open University Press 
Worldd Health Organization (1988) Regional Office for Europe, Quality assurance of health 
services.. Thirty-eight Session, Technical Discussions, Copenhagen, 1996, 12-1 7 September (Docu-
mentt no. EUR/RC38/Tech.Disc/1) 
Zapkaa JG, Palmer RH, Hargraves JL, et al. (1995) Relationships of patient satisfaction with 
experiencee of system performance and health status, J Ambulatory Care Manage 18(1), 73-83 


