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Chapterr  6 

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

Abstract t 

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

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

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

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

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

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

6.1.16.1.1 The main aim and methodology 

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

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

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

6.1.26.1.2 Study design 

Thee study was conducted in three interrelated phases. (Table 6.1) 
Phasee 1: In 1992/1993 the actual practice was registered in the 17 participating hospitals. 
Thee evaluat ion was limited to the ASA1 category of pat ients. (American Society of 
Anaesthesiologistss Physical Measure (ASA) Class 1: There is no physiologic, biochemical or 
psychiatricc disturbance. The pathological process for which operation is to be performed is 
localisedd and not conducive to systemic disturbance.) These are 'healthy patients', and 40-
50%% of the operations can be grouped to ASA1 class. (Robbins and Mushlin, 1979) Then an 
analysiss was conducted to identify the reasons for which these selected preoperative as-
sessmentss procedures were performed in the participating hospitals. The question of 'Do-
ingg good things wrong versus doing wrong' by the hospitals had to be answered. In other 



188 8 Hungariann health care in transition... 

words,, efforts were made to learn if the daily practice in the hospital differs from the 
otherwisee appropriate recommendations, guidelines or expectations or the written or non-
writtenn guidelines or expectations are inappropriate. There were two follow-up activities 
subsequentlyy in 1995/96 in 20 hospitals (Phase 2) and in 1997 in 9 hospitals (Phase 3) to 
detectt the changes of the preoperative routine. 

Tablee 6.1 Study design 

Phases s 

Phasee 1 

1992 2 

Phasee 2 

1995 5 

Phasee 3 

1997 7 

Activities s 

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

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

Disseminationn of the same questionnaires to 
1233 Hungarian hospitals. 

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

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

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

Responsee rate 

11 7 hospitals, 14% overall response rate 

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

200 hospitals, 16% overall response rate 

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

99 hospitals, 45% overall response rate 

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

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

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

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

Hospitals s 

Countyy hospitals 

Otherr hospitals {*) 

Yes s 

7 7 

2 2 

No o 

2 2 

9 9 

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

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

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

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

6.1.36.1.3 Sample and data validity 

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

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

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

Qualityy assurance of 
preoperative e 
assessment t 

Generall  characteristics 

Guideliness on tests to 
bee performed for 
preoperativee assessment 

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

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

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

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

AA 1992/93 
E--

A0% % 

A0% % 

A0% % 

A0% % 

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

EE 123 
COMAC/QA/ / 
HSRR hospitals 

AA 1991 
EE 1993 

AA 67% 
EE 97% 

AA 56% 
EE 76% 

AA 46% 
EE 65% 

AA 16% 
EE 43% 

AA 20 
Hungarian n 
Hospitals s 
(PECO) ) 

AA 1995 

AA 70% 

AA 5% 

AA 40% 

AA 30% 

AA 198(0) 
BJOMED/ / 
PECO O 

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

A54% % 

48% % 

27% % 

15% % 

E9 9 
Hungarian n 
Hospitals s 
(PECO) ) 

EE 1997 

EE 77% 

EE 11% 

EE 77% 

EE 88% 

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

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

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

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

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

Quali t yy assurance of preoperative assessment 
Generall  characteristics 

Guideliness on tests to be performed for preoperative 
assessment t 

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

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

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

1992 /93 3 

0% % 

0% % 

0% % 

0% % 

1995 5 

86% % 

14% % 

71% % 

55 7% 

1997 7 

100% % 

14% % 

100% % 

100% % 

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

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

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

Preoperative e 
tests s 

Chestt X-ray 

ECG G 

Urinee albumin 

Urinee glucose 

Urinee sedimentation 

Urinee reduction 

Bloodd ESR/viscosity 

Bloodd haemoglobin 

Bloodd haematocrit 

Whitee blood cell count 

Creatinine e 

Sodium m 

Potassium m 

SGPT T 

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

AA 1992 
E--

A83% % 

AA 88% 

AA 94% 

AA 94% 

AA 94% 

AA 94% 

A0% % 

AA 88% 

AA 88% 

AA 89% 

AA 81% 

AA 94% 

AA 94% 

AA 5 7% 

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

AA 52% 
EE 19% 

AA 50% 
EE 29% 

AA 57% 
EE 33% 

AA 60% 
EE 48% 

AA 46% 
EE 38% 

AA 30% 
EE 14% 

AA 38% 
EE 33% 

AA 80% 
EE 71% 

AA 72% 

EE 24% 

AA 70% 
EE 52% 

AA 55% 
EE 57% 

AA 51% 
EE 29% 

AA 51% 
EE 33% 

AA 35% 
EE 19% 

AA 20 
Hungarian n 
Hospitals s 
(PECO) ) 

AA 1995 

AA 20% 

AA 40% 

AA 65% 

AA 65% 

AA 50% 

AA 45% 

AA 5% 

AA 75% 

AA 75% 

AA 65% 

AA 35% 

AA 55% 

AA 55% 

AA 35% 

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

AA 1995 
E--

A28% % 

AA 34% 

AA 31% 

AA 35% 

AA 31% 

AA 24% 

AA 19% 

AA 58% 

AA 55% 

AA 53% 

AA 34% 

AA 36% 

AA 36% 

AA 21% 

E9 9 
Hungarian n 
Hospitals s 
(PECO) ) 

EE 1997 

EE 11% 

EE 33% 

EE 44% 

EE 55% 

EE 55% 

EE 44% 

E0% % 

EE 77% 

EE 77% 

EE 55% 

EE 33% 

EE 44% 

EE 44% 

EE 22% 
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Preoperative e 
tests s 

GGT T 

Thrombocytee count 

Bloodd glucose 

APTT T 

PTT T 

Clinicall  clotting time 

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

AA 1992 
E--

A45% % 

AA 65% 

AA 94% 

AA 65% 

AA 65% 

AA 50% 

AA 2 6 7R 

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

AA 28% 
EE 19% 

AA 57% 
EE 43% 

AA 62% 
EE 76% 

AA 43% 
EE 38% 

AA 48% 
EE 48% 

AA 39% 
EE 14% 

AA 20 
Hungarian n 
Hospitals s 
(PECO) ) 

AA 1995 

AA 25% 

AA 40% 

AA 55% 

AA 5% 

AA 15% 

AA 30% 

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

AA 1995 
E--

AA 18% 

AA 39% 

AA 43% 

AA 24% 

AA 28% 

AA 26% 

E9 9 
Hungarian n 
Hospitals s 
(PECO) ) 

EE 1997 

EE 22% 

EE 33% 

EE 66% 

E0% % 

EE 0% 

EE 11% 

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

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

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

Preoperativee tests 

Chestt X-ray 

ECG G 

Urinee albumin 

Urinee glucose 

Urinee sedimentation 

Urinee reduction 

Bloodd ESR/viscosity 

Bloodd haemoglobin 

Bloodd haematocrit 

1995 5 

15% % 

40% % 

50% % 

55% % 

55% % 

45% % 

0% % 

80% % 

80% % 

1997 7 

11% % 

30% % 

40% % 

55% % 

55% % 

44% % 

0% % 

80% % 

80% % 
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Preoperativee tests 

Whitee blood cell count 

Creatinine e 

Sodium m 

Potassium m 

SGPT T 

GGT T 

Thrombocytee count 

Bloodd glucose 

APTT APTT 

PTT T 

Clinicall  ciotting time 

1995 5 

80% % 

40% % 

60% % 

60% % 

30% % 

30% % 

30% % 

65% % 

5% % 

10% % 

25% % 

1997 7 

80% % 

35% % 

45% % 

45% % 

25% % 

25% % 

30% % 

65% % 

0% % 

0% % 

11% % 

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

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

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

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

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

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

Party. . 

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

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

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

Tablee 6.5 Response rat e of the hospitals Phase 1 

Hospitals s 

Countyy hospitals 

Otherr hospitals (*) 

Yes s 

10 0 

9 9 

No o 

7 7 

98 8 

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

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

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

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

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

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

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

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

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

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

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

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

6.55 Discussion; results 

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

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

Thee first questionnaire survey in 1992/93 showed that hospital departments in Hungary 
weree performing pre-operative tests of almost all kind for ASA 1 category patients in 
electivee surgery, in 80-90% of the cases. According to the literature the value of pre-opera-
tivee tests has not been established for 'healthy patients' with no previous medical history, 
inn whom physical examination does not indicate a need for further investigation has not 
beenn established. In case of inappropriately, unnecessarily offered pre-operative tests the 
predictedd rate of false positives might be very high, testing and subsequent treatment might 
bee harmful, costly and time-consuming (e.g. surgical procedures might be unnecessarily 
delayed).. The assessment, development and evaluation of the preoperative routine were 
successfullyy finished in 1997. In 1995 and 1997, those hospitals that had incorporated 



200 0 Hungariann health care in transition... 

qualityy assurance as a continuous exercise among the hospital activities and in which 
X-ray,, ECG and laboratory test utilisation review was part of the standing duties of the 
Qualityy Assurance Committee, ceased to consider this area as one of priority impor-
tancee to be studied. The initial recommendations of the Working Party were subsequently 
includedd in the guidelines of the various professional associations (Society of Anaesthesiology 
andd Intensive Therapy, Professional Colleges of Surgery). The amount and evaluation of 
necessaryy preoperative routines became a topic at professional conferences of surgeons and 
off  their publications. Whereas in 1992 and earlier, the prevailing attitude had been one of 
'thee more investigations, the better the quality of care', by 1997 the aim in most of the 
hospitalss became 'to carry out few and only the necessary investigations. Also, the profes-
sionall  advisory board in the given speciality and the medical speciality itself became own-
erss of the field, which is seen as a real success of the programme. 

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

6.5.16.5.1 Process versus outcome measures of the preoperative assessment 

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

6.5.26.5.2 County hospitals as change agents of quality improvement 

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

6.5.36.5.3 Validity of the findings 

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

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

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

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

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

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

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

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

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