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Chapterr  9 

QJJALIT YY OF PRIMAR Y HEALT H CARE: PHYSICIANS' 
ANDD PATIENTS' REPORTS OF SYSTEM PERFORMANCE, 

1994-1996 6 

Abst ract t 

Thee aim of this study was to assess pr imary health care services, focusing on patients' 
reportss about health system performance, to obtain data on current practices of pr imary 
healthh professionals regarding the utilisation of specialist services, oral medication, co-
ordinationn and cont inuity of care. The long term aim of the project was to improve the 
effectivenesss and quality of pr imary health care and preventative medicine. 

Itt is especially important in pr imary health care to compare util isation of health care ser-
vicess (referral, laboratory tests, examinations), drug prescription and drug taking prac-
ticess to establish whether and where the added value is obtained. It is impossible, at least in 
Hungary,, for even the most conscientious practitioners to assess whether they are over- or 
under-usingg drugs (and connected laboratory tests and examinations) wi thout informa-
tionn about the expected 'drug uptake' and number of tests in a reference population. There 
hass been very littl e research on what 'standard practice' volumes would look like in a 
'standard'' population. 

Thiss chapter discusses measures of drug prescription and drug taking practices as well as 
selectedd laboratory tests and examinations. An attempt is made to assess the utilisation of 
generall  practice related to the 'drug and associated laboratory and examination uptake' of 
thee 'standard practice' in a standard population. Continuity and co-ordination of primary 
healthh care is also discussed. 

AA self-administered questionnaire developed by Palmer and colleagues at the Harvard School 
off  Public Health (the Patient Reports on System Performance, PROSPER questionnaire, Ap-
pendixx 2) was translated into Hungarian and adapted to the Hungarian health system 
contextt and was used in 91 general practices from 9 different regions, representing both 
urban,, semi-rural and rural pr imary health care practices. The questionnaire was distrib-
utedd to a random sample totalling 4,819 patients that had visited the general practice in 
thee previous twelve months and met the entry requirements. Questionnaires were com-
pletedd in separate rooms of the general practice just after the patients left the GP's surgery. 
Att the same time, data were abstracted from medical records to compare patients' reports 
wit hh recorded data. The questionnaire contains 60 items and seven sections (oral medi-
cines,, chronic conditions, referrals, blood tests, x-rays, prevention in women, prevention 
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inn both genders) and elicits data concerning access, co-ordination and continuity of care as 
welll  as overall satisfaction. 

TheThe author is grateful to Professor Andrew Thompson, University of Edinburgh, for his contribu-
tiontion to the Hungarian PROSPER study and for his helpful comments on this chapter. 

ThisThis research was funded by the European Union, DG V. , the Hungarian Health Insurance Fund 
AdministrationAdministration and the Hungarian Society for Quality Assurance in Health Care. The chapter 
benefitedbenefited from the comments of Dr. Yannis Skalkidis and Professor Dr. Pedro Saturno. Five mem-
berber states of the European Union (Greece, France, Portugal, Spain and the United Kingdom) 
participatedparticipated in the study (The European Patient's reports on System performance; EURO-PROS-
PERPER Project) as well as Hungary. 
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9.11 The need for  informatio n on performance and qualit y in primar y health 
care e 

Theree are many data available about the primary health care system. In 1996, for instance, 
thee average annual consultations per general practitioner was 8,743. Budapest had 6,275 
consultationss per GP, while the average number of consultations for all counties was 9,337. 
Thee Northeast part of Hungary consumed more services then the rest of the country. The 
averagee annual consultations per 1,000 inhabitants was 4,840 in 1996. (OER 1996) How-
ever,, the comparison and interpretation of these data is very difficult, if not impossible. 
Thesee un-adjusted data says nothing about the quality of care, whether primary health 
caree meets the needs of the patients. These data cannot be used for resource allocation 
purposes,, and the potential over-use or under-use of the primary health care services re-
mainss unknown. 
Managementt and quality improvement in solo-practice based primary health care is al-
wayss problematic. In primary care in Hungary, there is littl e experience of quality im-
provementt yet. 

Thee following weaknesses can be observed: 
GPss have littl e knowledge to assist practices to make continuous quality improve-
mentt in care, to identify important variables and dimensions of quality as well as to 
targett health promotion activities, 
GPss have not received appropriate advice with regard to how to collect and adjust 
data,, construct indicators for monitoring quality over time and provide comparison 
withh other practices, 
GPss have littl e medical information about their patients out of hours, and from other 
healthh care settings, littl e is known about co-ordination and continuity of care. 
Although,, patients' views of the key aspects of the health care have to be taken into 
considerationn as a very important element of the quality improvement, it is not known, 
andd has not been measured, 
Underr the current organisation GPs have no skills to undertake clinical audit, and 
withh clinical audit the GPs would have no accurate basis on which to determine the 
appropriatenesss of, services being delivered, the quality of those services and how to 
implementt improvements in the quality. 

GPss are increasingly conscious of the need to focus on effectiveness of health care, and on 
thee outcome that is obtained for their patients. Timely and effective implementation of care 
iss an essential element in obtaining the best possible outcome. Sub-optimal outcomes of 
caree are not always caused by wrong decisions but may be due to failures and delays in 
implementationn of decisions and failures of communication. There is a need for informa-
tionn for managing change and improvement in primary health care, and there is a signifi-
cantt gap between the type and quality of information available and the information needed. 
Too improve the quality of primary care, as a fundamental first requirement, appropriate 
toolss (The Patients' Reports on System Performance, PROSPER) were pilot tested in order to 
providee this information. The PROSPER methodology, which originated in the USA, is es-
sentiallyy concerned with the development and application of a measurement tool for con-
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tinuouss quality improvement in primary health care. It is focussed on the patient's reports 
off  how well the organisation and delivery of the primary health care system operates in 
theirr experience. 

9.22 Primar y health care 

Primaryy health care is defined in the Alma Ata Declaration as: "essential care based on 
practical,, scientifically sound and acceptable methods and technology made universally 
availablee to individuals and families in the community through their full participation and 
att a cost the community and the country can afford and maintain at every stage of their 
development,, in the spirit of self reliance and self-determination". (WHO/UNICEF, 1978) 
InIn most countries primary care is first-contact, longitudinal care that is comprehensive 
andd person-centred rather than disease- or organ-system specific. The full range of per-
sonall  health care needs is addressed directly through preventative, curative, and rehabilita-
tivee care through referral to other services when indicated. For many years health care 
systemss placed most of their emphasis on specialisation, high technology, and acute care 
medicine.. But after decades of benign neglect the value of primary health care is recognised 
inn European reform programmes, as well as in Hungary. The roots of primary care are a 
historyy of ambivalence. During the 1960s substantial attention was given to the concept, 
thee study and the development of primary health care. However, it could not compete with 
thee considerable expansion of medical science and technology. Although cost-containment 
wass the axiom of the seventies, high-tech and institutional care was worshipped. And 
althoughh most countries endorsed the vision and adhered to the principles of primary 
healthh care, benign neglect by both providers and policy makers was impeding the imple-
mentationn of primary health care strategies and economic and professional incentives con-
tinuedd to favour specialised care. Between the 1960s and the 1980s several efforts were 
madee to encourage primary health care: public policies, organisational support and finan-
ciall  mechanisms. However those measures have been remarkably ineffective and the sys-
temm drifted towards greater dependency on specialised and hospital-based care. (Detailed 
descriptionn of primary health care in Hungary can be found in Chapter 2.) 

9.2.19.2.1 Quality improvement in primary health care 

Thee fundamental necessity to implement changes and improve quality of primary health 
caree is discussed by many authors. (*) Primary care should be defined or redefined in terms 
off  which specialties provide primary care as part of these changes. (Franks, Clancy and 
Nutting,, 1997) As Maynard and Bloor (1995) pointed out "The system of primary care in 
thee UK National Health Service appears to have become popular amongst policy makers 
worldwide.. This is surprising given the poor knowledge base regarding the care provided 
andd its cost effectiveness." Palmer (1993) pointed out that programmes to assure quality 
inn health care are better developed and more widely implemented in hospitals than in pri-
maryy care. This is undoubtedly because hospital care is widely accepted as "more impor-

(*)(*)  Neville and Girard, 1989; Grol, 1990; Williamson, Walters and Cordes, 1993; Radecki, Lloyd and Barnett 
1993;1993; Baker, Robertson and Farooqi, 1995; Meredith, 1995 
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tant""  than primary care. It is considered more important because it concerns patients who 
aree seriously ill , and whose unstable condition requires complex technologies and close 
attentionn by numerous skilled personnel. In contrast, primary care is perceived as less 
importantt because it concerns mostly minor illnesses, in patients whose condition is rela-
tivelyy stable, and for which simple interventions suffice. But primary care is the point of 
firstt contact for patients, the quality of care given in this setting wil l determine whether 
subsequentt secondary or tertiary care wil l be needed. 

Accordingg to Palmer (1993), related to quality improvement, the distinctive features of 
primaryy care are: 

thee volume of patients receiving care: In Hungary there are 6,130 patient contacts in 
generall  practice/1,000 population/year and 10,169 outpatient visits/1,000 popula-
tion/year.. In contrast, only 239 patients/1,000 population/year wil l have hospital 
admission.. In other words we have to consider 25 to 93 times as many persons when 
evaluatingg primary care as for hospital care. 
thee number of providers of care: In Hungary there are thousands of single primary 
caree locations; we do not even know the precise number. In contrast, the total num-
berr of hospitals is 167. Quality assurance must be decentralised, an obvious strategy 
beingg to involve providers in evaluating the quality of their own performance, 
diagnosess and conditions: In primary care many diagnoses and conditions coexist in 
thee same patient, or no diagnosis has yet been made GPs are facing symptoms such as 
fatigue,, headache, tiredness. 
singlee provider in short time with littl e technical equipment: In Hungary primary 
healthh care is provided by solo GP practices, the average duration of patient-GP con-
tactt is 7-12 minutes, and the technical equipment available in the GP's practice is 
veryy limited. 
patientss initiative to use the primary care service: In primary care GPs are partially 
responsiblee for their patients although the patients may not have visited their physi-
cianss for some time. In primary care it is patients who initiate use of services. If the 
patientt does not return, the physician does not know whether the patient is better or 
worse.. Quality measurement is particularly valuable if it retrieves and make avail-
ableable to the physician, information about the subsequent course and outcome of pa-
tientss the physician treated. 
GPss seldom see an obvious endpoint to their efforts: In primary care most patients are 
inn stable condition, but those with declining health, changes occur as small decre-
mentss over time. It is easy for a busy provider seeing several patients each hour to 
misss such subtle deterioration. Furthermore, primary care providers seldom see an 
obviouss endpoint to their efforts. 

AA particular problem in analysing primary care data is the huge number of primary care 
visits,, and a significant amount of potentially missing information about patients as a 
consequencee of the above discussed characteristics of primary health care. 
AA useful source of data is to ask patients what happened to them. Here primary health care 
hass an advantage over hospital care, because the patients are less likely to be seriously ill 
thann hospitalised patients, and therefore are more likely to be able to observe and report 
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events.. This may be an advantage; however, they may be less interested in responding due 
too less emotional investment, and thus may be less willin g to co-operate. To assure the 
qualityy of care we must know how good it is, but we must know what can be done to 
makee it better. But the GPs may not know how much improvement is possible unless they 
knoww whether others do better. 
Thee Hungarian PROSPER survey cannot answer the question whether others do better but 
showw whether others do differently through providing process measures about a standardised 
populationn for further comparison. 

AA strategic framework for cultivating quality in this sector has been developed which 
incorporates: : 

qualityy improvement within the primary care organisation, 
qualityy improvement across the patient/professional interface, 
qualityy improvement across health and welfare organisation interfaces, (van der Velden, 
1999) ) 

9.33 The need for  a useful monitorin g tool of system performance of primar y 
heal thh care in Hungary 

Afterr the political changes, new governments in 1990, 1994 and in 1998 declared that to 
createe well functioning, comprehensive and effective primary health care is on the top of 
thee agenda of health care reform in Hungary. According to the previous policy papers, 
Hungariann health care was 'hospital centred'; now significantly more resources and staff 
havee to be allocated to primary care. The main mission of primary health care is to meet 
locall  needs in a cost-effective way, but littl e is known about the health needs of the Hun-
gariann population. Tt is impossible to determine how people translate these needs into 
utilisationn of primary health care services and it is unclear whether their use of services is 
appropriate.. The knowledge is extremely limited - practically non existent - about the 
effectivenesss of the services offered by primary care practices, with no information about 
costt effectiveness. Maynard (1995) discussed that in the UK only about 10% of interven-
tionss have some cost-effectiveness basis. 

Theree is a great need for good quality, reliable data for creating and managing well func-
tioningg primary health care. Patient records in primary health care are highly unreliable 
accordingg to the report of the Hungarian National Audit Office in 1995. As Csonka (1995) 
clearlyy pointed out, "Parallel to the implementation of the new system in primary health 
caree in which patients were permitted to choose their own GPs, patients' charts had to be 
completedd about all patients enrolled on a given GPs list by the GPs. The audit conducted by 
thee Hungarian National Audit Office showed that the completion of patients charts were 
nott based on examinations or tests results. This requirement was taken as an administra-
tivee burden by GPs, and not as a necessary task to create a database for further prevention 
andd care purposes." The Audit Office pointed out later in its report that the primary health 
caree system operated without any kind of professional control. 
Inn general it can be concluded that in Hungary there are no reliable and valid data about the 
primaryy health care performance and the current practices of primary health professionals 



99 - Quality of primary health care: physicians' and patiens' reports... 271 

too provide information for evaluation, policy making, decision making or financing pur-
poses.. In this situation there is a need for an assessment tool in primary health care which 
cann at least partly solve this problem and supply some valid information. 

9.3.19.3.1 Why patients' opinions could be useful for improving quality of primary care? 

Manyy family practices have data that are used to manage delivery of care and from which 
indicatorss of performance of clinical management systems could be constructed. However, 
thee availability and accuracy of data varies among practices. Standardised, not very re-
sourcee demanding, patient-focused data collection methods should be implemented in or-
derr to measure patients' views. 

Measuress based on patients reports' have many advantages. It could prove to be easier to 
obtainn an integrated account of sequences of ambulatory care from patients who experi-
encedd the care than by piecing together data from medical records. If so, it should be less 
costlyy and speedier than using general practices' data. Also, obtaining data from patients 
ratherr than collecting general practices' data is less intrusive into day to day operations of 
healthh centres and thus less burdensome to them. 

Patientss are particularly valuable as a data source for two reasons. Firstly, only patients 
cann report whether they receive adequate communication from providers about their health 
andd the care that they are advised to receive. Secondly, patients provide a single source for 
dataa about episodes of care that involve different health care personnel and different pro-
viderr organisations. Biases are assumed to be non-significant, since patients were not asked 
too make value judgements about their care, but only to report events that happened to 
themm in the course of their care. 

9.44 The PROSPER programme 

Dataa recorded by providers are generally used for measurement of quality in health care: 
dataa are obtained from medical records and administrative databases and used to create 
ratess of success in providing services and achieving desired patient outcomes. Palmer and 
colleaguess proposed instead to use data obtained from patients to create rates of satisfac-
toryy performance of health care. (Cleary, Edgman-Levitan, McMullen, et al. 1992; Cleary, 
Edgman-Levitan,, Walker, et al., 1993; Zapka, Palmer, Hargraves et al., 1995; Minnick, 
Roberts,, Young, et al., 1997) 

Thee traditional method for monitoring quality of care is by reviewing a sample of patients' 
recordss and data from laboratory files. This technique is costly, very labour and time con-
suming,, and no guarantee of producing high quality data. Therefore a new approach was 
devised:: going to the patient. Patients can be asked about their satisfaction with care but 
thiss method gives littl e help in deciding what to resolve to improve satisfaction. PROSPER 
questionnairess ask patients facts about their experiences of receiving health care. Patients 
experiencee many aspects of system performance as they move through sequences of care. 
While,, patients are undoubtedly a relevant source of information on certain aspects of 
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care,, Lebow (1974) advises caution in the use of patient assessments since these do not 
correlatee highly wi t h what he calls 'objective' i.e. physician defined measures of care, a 
resultt that is confirmed by DiMatteo and DiNicola (1981). 
Att the Centre for Quality of Care Research and Education at Harvard, Palmer and her col-
leaguess developed the questionnaires that elicit patients' experiences of the delivery of am-
bu la toryy care. From these reports they constructed computerised indicators that physi-
cianss and managers can quickly use to compare performance among care centres, and to 
t rackk performance over time. They call this set of indicators PROSPER (Patient Reports on 
Systemm Performance). PROSPER is a flexible tool; its design and use are adaptable to any 
part icularr application. (Hargraves, Palmer, Zapka et al. 1993; Zapka, Palmer, Hargraves et 
al.. 1995) 

Skalkidiss (1995) pointed out that this innovation was introduced in the EURO-PROSPER 
Project.. In order to assess the quali ty and effectiveness of health care services in a 'health 
caree organisation' or a 'health care system', the EURO-PROSPER team focused on patients' 
reportss and not directly their judgmental statements. It has been argued that a much more 
objectivee view of the quality of primary health care services can be obtained in this way, 
mobil isingg resources in partnership with patients, who are available, eager and, as was 
realisedd in this project, good and reliable 'observers'. 
Thee self-administered PROSPER questionnaire that elicits information about the process of 
medicall  care was translated and adapted for the Hungarian situation. The questionnaire 
containss 60 items and seven sections (oral medicines, chronic conditions, referrals, blood 
tests,, x- rays, prevention in women, prevention in both genders) and elicits data concerning 
access,, co-ordination and continuity of care as well as overall satisfaction, an exception to 
thee avoidance of direct judgement of care. In what follows, an overview of PROSPER wil l be 
givenn as applied in a demonstrat ion project in 91 solo pr imary care settings (general prac-
tice)) in 9 counties in Hungary. (Gulacsi and Kovacs, 1997a; Gulacsi and Kovacs, 1997b, 
Gulacsii  and Kovacs, 1997c; Kovacs and Gulacsi, 1997; Gulacsi and Kovacs, 1998a; Gulacsi 
andd Kovacs, 1998b) 

9.4.19.4.1 Aims and objectives 

Aim ss and objectives are listed below. 

Aim s s 

Too obtain data on current practices in pr imary care. 
Too collect relevant information on the health status of the target population (who 
meett the entry requirements). 
Too t ry to assess readiness for change in particular areas of pr imary health care in the 
fieldd of util isation and co-ordination of care, current practice and health promotion. 

Objectives s 
Too set up criteria for selecting a 'standard patient population'; identify a group of 
patientss w ho consume a major/significant part of the health care services offered by 
pr imaryy care settings. The Standard Patient Population, according to the definition 
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usedd in the study, is a homogenous patient population in terms of the level of the 
consumptionn of the health care services. This adjustment is needed for comparison 
andd indicator setting purposes. Therefore, a homogenous patient sample had to be 
usedd in order to achieve the objectives of the study. 
Too identify 'standard practice' through the investigation of drug uptake and labora-
toryy tests utilisation of the 'standard patient population' with the help of the self-
administeredd questionnaire completed by patients and their GPs. 
Too describe patients' views of the system performance and to compare patient reports 
andd GP's records, and to try to explain differences, if any. 
Too decide if patients are good sources of data; validation of patients' views. 
Too set indicators for primary health care, to find a tool for monitoring indicators in 
primaryy and ambulatory care settings-and to investigate how these tools can be used 
inn practice. 

9.4.29.4.2 Recruitment ofGP practices and patient selection criteria 

Thee project management team recruited 91 GPs in 9 counties on a voluntary basis. Due to 
beingg in Hungary, we had to face a lack of the necessary resources, staff and infrastruc-
ture,, we did not use a multistage follow-up mailing and telephoning procedure during this 
programme.. Instead, for each GP practice, we randomly selected a week during the three-
monthss demonstration programme and patients who met the entry requirements com-
pletedd the questionnaire after they had been seen by the doctor. 
Afterr a thorough study of the entry criteria, the GPs made the decision as to who should 
completee the questionnaires after the visit to the surgery. All patients who had met the 
entryy criteria completed the questionnaires. Due to the explicit patient selection/entry cri-
teria,, problems of selection bias by GPs seems to be non-significant (e.g. Standard Patient 
Populationn was sampled due to the standardised selection/entry criteria). 
Patients'' questionnaires were completed in separated rooms in the GP practice, supervised 
byy a person external to the health centre staff. The GPs then answered key questions relat-
ingg to the patients' questionnaires based on the patients' medical records, in order to make 
thee validation possible. 

Patientt selection/entry criteria 

Thee target population was individuals who used primary health care services and met the 
admissionn criteria. For patient selection purposes: a) essential and b) optional criteria were 
used: : 

a)) essential criteria: 
agee 18 years and over, and 
enrolmentt on the family practitioner's list. 

b)b) optional criteria (at least one option had to be present): 
patientt recently visited the family practice (during the previous 12 months), 
patientss with chronic disease, 
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patientt referred to a medical specialist in the previous 12 months, 
patientss with abnormal blood test results. 

9.4.39.4.3 Short description of the study 

Inn 1995 a week was randomly selected by the project management team. One facilitator 
wass sent to each of 91 GP practices to provide the necessary information, to distribute the 
questionnairess to the physicians and the patients. This facilitator also ensured that the 
standardisedd process of the study - entry criteria, separate rooms for the patients to com-
pletee the questionnaires - was adhered to. At the end of each day during the project facili-
tatorss collected the questionnaires and gave them to the project management team. Each 
dayy of the selected week, GPs investigated whether the patient entering the surgery met the 
entryy criteria or not. If the patient did not meet the entry criteria, he or she was not 
enrolledd into the programme, consequently no questionnaire was completed. 

Iff  the patient did meet the entry criteria and agreed to co-operate (co-operation willingness 
wass around 98%), after the examination/treatment both the GP and the patient completed 
aa very similar questionnaire about: 

thee provision of care (continuity, follow-up of appointments not kept, co-ordination, 
primaryy responsibility for care), 
thee completion of work-ups (completion of laboratory test sequences, completion of 
"imagingg test" sequences, completion of consultation/referral sequences), 
thee implementation of treatment decisions (completion of drug therapy sequences, 
completionn of self-management sequences), 
thee implementation of preventative care (implementation of screening tests), 
thee communication with patients (satisfaction, handling patients' complaints). 

Basedd on data from the international professional literature, we used a list of clinical man-
agementt functions that are commonly subject to errors leading to poorer patient out-
comes.. The selected functions met the following criteria: a) likelihood of recall by patients, 
b)) feasibility of collecting information from GPs' records for comparison with patients' 
reports,, c) occurrence with sufficient frequency. 

9.55 Demographic data of the study population 

Totall  of 4,819 patients were sampled, and all of them completed the questionnaire. The 
meann age of the study population was 50 (CI, 95% +-14) years (median=52 years). 8.3% 
off  the study sample were single, 68.1% of them were married or living with a partner, 6.1% 
off  them were divorced and 15.6% were widowed. Twenty-eight percent (28.1%) of them 
weree living alone. From this patient sample 35.0% were employed or had other paid job, 
62.9%% of them had no paid job (old age or other pension, unemployed, never worked), and 
2.1%% of them gave us no answer. (61.9% of the unemployed had no job for more than 12 
months.)) Number of schooling years, which is an important determinant of the quality of 
thee patient-professional communication, is shown in Table 9.1. 
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liablee 9.1 Number  of years schooling completed 

Numberr of years schooling completed (°) 

Lesss than 4 elementary 

Att least 4 years but less than 8 years 

Tradee school 

Secondaryy school 

Highschool/university y 

Unknown n 

Percentt % 

2.1 1 

45.5 5 

20.9 9 

20.4 4 

9.6 6 

1.5 5 

(H)) 8 years elementary school is mandatory in Hungary since 1945 

9.66 Constructing indicator s 

Indicatorss of system performance based on patient reports elicited by the questionnaire. 
Thee principle was to construct indicators which are: 

usefull  to both medical and quality improvement point of view, 
basedd on clinically important events, 
relatedd to standards of care established at the GP practice, either implicitly or explicitly. 

Theree are two types of indicators are used in this chapter: 
indicatorss for comparison purposes between patients report and GPs record, 
indicatorss to compare patient report with the explicit or implicit practice standards. 

a)) Indicators for comparison purposes between patients report and GPs record 

Inn our analysis, we determined whether patient reported data and GP reported data agree 
onn the presence of both denominator and numerator state, using 2x2 decision matrix. 
(Tablee 9.18) In this analysis we do not assume or suppose whether the GPs records or 
patientt reports are correct. Differences between patients' reports and GP's records are im-
portantt areas for further research. 

b)) Indicators to compare patient report with the explicit or implicit practice standards. 

Forr each of the selected performance functions and sub-functions we drafted a working 
definitionn of the activities that must be completed for performance to be considered suc-
cessful.. For example: "Screening mammography should be performed for all females who 
aree 50 years and over, and the results of the mammography should be given to the pa-
tients.""  As the calculation, based on the Table 9.17 shows mammography was not per-
formedd for 82.9% of the females in age 50 years and over, and more than one quarter 
(26.7%)) of the females who went through screening mammography reported that no in-
formationn was provided about the result of the screening. 
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9.77 Results of the PROSPER survey in Hungary 

Thiss project included 91 family practices (2.1% of the total number of family practices in 
Hungary)) in 9 counties (out of the total number of 20 Hungarian counties) with a total 
patientt sample of 4,819. Family doctors participated on a voluntary basis. They repre-
sentedd a wide cross-section of practices, such as counties from rural and industrial areas 
andd settings of different size. The characteristics of these 91 demonstrate that they cover a 
widee range of variables and of experiences. There is no obvious bias to be seen. Due to the 
largee sample size differences are likely to be captured. The picture is not unusual, volume 
biasedd results can be experienced in population wide studies. From the initial results of the 
projectt we were able to see two interesting findings: a) less patients are in the 'standard 
patientt population' than expected; b) GPs' handwriting is often illegible. 

a)) Less patients are in the 'standard patients population' than expected 

Thee daily workload of general practices is 40-60 patients in general. In contrast, 15-20 
patientss were identified as belonging into the 'standard patient population' per day during 
thee survey. This, was an unexpected result for both the GPs and the project management 
team.. The workload of GPs is an important issue in health care systems with a capitation 
paymentt for GPs' services. (*) 

Inn relation to the workload the question is whether or not the level of capitation payment 
appropriatelyy and accurately reflects the amount of work generated by the practice popu-
lation.. (Groenewegen, Hutten, van der Velden, 1992) This makes the question relevant 
whetherr or not a 'standard patient population' is a good measure of the different workload 
duee to differences in the composition of the practice with a comparable list size. This mea-
suree is a composite of the demand-related or patient-side influence and the supply-related 
(organisationn aspects, personal characteristics of the GP) influence of the workload. 

b)) GPs' handwriting is often illegible 

Probably,, this finding is not very surprising. First the staff who entered the information 
fromm the questionnaires to the computers reported that they were not able to read the GPs' 
referralss and the name of the drugs and other information in the questionnaires which had 
beenn completed by GPs. The members of the project management team (some of them 
formerr GPs) were not able to read the questionnaires either. Pharmacists had to be hired to 
readd the GPs' handwriting. Based on this experience we checked referral and other docu-
mentationn that had been (hand)written by GPs in the hospitals, and found that the physi-
cianss and surgeons working in the hospitals had often not been able to read GPs' handwriting, 
either. . 

(*)(*)  Capitation payment: fixed amount of money per patient on an annual basis - differentiated by age groups in 
thethe practice population - irrespective of the amount of the services actually rendered by the GPs. 
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9.7.11 Oral medicines; drug prescribing practices and drug taking patterns in primary 
healthhealth care 

Thee drug bill of the Hungarian health care system doubled between 1992 and 1997 and it 
iss currently 30% of the total health care budget. This rate is significantly higher than other 
Europeann countries where the drug bill is around 15% of the total health care budget (Ryan, 
Yule,, 1993). To assess and modify prescribing behaviour in primary health care practice, to 
createe economic prescribing, is a very important issue in the developed world and due to 
thee limited health care resource even more important in Hungary 
InIn Hungary there are no prescription charges. The National Health Insurance Fund finances 
att least partly of the drugs, the rest part of the cost is being paid by the patients. There is a 
speciall  list of the medicines, called 'covered drugs' where there is a 50%-100% coverage 
fromm the Fund; this list is re-established yearly. 
Duringg the previous 12 months of the study, 87.5% of the study population (4,217 pa-
tientss out of 4,819 patients) received one or more prescriptions from his or her GP, accord-
ingg to the patients' reports, while 12.5% of the patients (602) received nothing during the 
year.. According to the GPs' record all patients received prescriptions during this 12 month 
period.. At the time of the questionnaire interview 83% of the patients were taking oral 
medicines,, while 14% of these were taking more than 5 oral medicines at the time of the 
interview.. This rate seems to be high. In the Netherlands, for instance, about 60% of all 
consultationss in general practice result in the prescription of drugs. (Kuyvenhoven and van 
derr Velden, 1993) To compare these numbers are very difficult, perhaps the need is higher 
inn Hungary, or the drug prescription habit is different. What makes comparison even more 
troublesomee is that the Hungarian figure is related to 'Standard Patient Population', while 
thee Dutch data is extracted from the 'usual' patient population. Further research is needed. 
Onlyy adjusted, homogenous populations, such as standard patient populations, can be 
compared.. For instance, if more patients are having consultations in the general practice 
duee to preventative or patient education purposes, it is quite obvious that the number of 
prescriptionn of drugs is lower. 
Thee patient population can be subdivided into two distinctly different groups: patients holding 
aa certificate of entitlement to free-of-charge health care and drugs (who do not pay charges) 
andd patients insured under the National Health Insurance Fund (who do pay charges). 
Almostt eight percent (7.4%) of the study population (356 patients) were entitled to free-of-
chargee health care and drugs, and all of them were taking drugs at the time of the study 
78%% of those patients with certificate of entitlement were taking more then 5 drugs at the 
timee of the questionnaire interview, as compared with" the patients insured by the National 
Healthh Insurance, where 12% of the patients were taking more than 5 drugs simulta-
neouslyy at the time of the questionnaire interview. This might indicate that those with free 
drugss are in greater need e.g. elderly or seriously ill . But there might be other explanations 
ass well: over-use of health care resources due to the consumption not being limited by 
purchasingg power, or more patients consuming resources under the name of the 'free of 
charge'' patients. The 'free of charge' patients are members of a different standard patient 
population,, for which further research is needed. 

Accordingg to the patient's report of 4,217 patients they received 13,460 different prescrip-
tionss from their GPs at the time of the questionnaire interview (3.2 different prescriptions/ 
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patient).. Different drugs were reported by the patients and accounted for during the study; 
thee frequency of the prescription of the same drug was not asked. According to the GPs' 
answerss to the same question, which were based on the GPs patient records, 14,885 differ-
entt drugs were prescribed to 4,223 patients (3.5 different prescriptions/patient). These 
figuress are practically the same, or not far from each other. The number of oral medica-
t ionss taken by 1,000 standard patient population is 2,793 according to the patient's report 
andd 3,088 according to their GPs. The difference is 9%. 

Dur ingg the 12 mon ths preceding the study, 32,400 different drugs were taken by the 
s tudyy patient population as reported by the patients (6,723 different drugs per 1,000 stan-
dardd patient population); and 25,051 different prescriptions were given to the same patient 
populat ionn (5,198 different prescriptions/1,000 standard patient population) as reported 
byy the GPs. Based on these findings it seems fair to conclude that the 1,000 standard study 
populat ionn take 5,198 - 6,723 different drugs within 12 months. As can be seen in Table 
9.2,, there were differences, sometimes even significant differences, between the reports of 
thee pat ients and what is actually recorded in patients' charts/records in the GP's surgery 
(i.e.. the actual information of the GP). In the second row of the Table 9.3, you wil l see that 
11 oral medicine was taken at the time of the completion of the questionnaire by 713 patients 
accordingg to the patients' report, whereas 1 drug was taken by 589 patients only according to 
theirr GPs. During the previous 12 months 1 oral medicine was taken by 37 patients according 
too the patients' report and 1 drug was taken by no patients according to their GPs. 

Tablee 9.2 Dru g prescription and dru g takin g in primar y health care 

Numberr of different oral 
medicines s 

0 0 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

>> = 10 

Total l 

Numberr of patients 
receivedd oral medicines 

Numberr of different 
medicines s 

Insuredd persons taking any drug 
att time of completing 
questionnaire e 

mmaa)) GP(0) 

8299 596 

7133 589 

7188 691 

7422 879 

6611 860 

5900 557 

4711 477 

955 170 

00 0 

00 0 

00 0 

4,8199 4,819 
3,9900 4,223 

13,4600 14,885 

Insuredd persons taking drug within 
122 month prior to asking question 

PR(n)) GP(0) 

6022 0 

377 0 

255 0 

1055 403 

3055 1,065 

2933 1,394 

7199 1,240 

1,1288 564 

4211 153 

6155 0 

5699 0 

4,8199 4,819 
4,2177 4,819 

32,4000 25,051 

CHJJ - according to the patients' report 
(0)(0) - according to the GPs documentation (patients record) 
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Somee part of the differences between the patients' report and the GPs' record can be ac-
countedd for by the fact that some drugs do not require a prescription, and can obtained as 
OTCss (Over the Counter; no prescription is needed, for instance pain killers, Aspirin, etc). 
Thee GP is not necessarily informed about and aware of actual drug taking if the patient 
happenss to take such drug. 
Ass Table 9.3/A, 9.3/B and 9.3/C show there are fewer differences between patients' reports 
andd GPs record in case of common, well known, inexpensive and frequently used oral 
medicines.. However, important differences (more than 10%) can be demonstrated in rela-
tionn to, less common, relatively newly registered and expensive drugs. Patients and their 
GPss reported almost all drugs that are licensed and available in Hungary (around 5,000 
differentt drugs), but because the patients' sample size was limited we focused on the drugs 
reportedd most frequently. With the help of the questionnaire, patients were asked to report 
orall  medicines they were taking currently, and in the case of multi-drug taking, patients 
weree asked to indicate which of the drugs was the single most important according to the 
bestt of their knowledge; they were also asked to specify the reason why they were taking 
thiss drug. 

Tablee 9.3/A, 9.3/B and 9.3/C show the frequency of the most often used drugs and the 
orderr of importance of the drugs according to the patients. In some cases a rather big 
differencee can be seen with the comparison of the patients' report with the GPs' documen-
tationn (actual knowledge of the GP). In many cases we noticed patients seemed to ignore 
thee purpose of taking a particular drug. The difference of the patients' reports and GPs 
documentationn and the patients' knowledge about the purpose of particular drugs varies 
significantlyy in some cases from drug to drug. The indication for drug taking should be 
supervisedd in every case when patients take more than 5 drugs at the same time. In these cases 
theree is a real probability that patients are not able to comply with the instructions on how to 
takee the drugs appropriately, thus the probability of drug interactions could be significant. 

Tablee 9.3/A shows for instance that Vitamin A (1st row) was taken by 45 patients accord-
ingg to patients' reports and by 15 patients according to the GP's current knowledge (based 
onn patients's records in the GP's surgery) from the whole study population. Now we can 
calculatee the average drug consumption of the 1,000 standard patient population. This can 
bee calculated as the sum of the patient and GP's reported drug consumption subdivided by 
4.819.. The closer the patient and GP reported drug consumption, the more appropriate this 
indicator.. The average Vitamin A taking is 6 patients/1,0000 standard patient population (2nd 

column).. No patient took Vitamin A as the most important drug for him or her (3rd column). 

Also,, we were able to identify many misunderstandings around the indication of certain 
mediciness (4th column). If drugs were prescribed to be taken together, for instance diuret-
icss with anti-hypertension drugs and drugs for arrhythmia, the purpose of taking a par-
ticularr drug is either not known or known wrongly. Drugs that have to be taken at the 
samee time, for instance anti-hypertension drugs and sleeping pills or sedatives, are mistak-
enlyy known and sometimes used interchangeably. Interestingly enough many patients 
reportedd that they were using antibiotics as pain killers. In general we can say that the 
knowledgee of the use of antibiotics is very limited. 
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Itt is also very informative to see how the patients judge and rank their drugs and what 
theyy think is the single most important among their drugs. Very often patients would 
identifyy not really important drugs as the most important ones. Gilemal, Corinfar, Nitromint-
R,, Viskaldix and Ulceran are the most important - 'popular' - drugs according to patients' 
valuee judgements. 

Duringg the past decade there was a rapid growth in the number of available drugs. Ten 
yearss ago 700 drugs were registered and available in Hungary, as compared with 5,000 
drugss today. Patient education and information seem to be inappropriate to cope with this 
rapidd change in the number of drugs available. 

Tablee 9.3/a Distributio n of prescription and drug taking in primar y health care, 
EURO-PROSPERR Program, 1995-1996; Study population: 4,819 

Orall  medicine 

Vitaminn A (1) 
(vitamin) ) 

Adebitt (2) 
(antidiabetics) ) 

Aktiferri nn (3) 
(ferrotherapy) ) 

Algopyrinn (4) 

(painn killer, anti-fever) 

Andaxinn (5) 
(sedativum) ) 

Augmentinn (6) 
(antibiotics) ) 

Betalocc (7) 
(antiarrhytmicum) ) 

Brinaldixx (8) 
(diuretics) ) 

Cavjntonn (9) 
(vasodilative,, brain) 

Ceclorr (10) 
(antibiotics) ) 

Colfaritt (11) 
(anticoagulant) ) 

Cordaflexx (12) 
(antihypertension, , 
ishaemicc heart 
disease) ) 

Corinfarr (13) 
(antihypertension) ) 

Numberr of patients 

PRR (Q) GP (0) 1000 ((a)) 

455 15 (6) 

1422 142 (30) 

277 28 (6) 

2311 148 (40) 

3088 271 (60) 

999 89 (20) 

5377 542 (112) 

1911 196 (40) 

6200 619 (129) 

522 49 (11) 

1777 166 (36) 

1144 36 (16) 

9200 888 (188) 

Priority y 
indication n 

00 (0%) 

222 (15%) 

00 (0%) 

200 (9%) 

277 (9%) 

99 (9%) 

722 (13%) 

55 (3%) 

811 (13%) 

100 (20%) 

88 (5%) 

122 (11%) 

2255 (25%) 

Misunderstandingg about 
off  drug 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 
(bloodd pressure) 

moree than 10% 
(bloodd pressure, headache, 
relieff  of fever, heart) 

moree than 10% 
(tranquilliser) ) 

moree than 10% 
(stomach-ache) ) 

moree than 10% 
(diseasess of heart, 
kidneyy and lungs) 

lesss than 10% 

angina,, inflammation, sore 
throat,, blood pressure (&) 

lesss than 10% 

moree than 10% 
(too treat lung disease) 
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Orall  medicine 

Coverexx (14) 
(antihypertension) ) 

Digoxinn (15) 
(circulatoryy system 
deficiency) ) 

Diaphyllinn (16) 
(antiasthmaticum) ) 

Donalginn (17) 
(anti-inflammatory y 
andd antirheumaticum) 

Numberr of patients 

PRR (H) GP (0) 1000 (@) 

499 45 (10) 

1633 174 (35) 

2366 232 (49) 

1022 158 (27) 

Priority y 
indication n 

11 (2%) 

200 (12%) 

300 (13%) 

166 (16%) 

Misunderstandingg about 
off  drug 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 
(goodd for indigestion) 

((aa)) PR - Patient Report (information from the patients) 
(0)(0) GP - GPs' patient record (information from the GPs) 
(@)(@) 1000 - drug consumption per 1,000 standard patients population within 12 months 
PriorityPriority  - number of patients who ranked the given drug as the most important 
(1)(1) retinolum, (2) buforminum hydrochloricum, (3) ferrosum sulfuricum, (4) noraminophenazonum natrium 
mesylicum,mesylicum, (5) meprobamatum, (6) amoxycillin natrium, (7) metoprololum aminophylium, (8) clopamidum, (9) 
vinpocetinum,vinpocetinum, (10) cefaclorum, (11) acidum acetylsalicylicum, (12) nifedipinum, (13) nifedipinum, (14) 
perindoprilumperindoprilum tertier butilammonicum, (15) digoxinum, (16) aminophyllinum (17) acidum niflunicum 

Tablee 9.3/b Distribution of prescription and drug taking in primary health care, 
EURO-PROSPERR Program, 1995-1996; Study population: 4,819 

Orall  medicine 

Dopegytt (18) 
(antihypertension) ) 

Doxycylinn (19) 
(antibiotics) ) 

Eleniumm (20) 
(sedativum) ) 

Estulicc (21) 
(antihypertension) ) 

Eunoctinn (22) 
(sleepingg pill ) 

Furosemidd (23) 
(diuretics) ) 

Gilemall  (24) 
(antidiabetics) ) 

Hoteminn (25) 
(antiinflammatory y 
andd antirheumatic) 

Kalium-RR (26) 
(kaliumm substitution) 

Miluri tt (27) (antigout) 

Numberr of patients 

PRR (H) GP (0) 1000 (@) 

477 18 (7) , 

299 108 (14) 

1899 156 (36) 

2233 234 (48) 

1466 147 (30) 

2566 286 (56) 

3000 305 (63) 

1166 99 (22) 

4544 411 (90) 

422 43 (9) 

Priority y 

22 (4%) 

166 (55%) 

100 (5%) 

266 (1%) 

99 (6%) 

88 (3%) 

966 (32%) 

66 (5%) 

44 (1%) 

55 (1%) 

Misunderstandingg about 
indicationn of drug 

lesss than 10% 

moree than 10% 
(too relief inflammation of 
loodd vessels and pain) 

lesss than 10% 

moree than 10% 
(sleepingg pili , tranquiliser) 

lesss than 10% 

moree than 10% 
(bloodd pressure) 

moree than 10% 
(bloodd pressure) 

lesss than 10% 

moree than 10% 
(bloodd pressure, heart, 
diuretic) ) 

lesss than 10% 
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Orall  medicine 

Minipresss (28) 
(antihypertension) ) 

Nitromintt (29) 
(antiangina) ) 

Nitromint-RR (30) 
(antiangina) ) 

Rudotell  (31) 
(sedativum) ) 

Seduxenn (32) 
(sedativum) ) 

Semicillinn (33) 
(antibiotics) ) 

Sumetrolimm (34) 
(antibiotics) ) 

Tensiominn (35) 
(antihypertension) ) 

Trasicorr (36) 
(antihypertension) ) 

Trentall  (37) 
(peripherall  circulatory 
systemm deficiency) 

Ulcerann (38) 
(stomachh ulcus 
medication) ) 

Venorutonn (39) 
(venouss system 
deficiency) ) 

Viskaldixx (40) 
(diuretics) ) 

Voltarenn (41) 
(antiinflammatoryy and 
antirheumatic) ) 

Zinnatt (42) 
(antibiotics) ) 

Mevacor,, Lescol, 
Lipanthyll  (43) 
(cholesteroll  therapy) 

Xanaxx (44) 

(sedativum) ) 

Numberr of patients 

PRR (H) GP(0) 1000 (@) 

2333 207 (46) 

2244 169 (41) 

5044 605 (151) 

2444 249 (51) 

1766 167 (36) 

1655 147 (32) 

1099 83 (28) 

6677 715 (143) 

1133 115 (24) 

3244 350 (70) 

233 143 (17) 

299 112 (15) 

1211 119 (25) 

4477 281 (76) 

599 94 (16) 

355 128 (17) 

2100 186 (41) 

Priority y 

422 (18%) 

411 (18%) 

877 (2%) 

200 (8%) 

122 (7%) 

188 (11%) 

33 (3%) 

1511 (23%) 

211 (19%) 

400 (12%) 

288 (100%) 

22 (7%) 

366 (30%) 

533 (1%) 

22 (3%) 

22 (6%) 

300 (14%) 

Misunderstandingg about 
indicationn of drug 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 
(heartt disease) 

lesss than 10% 

moree than 10% 
(headache,, toothache, fever) 

moree than 10% 
(headache,, toothache, fever) 

moree than 10% 
(heartt disease) 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

lesss than 10% 

moree than 10% 

(heartt disease) 

(n)) PR - Patient Report (information from the patients) 
(0)(0) GP - GPs'patient record (information fivm the GPs) 
(@)(@) 1000 - drug consumption per 1000 standard patients population within 12 months 
PriorityPriority  - number of patients who ranked the given drug as the most important 
(18)(18) methyldopum, (19) doxycyclinum hydrochloricum, (20) chlordiazepoxidum hydrochloricum, (21) guanfacinum 
hydrochloricum,hydrochloricum, (22) nitrazepamum, (23) furosemidum, (24) glibenclamidum, (25) piroxicamum, (26) kalium 
hydrochloricum,hydrochloricum, (27) allopurinolum, (28) prazosinum hydrochloricum, (29) nitroglycerinum, (30) nitroglycerinum, 
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(31)(31) medazepamum, (32) diazepamum, (33) ampicilUnum, (34) acidum dehydrochloricum, (35) captoprilum, 
(36)(36) oxprenololum hydrochloricum, (37) pentoxiphyllinum, (38) ranitidinum hydrochloricum, (39) beta-
hydroxyethul-rutosid,hydroxyethul-rutosid, (40) pindolol, clopamid, (41) dklofenacum natricum, (42) cefuroximum axetilum, (43) 
lovastatinum,lovastatinum, fluvastatinum, fenofibratum, (44) alprazolamum 

Sidee effects and other complaints were reported by 239 patients and these patients stopped 
takingg the drugs causing problems. For instance problems wi t h Voltaren were reported by 
155 patients (stomach pain); there were 12 complaints because of taking Corinfar (head-
ache,, dizziness, flush); problems wi t h Trental were found in 8 cases (vomiting, dizziness); 
Betalocc was reported in 9 cases (feeling sick, changing blood pressure); Augmentin was re-
portedd in 3 cases (diarrhoea, vomiting); Hotemin was reported in 4 cases and Donalgin in 3 
casess (stomach ache); Minipress in 5 cases (weakness, headache); Semicillin in 4 cases (capsule 
iss too big); Sumetrolim in 6 cases (rash). Taking Mydeton (3 cases), Kreon (3 cases), Lescol (3 
cases)) was stopped because the patient thought they had no effect according to patients. 
Tablee 9.3/C shows significant differences in oral medicine taking according to the patients' 
reportss and patients' record in GPs surgery. These differences are part ly due to the fact that 
patientss were taking medicines wi thout consulting wi th their GPs, and due to the problems 
wi t hh compliance. On a practical level, it is not difficul t to imagine w hy non-compliant 
behaviourr occurs. Patients often find medical regimens complicated, inconvenient, embar-
rassing,, or expensive. Particularly for chronic disorders, the short term disadvantages fre-
quentlyy outweigh the long term advantages. According to the literature, compliance with 
long-termm self-administered medication therapy is approximately 50% for those w ho re-
mainn in care. At a theoretical level, the nature and determinants of non-compliant behaviour 
aree complex and not well understood, for which further research is needed. 

lab l ee 9.3/c Significant differences, Distributio n of prescription and dru g takin g in 
primar yy health care, EURO-PROSPER Program, 1995-1996; Study populat ion: 
4 ,819 9 

Orall  medicine 

Dopegyt t 
(antihypertension) ) 

Donalginn (anti-inflammatory and 
aa ntirheumaticum) 

Doxycylinn (antibiotics) 

Ulcerann (stomach ulcus medication) 

Venoruton n 
(venouss system deficiency) 

Voltaren n 
(antiinflammatoryy and antirheumatic) 

Mevacor,, Lescol, LipanthyJ 
(cholesteroll  therapy) 

Numberr of patients 

PRR (H) GP (0) 1000 (@) 

477 18 (7) 

1022 158 (27) 

299 108 (14) 

233 143 (17) 

299 112 (15) 

4477 281 (76) 

355 128 (17) 

Differences s 

% % 
261 1 

155 5 

372 2 

622 2 

386 6 

159 9 

366 6 

C°)C°) PR - Patient Report (information from the patients) 
(0)(0) GP - GPs patient record (information from the GPs) 
(((]')(((]')  1000 - drug consumption per 1000 standard patients population within 12 months 
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Theree are many differences to be seen in the Table 9.3/C between medical records and 
patients'' views. Higher Dopegyt and Voltaren uptake is reported by the patients than re-
flectedd by the GPs record. Dopegyt is an out-of-dated old technology against the elevated 
bloodd pressure, from the late 1960s. This was widely used in Hungary during the 1970s 
andd first half of the 1980s, before the modern blood pressure medications became available 
inn Hungary. This drug is clearly less effective and caused lots of side effects compared to the 
modernn blood pressure medications, but still popular among the elderly patients, who are 
demandingg this medication and the doctors are not in the position to refuse their strong 
requestt for Dopegyt. As the doctors explained, they are prescribing this medication to the 
patientss on request, but less and less doctors are willin g to document this medicine into the 
patientss record, because an external investigator would recognise this as an indicator of 
badd practice. 
Voltarenn is another example where the uptake is higher according to the patients. This 
resultt can be seen in the Table 9.4/C and is consistent with the reported number of cases 
arthritiss by the patients Table 9.6, which is higher than in the GPs' records. The meaning of 
thee arthritis is wider in the general population, all kinds of pain of the organ of locomotion 
aree included, such as back pain, real arthritis etc. Voltaren is widely used against the pain in 
thee general population, without consultation with the doctor. 
Doxycylin,, Donalgin, Ulceran and Venoruton uptake is higher according to the GPs record. 
Doxycylinn (antibiotics) is a deep green capsule, many patients complained that it is very 
difficul tt to swallow due to the size of the capsule and many patients do not like the colour 
off  this medicine. The other drugs are medications of various chronic conditions such as: 
pain,, stomach ulcer and varicose veins. All of them are medications for the long term, these 
drugss are very expensive for the elderly patients, resulting in some painful side effects 
(Donalgin)) and patients are likely to stop taking them, although the medical indication has 
nott changed. 
Tablee 9.4 shows the distribution of oral medication uptake in 1,000 standard patient popu-
lationn in primary health care. 

Tablee 9.4 Oral medication uptake per  1,000 Standard Patients Population 

Frequencyy order 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10 0 

n n 

Orall  medication 

antihypertension n 

sedatives s 

antiangina a 

vasodilative,, brain 

antiinflammatoryy and antirheumatic 

antibiotics s 

diuretics s 

antiarrhytmias s 

antidiabetics s 

kaliumm substitution 

peripherall  circulatory system deficiency 

Orall  medication uptake 
perr 1,000 Standard 
Patientss Rapularion 

482 2 

278 8 

192 2 

129 9 

125 5 

121 1 

121 1 

112 2 

93 3 

90 0 

70 0 
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Frequencyy order 

12 2 

13 3 

14 4 

15 5 

Orall  medication 

anriasthmaticum m 

anticoagulant t 

circulatoryy system deficiency 

cholesteroll  lowering drug 

Orall  medication uptake 
perr 1,000 Standard 
Patientss Papulation 

49 9 

36 6 

35 5 

17 7 

Associatedd with oral medication an indicator can be constructed: 'misbeliefs about the 
indicationn of drugs'. This indicator can be calculated focusing on a given oral medication or 
focusingg on the group of patients. 

Theree is plenty of anecdotal evidence to say that medical records are not that reliable, 
whichh means they cannot be taken as the gold standard, and they might be less reliable 
thann patients for many details. While, recognising that medical records can have problems, 
butt on the assumption that they are the best, indicators can be calculated with sensitivity 
andd specificity details. However, all that can be reliably stated is that this wil l measure 
howw close the two measures {medical records and patients' views) are. We assume this then 
allowss us to say that we can use patient reports when they are close and that there is a 
needd for more research is needed when there is a big difference. When there is a significant 
differencee it is clearly a problem, and topic for further research. 

9.7.29.7.2 Chronic conditions 

Inn the past decade health promotionn has became an increasingly important part of primary 
healthh care. This trend is part of a movement towards the integration of public health 
responsibilitiess into general practice. In Hungary GPs are responsible for several public 
healthh elements: health promotion, population monitoring, prevention and screening. 
(Coulter,, 1993; Delamothe 1991) These activities should be planned on the basis of the 
prevalencee of a particular condition, its seriousness and cost-effectiveness of intervention. 
Too show how practice data from patients' reports and from GPs' practices might be used to 
sett priorities and assist in health planning a 'standard indicative morbidity rate' can be 
generatedd for a hypothetical 'standard patient population', based on patient reports and 
GPs'' records. This method has some similarities to the method of 'indicative prevalences' 
byy Charlton (1994), which was created for a hypothetical average general practice. Table 
9.55 shows the distribution and rate of chronic conditions of the 1,000 standard patient 
population.. 3,537 (73.4%) patients out of the total 4,819 study population reported chronic 
conditions. . 
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Tablee 9.5 Chronic health conditions per  1,000 Standard Patient Population as 
reportedd by patients and as in GPs' patient records 

Chronicc diseases 

Asthma a 

Arthriti s s 

Coronary/heartt disease 
(CHD)) or angina or 
previouss heart attack 

Diabetes s 

Hypertension n 

Chronicc lung disease 
(CLD)) or emphysema 

Otherr chronic disease 

Total l 

Numberr of chronic 
conditionss per 1,000 
'Standardd Patient 
Population'' as 
reportedd by patients 

53 53 

305 5 

245 5 

124 4 

411 1 

37 7 

287 7 

1,4622 (D) 

Numberr of chronic 
conditionss per 1,000 
'Standardd Patient 
Population'' as in GPs 
patientt records 

27 7 

201 1 

235 5 

120 0 

387 7 

37 7 

286 6 

1,2933 (&) 

Numberr of chronic 
conditionss per 1,000 
Standardd Patient 
Population n 

39 9 

251 1 

237 7 

121 1 

395 5 

37 37 

283 3 

1,363 3 

((nn)) Patients were allowed to report more than one chronic disease if needed 
(&)(&)  GPs were allowed to report more than one chronic disease if needed 

Chronicc diseases cause complex problems for patients and public health, because they have 
ann impact on life expectancy, disability, and use of health care. Good information on chronic 
diseasess is therefore essential. However, measurement of chronic disease is extremely com-
plicatedd in both daily care and research, (van der Velden, 1999) 
Tablee 9.5 shows that GPs are likely to under report and patients are likely to over-report 
chronicc conditions. Five chronic conditions (CHD and angina, diabetes, hypertension, CLD 
orr emphysema and other chronic disease) from the seven are reported equally or nearly 
equallyy by the patients and GPs. Related to other chronic conditions (asthma and arthritis) 
thee level of agreement is low. These differences seems to be caused, at least partly, by 
wordingg and/or response categories. 

PROSPERR has high validity related to similarly reported five conditions and the reliability is 
limitedd associated with two chronic conditions. 
Furtherr research is needed to evaluate the underlying causes of the difference, some pos-
siblee explanation are: 

patients'' and GPs' have different definition for asthma and arthritis, 
patientss may be more likely to report conditions, these patients may receive neces-
saryy treatment and care from an out-patient clinic and hospital, and GPs might not be 
informed. . 

Vann der Velden (1996) pointed out that the WHO'S broad vision of primary health care 
requiress partnership between public health and primary care. But public health targets 
shouldd be translated into the local circumstances of the GP, and GPs should understand 
whatt these targets mean for their daily work. These translation of public health targets 
intoo GPs' daily work has not started to happen in Hungary. 
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9.7.39.7.3 Referrals 

Iff  primary health care doctors order X-rays, often they must instruct the patient to go 
elsewheree to have the test done. They must instruct the patient how and where to get the 
X-rayy and why it is important to go. Similarly, for treatment, the primary health care 
doctorr must persuade the patient to obtain any needed medication and instruct the patient 
howw to take it and under what conditions. In other words, to improve the patient's health, 
primaryy health care must co-ordinate care and secure the patient's co-operation. Process 
measuress for quality of primary health care must therefore include measurement of how 
welll  these co-ordinating and educating tasks are performed. 
Thee number of patient referrals by physicians has grown considerably, in part due to the 
rapidd specialisation of medical practice. The physician plays a central role in the referral 
processs by acting as a principal decision maker and allocator of medical resources. Accord-
ingg to Beltramini and Sirsi (1992), three information influences were found to affect phy-
siciann referrals: programme information, patient input and location. Their study of physi-
cians'' referral habits suggested that there is a need for specialists and other organisations 
interestedd in managing physician referrals a) to establish and maintain a network of rela-
tionshipp among those physicians referring patient and specialists being referred, and b) to 
providee complete and prompt feedback information to the referring physician. Based on a 
revieww of 154 studies of referral behaviour and referral rates, Henley (1985) concluded 
thatt age and sex of patient, patient education level (in private payment systems), speciality 
trainingg of the primary-care professional, age/experience of the primary care professional, 
andd nature of illness had the greatest impact on patient referral and referral rates. Ludke 
andd Lewitz (1983), found five factors predicted the referral behaviour of physicians. They 
were:: a) the degree to which patient's preferences are met; b) the reciprocation the physi-
ciann receives; c) the communication physician receives; d) previous use and satisfaction 
withh consultant by patient/family and e) physician's personal knowledge of consultant. 
Caree related factors (e.g. patient results) were not found to be important. 

Ass Franks and Glancy (1992) pointed out, adverse effects may be triggered by diagnostic 
testing.. False positive results may trigger a cascade of progressively more invasive and 
expensivee tests. There is a risk of over-treatment, but there is a risk of under-treatment as 
welll  if the primary care physician is capitated or if physicians income is directly linked to 
thee extent to which they limit the use of resources. 
Ourr survey showed that 77% of the patients (3,255) were referred to a medical specialist 
duringg the previous 12 months out of the 4,218 in the study population. During the 12 
monthss 5,995 different referrals were given to the patients (different referrals mean differ-
entt medical specialists per patient). The frequency of referrals to the same medical special-
istt was not asked. 1,000 standard patient population was referred to 1,184 different de-
partmentss during 12 months. The first row of Table 9.6, shows that 1,629 patients were 
referredd to one certain kind of specialist, 806 patients were referred to two given specialists 
andd so on. There were 1,842 referrals/1000 standard patient population/year to different 
specialistt services. Patents were asked to report on how many different referrals they had 
received,, but not how many referrals in total. For instance, if the same patients were re-
ferredd to cardiology twice, this is one referral/specialism in our study. 



288 8 Hungariann health care in transition... 

liablee 9.6 Number  of referral s in the past 12 months 

Numberr of referrals 

1 1 

2 2 

3 3 

4 4 

5 5 

Total l 

Numberr of patients 

1.629 9 

806 6 

586 6 

174 4 

60 0 

3,255 5 

Numberr of different 
referrals s 

1.629 9 

1.612 2 

1.758 8 

696 6 

300 0 

5,995 5 

Whenn referred 7.6% of the patients out of the 5,995 referrals had not managed to see a 
specialist.. Missed patient-provider contacts were due to the changed office hours, over-
crowdedd specialist unit, equipment problems and missing specialist. Almost six percent 
(5.4%)) of the patients referred to the medical specialists reported that there was no infor-
mationn provided by their GP about the visit to the specialist. Continuity of patient care 
dependd very much on the well established, clear and transparent structure of responsibili-
ties.. Table 9.7 demonstrates differences between patients' and GPs' opinions about respon-
sibilitiess for patient care. 

Tablee 9.7 Who is responsible for  the medical care of the problem for  which you 
weree referred? 

Options s 

Thee doctor who originallv referred me 

Thee specialist to whom I was referred 

II  don't know which doctor is 
responsiblee / it depends 

Other r 

Noo one - my problem is resolved 

Don'tt remember 

Total l 

Percent t 
Patient'ss report % 

54.7 7 

30.1 1 

8.4 4 

1.7 7 

1.3 3 

4.0 0 

100.0 0 

Percent t 
GP'ss opinion % 

42 2 

2 2 

35 5 

21 1 

--
--

100 0 

Poorr communication, confusion about who is in charge of patient's care, conflicting ad-
vice,, and delays and detours in completing the promised sequence of care, even if they do 
nott affect health, may lead patients to become seriously dissatisfied with their care. 

Patientt referrals to specialist services are very important in patient health care and from a 
resourcee allocation point of view as well. The information shown in Table 9.8, is very 
importantt for planning purposes. This 'referral prevalence' was used for planning primary 
healthh care and specialist services planning in three counties in Hungary in 1997. 
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T&bl ee 9.8 Util isatio n of medical specialists services 

Healthh care services 

Laboratory y 

Psychiatry y 

Neurology y 

Ear,, Nose and Throat 

Dermatology y 

Internall  medicine 

Cardiology y 

Orthopaedics s 

Pulmonology y 

Rheumatology y 

Ophthalmology y 

Urology y 

Oncologyy ' 

Gynaecology y 

X-Ray y 

Surgery y 

Numberr of referrals during 12 months per 1,000 
'Standardd Patient Population' (°) 

263 3 

5 5 

42 2 

49 9 

19 9 

154 4 

78 8 

30 0 

30 0 

92 2 

82 2 

11 11 

4 4 

20 0 

84 4 

48 8 

(nJJ 1,000 patients were referred to 1,242 different departments, the frequency/the number of referral to the 
samesame department/year was not asked 

Too know the referral structure is only the first step on the way to quality improvement of 
pr imaryy health care. Very littl e is known about the benefit of these referrals and the impact 
onn pr imary health care. How the results of the specialist services contributed to patient 
healthh and how are these used in GPs' decision making is not known. As Nutt ing and 
colleaguess (1996) pointed out: "Yet littl e is known about why physicians order laboratory 
tests,, how the information contributes to clinical decisions, the frequency of laboratory 
problemss and their effects on patient care". They found a rate of 1.1 problems per 1000 
patientt visits, of which 27% of them were judged by the physicians to have an effect on 
patients'' care. Associated wi t h the referrals it would also be useful to include two other 
indicators:: a) the rate of missed patient-provider contacts (7.6%) and b) the rate of 'was not 
toldd anything before referral' (5.4%). 

9.7.49.7.4 Blood tests 

Duringg the previous 12 months 67.1% of the patients had a blood test (3,232 patients). As 
Tablee 9.9 shows, 1,654 patients were referred once, 549 patients had two blood tests and so 
one.. The total of 3,232 patients had 8,867 blood test during the previous 12 months of the 
studyy (2.74/pat ient/year). There were 2,102 blood tests /year /1 ,000 standard population. 
Accordingg to the GPs' report there were a total of 3,847 blood tests; 1,190 blood tests/ 
year /1,0000 standard population. 
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'Tablee 9.9 Blood test 

Frequency y 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10 0 

11 1 

12 2 

13 3 

14 4 

15 15 

Total l 

Numberr of patients 
(Numberr of blood tests) 

1,6544 (1654) 

5499 (1098) 

2877 (861) 

2299 (916) 

1188 (590) 

1033 (618) 

200 (140) 

399 (312) 

100 (90) 

766 (760) 

44 (44) 

1111 (1332) 

55 (55) 

88 (112) 

199 (285) 

3,2322 (8867) 

Accordingg to the patients' reports blood tests were positive in 13% of the cases, tests were 
negativee in 22% of the cases, but in most of the cases 65% of patients did not know the 
resultt of their blood test. According to the GPs record 44% of the blood tests were positive 
duringg the previous 12 months of the study. Table 9.10 shows what patients were told 
followingg their blood test, and Table 9.11 shows the utilisation of the laboratory services 
perr 1,000 standard population. 

Tablee 9.10 What were you told following your  blood test? 
II  was told ... 

Options s 

Too get additional blood test or other test 

too get no further treatment or test 

too see the same doctor again or another doctor 

Aboutt medicine or other therapy I should use 

Aboutt self-care, such as experience, rest, diet, etc. 

11 was told nothing 

Don'tt know 

Total l 

Percentagee of patients % 

9.6 6 

15.9 9 

17.6 6 

19.6 6 

5.6 6 

25.1 1 

6.6 6 

100.0 0 

Onee indicator can be constructed in the field of blood test: 'the rate of not told anything 
afterr blood test', which here is here 25.1%. 
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Tablee 9.11 Utilisation of health care services - laboratory 

Tests s 

Bloodd sugar 

Cholesterol l 

Whitee cells WBC 

Bloodd count 

Liverr function 

Bloodd Fe 

Haemoglobin n 

Gammaa GT 

SGOT T 

SGPT T 

Carbamid d 

We e 

Renall  function 

TSH H 

Haematocrit t 

Protrombinn time 

Bloodd coagulations 

Tyroid d 

Patientss report 
(a) ) 

1,165 5 

636 6 

116 6 

403 3 

111 1 

121 1 

86 6 

--
--
--

24 4 

--
--
--
--
--

46 6 

16 6 

Physician n 
documentationn (b) 

966 6 

574-778 8 

143 3 

196 6 

94 4 

109 9 

146 6 

146 6 

103 3 

48 8 

51 1 

410 0 

64 4 

22 2 

419 9 

22 2 

57 57 

27 7 

Numberr of cases per 12 
Monthss per 1,000 
Standardd Patient 
Populationn (c) 

221 1 

126-148 8 

27 7 

62 2 

22 2 

24 4 

24 4 

30 0 

23 3 

10 0 

8 8 

85 5 

13 3 

5 5 

87 7 

5 5 

6 6 

5 5 

(c)(c) = a+b/2 

Iff  oral medicine taking is compared with the laboratory utilisation, differences might be 
demonstrated.. The blood cholesterol test is the second most frequently utilised laboratory 
testt (126-148 laboratory test/1,000 standard patient population), but the utilisation of 
thee cholesterol-lowering drugs is very low with only 17 patients taking this kind of drug 
(Mevacor,, Lescol és Lypanthyl) per 1,000 standard patient population. 

9.7.59.7.5 X-rays 

Duringg the previous 12 months 64% of the 4 819 study population (3,083 patients) had an 
X-ray.. (Dental X-ray and mammography screening are not counted.) Table 9.12 shows 
thatt 1895 patients had one, and 636 patients had two x-rays/year. The 3,083 patients had 
aa total of 5,739 X-rays; 1,361 X-rays/year/1,000 standard population. Table 9.13 shows 
whatt patients were told after their x-ray. 
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Tablee 9.12 X-ray utilisation frequency and number  of cases 

Frequency y 

1 1 

2 2 

3 3 

4 4 

5 5 

6 6 

7 7 

8 8 

9 9 

10 0 

11 1 

12 2 

13 3 

14 4 

15 5 

16-20 0 

Total l 

Numberr of patients 
(Numberr of X-rays) 

1,8955 (1895) 

6366 (1272) 

2555 (765) 

1266 (504) 

744 (370) 

300 (180) 

55 (35) 

111 (88) 

11 (9) 

222 (220) 

11 ( I D 

111 (132) 

00 (0) 

33 (42) 

66 (90) 

77 (126) 

3,0833 (5739) 

Tablee 9.13 What were you told following your  X-ray? I was told ... 

Options s 

Too get additional X-ray or other test 

Too get no further treatment or test 

Too see the same doctor again or another doctor 

Aboutt medicine or other therapy I should use 

Aboutt self-care, such as experience, rest, diet, etc. 

11 was told nothing 

Don'tt know/no answer 

Total l 

Percentagee of patients % 

10.5 5 

16.0 0 

20.0 0 

9.5 5 

3.0 0 

27.3 3 

13.7 7 

100.0 0 

Onee indicator can be constructed in the field of X-rays: 'the rate of not told anything after 
X-rays',, which here is 27.3%. 

9.7.66 Prevention in women 

Inn the study population there were 2,955 females and 1,703 males. (There were 161 ques-
tionnairess mistakenly completed, or these sections were not completed.) The average age of 
thee study female population was 52 (CI 95%, +- 13), the median was 53 years. The break-
downn of age is shown in Table 9.14. 
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Tablee 9.14 Breakdown of age of the study female population 

Agee groups 

- 20 0 

21-30 0 

31-40 0 

41-50 0 

51-60 0 

61-70 0 

71-80 0 

80--

Total l 

Numberr of female patients 

104 4 

214 4 

402 2 

636 6 

638 8 

622 2 

275 5 

64 4 

2,955 5 

9.7.6.11 Breast cancer screening by palpation 

Thee sensitivity and specificity of breast cancer screening by palpation is rather low, which 
iss why this procedure alone is not appropriate for breast cancer screening. But it is used by 
GPss nationwide because screening mammography is not implemented in Hungary to the 
samee extent as developed countries. For a large majority of women palpation screening by 
aa GP is the only accessible breast cancer screening in Hungary. (Due to the poor patient 
educationn and information, self-screening is rare in Hungary.) In some cases breast cancer 
cann be detected by physical examination by a trained professional (GP) in a population of 
womenn over 45-50 years. 
Thiss screening examination is quick and cheap, and the actual practice can be seen in Table 
9.15.. Ninety-three percent of the study female population reported screening breast cancer 
byy palpation, 41% of them were not in the target population (under 50 years). 

Tablee 9.15 When was the last time you had a physical exam of your  breast? 

Breastt cancer screening 
byy palpation 

Inn the past 12 months 

Betweenn one and two 
yearss ago 

Betweenn two and three 
yearss ago. 

Moree than three years ago 

Itt was never suggested 

Itt was suggested but 
II  didn't agree to it 

Totall  (ö) 

Number r 
off  patients 

1,2166 (43%) 

4055 (15%) 

1966 (7%) 

4655 (17%) 

4555 (16%) 

399 (2%) 

2,7766 (100%) 

-299 year 

1244 (35%) 

511 (14%) 

155 (4%) 

255 (7%) 

1366 (40%) 

11 (0%) 

3522 (100%) 

30-499 year 

4933 (62%) 

1366 (17%) 

544 (7%) 

899 (12%) 

166 (2%) 

44 (0) 

7922 (100%) 

59-699 year 

4355 (40%) 

1555 (15%) 

788 (8%) 

2322 (23%) 

1300 (13%) 

12(1) ) 

1,0422 (100%) 

70-- year 

1644 (28%) 

633 (11%) 

499 (8%) 

1199 (20%) 

1733 (29%) 

222 (4%) 

5900 (100%) 

(HJJ No answer: 1 79 
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9.7.6.22 Screening mammography 

Screeningg mammography is offered by the hospital settings in the department of radiology 
and/orr gynaecology, and/or surgery and various public out patient and private health care 
settings.. Together there are more than 300 settings providing screening mammography. 
Familyy physicians may or may not receive information about the screening and results, 
theree is no officially established and maintained information feed-back channel opened. 
Whatt makes data collection even more difficult, is that patients are moving from one 
hospitall  (outpatient setting) to another for screening, because screening mammography is 
nott covered by the National Health Insurance Fund and patients are receiving this service 
wheree they are able 'to manage it' (under the counter payment or private screening out of 
pockett payment). The target population and frequency for screening mammography is 
undefinedd and varies from one year to three years, depend on the given provider and pa-
tientt judgement. There is no national policy or widely agreed upon and used guideline in 
existencee and the current uptake of screening mammography is not known. 
Accordingg to our findings GPs were practically not informed at all about it. National level 
dataa associated with screening are also not collected. The PROSPER survey was the only 
tooll  to collect screening mammography data from the patients. Table 9.16 shows the fre-
quencyy of the screening and the age distribution. 

Tablee 9.16 When was the last time you had a mammography? 

Screeningg mammography 

Inn the past 12 months 

Betweenn one and two 
yearss ago 

Betweenn two and three 
yearss ago. 

Moree than three years ago 

Itt was never suggested 

Itt was suggested but 
II  didn't agree to it 

Total l 

Total l 

2788 (13%) 

999 (5%) 

722 (3%) 

2011 (9%) 

1,4433 (68%) 

366 (2%) 

2,129 9 

(100%) ) 

-299 year 

255 (10%) 

111 (4%) 

22 (1%) 

99 (4%) 

1944 (80%) 

22 (1%) 

245 5 

(100%) ) 

30-499 year 

1033 (14%) 

422 (6%) 

211 (3%) 

611 (9%) 

4811 (66%) 

133 (2%) 

721 1 

(100%) ) 

50-699 year 

1166 (14%) 

299 (4%) 

355 (4%) 

922 (11%) 

5266 (65%) 

122 (2%) 

810 0 

(100%) ) 

70-- year 

344 (10%) 

177 (5%) 

144 (5%) 

399 (11%) 

2422 (67%) 

77 (2%) 

353 3 

(100%) ) 

Afterr screening mammography 24% of the patients were invited to have additional mam-
mographyy screening and examination. Thirty-seven percent of the patients were told nothing 
afterr the mammography. Fifty-five percent of the patients got screening mammography 
withinn less than one week, 24% of the patients received screening between one and three 
weekss afterwards and 21% of the patients received screening mammography more than 
threee weeks after they received the referral from their GPs. In total 650 were performed, 
andd 272 (42%) were considered appropriate based on scientific evidence {over 50 years of 
age,, mammogram not later than 2 years ago). The appropriately performed mammogra-
phyy rate was 12.8% in the study population. 
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9.7.6.33 PAP smear test 

Cervicall  screening is carried out in the out patient clinic of the hospital, by qualified 
gynaecologists.. The target population and frequency for cervical smear testing in practice 
iss undefined and varies from one year to three years, depend on the given provider and 
patientt judgement. There is no national policy or widely agreed upon and used guideline 
existt and the current uptake of this screening is not known. Results of the cervical smear 
testingg are not channelled to the family physicians, they are occasionally informed by the 
patientss or in most of the cases not informed at all. (Doctors didn't even know how many 
patientss in their list got this test.) Table 9.17 shows the utilisation of the test based on 
2,5444 answers. Sixty-four percent of the patients reported that they received information 
afterr the test. 

Tablee 9.17 When was the last time you had PAP smear  test? 

PAPP smear test 

Inn the past 12 months 

Betweenn one and two years ago 

Betweenn two and three years ago 

Moree than three years ago 

Itt was never suggested 

Itt was suggested but I didn't agree to it 

II  don't remember 

Total l 

Numberr of cases 

6022 (24%) 

4388 (17%) 

2211 (9%) 

6011 (24%) 

5022 (29%) 

355 (1%) 

1455 (6%) 

2,5444 (100%) 

Almostt all women in the sample (86%) answered this section on cervical smear testing. 
Howeverr 30% clamed that they had never had such a screening done, 1% because they did 
nott want one and 29% because they had never been offered one. 
Montanoo and Phillips (1995) measured the cancer screening rates of family physicians and 
comparedd the measures obtained through physician self-reports, chart audits, and patient 
surveys.. They pointed out that physicians who participated may be more concerned about 
cancerr screening and their data may overestimate screening rates. They found high corre-
lationn between chart audit and patient survey measures for most services and concluded 
thatt both methods are equally preferable over physician self-report. Patient surveys are 
likelyy to be the least expensive method and less inconvenient to the physician. 

Ass Solodky, Chen, Jones and colleagues (1998) showed there is potential value of having 
patientss as partners and using process control methods to measure change in health status 
forr patients with chronic conditions. They concluded that without a patient-practitioner 
partnership,, no evidence based treatment can be conducted due to the limited patient-
practitionerr contacts. 

Thee following indicators can be constructed: 
%% of women aged 50 and over who were never offered screening mammography: 84% 
%% of women aged 50-69 who were never offered screening mammography: 65% 
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%% of women have had screening mammography who were told nothing afterwards: 
37% 37% 

%% (Timeliness) = mammogram done on time/patient scheduled for a mammogram: 
67% 67% 

Thee indicator created for this question incorporates a standard that women of 50 years or 
moree should receive a mammogram every second year. (Table 9.18) To construct the indi-
cator,, we first identify women 50 years and over who were provided an opportunity to 
arrangee for a mammogram. Of these women, those who answer 'between two and three 
yearss ago', 'more than three years ago' and 'it was never suggested' are therefore counted 
inn the numerator, while those who answer the question 'it was suggested but I didn't agree 
too it' are counted in the denominator. 

Tablee 9.18 Timeliness of mammograms 

Patientt data 

Moree than 2 years or 
neverr suggested 

Withinn last 2 years 

Total l 

Moree than 2 years or 

a a 

c c 

aa + c 

Withinn last 2 years 
neverr suggested 

b b 

d d 

b+d d 

Total l 

aa + b 

cc + d 

a+b+c+d d 

Otherr indicators: 
%% of women have had smear who were told nothing afterwards: 36% 
%% of women have never suggested PAP smear test: 29% 

9.7.77 Data concerning access 

AA very high percentage (54.5%) of patients reported that due to limited income they had 
difficultiess in buying necessary medicines, while 38.9% reported no problem with it. Pa-
tientss are in a very different position to choose their GPs, with 1 GP practice in the easily 
'accessiblee surrounding' of 23.6% of the patients, while 2 GP practices were close to 18.3% 
off  the patients, 3 GP practices were close to 12.4% of the patients, 4 GP practices were close 
too 9.0%, 5 GP practices were close to 3.2%, 6-10 GP practices were close to 1.5%, and more 
thann 10 GP practices were reported by 26.8% of the patients to be easily accessible. During 
thee previous 12 months 2.0% of the patients did not see their doctor, 12.5% of the patients 
visitedd 1-2 times, 16.5% of the patients visited 3-5 times, 67.0% of the patients visited 6 or 
moree times their doctor for whatever reason. 

Waitingg time in the GPs surgery was less than 10 minutes according to 13.8% of the 
patients,, it was 10-15 minutes by 24.9% of the patients, 15-30 minutes reported by 29.7% 
off  the patients, 30-60 minutes by 15.4% of the patients, 60-90 minutes as reported by 
7.7%% of the patients, while 4.8% of the patients reported that the waiting time was more 
thann two hours. Surprisingly enough only 8% of the patients were dissatisfied with this 
waitingg time, 25.4% of the patients were fairly satisfied, 46.5% patients were satisfied and 
16.5%% of the patients were very satisfied. 
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Onee of the main concepts of primary health care is that it ought to be accessible. (WHO 
1978;; Vuori and Elvine 1985) There are several barriers between users and their access to 
healthh care, which some authors refer to as 'functional accessibility'; one of the main 
indicatorss is the length of patient waiting time before visit. (Malely, Feltcher and Earp, 
1983)) Authors concluded that accessibility can be improved through an appointment sys-
temm (Gogorcena, Castillo, Casajuana et al. 1992; Brooks and Borgardts, 1994). 

9.7.89.7.8 Co-ordination of care 

Iff  primary health care doctors order X-rays, laboratory tests, or refer patients to out-
patientt clinic or hospital, they must instruct the patient how and where to get the services 
andd why it is important to go. In other words, to improve patient's health, GPs must co-
ordinatee care. Process measures for quality of primary health care must therefore include 
measurementt of how well these co-ordinating tasks are performed between GPs and out-
patient-clinic,, hospital, public health and medical officers service and with the county chief 
physician'ss department of the county council. (Table 9.19) 

TabicTabic 9.19 The quality of workin g contact between GPs and outpatient-clinic, hospi-
tal,, national public health and national officers service and county chief physicians 
accordingg the opinion of the GPs 

Qualityy of working 
contact t 

Outpatient-clinic c 

Hospital l 

Nationall  Public Health 
andd National Health 
Officerss Services 

Countryy chief 
physician n 

Veryy good 
% % 

13 3 

12 2 

12 2 

9 9 

Good d 
% % 

42 2 

43 3 

40 0 

22 2 

Fair r 
% % 

18 8 

19 9 

16 6 

11 1 

Poor r 
% % 

1 1 

1 1 

3 3 

5 5 

Don'tt know 
eachh other % 

,, 5 

4 4 

2 2 

12 2 

Noo answer 
% % 

21 1 

21 1 

27 7 

29 9 

Tablee 9.20 GP's satisfaction with the informatio n about patients received from out-
patient-clinic,, hospital, National Public Health and National Health Officers Service 
andd country chief physician 

Informationn from 

Outpatient-clinic c 

Hospital l 

Nationall  Public 
Healthh and 
Nationall  Health 
Officerss Service 

Countryy chief 

physician n 

Very y 
satisfiedd % 

4 4 

5 5 

25 5 

7 7 

Satisfied d 
% % 

32 2 

52 2 

38 8 

18 8 

Fairly y 
satisfiedd % 

36 6 

20 0 

17 7 

15 5 

Nott at 
satisfiedd % 

6 6 

2 2 

3 3 

10 0 

Don'tt know 
eachh other % 

5 5 

4 4 

10 0 

23 3 

Noo answer 
% % 

23 3 

17 7 

7 7 

27 7 
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Timelyy and appropriate information is crucial for the GPs in order to co-ordinate patient's 
care.. As 72% of the GPs reported they receive information from outpatient-clinics and from 
hospitalss (these are legally one organisation in Hungary), 64% of them reported that they 
aree receiving patient's care related information from public health and medical officers 
servicee and 50% reported that they are receiving information from the county chief physi-
cian.. The GPs satisfaction with this information can be seen in Table 9.20. 

9.7.99.7.9 Continuity of care 

Afterr the screening, examination, laboratory test and treatment in the outpatient-clinic, 
hospital,, laboratory of the public health and medical officers service patients are referred 
backk to his or her GP with a letter of further suggestions related to medication and other 
treatment.. From time to time the county chief physician also advises or requires changes in 
thee GPs practice; this is mostly structure related, equipment, working hours and the like. 
Itt is very important to know whether GPs are able (or willing) to follow suggestions or 
modifyy them. Suggestions for further patient care from out-patient clinics are reconsidered 
orr modified 14.5% +-9.5%, and 19.7 + -12.3% from hospitals by GPs, due to the missing 
piecee of medical technology (equipment or medication), limited capacity of patients to buy 
thee medicine suggested, or due to disagreement with GP Table 9.21 shows the GPs' ability 
andd willingness to follow these suggestions. 

Tablee 9.21 GPs abilit y to follow patient care or  practice related suggestions 

Suggestions s 

Outpatient-clinic c 

Hospital l 

Nationall  Public Health 
andd national Health 
Officerss Service (n) 

Countyy Chief 
Physicianss (0) 

Alwayss able to 
follow w 

% % 

12 2 

11 1 

31 1 

11 1 

Mostlyy able to 
follow w 

suggestionn % 

59 9 

63 3 

47 7 

28 8 

Oftenn not able to 
followw suggestions 

suggestionss % 

11 1 

17 7 

0 0 

4 4 

Noo answer 
% % 

18 8 

9 9 

22 2 

57 7 

((nn)) Suggestions of the Public Health and Medical Officers Service (ANTSZ) are mandatory, since GPs are receiving 
licencelicence from ANTSZ. 
(0)(0) Only around 20% of the GPs are employed by county or city council, as majority of GPs are private entrepreneurs. 

Goodd communication between health care providers and regulators is a crucial prerequisite 
off  good quality care. Communication means discussion, exchange of opinions, consulta-
tion,, to see thee matter from a different point of view. There is much information about the 
patientss which is only available from the family practitioners through professional-profes-
sionall  co-operation. Table 9.22 shows how often GPs opinion were asked by specialists in 
differentt health care settings. 
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Tablee 9.22 The frequency of the GPs opinion asked by various health care agencies 

Settings s 

Outpatient-clinic c 

Hospital l 

Nationall  Public 
Healthh and 
Nationall  Health 
Officerss Service 

Countyy Chief 

Physician n 

GPss opinion 
oftenn asked % 

7 7 

4 4 

2 2 

3 3 

GPss opinion 
seldomm asked % 

38 8 

40 0 

33 3 

14 4 

GPss opinion 
neverr asked % 

35 5 

45 5 

44 4 

18 8 

Noo answer 
% % 

20 0 

11 1 

21 1 

65 5 

Nott only information about patients are important for GPs but information about facili-
ties,, available services, new equipment, and working hours are important for GPs for their 
co-ordinatingg functions. According to our survey this information was provided on ad hoc 
basiss by health care setting, sometimes in written form or orally and often no information 
wass provided at all. (Table 9.23) 

Tablee 9.23 Importan t informatio n provided to the family practitioner 

Information n 
providedd by health 
caree settings 

Outpatient-clinic c 

Hospital l 

Nationall  Public 
Healthh and 
Nationall  Health 
Officerss Service 

Countyy chief 

physician n 

Frequently y 
% % 

30 0 

43 3 

39 9 

5 5 

Occasionally y 
orallyy % 

20 0 

10 0 

15 5 

20 0 

Occasionally y 
writtenn % 

13 3 

16 6 

20 0 

10 0 

Nott at all 
% % 

16 6 

10 0 

6 6 

14 4 

No o 
answerr % 

21 1 

21 1 

20 0 

51 1 

9.7.109.7.10 Overall satisfaction. 

Accordingg to our study 68.4% of the patients reported that they are very satisfied with the 
servicee of the GP practice (physician, nurse, visiting nurse), 27.6% of them found the GP 
servicee good, 2.8% of the patients were fairly satisfied, and 0.6% of the patients were not 
satisfiedd at all. The level of the patient satisfaction with the family physician were even 
higher,, 75.6% of the patients were very satisfied with his or her GP, 21.5% of the patients 
weree satisfied with GP, 1.7% of the patients were fairly satisfied (no answer: 1.2%). 

Inn most of the cases a long term patient-doctor relationship was reported, with 4.3% of the 
patientss on the list of his or her GP less than 1 year, 10.9% reported 1-2 year, 15.6% 2-4 
year,, most of them, 67.5%, reported more than 4 years (no answer: 1.7%). 
Moree than thirty percent (31.6%) of the patients had complaints during the previous 12 
monthss of the study, of whom 1.7% did complain, half of them received an answer. 
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9.88 Discussion 

Ass was clearly pointed out in sections 9.1 and 9.3, management of primary health care, 
qualityy management included, is rather management by impression not by facts and fig-
ures. . 
Veryy few reliable and standardised data are available on the health status of the population, 
utilisationn of both curative and preventative health care services, access, co-ordination and 
continuityy of care. Furthermore, there is almost no information about the behaviour of the 
primaryy care professionals {e.g. drug prescription, referral, offering preventative services), 
norr about the behaviour and understanding of the patients. What makes the situation even 
moree complex is thatt in the past few years the structure of the health care system and the 
positionn of the key players has changed dramatically (free choice of doctors and health care 
settings,, GPs becoming private entrepreneurs). A large amount of new medical technology 
(drugs,, high technology equipment) entered the Hungarian health care system. Similarly 
highh speed of diffusion of health care technology witnessed in Hungary (and in other 
countriess of Central and Eastern Europe) had probably never been seen before. 

Thesee changes resulted in a higher demand for a large amount of good quality data for the 
generall  management and quality management of primary health care. There is not much 
evidencee of the validity and reliability of general practice based information, even in the 
countriess of Western Europe (van der Velden, 1999). Due to this fact and the very resource 
demandingg process of creating a general practice based database at the national level about 
thee general patient population, it is more feasible to conduct focussed studies, on sub-
groups,, on what is called the 'Standard Patient Population' in this study. 
Thatt is why the main aim of the study was to pilot a useful tool (PROSPER) for further 
improvementt of the quality of primary health care in order to collect standardised infor-
mationn on utilisation of curative and preventative care of the 'Standard Patient Population'. 

9.8.19.8.1 Methodological considerations 

Thee key to the development of a valid and reliable measurement tool is naturally to be 
foundd in the early stages of its creation. In this case content validity is established by 
askingg patients and professionals to provide information on key steps of health care and to 
'sett the agenda' for the issues of health promotion, and for the potential respondents to 
indicatee what language they are likely to understand in communicating their opinions and 
reportss of performance. Subsequently, the analysis of questions provides the key discrimi-
nation,, which in this project has not been validated since it requires several samples to be 
taken,, with refinements at each stage. 

Thee relatively high number of participants, the high level of willingness of participation in 
thee survey (on site, assisted questionnaire survey) and the high completion rate within 
eachh section of the questionnaire where applicable, suggest that the questionnaire has not 
provedd to be too difficult for general usage. Apart from a shortage of respondents from the 
youngerr age groups, it would appear that we have managed to collect the opinions of a 
widee range of the population in Hungary. 



99 - duality of primary health care: physicians' and patiens' reports... 301 1 

9.8.29.8.2 Reasons for choosing the topics of the study 

Thee main reasons are: 
healthh care is not transparent, the minimum guaranteed health care benefit package 
iss currently undefined. Some output data are available in a highly aggregated level. 
Hungary'ss drug consumption levels as a percentage of GDP and total health expendi-
turee are high by Western European standards, with total drug expenditure estimated 
att around 2.6 percent of GDP or more than 30% of total health expenditure in 1997, 
OTCC accounted for'around 15% of sales in 1997. 
Inn 1997 the average consultations per family doctor was 9,337. In 1997 there were 
overr 131 million outpatients visits, in addition there was a total of 2.5 million refer-
ralss to hospitals. 
loww efficiency, under-use and over-use of health services are assumed, 
morbidityy data collection by primary care providers is not very accurate. (Józan, 
1997) ) 
theree were no comprehensive patient surveys which would cover the entire Hungarian 
population, , 
theree is no formal programme in the primary health care for prevention such as 
mammographyy screening, cervical screening test, hypertension and anti smoking 
programme,, which is happening in some cases on an opportunistic basis in various 
settingss with different locations. There are no protocols and no co-ordination. Since 
thee political reforms in 1990 very littl e was suggested to change the status quo for 
treatmentt and health promotion activity. Primary health care services have been sig-
nificantlyy reformed over the last decade but the content of care remained virtually 
unchanged. . 

Onee of the main aims of the survey was to identify areas ready for change. According to 
Scott,, Kinnersley and Rollnick (1994) this is the most important element of further quality 
improvementt activities. Other aims were to identify possible dimensions of importance in 
thee construction of indicators of quality of care for subsequent verification and to make 
recommendations,, addressing health policy makers and primary health professionals and 
too develop an evaluation tool for assessing quality of primary health care. 

9.8.39.8.3 Issues of validity and reliability 

Theree is not much evidence on the validity and reliability of general practice-based infor-
mation.. A certain degree of misclassification and lack of information is unavoidable, if only 
becausee of the decentralised nature of data collection, (van der Velden, 1999) The value of 
thee availability of good quality, general practice-based information is widely recognised. To 
controll  the quality of information several approaches have been explored, PROSPER method 
iss one among them. 
Performancee reports vary in content. Some include clinical data and are intended to mea-
suree the quality of care. These are usually 'process measures' for health plans, such as 
ratess of immunisation and mammographic screening among members. Other performance 
reportss contain a broad array of data to measure performance, including indicators based 
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onn clinical data, indexes of patients' access to care and degree of satisfaction and utilisation 
rates.. Performance measures are also very controversial. Most of its indicators measure 
administrativee performance or the use of services rather than the quality of care. Neither 
off  these indicators is adjusted for risk. Providing timely data with minimal expense and 
burdenn is difficult. 
Differencess between patients' reports and GPs' answers (written medical record) might be 
explained,, at least partly, due to the differences in methods of receiving information from 
patients.. Written medical records are partly based on oral information provided by the 
patientt during the patient-practitioner contact. In contrast a patient report is written infor-
mationn from the patient. As an interesting result of their study to compare patients an-
swerss with medical records, Quaak and co-workers (1986) found significant differences. 
Theyy pointed out that the written medical record contained only half the information 
presentedd in a computerised interview. They explained in such a way that we have to take 
intoo account that the patient when answering the questionnaire, are never pressed to give 
ann answer, could quietly think as long as he wished and take a full hour or two to answer 
alll  questions, whereas during the discussion with his or her there is always the psycho-
logicall  effect of sitting in a room with a GP on whom the patient might depend and who 
hass less time to complete the interview. 
Thee approach that has been adapted here of devoting much resource to the development of 
thee measurement tool appears to have been worthwhile on a number of counts. Firstly, it 
iss probably the best way of ensuring the measurement tool content validity, by including 
thee perspectives of the patients and professionals. Secondly, the response to the question-
nairee has been very good. Answering questions does not of course, guarantee that the data 
iss valid, which would include the need for further testing with other samples. 
Onee of the issues for considering the validity of using patients' reports of system perfor-
mancee is what can be used to judge their recollections of what actually happened. The 
PROSPERR system relies on the medical records as providing a gold standard for much of the 
information.. However, while this may be expected to be reliable, there is some doubt that it 
iss possible to compare these records for certain topics. For example, there appears to be an 
under-reportingg of screening mammography and cervical smear test on the medical records, 
butt this may be explained by the fact that women can have this done in other places, such 
ass out patient settings or hospitals. 

9.8.49.8.4 The importance of the EURO-PROSPER methodology f or quality of primary care 

Itt would appear that the questionnaire provides a useful baseline for further development 
work,, but it would be difficult to say that all aspects are treated adequately at present. The 
resourcess implications of working with this tool as it is are not particularly high, however, 
sincee much of the costs are expended during the initial qualitative phase. The high accep-
tancee of this method makes this tool relatively cheap, given the need to sample relatively 
highh numbers of patients to be able to show reasonably narrow confidence limits on any 
inferencess about the population of users of primary health care practice. 
Wheree there is a need for much further development is in the kinds of indicators that 
primaryy health care practices may wish to have to develop their approach to quality im-
provement.. A small selection of indicators have been shown earlier. However, there is po-
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tentiallyy much more scope for these to be developed into many other issues. Patients them-
selvess may wish to have some say as to which topics they are particularly concerned 
about,, and to have some form of continuous monitoring of them. 
Furtherr development should be considered from the point of view of patient satisfaction. 
Thee measures developed here in the questionnaire provide a valuable baseline against which 
perceptionss of quality and, therefore, satisfaction, can be contrasted. New research would 
bee beneficial by relating these measures to provide primary care practices with guidelines 
forr effectiveness and acceptability. 
Itt remains to be seen if this approach to the development of patient-centred performance 
measuress wil l be successful. The primary health care practice where this work was carried 
outt was very obliging and helpful in the conduct of the study. However, given the back-
dropp of some cynicism among professionals about the notion of quality improvement 
itself,, especially in primary health care, it may be that littl e action results from the re-
search.. Further refinement of the indicators of system performance, as well as the develop-
mentt of new ones, may be seen to be of particular value in assisting the primary health 
caree practice to achieve a desirable level of quality on a continuous improvement basis, 
fromm both professional and public perspectives. Nevertheless, future consideration wil l need 
too be given to strategies for implementation of the findings from this tool. 
Overall,, it would appear that there is some value in developing such measures, and it 
certainlyy provided the patients in this health centre with an opportunity to make their 
feelingss known about an important area of primary care. The vast majority of people 
believee in this philosophy and they support the role of the health centre in carrying it out. 
Manyy other comments were received by way of open-ended comments at the end of the 
questionnaire,, which dealt with a whole range of primary health care issues, not necessar-
il yy confined to these issues in the questionnaire. This suggests that this general approach 
wouldd be worth pursuing across the whole range of primary health care activity. 

9.99 Conclusion and recommendation 

Prescribing,, referral, out-patient examination, care of chronic diseases, cervix and breast 
cancerr screening are among the most common interventions of health care, but they have 
inn many cases been described as inappropriate or not in accordance with accepted practice 
guidelines.. Appropriateness of these common interventions, professional compliance with 
guidelines,, and quality of primary care might be improved if sub-group specification and 
analysiss can be made in order to set up reliable indicators and other measures of the processes 
andd outcome of care. Well established sub-groups, such as the Standard Patient Population, are 
homogenouss from a given point of view and enable these measures to be applied to health care 
inn varied contexts, such as in the Hungarian primary health service setting. 
Usingg Standard Patient Population measurement in combination with PROSPER methodol-
ogyy seems to be a useful tool for improving the quality of primary health care. The next 
stagee in converting this method into the implementation of effective practice requires an 
organisationall  structure appropriate to the task. A good professional body, supported by a 
strongg primary care research institute, would be one way of achieving this aim, for which 
theree is evidence of effectiveness in other countries of Europe. 
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