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Inequalities in health status
and inequity in the delivery
of health care in Hungary

OBJECTIVE The objective of our study was to measure quality of the
Hungarian general population and to identify the relationship between
key socio-economic variables and quality of life (QoL). METHOD Sur-
veys including the EQ-5D instrument and other questions about so-
cio-economic status were conducted on representative samples of
adults at 2 typical cities in Hungary and 3 typical districts of the cap-
ital of Hungary in 1996. Data were pooled from the five data sets.
The overall sample size was 4,083. Mean QoL values were calculated
in various socio-economic groups. Differences in quality-adjusted life
expectancy were calculated by combining life expectancy data of the
Central Statistical Office and QoL values from the current data set.
The Le Grand method was used to measure inequity in the delivery
of health care. This index was based on levels of concentration of
physician visits and concentration of ill health in different income
groups. Il health was defined as 1-the EQ-5D index. RESULTS Main risk
factors for having lower QoL were age, low income, being divorced
or widow, having low education, and being female. People between
the age of 15 and 24 had a mean EQ-5D index of 0.97 compared to
people over 85 with a mean value of 0.50. Mean QoL values in the
four income groups were 0.73, 0.84, 0.95, 0.93, respectively. Income
had surprisingly strong influence on QoL within each age group. Peo-
ple who were divorced or widows had lower QoL than people being
single or married, 0.72 versus 0.86 respectively. People with low or
lower-middle education level had lower QoL compared to people with
high or higher-middle education level, 0.76 versus 0.87 respectively.
Apart from the youngest age group, women had consistently lower
QoL values than men. Overall mean values were 0.86 versus 0.79 re-
spectively. Due to a larger difference in life expectancy (74.7 versus
66.1 years), quality adjusted life expectancy results still favoured
women. The difference, however, got smaller, 64.2 versus 60.6 qual-
ity adjusted life expectancy. Data indicates that the level of con-
centration of ill health among the poor is higher than the concen-
tration of health care consumption. Small but positive value of the
Le Grand index of 0.06455 indicates a system that slightly favours
the rich. CONCLUSIONS Our results showed that substantial socio-eco-
nomic differences exist in quality of life within the Hungarian pop-
ulation. Data implied that health promotion should focus on length-
ening life in the case of men while it should focus on improving qual-
ity of life in the case of women. Reduction in inequalities in health
status can not be achieved without tackling income inequalities.
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The issues of inequalities in the health status of the cording to WHO documents, the most important inter-
population and equity in health care have been important
both in the evaluation of different health care systems

and for health policy making in individual countries. Ac-

pretation of equity is achieving equality in health status.
Kunst and Machenbach specify that “socio-economic in-
equalities in health can be defined as differences in the
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prevalence and incidence of health problems between
individual people of higher and lower socio-economic
status”. The reason for reducing inequalities is not only
because these inequalities are “unfair” but also because
“reducing the burden of health problems in disadvan-
taged groups offers great potential for improving the av-

erage health status of the population as a whole” !

In the WHO Health for All Strategy, Target 1 is
achieving equity in health: “By the year 2000, the dif-
ferences in health status between countries and between
groups within countries should be reduced by at least
25%, by improving the health of disadvantaged nations
and groups.”

In the last decade, Hungary has been undergoing a
transition period from being a socialist country towards
a market economy. This process has involved major
changes in the society and the issue of inequalities has
been a major concern of the public. Despite its im-
portance, little evidence has been gathered relating to
inequalities in health.

Traditionally, mortality and morbidity data have been
extensively used in the measurement of health status.
However, today in addition to these indices, there is an
increasing interest in describing the quality of life of the
population.

The objective of this paper way to analyse socio-eco-
nomic inequalities in the health status of the population
and inequity in the delivery of health care in Hungary
by analysing a datat-set which used the EQ-5D instru-
ment.

MATERIAL AND METHOD

Data collection and variables

Five interview surveys which included the EuroQol instru-
ment and questions about socio-economic status were con-
ducted on representative samples of adults in 2 typical cities in
Hungary and 3 typical districts of the capital of Hungary in
1996. The two cities were Vac and Dorog and the three dis-

Table 1. Characteristics of the pooled study population (n=4,083).
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tricts of Budapest were districts IV, VI, and XIII. Data from the
five data-sets were pooled. The overall sample size was 4,083.
The population of these places belongs neither to the wealthy
nor to the poorer groups in Hungary but represent a typical,
mixed population. Although this sample is not truly represen-
tative of the overall population of Hungary (for example,
women are overrepresented), this is the only large data-set
available for the purposes of the study. The data were collected
by SocioMed Institute, Hungary. Table 1 summarizes some
characteristics of the pooled population.

Health status was measured as health related quality of life,
using the EQ-5D instrument. The EQ-5D questionnaire is a
widely used, internationally developed and extensively vali-
dated instrument based on questions in five dimensions which
influence quality of life most importantly (according to the opin-
ion of the developers): mobility, self-care, usual activities, anxi-
ety/depression, pain/discomfort. The EQ-5D health index is a
single index measurement with a maximum value of 1, indi-
cating full health, whereas the value of zero indicates the state
of death. As no Hungarian preference values have yet been
elicited, this study used the so called York preference values
which were derived from a UK general population survey us-
ing the Time Trade-Off (TTO) method.?

Demographic and socio-economic variables included age,
gender, income level, marital status, educational level, and e-
conomic status.

Income level was measured by a categorical variable. Re-
spondents had to define to which of the four income groups
they belonged, based on their net monthly income.

Categories of marital status were: single, married, divorced,
and widow/er. Due to the similar pattern in quality of life, two
categories were finally created: single or married and divorced
or widow/er.

There were five categories for educational level: less than pri-
mary school, low education, lower-middle education, higher-
middle education, and high education level. A dummy vari-
able was constructed with a value of 1 if someone had high or
higher-middle education level and had a value of O otherwise.

Categories of economic status were: active, unemployed,
housewife, pensioner, other.

Utilisation of health care was measured as number of physi-
cian visits in the last year. This question was included in two

Characteristics
Age in years Female % Single % Married % Divorced % Higher middle Lowest income group %
and high education %
Under 40 61 30 58 12 61 31
40-59 59 4 69 27 56 34
60 and over 67 3 44 53 33 55
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of the five surveys (districts VI and XIII of Budapest) giving an
overall sample size of 1922 for health care utilisation.

[l health was measured as 1 minus the EuroQol weighted
health status index. This variable had a minimum value of zero
(in the case of full health) and had values larger then 1 in the
case of people who had a negative EuroQol weighted index.
This ill health variable was necessary in order to construct ill-
ness concentration curves.

Comparing mean health status across various socio-economic
groups. Mean quality of life values were calculated in various
socio-economic groups. To account for the confounding effect
of age, these values were calculated in different age groups.
Quality adjusted life expectancy (QALE) was calculated by
multiplying life expectancy data of the Central Statistical Of-
fice by quality of life values from the current data-set. QALE
values were calculated for people at birth, and for people at
the ages of 40, 50, and 60 years as these were the data avail-
able from the statistical office. The Sulliven method could not
be used due to lack of detailed survival tables. The ANOVA
method was used to test statistical significance.

Regression analysis and correlation matrix. A regression mod-
el was developed to identify key socio-economic variables that
influence health status.

Illness concentration curve and illness concentration index.
An illness concentration curve was constructed and the illness
concentration index was calculated with respect to income lev-
el. The concentration index was compared with other inter-
national results.

Measuring inequity in the delivery of health care

The Le Grand method was used to measure inequity in the
delivery of health care.

According to Le Grand,’ the level of medical care received
by an income group or socio-economic group (SEG) should
be compared to the share of health care needs of that partic-
ular income group. Based on this idea, the illness concentration
curve and the level of receipt of health care services (i.e. expen-
diture on those services) can be considered.

Figure 1 illustrates a possible illness concentration and an
expenditure concentration curve.

It shows a case where there is inequality in the distribution
of illnesses (favoring the rich) and inequality in the delivery of
health care (favoring the poor). The level of inequalities is,
however, not proportional in the illustrated case: health care
is not delivered in proportion to illness.

The Le Grand index quantifies the relationship between ill-
ness concentration and the concentration of the delivery of
health care:

HI lg=Gexp-Gill

Any positive value indicates a system favoring the rich and
any negative value indicates a system favoring the poor. The
theoretical maximum value of the index is 2 (the poorest per-
son suffers from all the illnesses and the richest gets all health
care). The theoretical minimum value is -2 (the richest person
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Figure 1. lllustration of the Le Grand method.

suffers from all the illnesses and the poorest gets all health
care).

Doorslaer et al* emphasise that the Le Grand index has mer-
it as a single and comparable index of inequalities but the fol-
lowing problems are also associated with it:

— It can be shown that this index contains an inbuilt bias
towards the detection of inequity favoring the rich, as a result
of its implicit assumption that non-sick people do not receive
care. This is a more serious problem if a health system is such
that non-sick people still receive a lot of health care services.

— The other problem might be that the rich and the poor have
different demographic characteristics which are reflected by
the allocation of health care.

Doorslaer et al? suggested alternative methods for measuring
inequity in the delivery of health care, such as the method for
testing inequalities and the use of standardised expenditure
curves. This paper, however, applied the Le Grand method for
easier international comparison.

RESULTS

Health related quality of life of the general population
with respect to age and gender

Weighted health status indices were calculated by gen-
der for each age group in ten-year intervals. Figure 2 il-
lustrates quality of life values of men and women.

Table 2 summarizes mean EuroQol weighted health
status in each age group by gender and the total num-
ber of people in the sample in different age groups.
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Figure 2. Heath status of the general population with respect to age
and gender.

It can be seen from figure 2 and table 2 that age is a
very important determinant of quality of life. While peo-
ple between the age of 15 and 24 years had a mean in-
dex of 0.97, people over 85 had a mean value of 0.50.

The data also show a consistent difference between the
quality of life of males and females. Apart from the age
group of people between 15 and 24 years, men have con-
sistently higher quality of life. The average values for men
and women were 0.86 and 0.79, respectively (P<0.0001).
The difference between men and women increases over
age. There seems to be a strong cohort effect in men be-
tween the ages of 55 and 64 years. This means that those
men who survive this high mortality period are healthier
than those who did not survive. This leads to an increas-

ing quality of life value in the two following age groups,
65-74 and 75-84 years.

The EuroQol profile analysis showed that women con-
sistently reported slightly more problems than men in
each of the five dimensions but they reported propor-
tionally a much higher rate of problems in the case of
depression/anxiety, 31% vs 21% (P<0.0001).

Quality adjusted life expectancy

While these data indicate that males have higher qual-
ity of life than females, it is well known from life expectan-

Table 2. Mean weighted health status indices in each age group.
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cy statistics that women live longer. Therefore, the cal-
culation of QALE values is particularly interesting in the
case of the Hungarian population.

The calculation of differences in QALE values was
based on combining life expectancy data of the Central
Statistical Office in Hungary and quality of life values
from the current data-set.

QALE data were calculated for four groups. These were
people at birth and people at the ages of 40, 50, and 60
years. QALE values were obtained by multiplying life
expectancy by the quality of life in which people live
through out their life. Graphically, QALE expectancy is rep-
resented by the area under the quality of life curve during
the remaining life expectancy.* Table 4 summarises mean
QALE values in the four age groups considered.

The data in table 3 and table 4 show that women have
longer life expectancy than men (74.7 vs 66.1 years at
birth) but due to their lower quality of life the difference
in QALE between women and men gets smaller (64.2 vs
60.6 years).

Therefore, the data suggest that even after adjusting
life expectancy values for quality of life, women are still
better off in terms of QALE value.

Self-reported health status by level of problem
and by age group

Figure 3 illustrates self-reported health status accord-
ing to the level of problem. It can be seen that more than
36% of the overall population suffer from some pain or
discomfort. Clearly, pain or discomfort is the most im-
portant cause of reduced quality of life followed by de-
pression or anxiety.

Figure 4 shows reported health status according to the
age group. It can be seen that more than half of the el-
derly people and more than third of the middle aged

* Obviously, this method assumes that the pattern of quality
of life by aging (as life expectancy) does not change over
time

Age group (vears)

Sex 15-24 24-34 35-44 45-54 55-64 65-74 75-84 85+
Male 0.968 0.957 0.894 0.861 0.754 0.774 0.764 0.670
Female 0.972 0.939 0.862 0.777 0.724 0.671 0.639 0.467
Total 0.970 0.946 0.875 0.813 0.736 0.705 0.675 0.503
n 320 567 866 781 573 634 272 44
SD 0.08 0.13 0.24 0.28 0.31 0.32 0.31 0.42
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Table 3. Life expectancy of males and females in Hungary in 1996.

Life expectancy

Sex At birth At 40 years At 50 years At 60 years
Male 66.1 28.8 213 14.9
Female 74.7 36.6 27.7 194

Source: Central Statistical Office database, 1999

Table 4. Quality adjusted life expectancy of QALE males and females
in Hungary in 1996.

Sex SLTE
At birth At 40 years At 50 years At 60 years
Male 60.6 23.6 16.7 114
Female 64.2 26.6 19.5 13.1
40} =
= O Ll 7 W sl 2
i o
25
21+
15 -
Tl -
5
o+ — : :

Mhrbailiby
ansiiety

Lisgial
netivities

bl
Pamy
s timdart

Dheprressioany

Figure 3. Self-reported health status by level of health problem.
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Figure 4. Self-reported health status by age group.
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people suffer from pain, while depression or anxiety is
the most common problem of the younger age group.

Quality of life and marital status

Marital status had a significant impact on quality of
life. People who were single or married had higher av-
erage quality of life value than those who were divorced
or widowed, 0.86 vs 0.72 (P<0.0001).

Quality of life and educational level

People with a high or higher middle educational level
had higher mean quality of life values than people with
a low or lower-middle educational level, 0.87 vs 0.76
(P<0.0001). Figure 5 shows mean quality of life values
according to education level.

No statistically significant relationship could be shown
between quality of life and economic status of the respon-
dents.

Income related inequalities in health status

Due to a very rapidly changing society, no standard
social class classification is applicable in Hungary. In-
come, however, is one of the strongest predictors of so-
cio-economic status. For this reason income was used,
and was one of the most important explanatory variables
in this study.

Respondents had to classify themselves into four in-
come groups. People in the lowest income group (n=
1,593) earned HUF 0-15,000 per month. The other three
income groups were HUF 15,001-30,000 (n=1,440),
HUF 30,001-50,000 (n=368), and above HUF 50,000
(n=269). Figure 6 illustrates the mean weighted Euro-
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Figure 5. Quality of life with respect to education level.
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Figure 6. Quality of life and income level.

Qol health status indices in the four groups. Mean qual-
ity of life values in the four income groups were 0.73,
0.84, 0.95, 0.93, respectively (P<0.0001).

The evidence shown in figure 6 implies that income
has a substantial impact on health related quality of life.
Upper middle income people have the highest quality of
life values and that these values decrease slightly for the
richest income group.

To account for the confounding effect of age on in-
come, health status was examined in each age group
separately. From figure 7, it can be seen that income has
a substantial influence on quality of life in each age group
separately.

The EQ-5D profile analysis (fig. 8) showed that the de-
crease in quality of life value in the richest group was
due to increased anxiety/depression in the 40-59 years
age group particularly. This group also reported and in-
creased pain/discomfort.

The illness concentration curve
and concentration index

The construction of the illness concentration curve and
the calculation of the concentration index was based on
mean values of illness in the different income groups.
Table 5 summarises the distribution of people and the
distribution of illness among the four income groups.

The illness concentration index can be calculated as
double the size between the curve of cumulative % of
illness and the diagonal:
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Figure 8. Profile analysis of mean anxiety/depression by income lev-
el and by age groups.

(0.62-0.44)x0.44+[(0.62-0.44)
+(0.94-0.83)]1%(0.83-0.44)
+[(0.94-0.83)+(0.97-0.93)] x(0.93-0.83) +
(0.97-0.93)%(1-0.93)

Figure 9 illustrates graphically the illness concentration
curve of the study population.
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Table 5. Distribution of people and illness among income groups.
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Income group Cumulative % of patients Cumulative % of illnes n
Lowest income group 0.44 0.62 1,593
Lower middle income group 0.83 0.94 1,440
Higher middle income group 0.93 0.97 368
Highest income group 1.00 1.00 269
Total 1.00 1.00 3,670
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Figure 9. Illness concentration curve.

The illness concentration index was —0.1494, indicating
a distribution of illnesses that favors the rich. A similar
result was found by looking at the concentration of those
reporting any problem.

It can be seen from the figure that the illness concen-
tration curve is convex until it reaches the highest in-
come group. For example, 44% of the whole population
falls in the lowest income group but this 44% of people
suffers from 62% of the total illnesses. The concentration
curve gets slightly concave in the case of the highest in-
come group indicating that the marginal impact of in-
come on health gets a negative value.

Figure 10 illustrates income-related differences in re-
ported problems according to the five dimensions of the
EQ-5D instrument.

From the profile analysis it can be seen that problems
with self-care are concentrated among the people in the
lower income group while anxiety/depression is the least
concentrated health problem being spread over all in-
come groups.

In terms of the magnitude of problems, however, pain/
discomfort was the most important determinant of health
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Figure 10. Concentration of reported problems according to the Eu-
roQol profile analysis.

status: 36.4% of the overall population reported suffer-
ing from pain/discomfort.

Measuring inequity in the delivery of health care

To measure inequity in the delivery of health care the
Le Grand method was used. To measure health needs,
illness was defined as 1 minus the EuroQol health status.
To estimate the utilisation of health care, the annual
numbers of physician visits were calculated.

Figure 11 and figure 12 illustrate respectively mean ill-
ness values and mean number of physician visits by the
four income groups.

It can be seen from figures 11 and 12 that the higher
income people have less illness and they use health care
less than the lower income people.

Figure 13 shows the concentration of the illnesses and
health care consumption be different income groups,
providing the Le Grand index.

The data indicated that the level of concentration of
ill health among the poor is higher than the concentration
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Figure 12. Physician visits according to income groups.

of health care consumption. The small but positive value
of the Le Grand index of 0.06455 indicates a system that
slightly favors the rich.

DISCUSSION

Results of this study show that substantial socio-eco-
nomic differences exist in health status within the Hun-
garian population and that there is evidence of inequity
in the delivery of health care, favoring the rich.

Apart from age, income had the most important im-
pact on quality of life. The difference in health related
quality of life between the poorest and the middle high
income group was equivalent to that between the age
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Figure 13. The Le Grand index.

group 25-34 and the age group 55-64 years. At the up-
per income level there was a decreasing marginal impact
of income on quality of life and, in fact, HRQoL started
to decrease in the case of the highest income group. Ac-
cording to the profile analysis, this decrease in quality of
life was mainly due to increased anxiety/depression and
pain/discomfort reported by middle aged and older peo-

ple.

This strong relationship between health status and in-
come has at least two policy implications and two
methodological implications.

It appears that the policy objective of reducing in-
equalities in health status largely falls outside the scope
of the health care system and cannot be pursued without
tackling income inequalities.

From the methodological view point, this study is im-
portant as it was the first study to explore the relation-
ship between income and EQ-5D health status data. The
results suggest that income is a very important ex-
planatory variable and therefore it should be included in
more general population-based studies. On the other
hand, further research is needed to identify the mecha-
nism through which income influences people’s quality
of life.

The profile analysis showed that income-related in-
equalities are derived from a general reduction of qual-
ity of life and are not due to disadvantage in a specific
dimension of health related quality of life. Therefore, the
implication for health promotion policies is that the over-
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all improvement of health status should be the primary
aim. To reach this objective pain/discomfort manage-
ment policies should be implemented as this dimension
was far the most important dimension of the low qual-
ity of life of the overall population.

Regarding international comparisons, the most im-
portant study on income-related inequalities in health
status was that of Doorslaer et al.? Their findings in those
of 9 OECD countries and this study of Hungary are sum-
marized in table 6.

From table 6, it can be seen that Hungary represents
the highest inequality index among all OECD countries,
including the United States.

It will need further research to elucidate whether the
marked income-related inequalities are due to the tran-
sition period through which Hungary is going at present
and to large inequalities in the society according to the
assumption of Wilkinson? or are simply due to method-
ological differences between studies. As this was the first
study using the EuroQol instrument in calculating con-
centration indices, it is difficult to say whether the Euro-
Qol, as a more sophisticated instrument, results in high-
er indices than surveys based on simple self-assessed
questions.

The study showed that the quality of life of women was
lower than that of men. The average difference was 0.07
on the EuroQol weighted index scale. This difference
was due to slightly more problems reported by women
in each of the five dimensions of the EuroQol question-
naire and markedly more reported problems of anxi-
ety/depression. The regression model suggested that the
difference between men and women had an average
value of 0.02 only. The reason for the difference be-
tween the two results could be the existence of con-
founding variables. The correlation analysis showed that
the most important confounding variables were income
and marital status.

Table 6. lliness concentration indices in selected OECD countries.

Country Illness concentration index
Sweden 0.0347
East Germany 0.0436
Finland 0.0566
West Germany 0.0571
The Netherland 0.0660
Switzerland 0.0696
Spain 0.0732
United Kingdom 0.1148
United States 0.1360
Hungary 0.1494
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As this was the first study using the EuroQol instrument
in a general population survey, no comparable results
exist within Hungary. However, Czimbalmos et al used
the SF-36 generic questionnaire in a general population
survey of 3,907 Hungarian people.® Their results were
similar to those reported here in the sense that women
had consistently lower scores than men throughout the
whole SF-36 profile.

In international comparison, however, Kind et al re-
ported no consistent differences between males and fe-
males in EuroQol health status in the United Kingdom.®

The construction of the QALE table for the Hungari-
an data-set was interesting particularly because women
had longer life expectancy while men had higher qual-
ity of life. The combined QALE was higher for women.

From the methodological view point, to our knowl-
edge this was the first QALE table based on the Euro-
Qol quality of life values. The possible methodological
and policy implications of using such new statistics,
however, should be addressed in future research.

The obvious policy implication which can be drawn
from the results is that health promotion should focus on
lengthening life in the case of men while it should focus
on improving quality of life in the case of women in Hun-

gary.
Inequity in the delivery of health care

Evidence was provided that, despite rich people using
less health care than the poor, their use of health care is
proportionally too high compared to their level of ill
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Figure 14. Le Grand indices in selected OECD countries.
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health. This was reflected by a small but positive value
of the Le Grand index of 0.06455.

Figure 14 illustrates the values of the Le Grand index
from the Wagstaff and Doorslaer study in ten OECD
countries.

From the figure it can be seen that none of the selected
OECD countries had such a high Le Grand index as
Hungary.

It is acknowledged, however, that the data on health
care utilisation was restricted to two districts of Budapest
only and therefore results can not be generalised for the
whole country. Also, although the number of physician
visits is a good proxy for health care utilisation, it is far
from covering the whole picture of health care con-
sumption. Due to these limitations in data collection and
the fact that there is an in-built bias in the Le Grand
method towards favoring the rich, these results should
be confirmed by further studies.

A. SZENDE and L. MOLNAR

In addition these results also suggest that there is a
need for research on anti-equity provider incentives in
the Hungarian health care system.

In conclusion, this study represented the first general
population based health survey to include the EQ-5D in-
strument in Hungary and one of the first studies which
included income data and the EQ-5D instrument in the
same study worldwide.

Due to limitations in data collection the results of this
study should be further tested on more representative
samples.

From the methodological point of view, however, it is
more important that evidence has been provided so that
concentration indices can be derived from EQ-5D pop-
ulation surveys, enabling the construction of aggregate
indicators which measure the distribution of health across
the population.

MEPIAHWYH
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Aviodinieg oInv Kardortacn vyeiag Kai ornv napoxn vnnpeciodv otnv Ouvyyapia
A. SZENDE,! L. MOLNAR?
IMEDTAP International, Amsterdam,
The Netherlands, and University of York, York, United Kingdom
2Semmelweis University, Budapest, Hungary

Apxeia EAdnvikng latpikng 2001, 18(2):169-179

JKOIMOX X16x06 tng PMENEING pag Artav n PEIpnon tng noidintag zong tov ovyypiko¥ nAnBuvopoy kai n Sie-
pebunon g oxéong perad moidintag zmng Kal KOIVMVIKO-OIKOVOUIK@OV petaBantdv. YAIKO-MEOGOAOX To
1996 8ievepyriBnkav €psvveg nediov, nov cvpnepienduBavav 1o «epyansio» EQ-5D yia tn péipnon tng noidtntag
zZoNg, RAODGS Kal AANEG EPOINACEIS YIA TNV KOIVMVIKO-OIKOVOUIKA Katdotaon. EmAExOnkav 2 aviinpoomneutikeg
ndéneig omnv Ouvyyapia kar 3 neprox€g and t BovSangom. Ta 8s8opéva anorénecav pia eviaia nnyni tov 5 emi-
HEPOLG EPELVDV Kal TO OLVONIKS Sefypa avinBe oe 4.083 dropa. Exuunbnkav o1 p€ool dpot yia tnv noidtnta
ZONG TOV 81apSpmV KOIVMVIKO-OIKOVOUIK@AV Katnyopidv. Alapopss orn orabuiopgvn nolotikd emBimon peneti-
Bnkav pe 10 cLVSLAoPS TV OToIXEI®V Mov MporiNBav and t Zratnotkni Yrnnpeoia Kal tnv napovoa pengm. H
H€BoSog tov Le Grand e@appdornke yia n PEIpnon g aviootntag otny MapoxXn TG LYEIOVOMIKNAG nepiBanyng.
O &eiking aviodintag Le Grand ektipribnke yia tov apiBud 1ov EMOKEPEDY OTOLS Y1AtpoUs Kal yid Tny Kardora-
on vyeiag, onwg Karaypd@nke orig S1a@opetikEG e1008npatikeg katnyopieg. H katdotaon vyeiag perpriBnke pe 1o
Seikin noidintag EQ-5D. AIMMOTEAEXMATA Ta anotengopara tng gpsvvag £6si€av 6t o1 KOp1o1l Napdyovieg Kiv-
S6vou yia Tn xapnAn noidtnta zong OXETiZovIav Pe TNy NAIKIA, To XapunAS £1068npa, to va sival Siazevypgvogs (n),
N XapnAn eknaibevon Kai to yvvaikeio @vno. O1 duBpmmol pe nikia ané 15-24 mn eixav péon upn tov Seikin
EQ-5D 0,97, cuykpivéuevol npog toug nAikiag dvm twv 85 stdv, o1 onoiol sixav péon upri EQ-5D 0,50. H pgon
afia noidtnta zemnig yia tg e1codnpanksg ouddsg rirav 0,73, 0,84, 0,95, 0,93, avriotoixa. To e1666npa ennpgaze
rnoNy évrova tnv noidtnta zong kabs nnikiarrig opddag. O1 Siazevypgvol 1i o1 xripol eixav xapnAdtepn noidtnta
zong and 4,1 avroi nov zovoav pdévol n ritav navipspgvol, 0,72 gvavn 0,86, aviioroixa. Ta dropa pe Xxapnad n
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e pMIKPASTEPO TOL PEooVL eninedo sknaibsvong eixav XapunASIEPN MoISTNTA zZOHG, CLYKPIVOUEVA MPOG EKEva e
AVATEPO N HE avdTEPO ToL PEoov emninedo ernaibevong, 0,76 gvavu 0,87, avrioroixa. Extég ané g nepiocodte-
PO VEES NNIKIAKEG opddeg, o1 yuvaikeg eixav otaBepd xapnAStepeg TIHEG moidintag zong and 6,1 o1 Gudpeg. O1
napandve péoeg adisg ritav 0,86 gvavn 0,79, avtiotoixa. Z¥p@amva pe pia peyanitepn Siagopornoinon oto npoc-
86K1po zong (74,7 €vavil 66,1 xpdvia), n noidnta 1oLV NPOCSOKAUEVOL XPAVOL ZONG MPOCAPUSOINKE OTd AMo-
1enéopara arSun Kai yia tig evvonpéveg yovaikes. H Siagpopd, wotdoo, yiverar pikpdtepn, 64,2 gvavi 60,6, noi-
OTIKG MPOCAPPOCUEVN OTO MPOCGOSKINO zmng. Ta oroixeia Seixvouv 4t n aviodinta ornv kardoraon vyeiag efvai
peyantiepn and tnv aviodinta onv karavddmwon vrnnpeoidv vyeiag. O Ssiking Le Grand sknuuriBnke éu sivai
0,06455, napovoidzoviag §va cbotnpa vysiag mov w@enei tovg novoiovg. XYMIMEPAXMATA Ta anortenéopard
pag 8eixvouv 6Tl 01 OLOIACTIKOTEPES KOIVMVIKO-OIKOVOUIKES S1a@opEg vndpxouvv otnv noidintd zong sViég Tov
nAnBuvopot g Ovyyapiag. Ta oroixeia vrovoolBy 611 n mpo®Onon g vyeiag Oa npénel va emkrevipwOel ony
EMIPAKLYON TNG Z®NG OINV NEPIMI®OoN TV avbp@dv Kal omn BeAtimon tng noidintag g zmng oInv nepinmon Tov
yuvaik®dv. Meimon orig aviodtnieg orov topéa tng vyeiag Ssv unopovv va emrevxBolv X@pig tarronoinon twv

QAVICOTNT®V OTO £1068npua.
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A€8erg gvpernpiov: EQ-SD Aviodinteg Yyeiag, Avikavdinta otnv acBéveia, H pébodog Le Grand, Ovyyapia
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