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• There is no universally accepted definition of quality in health 

care systems 

• The approach used by most authors is based on the classic 

Donabedian model: which basically assesses the structure, 

process and outcome dimensions 

• Quality of care is multi-dimensional and can have different 

meanings for the members of the society: for patients, 

healthcare workers, politicians; and also can be determined 

at population and individual level 

 
Donabedian A. Evaluating the quality of medical care. Milbank Memorial Fund Quarterly. 1966; 

44(3):166–206.  
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WHO defines and proposes six key areas to evaluate 

and determine the quality of care: 

 
Access: providing appropriate arrangement of skills and resources, what meets 

the medical needs and are timely, geographically reasonable  

Effectiveness: evidence based and improving the health outcomes of the 

population and individuals, that based on needs 

Efficiency: maximizing use of resources, avoiding waste   

Equity: delivering same quality of care for all, irrespective of their age, 

gender, origin, ethnicity, geographic location or socio-economic status 

Patient centred, also taking into account the patient’s experience  

Safety: minimizing the potential risks and harm to the service users 

 
 
World Health Organisation. Quality of care : a process for making strategic choices in health systems. World Health Organization, Geneva, Switzerland;2006.  
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• The quality of primary care can be interpreted in many different 

ways and can be evaluated with a number of different approaches 

 

• Some aspects of quality can be measured and other essential 

elements cannot be measured 

 

• The quality might be improved in terms of the patients (patient 

satisfaction), the primary care level (policies, continuous training) or 

through national level (legislation). 
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External regulation:  

• Professional supervision 

• Legal regulation 

• Professional organisations 

The quality of the GPs/FPs work can be improved: 

• Individual professional motivation of the doctors 

• GP/FP training, education, continuous professional development háziorvosi  

• Guidelines, Evidence Based Medicine (EBM)  

• Defining the competencies of the primary care physicians 

• Audit 

• Quality assurance systems (eg. ISO)  

• Scientific research 

• Indicators (Qualtity Indicatiors) 

• Financial incentives 

 
Campbell SM, Braspenning J, Hutchinson A, Marshall MN. Improving the quality of health care: Research methods used in developing and applying quality indicators 

in primary care. British Medical Journal. 2003; 326:816-819.  
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• Different pay for performance programs are being applied in 

several countries worldwide  

• Financial incentive schemes increasingly being implemented 
in many European countries as well 

• The most commonly used quantitative measurement tools 

are the quality indicators (QI) 

• QI initially used for assessment of the quality of hospital care 

• A significant proportion of the doctor-patient encounters take 

place in primary care, there was a need for the development, 

identification and application of primary care indicators 
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• Kolozsvári LR, Orozco-Beltran D, Rurik I. Do family physicians need more payment for working better? Financial incentives in primary 

care. Atención Primaria. 2014; 46(5):261-266. 
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• 2008 Hungarian Ministry of Health and World Bank suggested the introduction of indicator based 

performance evaluation system 

 - International examples of developing and applying indicators (e.g. OECD, HEDIS and QOF) 

 were investigated and adapted 

 

• 2009 Test period (did not influence the financing) 

 

• 2010 The indicators subsequently influenced the financing (initially the indicator related financing was 

approximately 1.7% of the total income of the practice) 

 

• 2011 (15 adult and mixed (AM), 6 paediatric (P) indicators), 2012 (monthly payment, 15 AM, 8 P 

indicators), 2014 (16 AM, 8 P indicators) 

 

• There is a nationally fixed amount for financing the indicator related payments (400 million HUF/month 

in 2014), distributed among the providers (according to their achieved indictor points) by the National 

Health Insurance Fund Administration.  
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• 16 indicators in adult and mixed practices (since March 2014). The main areas assessed by the 

indicators (number of indicators) are: immunisation (1), screening (1), treatment and follow-up of 

chronic illnesses (8), definitive activity (1), and prescription of medications (5).  

•  8 indicators of the paediatric practices (number of indicators) are as follows: immunisation (1), 

prevention (2), screening (1), treatment and follow-up of chronic illnesses (1), definitive activities (2), 

and prescription of medications (1).  
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• There are many arguments for and against the indicators 

• The most common arguments against are the loss of holistic approach and 

extracting some parts from the whole of the medicine 

• The arguments for the indicators: they could be objective measurement tools and 

the performance of health care providers can become comparable 

• The most important questions for the future: which indicators should be used, in 

what areas and which are unnecessary? 

• The indicators uses in the appropriate place, time and method may to help 

improve the quality of medicine 

• The development of indicators and financial incentives should be based on clear 

political goals and professional consensus 
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Source: Starfield B. Primary Care: Balancing Health Needs, Services, and Technology. New York: Oxford University Press, 1998. Ten aspects 

of the structure of health services are depicted in this table. These ten are equivalent to the six “building blocks” identified by the World Health 

Organization for health services systems: services delivery (which includes the range of services available, accessibility, and management and 

amenities within the health services sector); health workforce (personnel and organization); medical products, vaccines, and technologies 

(analogous to facilities and equipment); financing; health information systems, and leadership and governance. Differences in any of these 

structures can lead to differences in the processes (performance) of health services systems and therefore are of legitimate concern for quality 

of care. 



 



 



Source: Starfield B. Primary Care: Balancing Health Needs, Services, and Technology. New York: Oxford University Press, 1998. Certain structures and 

behaviors (processes) of health systems can have an impact on how well people are provided with indicated care. In primary care, particularly important 

structures of services are the range of services available (which should be broad enough to deal with all  health concerns except those too uncommon to be 

provided completely in a primary care setting); the adequacy of information systems to facilitate person-focused care over time; accessibility (to facilitate timely 

receipt of needed care); and a definition of the population covered (to achieve person-focused care over time). Critical behavioral elements are adequate 

recognition of people’s health-related problems and needs (because dealing adequately with people’s problems is key to appropriate diagnosis and 

management), and actual utilization of services when needed. 



Source: Starfield B. Primary Care: Balancing Health Needs, Services, and Technology. New York: Oxford University Press, 1998. 

From a clinical vantage, technical quality of care concerns adequacy of recognition of patients’ problems and needs, the 

formulation of a diagnosis and care management plan (treatment), followed by reassessment to assure that problems are resolved 

as expected and that adverse events are minimized. The vast majority of clinical assessments of quality focus ONLY on the 

processes of diagnosis and management. There are no guidelines for adequacy of recognition of patients’ problems, and quality 

assessments routinely neglect this critical feature of care. Except for routine lab tests for a limited number of chronic conditions, 

there are no guidelines or systematic assessments of follow-up to assure improvement or detect side effects that are experienced 

by patients. 

 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



Source: Thorpe KE, Florence CS, Howard DH, Joski P. The rising prevalence of treated disease: effects on private health insurance spending. 

Health Aff 2005; W5: 317-25 (http://content.healthaffairs.org/cgi/reprint/hlthaff.w5.317v1). With progressively decreasing thresholds for 

diagnosis of disease, and possibly with real increases in some diseases, the prevalence of diseases under treatment is increasing rapidly 

throughout the world. This chart shows the very large increases in prevalence of particular diseases in the US in the fifteen years between 1987 

and 2002. As this information comes from populations with private insurance, the estimates of prevalence undoubtedly understate the true 

prevalence of disease in the entire population, as people without insurance have more illness. In five of the 10 conditions, the prevalence has 

more than doubled in the fifteen years; in the case of hyperlipidemia, the prevalence has increased over four-fold. Thus, at the same time that 

mortality rates have been increasing, the treated prevalence of major illnesses has been increasing. 

http://content.healthaffairs.org/cgi/reprint/hlthaff.w5.317v1


This graph, concerning people of age 65 and over in the US, shows that rates of hospitalization for causes that should be preventable by good 

primary care, rates of complications during hospitalization, and costs of care increase rapidly with increases in comorbidity (as measured by the 

number of types of chronic condition per person). That is, comorbidity is associated with higher costs, higher hospitalization for preventable 

conditions, and more adverse effects. Source: Wolff JL, Starfield B, Anderson G. Prevalence, expenditures, and complications of multiple 

chronic conditions in the elderly. Arch Intern Med 2002; 162(20):2269-2276. 



 



Source: Gress S, Baan CA, Calnan M, et al. Co-ordination and management of chronic conditions in Europe: the role of primary care--position paper of the European Forum for 

Primary Care. Qual Prim Care 2009;17:75-86. The Chronic Care Model (CCM) is, theoretically, an approach to managing health problems that are chronic in nature in that they 

last indefinitely without possibility of cure. It is based on a literature review of the demonstrated benefits of each of six components of care: awareness of community resources 

and policy; health care organizations; self management support; delivery system design; clinical information systems; and decision support (information and guidelines). Every 

one of these components is a structural feature of health systems and services; none are explicitly directed at changing the way in which personal health care is delivered. As 

might be expected, improvement of health depends on how these structures are put to use in improving services provided, but these behaviors (processes) are not identified. 

Although proposed for implementation as a package, the CCM has never been tested as a tool to change important processes of care, nor has it been tested as an entity with all 

six components. Moreover, it has almost always been tested with only ONE chronic disease, usually diabetes. This table shows how unevenly it has been adopted as a model in 

eight European areas. Some areas (Catalonia in Spain; England; Wales) are focusing on all six components but in the other areas, only certain components are targeted. (As 

noted above, its intended application has, so far, been only for selected chronic conditions.) In some countries (Belgium and Austria), the CCM has received no attention. As with 

all health system interventions, it cannot be assumed that the benefits shown in prior studies in selected people in selected places are generalizable to other places, populations, 

and times, and there is little if any knowledge about the benefits of the CCM when applied in unselected practices over a wide range of chronic conditions. 



 



 



 



 



 



 



 



 



 



Source: Starfield B. Primary Care: Balancing Health Needs, Services, and Technology. New York: Oxford University Press, 1998. In addition to the elements 

important for primary care, this diagram highlights other features that are important to primary health care. That is, they concern element of health systems that 

are necessary for designing practices for primary care: personnel, facilities and management, financing, and governance. Decisions about the number and 

distribution of personnel and facilities are critical in achieving equity in the distribution of resources for primary care. Financing considerations are important in 

controlling financial access to care, including low or no copayments for primary care services. Little is known about the specific ways in which governance 

particularly facilitates the achievement of primary care characteristics, but it clearly is important as studies have shown that the political characteristics of 

governments are related to health levels in different countries . The diagram also highlights the elements of “outcome” that are appropriate for evaluating the 

contributions of health services interventions. They range from changes in life expectancy to changes in activity or disability, symptoms resulting from health 

services interventions, disease rates and severity, achievement of life goals, satisfaction with one’s health, and resilience and vulnerability to influence on 

illnes. 



The characteristics of the chronic care model are quite different from those of primary care. Most are structural element of health services, i.e., 

teams, information systems, formal knowledge base – all of which might be characteristic of most specialist practices. Only one characteristic – 

patient participation – is a behavioral feature that also is not limited to primary care. Structural changes in health systems will not result in 

improved health or lower costs unless they are associated with behavioral features that alter the processes of delivering or receiving care by 

practitioners and patients. Source: Starfield B. Primary Care: Balancing Health Needs, Services, and Technology. New York: Oxford University 

Press, 1998. 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 


