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The primary objective of this final report is to present and summarize the most important
results of our three and a half years course research project. The aims of this report are the
following: 1) describe theoretical and methodological framework of the research, 2)
summarize the consequences of all research tasks, 3) synthesize the knowledge of our
research activities, 4) suggest some suggestions for evidence-based and informed decision-
making.

1. Introduction — Theoretical Framework

Access to health care is generally defined as access to a health service or a health
provider, thus defined as the opportunity with which consumers or communities are able to
use appropriate services in proportion to their needs (Daniels, 1982; Whitehead, 1992). It is
also defined as the use of health care, qualified by need for care (Waters, 2000). Here, access
may be conceived as the interface between potential users and health care resources, and
would be influenced by characteristics of those who supply as well as those who utilise the
services (Penchansky and Thomas, 1981). It can describe potential users’ ability to use health
care services when and where they are needed in time and in space (Aday and Anderson,
1981). Availability can help to define the supply of services in relation to needs — whether
there are adequate services to meet the healthcare needs.

There is a growing literature devoted to measuring and understanding geographical
patterns of health care as well as health outcomes (Cromley and McLafferty, 2011; Skinner,
2012). Access to health care, especially when used to reflect on health inequalities, should
look at the resource allocation in relation to social and health needs as well as looking at
geographical distribution of services linked to measures of needs and access (Braveman,
2003). That is the main reason to take into account at the same time spatial factors (e.g.
geographical location, travel distance) as well as non-spatial factors (e.g. socio-economic
status, gender, age) which are interrelated to each other and influence as critical barriers
access to health care. The term spatial accessibility is used to refer to the combination of
availability, acceptability, appropriateness, affordability of health demand and supply
(Gulliford et al., 2002; Samuels, 2005; Shah et al., 2016). In addition to differences in
patients’ needs, spatial accessibility may be due to characteristics related to the health care
system (demand and supply drivers), including the volume and distribution of human,
physical and financial resources (Brezzi and Luongo, 2016).

There are significant differences between urban and rural areas, or socio-economically
disadvantaged neighbourhoods tend to have relatively poor access to resources that promote
health, such as access to health care (Marmot, 2015; Mclntyre et al., 2009; Wilkinson-Pickett,
2010). While important for demonstrating increasing accessibility problems among countries
and within a country, there is less of the research on access to health care services focused on
local level.

Accessibility of health care services is a key dimension in health inequality. Here the
concept of ‘health care access’ is inherently multi-dimensional integrating both spatial and
non-spatial factors. It is also linked to the theory of fundamental causes: the consequences of
social stratification and structural inequalities can result health inequalities and not exposure
to intermediary risk factors (Link and Phelan, 1995).



2. Methodological Framework

In this research, the concept of spatial accessibility regarding availability is basically
applied to analyse health inequalities and its regional distribution in Hungary. We view access
to health care services as resulting from the interaction of determinants pertaining to
characteristics of individuals (e.g. the place where they live, their socio-economic status), of
health care services (e.g. quantity, location of facilities) and of regional/geographical effect

(spatial distribution measuring by regional analysis methods and explanatory spatial data

analysis). The basic questions of our research were:

1) What are relevant barriers and supporting factors of access to adequate health care
services regarding epidemiologically important non-communicable diseases presently in
Hungary?

2) What are the features of access to health care and its geographical distribution?

3) How can measures of decision-making influence reducing health inequalities and
improving conditions of access to health care in Hungary?

4) What is the specific role of spatiality in health inequalities and conditions of access to
health care?

Methodologically, our examinations were integrated both of quantitative and qualitative
techniques as mixed methods (Figure 1). Using mixed methods to evaluate health services is
increasingly often applied in health research (Kiraly et al., 2014; Tarig and Woodmann, 2013;
Wisdom and Creswell, 2013).

Figure 1: Using explanatory sequential design in mixed methods
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To measure Hungarian health inequalities and its regional distribution, we applied
morbidity and mortality data of a cardiovascular disease such as acute myocardial infarction
(AMI). It is one of relevant chronical diseases and leading death causes in developed
countries which gives comprehensive information about the short-term and long-term survival
chances. To define conditions of access to health care we created a local case study based on
semi-structured interviews with medical stakeholders in cardiac care (N=54). The spatial
pattern of this scientific fieldwork was in different health services and providers of Békés
county. To analyse the role of decision-making in health inequalities and accessibility, we
made content-analysis in Hungarian strategic documents, and we also prepared deep
interviews with experts (N=21). To summarize and synthesize all results of the research, we
some marked viewpoints in our suggestions for evidence-based and informed decision-
making.

(See more details on applied methods in our official website:



https://egeszsequgyihozzaferhetoseq.files.wordpress.com/2017/09/zaro jelentes honlapra-
1.pdf)

3. Results on coherence between accessibility and spatiality regarding health

inequality

The main scope of the first half of this research was to study regional distribution of the
Hungarian health inequalities regarding AMI morbidity and mortality as well as its cardiac
care.

Here are the most important results of our quantitative analysis.

There is a paradoxical consequence in improving cardiac care in the country which is
based on the following facts. Firstly, there was a continuous improving tendency in AMI
mortality in Hungary from the beginning of the 2000 years. It could result that the Hungarian
AMI mortality rate decreased with almost 50% between 2005 and 2015. Secondly, there are
significant differences in AMI mortality based on gender distribution: male AMI mortality
rate is double of female AMI mortality rate. Thirdly, improving tendency from the middle of
the 2000s has gone together with a huge infrastructural investment in health care: new cardiac
catheter centres were founded in Hungary which could result better short-term chances.
Fourthly, improving AMI mortality rate, there is a high number in AMI morbidity (incidence)
in every year which is coupled with marked spatial inequalities within the countries.

There are significant differences among the different parts of the country according to
AMI morbidity and mortality (Figure 2, Figure 3). The scale of these inequalities is
influenced by changes in time, spatial distribution and gender balance. Lower level of AMI
mortality rate can be detected in the neighbourhood of cardiac catheter centres. Despite of this
fact there are some counties where opposite situation can be experienced (e.g. case study area
of Békés county). In other words, there is higher level of AMI mortality rate in the vicinity of
cardiac catheter centre of these counties.

The spatial pattern of our local case study was in Békés county, where a contradictory
situation can be experienced in cardiac care. On the one hand, new cardiac catheter centre was
founded in Gyula in 2013 which could result increasing number of AMI cases treated by
cardiac catheterization in the last years. On the other hand, improving access to AMI care
could not result decreasing tendency in AMI mortality yet (especially among women).

Figure 2: Morbidity data of acute myocardial infarction in the counties
of Hungary, between 2012 and 2015
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Figure 3: Mortality rate of acute myocardial infarction compared to the national
average in Hungary at micro-regional level, 2005, 2015
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Here are the most important results of our qualitative analysis.

Firstly, the supporting factors are related to the improvement of availability (e.g. founding
new ambulance care centres), the infrastructural investments (e.g. founding new PCI centres),
and to the development of patient-centred health care (e.g. strengthening primary health care
or the cooperation between primary health care and out-patient care). Secondly, the
experiences of interviews also could highlight the most important barriers in access to health
care, as you can see in this word cloud (Figure 4). These are for example, geographical
distance, lack of material and human resources, lack of capacities, weak education which can
influence health behaviour, low level of health literacy which can influence healthy lifestyle.

In addition, it is still worth mentioning that the role of difficulties or barriers in access to
health care depend on different phases of cardiac care. In other words, barriers significantly
differ in pre-hospital, hospital and post-hospital phases of cardiac care (Figure 5). Especially
in peripheral areas, for those who living in small villages, the conditions for prevention and
health care for a healthy lifestyle are less insured. The lack of local opportunities to support
the successful lifestyle changes and their limited availability is determinative in urban-rural
relation. Local conditions in social norms and healthy behaviour completely differ in cities
and villages, which can significantly influence the efficiency of national prevention programs.

Figure 4: Barriers in access to cardiac care
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Here are the most important conclusions of our examinations in the first half of this
research (Table 1). Highlighting conclusions based on regional aspect, we can declare that
there are remarkable regional inequalities at micro-regional level in Hungary. Increasing
regional inequalities mainly affect female mortality. Spatial pattern of morbidity and mortality
data is based on Western-Eastern gradient and core-periphery relation. The role of
geographical distance and its subjective evaluation depends on socio-economic inequalities.



Figure 5: Barriers in access to different phases of cardiac care
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Table 1: Main conclusions of the examinations in the first half of the research
Viewpoint Main conclusion

Theoretical - There is a wide range of different approaches of health inequalities which are not sharply
separated from each other

- Different health models and their results can complete each other

Methodological | - There are a lot of advantages and disadvantages of quantitative and qualitative methods
- Examination of a multidimensional phenomenon such as health inequality and
accessibility is suitable to apply mixed method

Professional -Chronical diseases can reduce quality of life and ability to work among middle-aged
population

- Role of gender distribution is increasing in health inequalities

- Efficiency of health care depends on timely interventions

- Weaknesses of integrated health care can become an influencing factor in health
inequalities

Regional - Infrastructural medical investments in cardiac care can increase short-time survival
chances

- Spatial distribution of new cardiac catheter centres can improve availability

- Geographical distance has a relative role in accessibility — for individuals it can influence
long-term survival chances

Source: own work based on quantitative results of local case study of this research

The most important conclusions of the examinations in the first half of this research have
formed the basis of the scientific activities in the second half of the project.

4. Opportunities to reduce health inequalities by improving access to health care
based on the principles of fairness and justice
The main scope of the second half of this research was to study the background
mechanisms in the process of decision-making in the Hungarian health policy with the
technique of content-analysis and deep interviews with experts.

Here are the most important results of our content-analysis.

In the latest years, the concept of place-based re-organization in health care could support
improving conditions in access to health services. The question is still remaining open
whether the regional distribution of the Hungarian health care system can be territorially fair
but also economically rational. The role of spatiality especially prevails in spatial planning to
improve health conditions and to re-organize health care system in Hungary. Improving the
conditions of health means to develop the opportunities of health promotion locally. Re-
organizing health care system means to validate the aspects of territorial supply obligation in



organizing patient-pathways. Community-based health promotion and patient-centred health
services has primary role in prevention in geographically peripheral areas. Deprivation is one
of the relevant factors in barriers of access to health care. This is the main reason that the
geographical and social distance is growing between patients and health care services in
socio-economically disadvantaged regions of the country.

Here are the most important results of our deep interviews with experts.

Expert interviews drew attention to the paradoxical role of availability and accessibility in
policy making. Accessibility barriers to health care are mainly financial, availability and
socio-cultural barriers. Increasing lack of capacity and workforce in healthcare system lead to
a new type of health inequalities in Hungary, resulting in a widening health gap between the
upper and lower deciles of society. It is partly a matter of value choice that in health policy
making to what extent cost-effectiveness and / or social justice efforts are pursued.
Summarizing all outputs of expert interviews shows the relevant role of geographical/regional
conditions in health inequalities (e.g. place-based resource allocation, horizontal cooperation
between health services, strengthening spatial planning in health care, improving distance and
time conditions in availability).

All outputs of the second half of this research showed that the place of residence in itself
is one of the relevant major factors of health inequalities and conditions of accessibility.

5. Synthesis

The most important consequences and facts can lead to make a synthesis of all results and
outputs. This synthesis also integrates theoretical and methodological framework of different
case studies which can strengthen synergies among different work packages of this research
project (Table 2).

Among synthesized results, we highlight those ones which have marked
geographical/regional aspects. The role of geographical location is appearing in distance
between residence and health care institutions as well as regional distribution of socio-
economic inequalities. Moreover, the supporting or barrier factor of availability primarily
prevails in geographical distance. However, improving availability does not necessarily mean
improving accessibility in the disadvantaged regions. In these regions geographical distance is
increasing between patients and health services because socio-economically disadvantaged
position is a barrier factor in accessibility.

Based on synthesis of all results and outputs of this research we are briefly responding to
our origin basic questions.
What are relevant barriers and supporting factors of access to adequate health care services
regarding epidemiologically important non-communicable diseases presently in Hungary?

Conditions of access to health care depend on prevalence and regional distribution of
different chronical non-communicable diseases. However, conditions of access to health care
also vary according to different phases and types of health care. Our research is based on a
case study to analyse prevalence and regional distribution of one of cardiovascular diseases
such as myocardial infarction. Many results of this research are focusing on this disease and
its type of cardiac care, but all outputs of the project are suitable to generalization regarding
health inequalities and access to health care.

What are the features of access to health care and its geographical distribution?
Generally, we can declare there is relative equality in access to cardiac care based on all
experiences of this research. Huge medical infrastructural investments are realized in the



Hungarian cardiac care in the latest 10-15 years which could balance their spatial distribution
within the country. These investments could result sharply increasing number of cardiac
catheterizations. It has gone together with improving availability, but it may not necessarily
improve accessibility as well. It means, improving conditions of availability should go
together with improving conditions of accessibility too.

Table 2: Synthesis of all results and outputs of this research

Aim of Applied method Main result Regional aspect of Suggestion
examination main result
Case study 1: Preliminary Barriers in access to | Role of | Reducing  health
define the role of | research health care | geographical inequalities should
access to health | Technical literature | generally mean lack | location appears in | focus on
care in  health | Desk research of opportunity for | a complex way geographical
inequality better health care locations where the
greatest social
benefits can be
achieved
Case study 2: Quantitative Complexly Increasing regional | Evidence-based
examine coherence | technique paradoxical inequalities and | decision-making
between (regional analysis | consequences  of | deepening health | needs more
accessibility  and | method, improving gap within the | scientific  results
spatiality regarding | explanatory spatial | accessibility country based on adequate
health inequality data analysis) data base
Case study 3: Qualitative There are | Role of | It is important to
explore local | technique weaknesses in | geographical strengthen  health
conditions of access | (semi-structured organizing distance is | communication and
to health care | interviews with | rehabilitation care | strengthening  in | health promotion in
(barriers and | local medical subjective Hungary
supporting factors) | stakeholders) evaluation
Case study 4: Content-analysis There is a gap | Territorial supply | It is  required
discover the role of | Deep interviews | between regulation | obligation is based | applying territorial
decision-making in | with experts on health care and | on regulation, but it | supply needs in

reducing health real process of | is contradictory in | optimizing supply-
inequality and operating  health | daily routine demand
improving access to care

health care

Source: own work based on all results and experiences of this research

How can measures of decision-making influence reducing health inequalities and improving
conditions of access to health care in Hungary?

Hungarian regulation gives comprehensive conditions as rights in access to health care.
Despite this equality, there are difficulties in accessibility socio-economically as well as
spatiality too. There are some areas in the country touched by deprivation and other socio-
economic disadvantages with the result of larger exposure of different health risks and
barriers in access to health care. The fact is that efforts for improving conditions in access to
health care, giving more rights and realizing spatial justice in decision-making are existing in
the current regulation and strategic framework in Hungary. In the latest 30 years, there were
many measures for increasing efficiency and rationalized resource allocation in health care as
well as measures for creating the principles of justice and fairness.

What is the specific role of spatiality in health inequalities and conditions of access to health
care?

Geographical location similarly to geographical distance has primarily role in health
inequalities as well as in accessibility. Firstly, geographical concentration of health care
institutions may influence availability with the result of complex disadvantages of peripheral
regions. Secondly, geographical distance has a relative role based on objective and subjective
factors. Objectively, it should not appear as barrier in availability based on an optimal



resource allocation. Subjectively, geographical location is at a long distance from health care
institutions means more barriers in accessibility and availability based on patients’ evaluation.
Thirdly, relative role of geographical distance is appearing as a challenge for local population
living in inner and geographical peripheries or in borderline areas. Fourthly, in geographical
location with small villages touched by deprivation patient-centred health care — especially in
prevention and health promotion as the part of primary health care — is missing or has many
weaknesses. Fifthly, typical spatial pattern of health inequalities in Hungary (Western-Eastern
gradient, core-periphery relation) can influence regional distribution of material and human
resources in health care.

The novelty of the project is based on using mixed method to analyse regional distribution
of health inequalities in Hungary. It is still worth mentioning that results and outputs can
contribute to create a geographically specialized discussion on health inequalities especially in
the context of Eastern Central Europe.

6. Suggestions
Here are the most important findings based on the synthesis of this research.

e Geographical location and geographical distance show determinative spatial role in health
inequality and accessibility.

e Living in geographical periphery implies worse accessibility in complex way.

e Role of availability in accessibility depends on patients' subjective evaluation.

e Geographical proximity does not necessarily mean better conditions in accessibility, and
stronger professional cooperation between health services.

The most important findings can help us to suggest some suggestions for evidence-based
and informed decision-making. Among suggestions we highlight those ones which have
spatial relevance or contribute to solve regional differences of health inequalities in Hungary.
1. It must be emphasized horizontal aspects in developing integrated health care based on

inter-sectoral cooperation: It means strengthening cooperation between different health

care providers as well as other providers at different geographical areas/levels.

2. It is necessary integrating urban-rural context into the framework of health
communication and health promotion: There are significant differences in lifestyle and
local facilities in active life between urban and rural environment. It should take into
account in health care development strategies as well as in community-based health
promotion programs.

3. It is important to develop patient-centred health care: This approach appears especially in
preventive health care in peripheral areas. For example, it is possible to provide mobile
network for screening for diseases among local population.

4. 1t should professionally and horizontally extend the framework of primary health care:
Developing the community of General Practitioner’s services can help to make more close
cooperation between doctoral and non-doctoral network at settlement or micro-regional
level.

5. It is also emphasized geographical aspects of resources allocation: Regional optimization
may base on spatial distribution of medical resources.

7. Limitations and some opportunities for further research

Our research also has certain limitations. Based on in-patient care data, we could not
compile such a morbidity database that could have been comparable with mortality database.
We could not make a difference between AMI Stemi and Non-Stemi cases in mortality
statistics, although, it has significance in cardiac rehabilitation. Patients’ socio-economic
status could only be indirectly predicted from statistical data. Interviews with patients could



not be extended to their relatives, although they play a key role in the success of long-term
lifestyle changes, e.g. in long-term survival chances.

Despite these limitations, this research provides a methodologically complex perspective
on examining accessibility with its spatial factors in health inequalities. In the future, similar
research project can be adapted in examination in other chronical diseases such as ischaemic
heart diseases, stroke, breast tumour etc. Complex methodological framework based on
applied mixed method is suitable for organizing local case studies. It is current to investigate
how COVID-19 pandemic and its consequences influence health inequalities in the future.
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