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

L. Molnár2

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 Surveys including the EQ-5D instrument and other questions about socio-economic status were conducted on representative samples of
adults at 2 typical cities in Hungary and 3 typical districts of the capital 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. Ill 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. People 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 respectively. 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 quality adjusted life expectancy. Data indicates that the level of concentration of ill health among the poor is higher than the concentration 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-economic differences exist in quality of life within the Hungarian population. Data implied 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. Reduction in inequalities in health
status can not be achieved without tackling income inequalities.

The issues of inequalities in the health status of the
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-
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cording to WHO documents, the most important interpretation of equity is achieving equality in health status.
Kunst and Machenbach specify that socio-economic inequalities in health can be defined as differences in the

170

Á. SZENDE and L. MOLNÁR

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 disadvantaged groups offers great potential for improving the average health status of the population as a whole.1
In the WHO Health for All Strategy, Target 1 is
achieving equity in health: By the year 2000, the differences 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 importance, 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-economic 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 instrument.
MATERIAL AND METHOD

Data collection and variables
Five interview surveys which included the EuroQol instrument and questions about socio-economic status were conducted 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-

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 representative 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 validated instrument based on questions in five dimensions which
influence quality of life most importantly (according to the opinion of the developers): mobility, self-care, usual activities, anxiety/depression, pain/discomfort. The EQ-5D health index is a
single index measurement with a maximum value of 1, indicating 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 using the Time Trade-Off (TTO) method.2
Demographic and socio-economic variables included age,
gender, income level, marital status, educational level, and economic status.
Income level was measured by a categorical variable. Respondents 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 primary school, low education, lower-middle education, highermiddle education, and high education level. A dummy variable was constructed with a value of 1 if someone had high or
higher-middle education level and had a value of 0 otherwise.
Categories of economic status were: active, unemployed,
housewife, pensioner, other.
Utilisation of health care was measured as number of physician visits in the last year. This question was included in two

Table 1. Characteristics of the pooled study population (n=4,083).
Characteristics
Age in years
Under 40
4059
60 and over

Female %
61
59
67

Single %
30
4
3

Married %
58
69
44

Divorced %
12
27
53

Higher middle
and high education %

Lowest income group %

61
56
33

31
34
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.
Ill 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 illness 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 Office 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 available 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 model 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 level. The concentration index was compared with other international 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,3 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 particular income group. Based on this idea, the illness concentration
curve and the level of receipt of health care services (i.e. expenditure 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 illness concentration and the concentration of the delivery of
health care:
HI lg=GexpGill
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 person suffers from all the illnesses and the richest gets all health
care). The theoretical minimum value is -2 (the richest person

Figure 1. Illustration of the Le Grand method.

suffers from all the illnesses and the poorest gets all health
care).
Doorslaer et al4 emphasise that the Le Grand index has merit as a single and comparable index of inequalities but the following 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 al4 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 gender for each age group in ten-year intervals. Figure 2 illustrates 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 number of people in the sample in different age groups.
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cy statistics that women live longer. Therefore, the calculation 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.

Figure 2. Heath status of the general population with respect to age
and gender.

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 represented 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.

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

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).

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 consistently 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 between 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 increasing quality of life value in the two following age groups,
6574 and 7584 years.
The EuroQol profile analysis showed that women consistently reported slightly more problems than men in
each of the five dimensions but they reported proportionally 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 quality of life than females, it is well known from life expectan-

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 according 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 important cause of reduced quality of life followed by depression or anxiety.
Figure 4 shows reported health status according to the
age group. It can be seen that more than half of the elderly 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

Table 2. Mean weighted health status indices in each age group.
Sex
Male
Female
Total
n
SD

Age group (years)
1524

2434

0.968
0.972
0.970
320
0.08

0.957
0.939
0.946
567
0.13

3544

4554

5564

6574

7584

85+

0.894
0.862
0.875
866
0.24

0.861
0.777
0.813
781
0.28

0.754
0.724
0.736
573
0.31

0.774
0.671
0.705
634
0.32

0.764
0.639
0.675
272
0.31

0.670
0.467
0.503
44
0.42
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Table 3. Life expectancy of males and females in Hungary in 1996.
Sex
Male
Female

Life expectancy
At birth At 40 years At 50 years At 60 years
66.1
74.7

28.8
36.6

21.3
27.7

14.9
19.4

Source: Central Statistical Office database, 1999

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

QALE
At birth At 40 years At 50 years At 60 years
60.6
64.2

23.6
26.6

16.7
19.5

11.4
13.1

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 average 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 respondents.

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

Figure 3. Self-reported health status by level of health problem.

Figure 4. Self-reported health status by age group.

Respondents had to classify themselves into four income groups. People in the lowest income group (n=
1,593) earned HUF 015,000 per month. The other three
income groups were HUF 15,00130,000 (n=1,440),
HUF 30,00150,000 (n=368), and above HUF 50,000
(n=269). Figure 6 illustrates the mean weighted Euro-

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 quality of life values in the four income groups were 0.73,
0.84, 0.95, 0.93, respectively (P<0.0001).

Figure 7. Quality of life and income by age.

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 income, 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 decrease in quality of life value in the richest group was
due to increased anxiety/depression in the 4059 years
age group particularly. This group also reported and increased 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:

Figure 8. Profile analysis of mean anxiety/depression by income level and by age groups.

(0.620.44)´0.44+[(0.620.44)
+(0.940.83)]´(0.830.44)
+[(0.940.83)+(0.970.93)] ´(0.930.83)+
(0.970.93)´(10.93)
Figure 9 illustrates graphically the illness concentration
curve of the study population.

INEQUALITIES IN HEALTH STATUS IN HUNGARY
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Table 5. Distribution of people and illness among income groups.
Income group
Lowest income group
Lower middle income group
Higher middle income group
Highest income group
Total

Cumulative % of patients

Cumulative % of illnes

n

0.44
0.83
0.93
1.00
1.00

0.62
0.94
0.97
1.00
1.00

1,593
1,440
368
269
3,670

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 concentration curve is convex until it reaches the highest income 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 income group indicating that the marginal impact of income on health gets a negative value.
Figure 10 illustrates income-related differences in reported 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 income groups.
In terms of the magnitude of problems, however, pain/
discomfort was the most important determinant of health

Figure 10. Concentration of reported problems according to the EuroQol profile analysis.

status: 36.4% of the overall population reported suffering 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 illness 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 11. Illness according to income groups.
Figure 13. The Le Grand index.

group 2534 and the age group 5564 years. At the upper 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. According 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 people.
This strong relationship between health status and income has at least two policy implications and two
methodological implications.

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-economic differences exist in health status within the Hungarian 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 impact 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

It appears that the policy objective of reducing inequalities 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 important as it was the first study to explore the relationship between income and EQ-5D health status data. The
results suggest that income is a very important explanatory variable and therefore it should be included in
more general population-based studies. On the other
hand, further research is needed to identify the mechanism through which income influences people's quality
of life.
The profile analysis showed that income-related inequalities are derived from a general reduction of quality 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-

INEQUALITIES IN HEALTH STATUS IN HUNGARY

all improvement of health status should be the primary
aim. To reach this objective pain/discomfort management policies should be implemented as this dimension
was far the most important dimension of the low quality of life of the overall population.
Regarding international comparisons, the most important study on income-related inequalities in health
status was that of Doorslaer et al.2 Their findings in those
of 9 OECD countries and this study of Hungary are summarized 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 transition period through which Hungary is going at present
and to large inequalities in the society according to the
assumption of Wilkinson3 or are simply due to methodological differences between studies. As this was the first
study using the EuroQol instrument in calculating concentration indices, it is difficult to say whether the EuroQol, as a more sophisticated instrument, results in higher 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 questionnaire and markedly more reported problems of anxiety/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 between the two results could be the existence of confounding variables. The correlation analysis showed that
the most important confounding variables were income
and marital status.
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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.6 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 reported no consistent differences between males and females in EuroQol health status in the United Kingdom.5
The construction of the QALE table for the Hungarian data-set was interesting particularly because women
had longer life expectancy while men had higher quality of life. The combined QALE was higher for women.
From the methodological view point, to our knowledge this was the first QALE table based on the EuroQol 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 Hungary.

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

Table 6. Illness concentration indices in selected OECD countries.
Country
Sweden
East Germany
Finland
West Germany
The Netherland
Switzerland
Spain
United Kingdom
United States
Hungary

Illness concentration index
0.0347
0.0436
0.0566
0.0571
0.0660
0.0696
0.0732
0.1148
0.1360
0.1494

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 consumption. 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.

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 instrument 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 population surveys, enabling the construction of aggregate
indicators which measure the distribution of health across
the population.
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ÓÊÏÐÏÓ Óôü÷ïò ôçò ìåëÝôçò ìáò Þôáí ç ìÝôñçóç ôçò ðïéüôçôáò æùÞò ôïõ ïõããñéêïý ðëçèõóìïý êáé ç äéåñåýíçóç ôçò ó÷Ýóçò ìåôáîý ðïéüôçôáò æùÞò êáé êïéíùíéêï-ïéêïíïìéêþí ìåôáâëçôþí. ÕËÉÊÏ-ÌÅÈÏÄÏÓ Ôï

1996 äéåíåñãÞèçêáí Ýñåõíåò ðåäßïõ, ðïõ óõìðåñéåëÜìâáíáí ôï «åñãáëåßï» EQ-5D ãéá ôç ìÝôñçóç ôçò ðïéüôçôáò
æùÞò, êáèþò êáé Üëëåò åñùôÞóåéò ãéá ôçí êïéíùíéêï-ïéêïíïìéêÞ êáôÜóôáóç. ÅðéëÝ÷èçêáí 2 áíôéðñïóùðåõôéêÝò
ðüëåéò óôçí Ïõããáñßá êáé 3 ðåñéï÷Ýò áðü ôç ÂïõäáðÝóôç. Ôá äåäïìÝíá áðïôÝëåóáí ìéá åíéáßá ðçãÞ ôùí 5 åðéìÝñïõò åñåõíþí êáé ôï óõíïëéêü äåßãìá áíÞëèå óå 4.083 Üôïìá. ÅêôéìÞèçêáí ïé ìÝóïé üñïé ãéá ôçí ðïéüôçôá
æùÞò ôùí äéáöüñùí êïéíùíéêï-ïéêïíïìéêþí êáôçãïñéþí. ÄéáöïñÝò óôç óôáèìéóìÝíç ðïéïôéêÜ åðéâßùóç ìåëåôÞèçêáí ìå ôï óõíäõáóìü ôùí óôïé÷åßùí ðïõ ðñïÞëèáí áðü ôç ÓôáôéóôéêÞ Õðçñåóßá êáé ôçí ðáñïýóá ìåëÝôç. Ç
ìÝèïäïò ôïõ Le Grand åöáñìüóôçêå ãéá ôç ìÝôñçóç ôçò áíéóüôçôáò óôçí ðáñï÷Þ ôçò õãåéïíïìéêÞò ðåñßèáëøçò.
Ï äåßêôçò áíéóüôçôáò Le Grand åêôéìÞèçêå ãéá ôïí áñéèìü ôùí åðéóêÝøåùí óôïõò ãéáôñïýò êáé ãéá ôçí êáôÜóôáóç õãåßáò, üðùò êáôáãñÜöçêå óôéò äéáöïñåôéêÝò åéóïäçìáôéêÝò êáôçãïñßåò. Ç êáôÜóôáóç õãåßáò ìåôñÞèçêå ìå ôï
äåßêôç ðïéüôçôáò EQ-5D. ÁÐÏÔÅËÅÓÌÁÔÁ Ôá áðïôåëÝóìáôá ôçò Ýñåõíáò Ýäåéîáí üôé ïé êýñéïé ðáñÜãïíôåò êéíäýíïõ ãéá ôç ÷áìçëÞ ðïéüôçôá æùÞò ó÷åôßæïíôáí ìå ôçí çëéêßá, ôï ÷áìçëü åéóüäçìá, ôï íá åßíáé äéáæåõãìÝíïò (ç),
ôç ÷áìçëÞ åêðáßäåõóç êáé ôï ãõíáéêåßï öýëï. Ïé Üíèñùðïé ìå çëéêßá áðü 1524 Ýôç åß÷áí ìÝóç ôéìÞ ôïõ äåßêôç
EQ-5D 0,97, óõãêñéíüìåíïé ðñïò ôïõò çëéêßáò Üíù ôùí 85 åôþí, ïé ïðïßïé åß÷áí ìÝóç ôéìÞ EQ-5D 0,50. Ç ìÝóç
áîßá ðïéüôçôá æùÞò ãéá ôéò åéóïäçìáôéêÝò ïìÜäåò Þôáí 0,73, 0,84, 0,95, 0,93, áíôßóôïé÷á. Ôï åéóüäçìá åðçñÝáæå
ðïëý Ýíôïíá ôçí ðïéüôçôá æùÞò êÜèå çëéêéáêÞò ïìÜäáò. Ïé äéáæåõãìÝíïé Þ ïé ÷Þñïé åß÷áí ÷áìçëüôåñç ðïéüôçôá
æùÞò áðü ü,ôé áõôïß ðïõ æïýóáí ìüíïé Þ Þôáí ðáíôñåìÝíïé, 0,72 Ýíáíôé 0,86, áíôßóôïé÷á. Ôá Üôïìá ìå ÷áìçëü Þ
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ìå ìéêñüôåñï ôïõ ìÝóïõ åðßðåäï åêðáßäåõóçò åß÷áí ÷áìçëüôåñç ðïéüôçôá æùÞò, óõãêñéíüìåíá ðñïò åêåßíá ìå
áíþôåñï Þ ìå áíþôåñï ôïõ ìÝóïõ åðßðåäï åêðáßäåõóçò, 0,76 Ýíáíôé 0,87, áíôßóôïé÷á. Åêôüò áðü ôéò ðåñéóóüôåñï íÝåò çëéêéáêÝò ïìÜäåò, ïé ãõíáßêåò åß÷áí óôáèåñÜ ÷áìçëüôåñåò ôéìÝò ðïéüôçôáò æùÞò áðü ü,ôé ïé Üíäñåò. Ïé
ðáñáðÜíù ìÝóåò áîßåò Þôáí 0,86 Ýíáíôé 0,79, áíôßóôïé÷á. Óýìöùíá ìå ìéá ìåãáëýôåñç äéáöïñïðïßçóç óôï ðñïóäüêéìï æùÞò (74,7 Ýíáíôé 66,1 ÷ñüíéá), ç ðïéüôçôá ôïõ ðñïóäïêþìåíïõ ÷ñüíïõ æùÞò ðñïóáñìüóôçêå óôá áðïôåëÝóìáôá áêüìç êáé ãéá ôéò åõíïçìÝíåò ãõíáßêåò. Ç äéáöïñÜ, ùóôüóï, ãßíåôáé ìéêñüôåñç, 64,2 Ýíáíôé 60,6, ðïéïôéêÜ ðñïóáñìïóìÝíç óôï ðñïóäüêéìï æùÞò. Ôá óôïé÷åßá äåß÷íïõí üôé ç áíéóüôçôá óôçí êáôÜóôáóç õãåßáò åßíáé
ìåãáëýôåñç áðü ôçí áíéóüôçôá óôçí êáôáíÜëùóç õðçñåóéþí õãåßáò. Ï äåßêôçò Le Grand åêôéìÞèçêå üôé åßíáé
0,06455, ðáñïõóéÜæïíôáò Ýíá óýóôçìá õãåßáò ðïõ ùöåëåß ôïõò ðëïýóéïõò. ÓÕÌÐÅÑÁÓÌÁÔÁ Ôá áðïôåëÝóìáôÜ
ìáò äåß÷íïõí üôé ïé ïõóéáóôéêüôåñåò êïéíùíéêï-ïéêïíïìéêÝò äéáöïñÝò õðÜñ÷ïõí óôçí ðïéüôçôá æùÞò åíôüò ôïõ
ðëçèõóìïý ôçò Ïõããáñßáò. Ôá óôïé÷åßá õðïíïïýí üôé ç ðñïþèçóç ôçò õãåßáò èá ðñÝðåé íá åðéêåíôñùèåß óôçí
åðéìÞêõíóç ôçò æùÞò óôçí ðåñßðôùóç ôùí áíäñþí êáé óôç âåëôßùóç ôçò ðïéüôçôáò ôçò æùÞò óôçí ðåñßðôùóç ôùí
ãõíáéêþí. Ìåßùóç óôéò áíéóüôçôåò óôïí ôïìÝá ôçò õãåßáò äåí ìðïñïýí íá åðéôåõ÷èïýí ÷ùñßò ôáêôïðïßçóç ôùí
áíéóïôÞôùí óôï åéóüäçìá.
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