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Brief Summary

One of the purposes and a fundamental question of our research is to establish whether various social groups, including Roma and others that suffer multiple social and economic disadvantages, have full and equal access to primary healthcare services. If there is unequal access to basic services, what are the causes of this inequality, and what are the actual differences in access among the various social groups? Because our research focuses partly on the access of Roma, when determining which doctors and health visitors we would question – that is, the actual group that would constitute the subject of our survey – we selected settlements where, on the basis of authoritative estimates
, the percentage of Roma inhabitants equalled or exceeded 1%. Consequently, the results are representative only of those GP practices and health visitor districts that are located in these settlements.

General practitioners

Structural issues

We began by analysing the national statistics that are relevant in terms of establishing whether the presence or absence of a GP in a settlement is in any way related to the settlement’s social standing, the number of its inhabitants, the age distribution of those living there, or to the ratio of unemployed persons or of Roma within its population.

The data suggests that settlements with multiple disadvantages do not offer local practitioner services directly. These settlements, mostly because of an aging population and the lack of local funds also tend to be lacking in other basic institutional services.

If we look at the national picture, we find that the number of pensioners is generally higher in settlements that do not have a local GP. However, the older segment of the population, with its greater health concerns and higher health risks, suffers from the lack of local health services only to a slightly greater extent than does the population as a whole. This slight difference, however, is significant when we look at the actual number of pensioners affected: approximately 128,000 out of over 2 million.

However, the ratio in the Roma population shows a dramatic difference. Excluding Budapest, 18.6% of the country’s total Roma population lives in a settlement without a local GP. 

The social and material conditions of Roma and pensioners living in settlements where there is no local GP are significantly worse than average, especially since the social and economic circumstances of these small settlements tend already to be among the worst in the country. The local and social disadvantages may well compound the problems arising from a lack of direct access to a local GP.

We know that the high rate of health problems among Roma is due directly to poverty factors, and in this regard, the Roma population of the poorest small settlements – amounting to more than 100,000 individuals – is in an especially grave situation: it simultaneously suffers from poverty, a high incidence of health problems, and the lack of direct and immediate access to the services of a local GP.

To summarise the local inequalities of access to healthcare on the basis of national statistics, the country is “divided” in terms of the population of smaller settlements, especially small villages. Small settlements with a local GP are well supplied in respect of the patient/doctor ratio, despite the fact that the population of smaller settlements tends to be older, have higher unemployment rates and inadequate funds, and to suffer from poverty.

In settlements where there is no general practitioner or where the GP post is unfilled, the ratio of Roma tends to be significantly higher, and the number of pensioners is also high. The inhabitants of these settlements suffer multiple disadvantages: they are affected by the unfavourable position of the settlement with all its consequences, and by the lack of local and immediately accessible healthcare.

The analysis of national data shows that the significant inequality of access based on location also adds to the doctors’ workload. A little over 80% of doctors work in one settlement, almost 10% work in two settlements, but the maximum number of settlements served by one doctor is eight, according to our data.

The characteristics of a settlement, and the administrative status and size of settlements, fundamentally determine the access of their inhabitants to health services, as well as the workload of their GPs. Just as there are considerable differences in access among patients, so there are significant differences between GPs in terms of their workload, how many patients they serve directly, how long their office hours are and how many hours they are on call.

The distribution by age of doctors is not consistent among practices with considerably differing workloads. The oldest GPs can afford to avoid a practice with a higher workload. The youngest ones do not choose practices with higher workloads but are forced to take them in the absence of other options.

An aspect of structural inequalities is the amount of time (attention and work) a GP can spend on a patient. We have observed great differences, which are a result of structural inequalities.

GPs’ offices also differ in how well equipped they are, and we have found considerable differences. However, the causes of the presence or absence of equipment are not structural. The practices of the youngest doctors are significantly more well-equipped, middle-aged doctors’ practices are more often moderately well-equipped, the offices of older doctors are more often than not below average in equipment. The analysis demonstrated that age is a factor but education is not. Younger doctors have better-equipped offices even when their level of training is lower.

Socially disadvantaged, poor or Roma patients tend to be taken care of by GPs who belong to the younger generation, specifically because in settlements where the number of Roma, for example, is higher, doctors tend to be young. Because young doctors have better-equipped offices, Roma patients are usually served by better-equipped practices.

However, the structural advantages or disadvantages seem to be stronger and more significant than, for example, the equipment of a doctor’s office.

Equal opportunity and social status

In analysing doctors’ attitudes, the issue of whether equal or unequal access is provided to patients of different social status seemed to us more widespread and deeper than the issues of prejudice. In our research we considered prejudicial attitudes as a sub-system of mechanisms that promote inequality. We did so because it is obvious and clear from our analyses thus far that one of the most important bases of inequality is structural.

According to our data, latent discrimination against various social groups, which may not be a result of prejudice, is more frequent than blatant discrimination.

Certain GPs offer less expensive medical services to poor, unemployed, Roma or other socially marginalized patients than to others, their communication with these patients is below average, and conflicts occur with greater frequency than average. The social deprivation of these patients is a causal factor because, among other things, doctors believe that these patients’ potential to reduce health risks is low.

GPs perceive these patients on the basis of their socio-economic and socio-psychological status, while certain significant dimensions of a GP’s practice are defined by these differences in status and not by the patient as a social being.

In addition, GPs determine the level of institutional care
 on the basis of patients’ social and socio-psychological status, and therefore the level of institutional care is determined by status and not by a selected protocol.

A certain number of GPs provide therapy at a lower institutional level to patients that are socially marginalized. The social deprivation of patients, as we have seen in relation to the cost of examinations, is a contributing factor. The low assessment of patients’ potential to reduce risk to their own health is also an important factor in this regard.

GPs’ compassion, or lack thereof, in terms of their taking into consideration the cost of medicine is an independent dimension and has an independent effect on the affordability of the cost of medicine paid by socially disadvantaged patients. A number of GPs can be shown to lack this type of compassion.

A significant number of GPs are not at all or not sufficiently familiar with the considerably higher incidence of disease among Roma and the risks associated with this. Therefore, they do not regard the Roma community as more eligible for increased screening and prevention or intervention which might reduce the incidence of disease among them.

Anti-Roma sentiment or the lack thereof is a measurable factor that impacts the perception of Roma and the level of services provided to them. The causal impact of rejecting anti-Roma sentiments is significant and explains whether a GP has a more or less clear picture of the level of health problems among Roma. It can be proven that the primary cause of the lack of information about the higher incidence of disease among Roma is not extreme anti-Roma feelings, but a common and average prejudice. On the other hand, a rejection of anti-Roma feelings is an easily discernible cause of a clear understanding among doctors of the incidence of Roma health problems.

Anti-Roma sentiments have an impact on medical practice extended to Roma; however, the attitude towards them is to some extent independent of how doctors generally relate to their socially marginalized, poor, and socially disadvantaged patients. This may not be that surprising, since the propensity for anti-Roma feelings appears to have “a life of its own” and is becoming increasingly widespread in society.

Certain versions of anti-Roma feelings do not necessarily result in detrimental situations for Roma with respect to primary healthcare. Even among GPs whose anti-Roma prejudices are strong, there are few who, in comparison with doctors who do not share this prejudice, provide a lower level of services to their Roma patients.

Anti-Roma feelings have a demonstrably negative, even though not significant, impact on the Roma-doctor relationship. Certain doctors with anti-Roma feelings do not provide the same level of services to their Roma patients as they do to others. However, according to our study, anti-Roma feelings are not a significant factor in primary healthcare services because they can be modified given the right methods.

More important than the damaging effect of negative attitudes towards Roma is the marginalization of poor, disadvantaged segments, regardless of ethnicity.

We would like to make the following note in closing. It cannot be proven that the apparent inequalities between the level of care received by the social elite and the disadvantaged respectively is caused by direct and open discrimination. In addition, a study conducted among doctors providing the services cannot demonstrate the actual chances for recovery and rehabilitation of socially deprived patients. We can only assume that if the cost and institutional level of care provided to them is lower, if follow-up among them is more infrequent, and the affordability of medications is not always considered, their chances of health maintenance, recovery or rehabilitation will be negatively affected.

Our research has shown, however, that the basic principle that each citizen must receive the same level and the best possible service regardless of social status or ethnicity, suffers.

Recommendations

The writer of this study of general practitioners faces the difficult problem of having to recommend solutions that would ameliorate structural disadvantages and the different degree of disadvantage suffered by healthcare patients in relation to their social status.

The difficulty lies in the fact that structural disadvantages are primarily caused by the structure of settlements in this country, as well as by the resulting economic inequalities, and eliminating them would require considerable long-term inter-ministerial cooperation.

The differences arising from the social status of the patients, namely that certain GPs offer a lower level of services to socially disadvantaged patients, indicate a fundamental deficiency in the solidarity among the various segments of society. Analyses have shown that the number of specialisations or the years of training doctors have, has no bearing on how they relate to socially disadvantaged groups. The level of post-graduate training does not affect the level of anti-Roma feeling either, because it is influenced by deeper causes of socialisation. With that said, we have the following proposals.

· The level of social solidarity demonstrated by GPs should be improved. Each GP, without exception, should regard the members of socially disadvantaged groups as equally valued recipients of services, on a par with the members of the elite who can stand up for their rights. Therefore, courses that focus on the causes and consequences of social stratification must be mandatory (and not elective) in basic and continuing medical training. For this purpose, academic workshops (e.g. ELTE’s social work faculty, etc.) and outstanding scholars on poverty in Hungary must be commissioned to prepare targeted course material for basic and continuing medical training. The introduction of suitable course material into medical training must be considered an urgent matter.

· In order to improve the services offered to Roma, new training courses must be prepared and introduced in the framework of continuing education in order to inform GPs of the actual conditions, and the health and social problems of Roma. Concurrently with this effort, a bulletin must be compiled on the basis of available information and research that provides information to GPs about the actual social and health conditions of Roma, including their underlying causes. This bulletin must be distributed among GPs, especially in those settlements where, as far as we are aware, some of the inhabitants are Roma.

· Because it is to be expected that certain GPs will contest the data or claim that all patients receive the same level of services, it is advisable to organise and moderate debates with the participation of appropriate experts (either directly or by creating a specifically targeted Internet portal) which will assist GPs in processing and approving the results.

· Independently of training courses, programs that are effective in creating long-term changes in attitude and in decreasing the existing negative feelings towards the poor and the Roma must be prepared and adapted, after gaining an overview of the relevant international experience.

· Since the most effective way of combating prejudicial attitudes is to penalise the prejudicial behaviour, and the discrimination to which it gives rise, a measuring and monitoring system must be developed for regular application among doctors and patients which is capable of rendering these negative phenomena transparent. Transparency must be followed by indicating that these attitudes are socially unacceptable (socio-psychological punishment).

· A PR programme must be developed which can effectively portray in the media the actual condition of Roma, as well as the harmful consequences of prejudicial attitudes.

Health visitors

The designation of health visitors’ districts, and the number of health visitors in the various counties and settlements, fail to meet requirements, and in some cases actually run counter to them.

Health visitors’ tasks are unevenly distributed. While the majority of health visitors work in one settlement on average and perform one basic task at low or moderate levels of intensity, one fifth of health visitors perform several tasks at a high level of intensity in a number of settlements.

Behind the distribution of health visitors’ districts at the level of counties and settlements there are very serious inequalities in access caused by a structural imbalance. In disadvantaged, poorer areas consisting of small villages, a smaller number of health visitors carry higher workloads and perform extra services, while counties and settlements in more favourable positions employ more health visitors with lower workloads.

More than one fifth of all the health visitors studied carry high workloads and also care for a high number of Roma.

In most cases the high number of Roma is a simple accompanying feature of the settlements’ characteristics. The reason why health visitors work with so many patients and in several settlements is not because Roma live there, but the opposite: Roma tend to live where health visitors already have a higher workload.

However, the differences between workloads resulting from serious structural imbalances does not mean that health visitors with higher workloads invest less energy in their work or attend fewer training courses.

Health visitors in districts with high Roma percentages did not participate in more hours of training than in other places, and the high number of Roma does not (so far) indicate a greater participation in training.

Therefore, the distribution of health visitors’ districts points to serious structural inequalities. In many cases the actual number of patients is three times the optimum number specified in the relevant government decree (quite apart from the other work commitments). Structural inequalities arise regardless of the percentage of Roma, and therefore can deeply affect the level of care that the Roma receive. It is a fundamental problem that the local distribution of operating health visitors’ districts and the fluctuating number of patients are both contrary to the letter and the spirit of the decree, and do not serve the principal of equal opportunity and equal access.

Health visitors’ training and their attitude towards their patients determine the extent to which they take into consideration the needs of their patients. Counselling, the communication of basic information and health-related advice that comprise a health visitor’s tasks are interactive processes that greatly depend on the health visitors’ attitudes (and not so much on the characteristics of their patients). This observation, however, is more relevant to their attitude to Roma patients than to others.

A fairly large percentage of health visitors are well-trained, care for many persons and are also committed to what they do, which means that they have an excellent grasp of their patients’ needs.
A higher percentage of highly trained health visitors who are tolerant towards Roma understand that their Roma patients have numerous healthcare needs.

On the other hand, health visitors with lower levels of training and who are unable to perceive their patients’ needs, and health visitors who have some form of anti-Roma attitude have a lesser understanding of their Roma patients’ needs. This “blinkered” attitude hinders the true perception of Roma patients’ healthcare needs.

The occasional lack of understanding with respect to patients’ needs interferes with the provision of equal services because counselling is an interactive activity which is performed through communication between the counsellor and the patient. If a counsellor creates a communicational space that the patient perceives as inadequate in assessing his/her real needs, the counsellor will be unable to help because an atmosphere of mistrust has been created (towards the potential help).

Health visitors who demonstrably display some form of anti-Roma attitude have been proven to be less effective in meeting their clients’ needs, despite any subjective wish they may have to be of help. As a result, on the basis of our knowledge of the communicative dynamics of service-oriented professions, these health visitors are less effective than average in assisting their Roma patients.

A brief summary of our recommendations, aimed at improving, and sometimes creating, equal access to health visitors’ services, are as follows:

· Because inequalities in access are fundamentally structural in nature, a new distribution of health visitors’ districts must be created which complies more strictly with the stipulations of the relevant decree and is better adapted to the patients’ location demographics and socio-economic conditions, as well as to health visitors’ work capacity.

· We have two proposals in relation to training which are aimed at improving health visitors’ performance with regard to Roma patients: we need to ensure that most health visitors participate in general training courses that encompass all aspects of a health visitor’s work, consisting of at least 150 hours of training spread out over a minimum of 5 years. In addition, training courses must be developed and introduced that provide information on the actual condition, and the health and social problems of the Roma population (on the national and local level). These training courses must also increase health visitors’ ability to perceive the actual needs of Roma patients (even though they may not be explicitly stated) and to provide appropriate responses to these needs.

· Independently of the training courses, programs must be developed and/or adapted (after gaining an overview of international experiences) that can effectively and permanently modify attitudes and reduce anti-Roma feelings. We emphasize that these programs should be independent of the trainings because the relevant literature, experiences and hypotheses suggest that modifying purely cognitive content and obtaining new information has no bearing on prejudicial attitudes.

· Since the most effective way of combating prejudicial attitudes is to penalise the prejudicial behaviour, and the discrimination to which it gives rise, a measuring and monitoring system must be developed for regular application among doctors and patients which is capable of rendering these negative phenomena transparent. Transparency must be followed by indicating that these attitudes are socially unacceptable (socio-psychological punishment).

· A PR programme must be developed that can effectively portray in the media the actual condition of Roma as well as the harmful consequences of prejudicial attitudes.

Anti-Roma attitudes

We examined anti-Roma attitudes among three groups: general practitioners and health visitors who work in settlements where Roma account for more than 1% of the local population, and medical students in Hungarian medical schools.

We treated anti-Roma attitudes as a complex system of attitudes consisting of three basic issues: negative stereotyping about Roma, attitudes to discrimination against Roma, and an emotional distance towards Roma. This concept of measuring anti-Roma sentiment is based on national and international tests that examined prejudicial attitudes against minorities by the majority of the population.

During the study we identified five markedly different groups. 6.3% of the people studied strongly reject all types of anti-Roma attitudes, 21% do not have anti-Roma attitudes, and 28.3% have no propensity towards accepting discrimination. Consequently, 55.6% cannot be characterised by any form of anti-Roma attitude.

Therefore, only less than half of the people studied have some form of anti-Roma attitude. 14.1% of the people in the study can be characterised as having strongly negative attitudes towards Roma, which means that they engage in negative stereotyping, approve of discrimination, and have a marked emotional distance. Thirty percent have a tendency towards anti-Roma attitudes, which means that they can be characterised by all three components of anti-Roma attitudes but to a lesser degree than those who have strong anti-Roma feelings.

Causal analyses suggest that the tendency towards anti-Roma attitudes is fairly deep-seated in society, and is more widespread among the younger generation than the older. The people we studied belong to the social elite and practice or prepare for service-oriented professions. Therefore the extent, deep roots and pervasiveness among the younger generation of anti-Roma attitudes presents a scary picture.

The intensity of anti-Roma attitudes among GPs and health visitors, in other words those who actively practice a service-oriented profession, is lower than among medical students.

Nevertheless, working with a larger or smaller number of Roma does not have an effect on anti-Roma attitudes. Anti-Roma attitudes are primarily a result of deeply ingrained social values such as intolerance.

Managing and decreasing anti-Roma attitudes is an urgent social problem and is not solely the concern of a particular profession or a ministry. Because the fundamental cause of anti-Roma attitudes is not a lack of information but ingrained, socialised values, decreasing anti-Roma attitudes is not primarily a matter of education. We must create conditions with the help of regulation and education that make anti-Roma attitudes socially unacceptable in both everyday life and in relation to social attitudes. Only then can we expect the prevalence of anti-Roma attitudes to diminish among the next generation.

General practitioners

The surveyed population

Creating a sample of GPs. There are 5,797 GPs listed in the registry of the National Institute for Primary Care. These doctors have practices in a total of 1,576 settlements (a large number of GPs work in larger settlements, and another significant group works in several smaller settlements). Of the 1,576 settlements, we know the percentage of Roma inhabitants in 1,514. We created the sample by including settlements where the known percentage of Roma is at least 1% and we know the GP’s name and address (982 settlements). In the sampling units of the settlements, the number of GPs to be included was determined with a disproportionate sample-taking; Budapest and a few other cities with county rights were included in the final sample in a smaller number than their actual importance would require, and thus a total of 3,111 GPs were given questionnaires. We received responses that were suitable for processing from a total of 376 GPs by the deadline. In order to counterbalance the distortions, we weighted the data with respect to the county and the administrative status and size of the settlement, and the estimated ratio of Roma. Consequently, the data regarding the sample of GPs as an independently surveyed group is valid to a 95% degree of reliability and with an average margin of error of ± 4.2%
. 

The structural issues of access to healthcare services

The first natural step is to gain an overview of the interrelation between the GPs’ location by settlement, the settlements served by their practices, and the number of patients served. We know from the data that we processed for creating the sample that the national distribution of GPs is uneven: for example, out of the 4,787 doctors practising in 982 settlements, 1,100 work in Budapest alone, while in a number of settlements there is no GP (or the post is unfilled). The inhabitants of these settlements are served by doctors who work in other settlements.

Consequently, first among the various reasons for the inequality of access to healthcare are the structural factors, which determine that the inhabitants of counties with differing settlement structures do not have the same mode of access to GP services.

Inequalities in the supply of services by settlement – national data

The problem of unequal access resulting from the supply of services in a particular location can be divided into two major groups: the problems of settlements that have a GP but where the number of patients belonging to each practice is widely different, and the problems of settlements where there is no GP (i.e. in which GPs living in other settlements provide the services).

Because one focus of our analysis is the provision of services to the Roma population, we examined the issue of local inequalities in those settlements where the estimated ratio of the Roma population exceeds 1% (with there being a total of 1,834 such settlements in the country). Consequently, there are 982 settlements with a GP, and at the same time, there are 852 settlements where the percentage of Roma is over 1% and there is no GP.

First we would like to analyse the data available from basic national statistics, then analyse the data recorded in the course of our study.

Because the distribution of GPs and the medical coverage of settlements is extremely uneven, we will introduce an index that simultaneously indicates the number of potential clients per GP and the supply of medical services per inhabitant. This ratio indicates the number of inhabitants per GP in a settlement. The ratio (doctor / inhabitant) does not depend on how many actual, registered, potential patients a doctor has (i.e. the number of health insurance cards a doctor has registered) or on the number of actual patients seen. The doctor / inhabitant index simply indicates the medical coverage and the number of potential patients per GP as a function of the location, size, and urban development of the settlement.

We divided the 982 settlements in the country that have a GP and where the estimated ratio of Roma exceeds 1% into five equal segments on the basis of the index explained above.

Medical service coverage index by segment (%)


%
Average doctor / inhabitant

250 - 986 people
19.9
731

987 – 1,360 people
19.9
1,179

1,361 – 1,694 people
20.1
1,525

1695 – 2,044 people
20.2
1,863

2,045 – 5,370 people
20.0
2,601

It is evident that there is great variation in the size of the coverage index: the average of the highest segment is almost three and a half times greater than the average of the lowest segment.

Medical service coverage index by administrative status of settlements (%)

Budapest
city with county rights
city
village

250 - 986 people


1.6
23.1

987 – 1,360 people

5.6
11.1
21.5

1,361 – 1,694 people
100.0
55.6
27.8
18.1

1,695 – 2,044 people

33.3
35.7
17.6

2,045 – 5,370 people

5.6
23.8
19.7

There are significant differences in the medical service coverage index between settlements of various administrative status. While in Budapest there are 1,361-1,694 inhabitants for each GP on average, villages are distributed over all the brackets.

Medical coverage index by settlement segment size (%)

under 1058 people
between 1,059-1,754 people 
between 1,755-2,730 people
between 2,731-6,058 people
over 6,059 people

250 - 986 people
86.2
4.5
5.6
3.6


987 – 1,360 people
13.8
49.5
17.4
11.7
6.6

1,361 – 1,694 people

35.9
1.0
32.1
31.0

1,695 – 2,044 people

10.1
36.9
18.9
35.0

2,045 – 5,370 people


39.0
33.7
27.4

Settlement size and the medical coverage index are “diagonally structured”: in the smallest settlements the number of inhabitants per doctor is far below 1,000, while in the largest settlements the most common number is 1,300 and above.

These data (which do not contain the number of settlements that the GPs of small settlements serve
) seem to suggest that smaller settlements are better provided with the services of GPs, because each GP has fewer patients to attend to.

However, we know that small settlements have a range of other problems; a significant number of small settlements are located in economically less developed counties, and the number of old, unemployed and Roma inhabitants is higher. Therefore, it makes sense to examine the medical service coverage in the context of the factors listed above in order to ascertain the relationship between the supply of GP services and the data that indicate the settlements’ socio-economic potential
.

Medical service coverage index by pensioner ratio (%)

under 22 %
22 - 24 %
24 - 26 %
26 - 28 %
over 28 %

250 - 986 people
19.0
16.9
11.8
22.1
30.3

987 – 1,360 people
22.1
18.5
19.0
17.9
22.6

1,361 – 1,694 people
13.7
21.8
24.9
21.3
18.3

1,695 – 2,044 people
18.2
20.7
23.7
23.7
13.6

2,045 – 5,370 people
28.1
21.9
2.4
14.8
14.8

Medical service coverage index by unemployment ratio (%)

up to 2.6 % 
2.6 – 3.9 %
3.9 – 5.6 %
5.6 - 8 %
over 8 %

250 - 986 people
14.4
15.9
16.9
22.6
30.3

987 – 1,360 people
16.9
20.5
16.9
24.1
21.5

1,361 – 1,694 people
15.7
23.4
24.9
18.3
17.8

1,695 – 2,044 people
25.8
24.7
17.7
16.2
15.7

2,045 – 5,370 people
27.0
15.8
23.5
18.9
14.8

Medical service coverage index by ratio of Roma (%)

up to 2.4 % 
2,4 - 5,2 %
5,2 - 10,3 %
10,3 - 23,2 %
over 23,2 % 

250 - 986 people
13.3
15.4
19.0
22.1
30..3

987 – 1,360 people
19.0
15.9
19.5
20.5
25.1

1,361 – 1,694 people
18.3
24.4
21.3
21.8
14.2

1,695 – 2,044 people
22.7
22.7
22.2
16.2
16.2

2,045 – 5,370 people
26.5
21.4
18.4
19.4
14.3

The data indicate that the worse the situation of the inhabitants, the more GPs there are per inhabitant: the higher the number of pensioners and unemployed in a settlement, the lower the number of potential patients per GP. The same applies to the relation between the ratio of Roma in a settlement and the medical service coverage index. The relation is the same the other way round as well: the lower the number of the unemployed, etc. in a settlement, the higher the number of potential clients per GP.

Although it theoretically corroborates the above finding, it is interesting to survey the ratio of settlements that qualify as disadvantaged due to their lack of funds that is not of their own making.

Medical service coverage index
Disadvantaged due to problems outside their control %

250 - 986 people
50.8

987 – 1,360 people
45.1

1,361 – 1,694 people
36.0

1,695 – 2,044 people
31.8

2,045 – 5,370 people
30.1

Roma ratio % 
Disadvantaged due to problems outside their control %

up to 2.4 %
24.5

2.4 – 5.2 %
33.7

5.2 – 10.3 %
39.1

10.3 – 23.2 %
48.5

over 23.2 %
48.0

Half of those settlements where the number of inhabitants per GP is the smallest are disadvantaged. Those settlements where the percentage of Roma is the highest are also the ones that are most likely to suffer from a lack of funds.

Medical coverage index
Person /subsidy for disadvantages due to problems outside their control (HUF)

250 - 986 people
13,642

987 – 1,360 people
9,048

1,361 – 1,694 people
7,135

1,695 – 2,044 people
7,167

2,045 – 5,370 people
5,575

The helplessness of these settlements, despite the fact that the number of inhabitants per GP is smallest, is clearly indicated by the fact that the lack of funds per person in Hungarian forint, subsidised from the national budget, is the highest (and inversely: where the number of inhabitants per GP is the highest, the amount of subsidy per person is the lowest).

Consequently, the above data appear to indicate that despite the fact that the social and economic situation of the smallest settlements is worse than the national average, their supply with physicians, to the extent that this is indicated by the potential number of patients per GP, seems to be good.

On the other hand, in one fifth of cities and larger villages the number of inhabitants per GP is clearly high, at between 2,000 and 5,000 persons on average.

We need to add to this data the problem of settlements without a local GP (or where the post is unfilled)
. By reviewing the following data we can see that these settlements are in a significantly worse situation than those where the percentage of Roma is also over 1% but there is a operating GP’s practice.

Distribution of settlements without a local GP’s practice, by size and by county


under 214 people
215 - 338
339 - 485
486 - 791
over 791 

Baranya
33.7
32.0
19.1
8.4
6.7

Bács-Kiskun
14.3



85.7

Békés


25.0
25.0
50.0

Borsod-Abaúj-Zemplén 
23.8
16.4
23.0
16.4
20.5

Csongrád




100.0

Fejér

12.5


87.5

Győr-Sopron
35.7
7.1
21.4
14.3
21.4

Hajdú-Bihar
9.1
9.1
9.1
27.3
45.5

Heves
4.2
4.2
8.3
33.3
50.0

Komárom


16.7
16.7
66.7

Nógrád
2.4
9.8
14.6
39.0
34.1

Pest



50.0
50.0

Somogy
15.3
22.9
19.8
28.2
13.7

Szabolcs-Szatmár
8.8
13.2
14.7
30.9
32.4

Szolnok


16.7
16.7
66.7

Tolna
3.1
18.8
34.4
18.8
25.0

Vas
9.4
18.8
28.1
34.4
9.4

Veszprém
19.6
21.4
32.1
16.1
10.7

Zala
31.1
21.4
18.4
16.5
12.6

Average
20
20
20
20
20

We divided the settlements without a local GP into five categories of equal size based on the number of inhabitants. It is clear that most of these settlements are small villages or remote hamlets. The distribution of these settlements by county is uneven, but it reflects the settlement structure of the counties, so for example the largest number of small villages without a local GP is in Baranya and Zala, while in Csongrád, Fejér, and Komárom counties larger (although still small) settlements over 791 inhabitants are more common.

These settlements comprise the country’s poorest and most aging villages. The table below compares two important data of settlements with and without a local GP: the ratio of pensioners and the unemployed (by county). The differences are apparent even on the national level: overall, in settlements without a local GP the ratio of older inhabitants and unemployed persons is typically higher.

There are differences between the various counties, for example, in Győr-Sopron, Komárom, Nógrád, Vas, and Zala counties the inhabitants of settlements without a local GP are significantly older than the inhabitants of settlements with a GP. Baranya, Békés and Tolna counties stand out with respect to the number of the unemployed: in these counties the settlements without a local GP have higher rates of unemployment than settlements with a local GP.

All the data point to the conclusion that those settlements that are lacking in local GP services are already disadvantaged in other respects. These are the settlements where other basic institutional services are also missing due to their aging populations and the lack of local funds.

The ratio of pensioners and the unemployed in settlements with or without local GPs where the ratio of Roma exceeds 1%, by county (%)


local GP
no local GP
difference


Pensioner %
unemployed %
pensioner %
unemployed %
pensioner %
unemployed %

Baranya
24.4
6.6
23.1
10.4
-1.3
3.9

Bács-Kiskun
27.0
4.2
31.1
5.2
4.0
1.0

Békés
27.5
5.6
30.9
11.3
3.4
5.8

Borsod-Abaúj-Zemplén 
23.5
9.3
28.5
11.1
5.0
1.8

Csongrád
28.1
3.7
26.7
4.8
-1.4
1.1

Fejér
23.2
3.6
23.4
4.6
0.2
1.1

Győr-Sopron
25.7
1.9
31.7
2.1
6.0
0.3

Hajdú-Bihar
24.8
7.5
29.0
8.1
4.2
0.6

Heves
29.0
5.1
28.7
6.9
-0.3
1.8

Komárom
24.3
3.1
28.3
4.2
4.0
1.1

Nógrád
26.7
6.1
30.8
6.2
4.1
0.2

Pest
24.4
1.8
24.5
1.9
0.1
0.2

Somogy
25.5
5.9
26.9
7.4
1.3
1.5

Szabolcs-Szatmár
22.1
7.6
24.3
9.3
2.2
1.7

Szolnok
26.4
4.9
28.9
6.6
2.5
1.7

Tolna
26.7
4.6
26.0
7.3
-0.7
2.6

Vas
24.8
2.5
30.8
3.3
6.0
0.9

Veszprém
25.7
3.4
29.3
4.3
3.6
0.8

Zala
26.6
3.3
32.4
4.2
5.8
0.8

Average
25.6
4.8
28.2
6.3
2.6
1.5

The following table compares the data of settlements without a local GP with national data, in terms of three criteria: the ratio of the settlement’s inhabitants versus the total number of inhabitants in a county, and the ratio of pensioners and Roma in a settlement without a local GP versus the total number of pensioners and Roma in the given county.

· With the exception of Budapest, 5.9% of the country’s population lives in a settlement without a local GP. This number is 6.1% in the case of pensioners. Consequently, even though the ratio of pensioners at national level is higher in settlements that do not have a local GP, the lack of a local GP (where patients have to travel to see a doctor or where another settlement’s doctor provides the services) only slightly affects the older, sicker population with greater health risks (only slightly higher than the population as a whole). This small ratio, however, still represents a large number of pensioners: approximately 128,000 pensioners out of 2 million
 are affected.

· Once again, the various counties differ with respect to this ratio of pensioners: the lack of a local GP occurs more frequently than the national average in Baranya, Borsod, Heves, Nógrád, Somogy Szabolcs, and Zala counties. These higher percentages are also apparent in the absolute number of retirement-age people. An example is Borsod county where the number of retirement-age people living in settlements without a local GP is almost 18,000. (Naturally, this number is significantly higher as a percentage of the population as a whole; over 70,000 people live in such settlements in this county.)

· However, there are dramatic differences in the ratio of the Roma population. Except for Budapest, 18.6% of the country’s total Roma population lives in settlements without a local GP! This ratio shows a high number of inhabitants even within the Roma population of the counties excluding Budapest, and affects over 100,000 Roma overall. This, of course, follows from the fact that Roma tend to live in small settlements, and their numbers are high in very small villages that are dying out or are secluded (remote hamlets) and are becoming predominantly Roma, where there are no basic institutions, and the non-Roma inhabitants have moved out while poorer Roma have moved in.

· Differences between the counties with respect to Roma clearly indicate the disadvantages caused by the structure of settlements within each county. In Baranya and Somogy nearly 40% of Roma live in villages without a local GP, in Borsod and Heves this ratio is 20%, in Nógrád the ratio is 26.4%, and in Zala it is 33.1%. By contrast, in Bács-Kiskun county, for example, only 1.6% of Roma live under such conditions.

Population, number of pensioners and Roma as a ratio of the total population of each county and in settlements without a local GP


settlements without local medical services (persons)
population
% of inhabitants without local medical services
number of Roma inhabitants without local medical services 
total number of Roma per county
% of Roma without local medical services 
number of pensioners without local medical services
total number of pensioners per county
% of pensioners without local medical services

Baranya
62,433
404 845
15.4
14,199
35,552
39.9
14,529
104 721
13.9

Bács-Kiskun
11,989
549 260
2.2
360
21,992
1.6
3,312
142 934
2.3

Békés
3,800
401 459
0.9
797
14,174
5.6
1,165
109 734
1.1

Borsod-Abaúj-Zemplén 
70,367
747 894
9.4
22,362
114,405
19.5
17,866
182 897
9.8

Csongrád
5,056
424 212
1.2
419
9,645
4.3
1,360
113 884
1.2

Fejér
11,880
429 967
2.8
960
11,391
8.4
2,750
102 510
2.7

Győr-Sopron
7,512
425 270
1.8
579
6133
9.4
2,040
107 872
1.9

Hajdú-Bihar
11,061
534 880
2.1
1,676
33,524
5.0
2,925
126 669
2.3

Heves
29,247
329 768
8.9
6,722
31,122
21.6
7,851
90 515
8.7

Komárom
7,959
309 483
2.6
293
6,122
4.8
2,216
76 718
2.9

Nógrád
29,206
219 819
13.3
7,004
26,487
26.4
8,471
59 346
14.3

Pest
6,220
1 074 993
0.6
1,056
30,597
3.5
1,530
256 858
0.6

Somogy
63,598
327 145
19.4
16,042
40,300
39.8
16,651
84 853
19.6

Szabolcs-Szatmár
56,976
591 904
9.6
16,909
94,683
17.9
12,975
126 409
10.3

Szolnok
10,910
422 500
2.6
1,813
32,877
5.5
3,081
110 180
2.8

Tolna
21,320
252 391
8.4
3,143
16,575
19.0
5,482
64 335
8.5

Vas
15,722
265 758
5.9
1,332
8,002
16.6
4,506
68 831
6.5

Veszprém
24,555
380 499
6.5
2,369
9,286
25.5
6,887
95 073
7.2

Zala
44,496
298 430
14.9
6,297
19,002
33.1
12,851
78 410
16.4

Total (persons and %)
494,307
8,390,477
5.9
104,332
561,869
18.6
128,448
2,102,749
6.1

The deprivation of Roma in terms of their participation in direct local primary healthcare services as result of their geographical location is a serious issue, irrespective of the kind of services they receive when they finally do get to see a doctor. However, we should not forget that as far as their absolute numbers are concerned, pensioners are just as affected as Roma.

We know from previous research that with respect to certain diseases, Roma show a much higher incidence of morbidity than the total population. These rates are also high among pensioners, due to their age. It is the purpose of another of our empirical studies conducted among the Roma population, which will be completed at a later date
, to determine the extent to which the access of Roma to healthcare services is hindered by factors resulting from the size of settlements as well as other factors. However, it is safe to assume that the lack of access to direct, local medical services results in deprivation.

The social and economic situation of Roma and pensioners is significantly worse than average in settlements without directly available medical services, which is compounded by the fact that the social and economic circumstances of these small settlements are among the worst in the country. The local and social disadvantages may well compound the lack of access to the services of a local GP.

Since we know that the high rates of disease among Roma are due directly to poverty-related factors, the Roma population of the poorest villages, which amounts to over 100,000 persons, is in an especially grave situation. They suffer simultaneously from poverty, high rates of disease, and the lack of access to immediate medical services where they live.
The pensioners of these settlements are in the same serious situation; they also suffer from multiple deprivation.

In summarising the local inequalities with respect to access, on the basis of national statistics it is clear that the country is effectively divided in two as far as villages are concerned, especially smaller settlements. Small settlements with an operating GP practice are well supplied with medical services, at least on the basis of the ratio of inhabitants per GP. This is true even though the inhabitants of smaller settlements tend to be older and the rate of unemployment higher, and a significant number of these small villages are poor and lacking in funds.

In those settlements, however, that have no local GP or where the position is vacant, the ratio of Roma is considerably higher, as is the ratio of pensioners. The inhabitants of these settlements suffer multiple disadvantages: they are afflicted by the disadvantages associated with the settlement (with all its consequences), as well as the lack of local, directly and immediately accessible medical services.

The question of why these small settlements have to do without a GP is one that points beyond the scope of our research. The answer lies partly in the general shortage of institutions due to the size and poverty of these small settlements. Another, related question is under what circumstances a GP practice could be filled in such a settlement if there is an unfilled post for a GP.

This last question, however, implies that if a GP agrees to fill a practice in such a settlement, he/she would also have to agree to service several smaller, poor settlements with inhabitants who have minimal funds at their disposal to pay for services, who tend to be old, have multiple disadvantages, and may well be Roma.

Therefore, the lack of access to local GP services in small settlements and the question of unfilled practices in such settlements leads us to the much debated issue of the financial and general situation of doctors, and more specifically, GPs.

Local supply of medical services and inequalities – the results of the research

The burdens of doctors’ practices

In the course of our research conducted on GPs, we recorded data from doctors that could serve to deepen and elucidate our knowledge regarding local healthcare and the inequalities in local healthcare. At the same time, these data may shed light on the workload doctors faced in relation to the settlement or region where they work. The analysis of national data suggests that the significant differences in access to medical services on the basis of location is also apparent in the workload of GPs. It is obvious that a doctor’s work, daily routine, and the time and attention he devotes to patients is radically different if he is responsible for only one settlement, and the number of potential clients he has is fairly low, as opposed to when he serves several settlements simultaneously and the number of patients he has is high.

Because the National Institute of Primary Medical Services that supplied GPs’ addresses to us under a contract did not have data regarding the number of settlements per GP based on region, size of settlement, etc., we designed the survey in such a way that we requested settlement-specific data from doctors, up to a maximum number of ten settlements, regarding the size, number of registered patients, estimated number of Roma serviced, average weekly working hours, etc. These data served as the basis for determining the workload typology of GPs working under different conditions. 

One may ask why we approach the issue of inequality in the supply of medical services through the workload of GPs. The answer is simple: we had already inferred the existence of inequality and its causes from the national data. Interviewing the doctors gave us a chance to examine inequalities from the point of view of the providers of the services.

84.4% of GPs work in one settlement, close to 10% work in two, but the maximum number of settlements serviced by one doctor, according to our survey, is eight. We divided the doctors into two categories on the basis of the settlements served: 84.4% work in one settlement, 15.6% work in two or more. We put the few doctors who work in several settlements into the second category because we had data on several dimensions of the workload, and the number of settlements serviced was only one among many.

The total number of service hours per week varies significantly by settlement: a little over one third of doctors see patients for twenty hours per week (not counting time on call), close to 60% see patients for 20-40 hours a week, and the rest work over 40 hours, not counting time on call. (The tables with the data, as well as the rest of the tables, are contained in the Notes
.)

We divided GPs into five groups on the basis of time on call spent on all the settlements that they serve. The bottom fifth of GPs have no time on call, while the top fifth spend over 24 hours per week on call.

Another issue that determines the workload is the number of hours spent travelling to see patients. We discovered a marked difference by dividing travel time into five equal categories: the bottom fifth spend a maximum of 40 minutes travelling, while the top fifth spend over two hours.

Finally, one of the most important indicators of workload is the number of patients per month (number of patients seen) in all the settlements a doctor services. This indicator shows how many patients a doctor sees a month (regardless of whether the work involves examination, therapy or writing a prescription). By dividing doctors into five equal groups we see significant differences again: the bottom fifth see 40-450 patients a month, the top fifth see over 1,100.

We calculated the workload of GPs on the basis of the five workload indicators listed above using the following procedure: we standardised the values of each workload category, and conducted a cluster analysis
 on the basis of the standardised values. As a result of the cluster analysis
 we found six markedly different groups of workload.

Distribution of groups by relative workload (%)


%

Small number of patients, low workload
24.4

Average workload
24.3

Many service hours, low on-call duty
16.5

Several settlements, above average on-call duty, few service hours
6.7

Several settlements, above average on call duty, many service hours
8.8

One settlement, high overall workload
19.3

(The tables containing the individual workload variations, as well as the numerical relationship between patient turnover, patient service hours, on call hours, and travel hours, are contained in the Notes
.)

· Small number of patients, low workload: the members of this group that comprises close to one-fourth of GPs work in one settlement, most of them seeing fewer than 450 patients a month. Their weekly service hours are less than 20 on average, and between 20-40 for one-third (no member of this group has service hours exceeding 40 hours). A little over 40% have no on-call duty at all; the rest are on call for less than 24 hours a week.

· Average workload: the members of this group also work in one settlement only. Their numbers are almost evenly distributed across the five categories based on the number of patients (i.e. there are doctors among them who have a high, average or low number of patients). The number of service hours per week is average, and is between 20-40 hours for most of them. All of these GPs have on-call duties of 10-24 hours a week in the majority of cases.

· Many service hours, low on-call duty: These GPs also work in one settlement only. On the basis of the number of their patients, most of them fall into the upper two categories, i.e. the number of their patients is between 775-1,100. They typically have high weekly service hours: there are none among them working less than 20 hours per week, and more than one fifth work over 40 hours. However, their on-call duty is typically low; most of them (65.5%) have no on-call duty whatsoever, and the rest is on call for less than 9 hours per week on average.

· Several settlements, above average on-call duty, few service hours: This is the smallest group of GPs. They (and the members of the following group) are the ones who service two or more settlements. On the basis of the number of their patients they are fairly evenly distributed among the five categories, i.e. there are approximately an equal number of doctors among them who have a high, average or low number of patients. Their service hours are low: 64.6% work less than 20 hours per week, but they have more than average on-call duties: 35.1% is on call for 15-24 hours / week, 41% is on call for over 24 hours / week.

· Several settlements, above average on-call duty, many service hours: this group of GPs (their ratio is 8.8%) has the highest workload. They service several settlements simultaneously, have a high number of patients and have above average on-call duty. Most of them work 20-40 service hours per week, but almost one-fourth work more than 40 hours. 42.6% have on-call hours of between 15-24 per week, and 36.7% are on call over for 24 hours per week.

· One settlement, high overall workload: the members of this group, which comprises almost one-fifth of GPs, work in one settlement, but the number of their patients is typically high (56.3% have over 1,100 patients), the number of service hours for most is between 20-40 hours / week, and they have high on-call duty.

The analysis of national data reveals a high probability that the individual variations of GPs’ workloads are fundamentally determined by the settlements in which they work. (Because GPs who work in several settlements received the questionnaire in the settlement that serves as their base, we conducted the comparison with respect to the various settlement categories in relation to their base settlement.)

Distribution of workload variations on the basis of the base settlement’s administrative status (%)


Budapest
City with county status
City
Village

Small number of patients, low workload
49.7
29.1
17.8
3.4

Average workload
7.6
16.6
56.2
19.6

Many service hours, low on-call duty
57.8
26.7
14.6
1.0

Several settlements, above average on-call duty, few service hours
3.0
2.9
39.4
54.7

Several settlements, above average on call duty, many service hours
1.7
2.5
33.6
62.2

One settlement, high overall workload
10.0
9.4
49.1
31.5

Average
25.3
17.6
35.8
21.3

Distribution of workload variations on the basis of the base settlement’s size (%)


Fewer than 1,058 inhabitants
Between 1,059-1,754 
Between 1,755-2,730 
Between 2,731-6,058 
Over 6,059 

Small number of patients, low workload
5.3
4.1
2.9
4.2
83.6

Average workload
3.7
10.7
4.4
12.6
68.7

Many service hours, low on-call duty
6.2
19.2
3.4
2.3
68.9

Several settlements, above average on-call duty, few service hours
27.4
6.5
7.9
23.9
34.3

Several settlements, above average on call duty, many service hours
22.4
10.2
16.3
24.9
26.2

One settlement, high overall workload
1.9
9.2
20.7
11.4
56.7

Average
7.5
9.9
8.6
10.9
63.1

The conclusion is fairly clear after reviewing the data in the two tables. GPs who have fewer patients and low workloads and live in Budapest, in cities with county status or in larger settlements are over-represented. Doctors living in Budapest who work many service hours but have low on-call duty are also over-represented.

On the other hand, GPs living in villages and small settlements who serve several settlements and have more than average on-call duties are also over-represented. The high workload probably shows up in relation to those settlements that serve as a base for the doctor who commutes to other settlements that do not have a local GP. In medium size settlements GPs tend to work in one settlement but have a high workload.

Because we suspected a causal relationship between the size of settlements and the resulting local conditions on the one hand and GPs’ workloads on the other, we also conducted a regressive analysis that uncovers causal relationships. The data show a significant causal relationship between the settlement’s type and the GP’s workload
.

The fact that a GP works in Budapest will account for his/her small number of patients and low workload by 35%. There is a 24% causal relationship in cities with county status.

Living in a village is a 21-32% cause that a GP serves several settlements and has above average on-call duty. There is a similar, strong causal relationship in the case of the smallest settlements.

Consequently, local conditions fundamentally determine the inhabitants’ access to medical services, as well as GPs’ workloads which show the same variation as access.

One may ask, how do GPs end up in a particular settlement with a particular workload. We assume that there are many factors in choosing a particular practice: it may be tradition, older doctors may have worked in a particular settlement even before the political system changed, the doctor may decide the type of workload he/she may want to have when purchasing a new practice, etc. The duties associated with the practice may also have an impact on the marketability of the practice
. 

We have approached the reason why GPs choose a particular workload from several points of view: we have examined the relation between the doctors’ age, the number of years doctors have spent in a practice, their education on the one hand and the conditions they work in on the other.

By dividing GPs into five equal categories we notice that their distribution between the practices representing different workloads is not even.

Distribution into workload categories by age (%)


27-45
46-52
53-58
59-78

Small number of patients, low workload
15.6
24.1
19.9
40.4

Average workload
30.6
26.0
16.1
27.3

Many service hours, low on-call duty
30.1
27.8
34.9
7.2

Several settlements, above average on-call duty, few service hours
42.0
25.9
26.0
6.1

Several settlements, above average on call duty, many service hours
34.7
31.0
25.4
8.9

One settlement, high overall workload
21.0
37.1
21.1
20.8

Average
26.1
28.4
22.5
23.0

The members of the oldest group are represented by twice their own average in practices with a small number of patients and with an average workload. Doctors who are somewhat younger, between 53-58, are over-represented in practices with many service hours and low on-call duty, doctors between 46-52 work in one settlement in more than average numbers, and young doctors are significantly over-represented in practices that serve many settlements and require many service hours.

If we search for causal relationships on the basis of the relations between percentages, we see that age and workload are causally related only in the case of the oldest age group: old age gives us a 24% explanation as to why a GP has few patients and a low workload
. However, this age group is in a causal relationship that tends to preclude practices at which GPs must work long hours and serve several settlements.

Our assumption based on these interrelations is that the oldest GPs can afford to avoid working in a practice with a high workload. At the same time, younger doctors do not actively choose practices with higher workloads, but simply cannot find work elsewhere.

Because we assumed that choosing a practice is not necessarily the result of free choice (many factors can aid or hinder choosing a particular practice), we checked our above-mentioned assumption by examining GPs’ mobility by age. Mobility by age means the relationship between a given doctor’s age and the number of years spent in a given practice, and the typical groups that can be identified on the basis of these two criteria.

We identified the mobility groups by age with a group formation method
, and identified the following groups of GPs:

Distribution of mobility groups by age (%)

Mobility groups
Distribution %

Old and mobile
13.8

Old and not mobile
9.9

Middle aged, average mobility
34.0

Middle aged, no mobility
19.6

Young and mobile
22.7

· The old and mobile are over 59 years old on average, and yet they have worked in a particular practice for no more than 12 years.

· The old and not mobile are those who are of similar age but have worked in the same practice for 23-50 years.

· Middle-aged doctors with an average degree of mobility are below 58 years of age, typically between 46 and 52, and most have worked in their practice for 13-15 years, while the others for fewer or more years.

· Middle-aged doctors with no mobility are between 46-58 who have worked in their current practice for at least 16 years, but many of them for at least 23 years.

· Finally, the young and mobile are between 27 and 45 and have worked in their current practice for 8 years or less.

(The detailed tables containing the above data are in the Notes
.)

The data indicate that the distribution by age of practices with a small number of patients and with low or average workloads is divided on the basis of mobility: older but mobile doctors tend to work in practices with fewer patients and low workloads, while older, immobile GPs tend to work in practices with average workloads or in one settlement but with an evenly high workload.

Middle-aged GPs also fall into two categories: the more mobile among them tend to work in practices where they are responsible for one or more settlements with high workloads, while those who lack mobility tend to work in practices with high service hours and low on-call duty.

A more than average number of young, mobile GPs work in two different types of practice: either in practices with average workloads or in practices that serve more than one settlement with a high number of service hours.

Distribution of workload categories by mobility group (%)


Old and mobile
Old and not mobile
Middle aged, average mobility 
Middle aged, no mobility
Young and mobile
Average

Small number of patients, low workload
53.5
24.6
16.3
23.9
22.1
24.4

Average workload
24.1
32.7
22.9
14.4
31.4
24.3

Many service hours, low on-call duty
9.3
5.4
26.7
21.7
5.0
16.5

Several settlements, above average on-call duty, few service hours
3.6
4.6
5.9
2.4
11.9
6.7

Several settlements, above average on call duty, many service hours
3.1
4.6
8.0
12.5
13.3
8.8

One settlement, high overall workload
6.4
28.1
20.1
25.1
16.3
19.3

There are a few marked interrelationships between mobility over time and the workloads of various practices. However, it is clear that there is no clear-cut causal relationship between them; rather, the various workload categories and mobility groups correlate with each other.

What this essentially means is that there is no significant mobility between the practices depending on the workload. Young doctors do not choose practices with high workloads, but rather take them because they do not have a choice. Older doctors tend to work in practices that are predominantly located in Budapest and cities with county rights, with a small number of patients and lower workloads. However, they have not been working in these practice for long, and therefore it is more likely that they chose these places.

Old GPs who have worked in the same practice for a long time serve one settlement only, mostly cities (with average or high workload).

It is worth adding a few notes to the above. The workload, that is, the conditions under which GPs work, does not depend on their education, their number of specialist areas, or on how many points they collected during training over the past five years. If there is a relation of some sort, then it has to do with age (a doctor must be of a certain age to have passed the exams for two or more specialist areas). In addition, specialist training seems to be completely unrelated to the other factors, according to our analysis.

The workload in a particular practice does not appear to be related to the number of Roma patients in the practice (but only to the size and location of the settlement). This indirectly means that the ratio of inhabitants with multiple disadvantages has no bearing on doctors’ workloads due to structural factors (though it can, however, affect their subjective sense of the loads they carry).

Because the essence of a doctor’s work is prevention as well as the diagnosis and effective treatment of existing diseases, the structural inequalities alone that we discovered do not provide any information about this work. It is safe to assume that doctors work just as intensely and responsibly when they have high workloads as they do when their workloads are relatively light. However, the time spent on each patient obviously differs as a function of the workload a doctor has: a doctor who works in several settlements, and who has many service hours and on-call duties cannot devote as much time and attention to each patient as a doctor who works in one settlement and has a lower workload.

On the basis of the above, we calculated the theoretical maximum time spent on one patient. Because we know the data of weekly patient turnover, as well as the weekly service and on-call hours, we calculated the specific times allocated to each patient. This specific time is a theoretical maximum, because it includes the times between two patients seen, time devoted to administration, etc.

Maximum time allocated to one patient by workload categories (minutes)


Patient turnover / service time
Patient turnover / on-call time
Patient turnover / total time

Small number of patients, low workload
22
5
26

Average workload
15
11
26

Many service hours, low on-call duty
17
1
18

Several settlements, above average on-call duty, few service hours
8
10
19

Several settlements, above average on call duty, many service hours
9
7
16

One settlement, high overall workload
7
7
14

The data clearly show the significant differences in the maximum time that can be spent on one patient. In practices with average or small patient turnover and where the workload is low this time is almost twice as much as in practices that serve one settlement but have high workloads.

At the same time, it is interesting to note that these data are virtually independent of the type of settlement; it is only in cities that the theoretical maximum of specific allocated time is a little higher. These values are also independent of the ratio of Roma patients.

Theoretical maximum time per patient – by mobility group (in minutes)


Patient turnover / service time
Patient turnover / on-call time
Patient turnover / total time

Old and mobile
18
4
22

Old and not mobile
24
9
33

Middle aged, average mobility
14
8
21

Middle aged, no mobility
15
6
20

Young and mobile
9
6
16

However, mobility in time is a significant factor: the oldest doctors who have worked in one place for many years can devote the most time to their patients; almost twice as much as the group of young, mobile doctors. Because older doctors tend to work in practices with lower workloads, while their younger colleagues work in practices with high workloads, we can conclude that the amount of time available for a patient is a structural given rather than a consequence of subjective factors.

Our opinion, which is also supported by the data, is that the amount of time a doctor can allocate to a patient is also a component of structural inequalities. We have seen significant differences that arise from the structural differences we have already analysed above.

The appliances used in the individual practices are also a component of the structural issues related to a doctor’s work. The amount of equipment and the extent to which it is up-to-date may clearly contribute to the effectiveness of medical work and the time that can be devoted to a patient, and it can also determine whether a GP will conduct certain tests by himself due to the fact that the necessary equipment is available in his office, or whether he will refer the patient to a specialist to have the tests done. We will look at the issues of equipment below, and will also briefly revisit the specific allocated time inasmuch as it is affected by the equipment in the GP’s office.

Equipment found in doctors’ offices

We asked about the availability of a total of fourteen appliances in the practices. We listed basic, everyday equipment as well as expensive and rare equipment that we assumed would be found only in the best-equipped offices.

Availability of equipment in practices (%)


availability in %

Car
96.1

Computer
99.7

Mobile lab
39.3

Physical therapy equipment
28.1

Urine sampler
91.8

Portable EKG
81.9

Online EKG
8.6

Othoscope
89.2

Ophthalmoscope
42.3

ABPM (automatic blood pressure monitor)
48.6

Oscillometer
50.5

Doppler
47.6

Semi-automatic defibrillator
9.9

Inhaler
27.8

Virtually every practice has a computer. There are a few practices without a car – they are typically the oldest doctors who presumably do not drive for health reasons or because they do not have a licence.

We factor-analysed the data in order to check the consistency of the listed appliances (i.e. whether it is likely that a GP’s office would have them). They all fall under one main component with the exception of the othoscope and the ophthalmoscope. Although the majority of practices have an othoscope, we left it out of further analysis all together the ophthalmoscope because belonging to a different factor indicated that a GP will decide whether to have one on the basis of professional considerations (and therefore its absence or presence does not truly reflect the level of equipment). On the other hand, we also left out the computer and the automobile from the list, because they are widespread. 

After this, we divided the practices into three main levels of equipment with the help of a grouping procedure with weighted items, taking into consideration the varying importance of the different appliances.

Appliances in % at the various levels of equipment


poor
medium
good

Mobile lab
9.0
29.9
70.3

Physical therapy equipment
4.6
22.0
51.1

Urine tester
80.2
94.0
98.5

Portable EKG
49.9
89.8
98.4

Online EKG
1.2
0.6
21.3

ABPM (automatic blood pressure monitor)
21.3
37.5
79.0

Oscillometer
5.0
56.9
78.5

Doppler
8.0
47.5
77.0

Semi-automatic defibrillator
0.0
2.6
23.9

Inhaler
24.6
17.8
39.3

· We considered a practice to be poorly equipped if most appliances were missing and where even the portable EKG, which practices usually have (81.9%), is available only half as often as average. In the same category the availability of the online EKG and the inhaler is higher than average but other appliances are missing altogether.

· We considered a practice well-equipped where appliances that are rarely available on average are frequently present, while we labelled the practices in between these two categories moderately well-equipped.

However, the degree to which equipment is available in any one practice is not related to the number of assistants; the greater availability of equipment is primarily due to the number of patients served and the settlement size.

Distribution of practices by the availability of equipment (%)


%

Poor
28.0

Medium
34.3

Good or very good
37.8

The lowest ratio of practices in the three categories defined on the basis of equipment is that of poorly equipped practices, although their absolute number is fairly high. It is surprising, however, that the ratio of the best-equipped offices is fairly high.

The question is obvious: what does the level of equipment depend on? First, we compared the practices by county, using indices indicating the counties’ level of economic development
. The result showed that a county’s level of economic development does not correlate with how well practices are equipped in that country, and therefore there is no discernible relationship between the two.

The doctors’ level of education (number of specialities, credit points obtained for specialist training) does not explain the practices’ level of equipment, either.

Although we find considerable differences on the basis of the settlements’ administrative status and size in favour of Budapest and, interestingly, smaller settlements, size and administrative status are not causal factors, because this relationship was not demonstrated by the causal analyses.

On the other hand, doctors’ age is a decisive explanatory factor. (Mobility by age is not an explanatory factor, either.)

Level of equipment of practices – distribution by age (%)


27-45
46-52
53-58
59-78
average

Poor
19.1
15.0
38.7
42.9
28.0

Medium
29.1
47.4
27.7
29.2
34.3

Good or very good
51.7
37.6
33.6
27.9
37.8

The practices of the youngest group are considerably better equipped, the offices of the middle generation are moderately well-equipped in more than average numbers, and the practices of older generations are more often poorly equipped. The analysis indicates
 that age is a causal factor. By comparing the factors of education, age and equipment we find that younger doctors have better-equipped offices despite their lower level of education.

As we have mentioned above, although doctors’ offices are somewhat better-equipped in Budapest and in smaller settlements, the level of a region’s development has no bearing on the level of equipment of a doctor’s office. The question is, what is the level of equipment of offices located in settlements with a higher ratio of Roma inhabitants?

The relationship demonstrated in the table below is very interesting: the higher the ratio of Roma patients in a settlement, the better-equipped the offices are.

Level of equipment of practices – by ratio of Roma (%)


up to 1 % 
1-4.7 %
4.7 - 9 %
9-19.5 %
over 19 %
average

Poor
36.4
41.6
22.2
17.3
23.4
28.0

Medium
32.7
26.5
45.8
39.5
25.5
34.3

Good or very good
30.9
31.9
32.0
43.1
51.0
37.8

We have seen above that Roma are usually cared for by younger GPs because they tend to work in villages. Because the younger generation has better-equipped offices, Roma patients are cared for by doctors whose offices are relatively better-equipped. This relation is an extremely interesting example of the fact that the significant disadvantages of a settlement, which also affect younger doctors, may paradoxically turn into an advantage.

At this point it is worth revisiting the question how the level of a practice’s equipment can affect the specific time that can be allocated to a patient. Theoretically, the better-equipped a doctor’s office is, the less specific time is needed to conduct tests and administer therapies locally, therefore, the high level of equipment may somewhat counterbalance the disadvantage that results from less specific time available for each patient. The data in the table below show that the amount of specific time allocated to a patient decreases with the decreasing level of equipment. Therefore it seems that in practices with maximum workloads the high level of equipment may counterbalance the limited amount of time allotted to each patient.

Theoretical maximum of specific allocated time – by level of equipment


patient turnover / service time

poor
21

medium
11

good or very good
12

However, if we overview the variation in specific time from the perspective of workload groups and of equipment we find that workload is a more important factor than equipment, which means that structural causes may prove to be more decisive, despite better equipment.

Specific allocated time (minute) – by level of equipment and workload groups


poor
medium
good or very good

Small number of patients, low workload
32
12
23

Average workload
43
25
17

Many service hours, low on-call duty
13
22
16

Several settlements, above average on-call duty, few service hours
22
17
17

Several settlements, above average on call duty, many service hours
9
17
16

One settlement, high overall workload
13
13
17

GPs who serve several settlements and/or work many service hours and have heavy on-call duties, as well as those who work in one settlement and have a heavy workload cannot allocate significantly more time to their patients despite the level of equipment in their offices. In this last category, for example, the difference in actual time is 4 minutes between the best and the most poorly equipped practices. Significant difference is apparent only in the smallest practices or in the case of doctors with average workloads.

This means that the differences in workload arising from the number of patients, the size of the settlement, etc. – in other words, the structural advantages or disadvantages – are more significant and stronger factors than the level of equipment in a doctor’s office.

Equal opportunity and social status

One of the purposes of our research is to find out whether certain social groups, including groups with multiple social and economic disadvantages such as Roma, have fully equal access to primary medical services. If access to primary services is not equal, what are the causes of this, and what are the differences in access to services among the various social groups?

The way we have posed this question shows that we consider the question of equal or unequal access to be a wider and deeper problem than discrimination. Discrimination always reflects the values and attitudes of service providers, and causes disadvantages and inequalities. In our research we regarded discrimination (or attitudes indicating discrimination) solely as a sub-system of mechanisms that cause inequality. It is obvious, and previous analyses have clearly shown, that one of the most significant causes of inequality is structural in nature.

Unequal access caused by structural factors has a certain aspect to it that can only be analysed from the clients’ point of view – the aspect of poverty. We know from numerous studies conducted at home and abroad
 that poverty is a factor that can single-handedly exclude a person from various services or make it impossible to purchase goods that are otherwise a part of the given service
 (e.g. therapies are often useless if the necessary medication is not purchased).

In addition to structural causes, another factor that may cause unequal access, although it also reinforces structural causes, is the behaviour of the participants in the medical field. In our research we treated this question more loosely than just an exploration of the possible discriminative propensities, because it is our belief that open discrimination is only an extreme form of a whole scale of behaviours that cause inequality. Covert discrimination against certain social groups that may not necessarily hide subjective ill-will or prejudice may be more frequent than overt discrimination. In the course of preparing our research, our interviews with doctors indicated that professional attitudes may often be intertwined, perhaps unwittingly, with social attitudes. Let us take an example. One of the people we interviewed told us that when considering the types of tests he can prescribe, he often takes into consideration the patient’s potential to decrease the risk factors to which he is exposed. If he finds this potential to be very low, he prescribes tests that are not equipment intensive because it appears to him somewhat unnecessary, a procedure of low return on investment, to order a heart ultrasound test for a homeless person, for example. In the interview this reasoning was explained in terms of a rational argument claiming that the high cost of the test is not in proportion with the expected positive outcome on the basis of the patient’s life expectancy, socially constructive role, etc. If this is an isolated occurrence and not a widespread practice perhaps we can come to terms with this approach: the professional care and attention, and the medical results obtained by other means, are probably sufficient to set up a diagnosis and to prescribe a therapy. The question is: how isolated are such attitudes and how much are they a part of everyday practice? Another question is: which social groups may elicit such attitudes from GPs in the course of their daily practice, and which groups evoke an opposite reaction, a so-called “positive discrimination”?

Therefore, in our research we sought to explore how doctors relate to various groups in the course of their professional activities. Because patients are necessarily different, not only in social status but also in character, the type of disease they have, the severity of the disease, etc., doctors’ activities must be typified so as to be as independent as possible from the specific treatment and/or therapy given to each particular patient.

Consequently, we divided medical practice into basic processes. We wanted to know whether, in the course of these processes, doctors’ attitudes to various well-defined groups of patients are different or not, and if they are, then how different their attitudes are in relation to the given process and groups of patients.

The basic medical processes that we examined are as follows:

· value of equipment used in the tests (locally available basic equipment, locally available high-cost equipment, locally not available high-cost equipment),

· therapy following the test (local therapy performed by the doctor, referral to specialist after initial local care, referral to specialist immediately after diagnosis),

· extent to which the patient’s expected costs are taken into consideration when choosing between drugs of similar therapeutic value,

· frequency of post-therapy follow-up.

Patients can be said to have fully equal opportunities if the quality of the processes listed above does not vary depending on the patients’ social standing (e.g. the cost of examinations or the institutional level of therapy recommended are not related to the capacity of the group of patients to assert their interests), or, for example, if the price of medications is taken into consideration with regard to the patient’s financial situation.

Groups of patients are not defined exclusively on the basis of their social status, because in addition to social and financial status, the patient’s behaviour is also important, as confirmed by our preliminary interviews. There are more and less “difficult” patients, which means that the degree of compliance on the part of patients may show a wide variation. We have also examined the differences between groups in the context of these processes from the point of view of compliance.

Differences in attitude to various groups of patients

Level of equipment used for examinations

With respect to the considerations mentioned in the introduction, we first wished to find out the level and value of the range of examinations that the various groups of patients received. In order to examine this issue, we asked GPs about the range of examinations certain patient groups use, regardless of the characteristics of the various diseases.

Naturally, it is not realistic to assume that the patient can unilaterally decide the type of equipment used and the cost of the examination performed in the doctor’s own office. The selection of equipment and procedures will primarily depend on the doctor’s professional competence and approach (in addition to whether these instruments are available in the doctor’s office) and not on the patient’s wishes. Similarly, the question of whether a doctor will refer his patient to a specialist because the required equipment is not available in his office (e.g. heart ultrasound, CT etc.) should primarily depend on the patient’s condition, the extent to which the underlying cause of symptoms can be traced (for example the depth of examination required by the symptoms, complaints and disease) and not on the patient as a social being defined by his or her circumstances. To put it simply, the doctor should decide whether a CT examination is required to locate the cause of an internal problem not on the basis of the patient’s social status but on his or her disease. Theoretically, from the perspective of medical ethics, this is certainly true. However, the practice that emerges from doctors’ attitudes does not conform to this theory. But let us turn now to the procedure used and the results we arrived at.

We first examined the hidden variables along which the listed groups are distributed. As a result of the factor analysis, four markedly different groups emerged
, characterised by the following attributes:

· assertiveness

· social deprivation

· age specificity

· high risk factor (poor cooperation)

The first group includes “freeloaders” or patients with theatrical behaviour, educated and affluent patients, and qualified patients with medium-range salaries. The second group includes poor, marginalized and uneducated patients, Roma and the unemployed. The third group is comprised of the very old, the young and very busy patients. The fourth group includes patients who do not cooperate well with the doctor or are “undisciplined”, which means that the level of their compliance is low.

The factor structure already shows that patients can be divided into two groups based on the cost level of the diagnostic equipment used: there is differentiation on the basis of professional considerations (the effect of age and compliance), and there is difference on the basis of social categories.

In the next step we conducted a cluster analysis with the help of the factor co-efficient because in the final analysis we wanted to see the variations, by group, in the level of equipment used in the examinations as a result of differences in doctors’ attitudes. From the cluster analysis
 we found four markedly different groups of GPs that report the use of varying levels of equipment with respect to the different groups.

1.: assertiveness is decisive (distribution %)


Locally with basic equipment
Locally with high-cost equipment
Elsewhere with high-cost equipment

Assertiveness
8.4
37.7
53.9

Social deprivation
86.3
11.8
2.6

Age specificity
63.7
29.3
10.6

High risk factor
63.5
26.5
10.1

For doctors belonging to the first cluster, patients’ ability to assert themselves is an important factor: a very high ratio of these patients receive high-cost tests, not available locally. However, the basic problem is that patients whose social status is low and who are socially deprived primarily receive the lowest-cost, locally available tests. A similar ratio of groups characterised by age specificity and high risk respectively also receive low-cost, locally available tests. 

It would be an obvious assumption that the level of equipment used in tests, and whether a doctor will refer a patient to a specialist, is fundamentally determined by the equipment in a doctor’s office and the availability of high-cost equipment. Although we will analyse this issue in further detail below, it is worth noting here that the equipment in a doctor’s office does not determine whether a patient will be referred for tests requiring a higher level of equipment, but will predict the status of the patient who will receive these tests.

Before we continue the explanation of the additional cluster groups, it is important to note the following: We cannot assume on the basis of the data that at least three of the groups of patients assigned into factors would differ on the basis of how well-informed they are. The group characterised by assertiveness contains highly educated and affluent patients, as well as patients who are referred to as “freeloaders” in medical jargon; the group characterised by age specificity includes both young and old patients as well as those who lead busy lives, and the group characterised by a high risk factor includes patients who do not cooperate well, as well as those who return to a high risk factor environment after they receive therapy. It is clear that these three groups are socially and economically extremely heterogeneous and are not separated along lines of education, etc. Therefore it is not in the least likely that young or very busy patients are less aware of the existence of a piece of high-value equipment than for example affluent patients, and therefore, the difference between them is not based on knowledge but on their ability to assert themselves (and vice versa: on the lack of assertiveness in the case of the socially deprived). Therefore, the reason why a doctor chooses a particular range of equipment may equally depend on how he perceives the patient’s level of assertiveness and social potential, or what the particular groups demand for themselves.

2.: patient’s age and risk factor is decisive (distribution %)


Locally with basic equipment
Locally with high-cost equipment
Elsewhere with high-cost equipment

Assertiveness
22.4
32.9
53.7

Social deprivation
43.6
46.8
9.6

Age specificity
7.1
58.0
34.9

High risk factor
25.9
54.0
20.3

In the case of GPs belonging to the second cluster, once again it is assertive patients who receive costly examinations in the highest ratio, and it is the socially deprived who receive the most basic, locally available tests in the highest ratio.

However, with respect to this group of doctors almost all the groups of patients, with the exception of the socially deprived, receive a high ratio of high-cost examinations. In the case of very old, young or busy patients, high-cost tests administered locally or somewhere else also dominate.

The third group of GPs are those who examine virtually all their patients with locally available, basic equipment.

3.: locally available, basic tests (distribution %)


locally with basic equipment
locally with high-cost equipment
elsewhere with high-cost equipment

assertiveness
81.1
13.2
9.7

social deprivation
98.6
1.4


age specificity
91.2
8.8


high risk factor
86.2
10.2
3.6

At the same time, it is evident that even in this group patients who are assertive receive relatively the highest ratio of high-cost examinations, while patients who are socially deprived receive the lowest ratio.

4.: deprivation is important (distribution %)


Locally with basic equipment
Locally with high-cost equipment
Elsewhere with high-cost equipment

Assertiveness
8.6
25.7
65.7

Social deprivation
18.5
54.3
27.2

Age specificity
64.0
28.8
7.2

High risk factor
34.8
48.0
17.3

The preferences of the fourth group of doctors are very interesting. First, those patients who are assertive get the highest ratio of high-cost examinations, but the socially deprived patients also receive a high ratio of examinations with this type of equipment.

The table below shows the distribution of the various groups of doctors. The highest ratio of doctors are those in whose practices the assertive patients tend to receive high-cost examinations, while socially deprived patients tend to receive low-cost examinations.


distribution %

1.: assertiveness is decisive
42.8

2.: age and deprivation are decisive
17.6

3.: basic and local
21.5

4.: deprivation is decisive
18.1

Consequently, each group of doctors favours assertive patients the most. The question is, what is the reason for the significant differences? The first thing that comes to mind is the level of equipment in a doctor’s office: doctors who do not have the necessary, high-cost equipment will refer the patient to a higher level (or a lab where the required equipment is available).

Distribution of doctors with different preferences for the cost level of examinations with respect to various groups of patients, by level of equipment in the doctor’s office (%)


poor
medium
good or very good
average

1: Assertiveness is decisive
60.9
51.0
24.8
42.8

2: Age, risk factor is decisive
5.8
17.3
25.0
17.6

3: Basic, local
27.8
8.1
29.3
21.5

4: Deprivation is decisive
5.6
23.6
20.9
18.1

On the basis of the relation between patients’ status and the equipment of doctors’ offices, we can state that the level of equipment per se does not determine the total ratio of patients who receive high-cost examinations locally or somewhere else, because only assertive patients receive a higher-cost care in more than average numbers. However, GPs who prefer basic, locally available examinations may have either well or poorly equipped offices.

The relation between the low level of equipment in a doctor’s office and the fact that the doctor provides more high-cost services for assertive patients is not a causal but a correlative
 relationship. The conclusion we can draw from this is that assertive patients receive more high-cost services because they “insist on” them (provided they know what to “insist on”).

The fact that a doctor’s office is well-equipped does not necessarily mean that socially deprived patients will receive high-cost services (locally or otherwise).

Because the location of the practice can determine how easy it is for the patient to have a test done that is not offered locally, we examined the relationship between the size and administrative status of settlements and the frequency with which non-local tests are performed. The data show that GPs in Budapest tend to prefer local tests while GPs in villages tend to prefer high-cost tests with respect to two groups of patients: assertive and socially deprived patients. While amounting to differences of just a few percentage points, these interrelations are nonetheless statistically significant.

We also wished to compare the workload of GPs with their relative tendency to refer the patient to a high-cost test instead of conducting an analogous local test.

Distribution of doctors with different preferences for the cost level of examinations with respect to various groups of patients, by workload (%)

Doctors’ workload
1: Assertiveness is decisive
2: Age, deprivation is decisive
3: Basic, local
4: Deprivation is important

Small number of patients, low workload
35.0
6.5
42.5
16.0

Average workload
43.6
16.0
22.2
18.3

Many service hours, low on-call duty
33.2
39.8
18.7
8.2

Several settlements, above average on-call duty, few service hours
47.6
24.8
8.0
19.6

Several settlements, above average on call duty, many service hours
32.1
15.0
16.2
36.7

One settlement, high overall workload
61.5
13.1
6.3
19.1

Average
42.8
17.6
21.5
18.1

The high workload would provide a reason for the GP to send the patient to a higher level of care regardless of the patient’s status, but the data do not verify this assumption. What we see is that doctors who have the highest workload, serve several settlements, and have heavy on-call duties are twice as likely as average to provide high-cost services to socially deprived patients rather than assertive patients. The data in the table confirm the relation formulated above: the preference for tests at a particular level of cost with respect to the status of the patient cannot be explained by structural factors but by doctors’ attitudes to their patients’ status.

Further analysis of the data shows that there is no relation between the range of services offered by doctors to the various patient groups and GPs’ distribution by age or mobility by age. Furthermore, there is no relation with the level of education or the specific allocated time, either.

Therefore, it is worth concentrating on the relationship between the preference for a particular range of services with respect to various groups of patients and doctors’ attitude to their patients. This question evokes the interview mentioned in the introduction to this chapter, which confirmed that the patient’s social status, assertiveness and compliance perceived by the doctor may be strongly related. Another relation is the cost level of the test (and therapy, as we shall see) offered by the GP to a patient of a particular social status, or, in other words, the extent of the doctor’s investment, i.e. the cost of the equipment that the doctor sees fit to invest in a particular patient. Although this statement may be shocking, the data show a very strong correlation between the patients’ social and socio-psychological status, with the resulting level of assertiveness, and the cost level of the equipment used.

As we have indicated in relation to the interview mentioned above, we examined how a patient’s potential to decrease risk factors and his or her level of cooperation is related to the cost of procedures received by the patient. In order to verify this relationship, we asked the doctors to evaluate the level of their patients’ ability to decrease risk factors on a scale of 1-5 (e.g. how willing patients are to change habits that are harmful to their health, etc.). After we factorised the results we saw three markedly different groups of patients: patients of high social status, at-risk patients (including patients of low social status and addicts), and patients with low compliance (theatrical, undisciplined and very busy patients)
. 

The average factor weights of the three main patient groups separated by the ability to reduce risk factors vary significantly in the various GP groups who prefer differing testing cost levels
. Doctors who regard assertiveness as an important factor when they decide on the range of examinations they will offer their patients see the potential of socially deprived, at-risk patients to reduce risk as significantly lower. On the other hand, doctors who also allocate high-cost examinations to a high ratio of socially deprived patients regard the potential of their socially deprived patients to reduce health risks as high.
The basic difference between the four clusters of doctors’ preference is the extent to which socially deprived patients receive high-cost examinations (because assertive patients receive those in high ratios in all four groups). Therefore, we took a more in-depth look at socially deprived patients to see the relation between the willingness to reduce risks as perceived by the doctors and the range of tests offered. In order to do this, applying a factoring procedure performed on factor coefficients, we divided the socially deprived, at-risk patients’ ability to reduce risks (as perceived by doctors) into three equal groups. The following table shows the distribution of the three layers among the groups of doctors representing the various ranges of test costs.

Socially deprived patient groups: perceived distribution of risk-reduction potential (%) in the various GP groups advocating different medical-test cost levels 

low
medium
high

1: Assertiveness is decisive
42.1
36.0
21.9

2: Age, risk factor is decisive
29.0
47.2
23.8

3: Basic, local
24.0
26.6
49.4

4: Deprivation is decisive
30.2
23.7
46.1

Average
34.0
33.8
32.2

Doctors who prefer locally performed examinations with basic equipment and those who make available high-cost examinations to socially deprived patients are twice as likely to consider the risk-diminishing potential of socially deprived patients high than those who primarily offer basic, locally available examinations (doctors who prefer assertive patients). At the same time this latter group of doctors tends to consider the risk-diminishing potential of socially deprived patients low.

Causal analysis with linear regression supports the above assumption: doctors’ perception of their patients’ risk-diminishing potential is causally related to the cost level of the services socially deprived patients receive
.

Therefore, the assumption is correct that certain doctors believe that high-cost, beneficial examinations are a better “investment” in the case of assertive or high-status patients than in the case of low status patients. This is also related to how doctors see their socially disadvantaged patients’ risk-diminishing potential, and therefore, future. The risk-diminishing potential perceived by doctors is not an objective indicator, that is, it does not indicate patients’ real potential to reduce risks in their lives; it is an attitude. Nothing illustrates this more clearly than the fact that doctors mentally categorise patients according to their social status. In addition, doctors perceive the risk-diminishing potential of certain socially defined patient groups as different in and of itself: they perceive the risk-diminishing potential of assertive and socially well-positioned patients as worse on average than that of deprived patients!

High-status patient groups: perceived distribution of risk-reduction potential (%) in the various GP groups advocating different medical-test cost levels

low
medium

1: Assertiveness is decisive
32.6
67.4

2: Age, risk factor is decisive
19.3
80.7

3: Basic, local
36.2
63.8

4: Deprivation is decisive
44.8
55.2

Average
33.2
66.8

The conclusion is that the perceived risk-diminishing potential will result in low-cost examinations if the patient is socially deprived and has low social status.
The next question is what the perception of the risk-diminishing potential really depends on. Objective factors regarding risk-diminishing potential undeniably exist; however, doctors’ perceptions are subjective and they see differences in this potential according to differences in social status.

Because the doctor-patient relationship consists of communicative interactions, it is natural that trust and understanding between patient and doctor can influence attitude. It is extremely difficult to measure directly and reliably the level of trust between doctor and patient, but it is possible to make estimates about the communication itself. We asked doctors to indicate on a scale the ease or difficulty of communication with respect to different patient groups, how well they understand the patients’ problems and how well patients understand the doctor’s advice. The factor analysis of the answers from the point of view of communication reveals three groups of patients: perhaps it is not surprising that a group with low compliance, a group of low social status, and another of high social status emerges.

On the basis of the data in the following table, we analysed the ease or difficulty of communication within the group of socially deprived, at-risk patients experienced by doctors who perceive the risk-diminishing potential of these patients differently.

The average of communication coefficients according to the three layers by risk-diminishing potential of socially deprived patients

risk-diminishing potential


poor
-0.3045

average
0.0748

high
0.1463

The data demonstrate that doctors who consider the risk-diminishing potential of socially deprived patients low also experience low quality, mutually inhibited communication with the members of this group. By contrast, doctors who consider the risk-diminishing potential of these patients high also consider communication with these patients easy.

The ease or difficulty of communication can generate conflicts just as much as real conflicts of interest can. Therefore, we asked which groups of patients doctors experienced conflicts with (loud argument, fight or brawl). We factorised the data with the method we used throughout our research, and as a result, three distinct groups of patients emerged as a hidden variable: a group with low compliance, a group of difficult patients (very old patients, those who live in inaccessible areas, the unemployed, busy patients), and a group of socially deprived patients (Roma, socially marginalized patients, patients with minimal schooling).

The next table demonstrates that doctors who perceive the risk-diminishing potential of socially deprived patients as low, average or high, reported varying degrees of conflicts in relation to the various groups of patients.

Average of conflict groups’ factor coefficients according to the three layers of risk-diminishing potential of socially deprived patients

Groups by conflicts with


low compliance patients
difficult patients
socially deprived patients

Poor
0.0830
0.0201
0.2088

Average
0.1009
0.0545
0.0084

High
-0.0866
-0.0608
-0.1954

Doctors who identified low compliance or difficult patients as a source of conflict did not report significant conflicts with socially deprived patients.

However, doctors who reported conflicts with socially deprived patients and considered their risk-diminishing potential high experienced more conflicts than average, yet those who consider the risk-diminishing potential of these patients high reported lower instances of conflicts than average.

The question is, what generates what? Is it that the doctors report more conflict because their communication with socially deprived patients is worse, they provide lower-cost services to them and therefore cause conflict, or is it that doctors start off by having more conflicts with these patients, and that therefore communication with them deteriorates and they pay less attention to them? The dilemma is which came first, because communication and one’s relations with the members of a particular social group are related to and reinforce each other in the course of everyday communication. Nevertheless, we can examine how doctors perceive the risk-diminishing potential of socially deprived patients, the frequency of conflicts and the quality of communication, that is, the relationship between these factors. By conducting a variance analysis we see that the relation between conflicts and communication is very strong: if a doctor considers a socially deprived patient’s risk-diminishing potential good, the relation between the lack of conflicts and the quality of communication is approximately 8%, which means that one explains the other to this extent. On the other hand, if a doctor considers the risk-diminishing potential of a deprived patient low, the relation between the frequency of conflicts and the low quality of communication is 23%, and that one therefore accounts for the other to this extent.

In summary
, the lesson from the above analysis, briefly stated, is that a group of GPs offers lower cost examinations to socially marginalized patients than to others, and at the same time their communication with these patients is of below average quality, and conflicts with them are more frequent than average. The causal factor in this phenomenon is the patients’ social deprivation, because, among other things, doctors consider these patients’ risk-diminishing potential low.

Institutional levels of therapy

Differences in the financial value of the various types of equipment used in medical examinations give rise to the issue of how levels of the recommended therapy are related to patient status. With regard to the now familiar patient groups, physicians were asked about their preferences concerning the course of the recommended therapy. 

· Did they prioritise primary care provided at their sole discretion on the general practice premises? 

· Did they refer patients to a higher institutional level of care after providing them with primary care at their sole discretion on the general practice premises
? 

· Did they refer patients to a higher institutional level of care
 immediately after a diagnosis was established?

These questions were geared to identify physician preferences. In our opinion, it is hardly surprising that, as regards the institutional levels of the prescribed therapy, the individual patient groups, formed on the basis of their social status, and physicians’ attitudes are very similar to the patterns analysed in the course of our investigations. Such close analogies substantiate our claims made in the section on medical examinations, i. e. that physicians’ perception of their patients is based on patients’ socio-economic and socio-psychological status, and that it is differences in the social status rather than medical conditions themselves, not inherent in human beings as social beings, that affect certain important dimensions of medical practice. However, let us start, once again, with the data analysed.

First, we had to clarify the GPs’ covert perceptions of their patients with respect to the recommended therapy. With regard to the patient groups listed, their responses to prioritised levels of medical care were factored
. As a result, three patient groups, the socially deprived, the socially privileged and low-compliance patients, could be outlined. It stands to reason that factors such as the severity of the disease in question and the availability of the necessary therapy at medical facilities, rather than the social status of patients should determine the recommended institutional level as well. 

The next step was to identify the clusters in which general practitioners could be included on the basis of the institutional level of therapy they recommend to the individual major patient groups. Based on the cluster analysis carried out, four stable clusters could be formed
. In what follows, they are presented one by one.

1. High institutional level of care for all (distribution in %, according to institutional levels of care)


Primary care on GP premises
Primary care on GP premises and referral to a higher institutional level of care 
Immediate referral to a higher institutional level of care

Deprived
10.9
81.5
7.7

High social status
3.7
91.3
5.0

Low compliance
8.8
82.1
9.1

General practitioners in cluster 1 provide treatment to the highest possible number of patients on GP premises, and then refer them to a higher institutional level of medical care. By far the highest proportion of general practitioners (32.9%) belong to this group. Compared to the attitude of physicians in the other clusters, theirs may be labelled as remarkably conscientious. An important aspect of this attitude is that patients are provided primary care on GP premises, i.e. as soon as reasonably possible; then, however, they are referred to a higher institutional level of care.

It should be noted, however, that, as regards access to treatment at a higher institutional level, the proportion of the socially deprived patients provided for by members of this cluster of highly dedicated and devoted general practitioners is approximately ten percentage points lower than that of patients with a higher social status. 

2. Primary care on GP premises for problem patients (distribution in %, according to institutional levels of care)

n
Primary care on GP premises
Primary care on GP premises and referral to a higher institutional level of care 
Immediate referral to a higher institutional level of care 

Deprived
59.4
32.0
8.6

High social status
16.8
51.4
31.9

Low compliance
53.5
40.2
6.3

Members of this cluster, representing 21.6% of general practitioners, strongly differentiate between the individual groups of patients. They provide primary care for most of the socially deprived patients and low-compliance patients on GP premises, without referring them to a higher institutional level of care. Rarely, if ever, are the socially deprived referred to a higher institutional level of care and/or offered specialist treatment. By contrast, over 50% of the general practitioners in this cluster refer patients of a higher social status to a higher institutional level of care after they have provided primary care to them. One-third do not provide primary care to patients with a higher social status at all. Rather, they immediately offer them the possibility of a higher institutional level of care. As, in contrast to the physicians in cluster 1, members of this group refer patients of a higher social status to a higher institutional level of care immediately, one could easily suspect that they pander to higher social standing and shift responsibility in the same breath. This is corroborated by the fact that, compared to physicians in the other clusters, a significantly higher number of physicians in this one find that patients with a higher social status have better potential for reducing risk factors. The overall standard of surgery equipment and facilities of the physicians in this cluster is above the national average. This is the very cluster of general practitioners who, compared to those in the other clusters, discriminate the most strongly on the grounds of social standing, creating gross disparities in levels of care for the socially deprived and the socially more privileged.

3. Primary care on GP premises for virtually everybody (distribution in %, according to institutional levels of care)

n
Primary care on GP premises
Primary care on GP premises and referral to a higher institutional level of care 
Immediate referral to a higher institutional level of care

Deprived
70.1
19.5
10.5

High social status
76.6
18.8
4.7

Low compliance
85.5
11.6
2.9

Overall, general practitioners in cluster 3, accounting for 23.6% of the total population, prefer to provide primary care on their own premises. Within this, however, there is a slight difference in their preferences with regard to the individual patient groups. They seem to give priority to the socially deprived over low-compliance patients. The latter are more often provided primary care on the GP’s premises than those in the other two groups. At the same time, however, the proportion of the socially deprived who are provided primary care first, then referred to a higher institutional level of care, is nearly identical to that of patients with a higher social status. Having said that, 10% of the general practitioners in this cluster refer the socially deprived to a higher institutional level of care immediately. The possibility of their intending to evade responsibility can be ruled out, since physicians in this cluster consider their socially deprived patients’ potential for reducing health-risk factors to be significantly lower than do those in the other clusters. Moreover, they can communicate with these patients better than can physicians in the other clusters. 

4. Actively avoiding low compliance patients (distribution in %, according to institutional levels of care)

N
Primary care on GP premises
Primary care on GP premises and referral to a higher institutional level of care 
Immediate referral to a higher institutional level of care

Deprived
78.6
16.6
5.6

High social status
61.2
33.5
5.3

Low compliance
19.2
63.0
17.8

Representing 22%, physicians in cluster 4 decide on the level of medical care for their patients on the basis of their social status and degree of compliance. Socially deprived patients are almost invariably provided primary care on the GP’s premises. By contrast, low-compliance patients are a different story. A large number receive primary care first and then they are referred to a higher institutional level of care. And nearly one-fifth of the physicians in this cluster refer them to a higher institutional level of care on the first visit. As physicians in this cluster provide primary care for only a very small proportion of them, owing to their poor compliance, the tag on this cluster seems to be appropriate.

It should also be added that it is this cluster of physicians who decide on primary care for the socially deprived in the highest number of cases. The question is what the underlying reason is for such discrimination in terms of the assigned institutional levels of medical care. Analyses suggest that, regardless of the social status of patients, the number of conflicts between physicians in this cluster and their patients is no higher than average. Furthermore, the quality of communication between doctor and patient is average in each patient group. A considerably higher proportion of physicians in this cluster work in villages than do physicians in the other clusters discussed above.

Our findings have shown that general practitioners seem to base their decisions related to the recommended therapy level on the social and socio-psychological status of the patient. It follows that, in our opinion, selection from among institutional levels of therapy depends on such status rather than, for instance, some protocol or other. 

Physicians’ age and qualifications as well as the maximum amount of time spent per patient affect neither the preferred institutional level of therapy, nor the cost level of medical examinations. There arises the question of how physicians’ caseload and changes in such load influence the selection of the individual institutional levels of therapy. Data
 reveal no unequivocal correlation between caseload and physicians’ providing primary care or referring patients to a higher institutional level of therapy. Both physicians with average caseload and those with higher caseload attributable to their practice in rural communities often recommend a higher institutional level of medical care. A higher-than-average number of physicians responsible for several communities and working longer-than-average surgery hours, prefer primary care on GP premises.

‘Hard’ data fail to provide an explanation for differing physician preferences. However, since, as attested to by the cost analysis of examinations, for instance, patient potential to reduce risk factors has turned out to have strong explanatory power, they deserve our attention. 

A higher proportion of the physicians who refer all their patients to a higher institutional level of medical care claim that socially deprived patients’ potential to reduce risk factors is high. This perception has high, 23%, explanatory power for the inclusion of these physicians in this very cluster
.

The general practitioners who provide primary care on GP premises for virtually every patient, and those who actively avoid low-compliance patients, providing primary care on GP premises mostly for the socially deprived, consider socially deprived patients’ potential to reduce risk factors below average. (This perception represents a 13% explanatory power.)

Distribution of physicians by the perceived risk reduction potential categories of socially deprived patients in the given institutional therapy-level preferences (%)

Low
Moderate
High

High institutional level of care for all 
21.7
37.8
40.5

Primary care on GP premises for problem patients 
32.0
44.1
23.9

Primary care on GP premises for virtually everybody 
48.1
21.4
30.5

Actively avoiding low compliance 
47.7
27.9
24.4

Average
35.2
33.6
31.2

Based on the foregoing, it stands to reason that preference groups should be compared according to cost levels and institutional levels of therapy. 

Distribution of physicians by various cost-level preferences in the given institutional therapy level preferences (%)

Interest representation power is critical factor
Age and risk factors are major considerations
Essentially primary care on GP premises
Deprivation is a major consideration

High institutional level of care for all 
29.2
15.7
29.3
25.8

Primary care on GP premises for problem patients 
45.1
38.3
2.3
14.3

Primary care on GP premises for virtually everybody 
32.3
10.7
42.9
14.1

Actively avoiding off low compliance 
70.8
7.0
10.9
11.3

average
42.8
17.6
21.5
18.1

Data suggest that the two types of attitude are closely linked and reinforce each other. A higher-than-average proportion of the physicians recommending a high institutional level of care to all their patients say that social deprivation is a major consideration in their finding appropriately priced medical examinations. 

The general practitioners who provide primary care for all their patients on GP premises also prefer carrying out examinations on GP premises.

Physicians actively avoiding low-compliance patients and providing primary care mostly for socially deprived patients also provide high-cost medical examinations for patients with high interest representation power.

A causality analysis of the two types of attitude reveals that it is concomitance rather than causality that best describes the relationship between them, i.e. that, reinforcing each other, they have a combined impact on the doctor-patient relationship.

To sum up, some general practitioners provide therapy for socially marginalised patients at a lower institutional level, for which the underlying reason, similarly to the costs of medical examinations, is the social deprivation of these patients. The fact that these patients’ potential to reduce risk factors is deemed low is also a contributing factor.

Costs of medicines prescribed 

In the course of the study, we attempted to establish whether general practitioners took into consideration the costs of medicines when they prescribed them for patients in the individual groups. This aspect inevitably influences the success of the therapy prescribed if, for instance, the patient cannot afford the medication or, at least, not all the medication prescribed. Furthermore, this is also an issue of social solidarity, all the more important to emphasise as it has ethical implications of particular relevance to the medical profession, which is, after all, supposed to be one of the caring professions. One might even think, albeit naively, that physicians have a vested interest in patients’ earliest possible full recovery, regardless of their financial capacity. Thus, both common sense and moral reasoning should encourage physicians to allow for their patients’ financial capacity when prescribing medication for them.

As described in earlier sections, physicians were asked to rank the frequency of their allowing for the cost of medication prescribed for patients in the patient groups listed
. The data thus obtained was factored, producing the three, now familiar, groups of patients: the socially deprived, the socially privileged and low-compliance patients
. In the next step, a cluster analysis was performed on factor weights. As a result, four stable clusters of physicians were outlined
, each showing a different type of attitude towards the individual patient groups.

Four clusters of physicians according to allowance for the costs of medicines in a breakdown of patient groups – in percentage of “yes” responses to the statement “often or always allowing for the costs of medicines” 


High social status
Deprived
Low compliance

Socially sympathetic
24.0
86.0
15.1

Socially and socio-psychologically sympathetic
12.3
91.2
68.7

Unsympathetic
22.3
31.6
34.6

Allowing for costs in each patient group
92.4
94.9
94.5

Representing 26.1% of all the general practitioners included in the study, those in the cluster labelled as ‘socially sympathetic’ frequently take into account the costs of the medicines when they prescribe them for their socially deprived patients.

The general practitioners in the cluster labelled as ‘socially and socio-psychologically sympathetic’ take into account the costs of the medicines that they prescribe for their socially deprived patients in the highest proportion and in a similarly high proportion when they prescribe medication for low-compliance patients. They are also the ones who take into account the costs of the medicines the least frequently when they prescribe them for their affluent patients. This may also reflect their assumption that such patients can afford expensive medication. This group represents the highest proportion of general practitioners (29.9%), and is the most sympathetic of them all, responding in an ethical manner to patients’ economic capacity.

Members of the cluster labelled as unsympathetic (representing a proportion of 16.6%) take into consideration the cost of medicines the least frequently when they prescribe them for their socially deprived patients. Low proportions for the other two groups of patients suggest that the general practitioners in this cluster are from the outset indifferent to their patients’ economic background.

Members in the fourth group, representing 27.4%, allow for the cost of medication in the case of each patient group, regardless of the patient’s social status.

At least a few variables should be able to provide explanation for the relationship between the cost of medication and patients’ social status. Analyses, however, seem to suggest that the cost-of-medication attitude is an independent factor that cannot be accounted for by either physicians’ age, qualifications or time spent in practice, or their perception of patient behaviour to reduce risk factors.

We conclude that general practitioners’ solidarity or lack of solidarity, as reflected in their allowing for the cost of medication, is an independent dimension determining the affordability or otherwise of medicines that, for example, socially deprived patients have to face.
Post-therapy follow-up

Before moving on to discuss specific differences in attitudes towards Roma patients, we should first mention the results of another process studied, i.e. the frequency of follow-ups and their dependence on patient groups. Our initial working hypothesis was that, though follow-ups did not necessarily form an integral part of GP practice, the cases in which they did might reveal a lot about physicians’ perception, and hence, indirectly, their relationship with the individual groups of society.

With regard to the individual patient groups, general practitioners were asked how often they performed follow-ups and to what extent they found that follow-ups were necessary. Based on factored data from responses to this question, patients are categorised according to medical considerations rather than social status.

Based on the factor analysis
, patients can be categorised by three hidden dimensions. The first category of patients, owing to their strong heterogeneity, has a wide spectrum. The second comprises the now familiar low-compliance patients. The third one includes patients with the lowest life expectancy (e.g. the very old and those returning to a high-risk-factor environment after therapy).

As a result of a cluster analysis of factor weights, four stable clusters of physicians were outlined 
. 

Clusters based on follow-ups – percentage of answers ‘never or rarely’ and ‘often or always’ to question on the frequency of follow-ups 


In each case
It depends
Problem patients
Depends on the patient group


Never, rarely
Often, always
Never, rarely
Often, always
Never, rarely
Often, always
Never, rarely
Often, always

Wide spectrum

98.8
8.6
5.4
21.0
18.4
4.9
57.3

Low compliance

98.7
12.8
15.7
13.4
49.6
33.3
21.6

Lower life expectancy 

94.1
9.4
17.3
0.3
89.6

88.8

Physicians in the first cluster (representing 23.5% of all the physicians included in the study) always or often provide follow-ups for all three patient groups.

The second cluster (representing 25.5% of all the physicians included in the study) has been labelled as ‘It depends’, since the physicians in it almost invariably said that follow-ups depended on the case at hand. That is to say, the provision of follow-ups depended on the patient in question rather than the group he or she belonged to. 

Physicians in the third cluster, representing the largest proportion, or 40.9%, of all the physicians included in the study, provide follow-ups predominantly for problem patients and, within that, for the very old and those returning to a high-risk-factor environment; their pursuit of follow-ups for patients in the broad spectrum depends on the case at hand. 

Finally, the fourth cluster, which represent the lowest proportion (10%) of all the physicians included in the study, has been labelled as ‘Depends on the patient group’, for they provide follow-ups for patients with reduced life expectancy to a large extent; one-third do not provide any follow-up for low compliance patients; one-fifth frequently provide follow-ups for over half of the patients in the broad spectrum group, whereas the provision of follow-ups for the rest of the patients is subject to case. This cluster of physicians thus seem to base their decision on the provision of follow-ups on patients’ life expectancy and socio-psychological status.

Having studied physicians’ caseload, we came to the conclusion that, although physicians’ attitude towards the provision of follow-ups varied from one group per amount of caseload to the next, caseload did not impact this attitude fundamentally.

It is safe to assume, therefore, that the provision of follow-ups as an optional course of action for general practitioners hinges primarily on professional considerations and personal preferences rather than patients’ social status.
Furthermore, the reason why it is worth pointing out that, in this specific case, data confirm that physicians do not always base their decisions on patients’ social status is that some general practitioners do base their decision on the provision of follow-ups on whether the person affected by such a decision is a member of the Roma or not. This is our main contention presented in the section on the analysis of the special relationship between physicians and members of the Roma.

In the course of our research, data were also collected, in a breakdown of patient groups, on the frequency of unjustified emergency calls for general practitioners. We also collected information on the frequency of general practitioners’ visits to the homes of the various patient groups and on their attitude towards providing home care. The reason why we do not discuss the results in detail here is that, except for the insight they provide into physicians’ relationship with their Roma patients, they yielded very few new facts. The only new conclusion is that, except for physicians’ relationship with their Roma patients, as regards the above two issues, low-compliance patients stood apart from those in the other two groups. 

Judging from what could be analysed within the framework of our study, the costs of medical examinations, the institutional levels of therapy and allowing for the cost of medication are major factors in the inter-relatedness of equal or unequal access to medical care, social inequalities and physicians’ attitudes.

What is and what isn’t affected by attitudes towards Roma?

With regard to the issue of equal opportunities, the Roma are a particularly disadvantaged group, since they are afflicted not only by poverty and its ramifications, but also by negative social bias and racial discrimination, discernible in various aspects of life. According to benchmark estimates, approximately two million people live around or below the poverty line in Hungary today. Though, out of these two million, only about six hundred thousand are Roma, there is a major difference between the Roma and non-Roma members of the socially deprived population, overriding even the issue of negative ethnic bias and discrimination. Namely, that the life expectancy of the Roma is ten years shorter on average, and, relative to the majority of society, the proportion of the medical conditions afflicting them is strikingly high. 

Our previous research revealed that, similarly to the underprivileged and marginalised members of other societies, a higher proportion of ailments among members of the Roma was attributable to poverty. Our research sought to establish whether or not certain types of attitude in primary care towards members of the Roma affect certain aspects of medical practice.

Based on the preceding sections, it is clear that this issue should be more broadly interpreted: it is the socially deprived and disadvantaged themselves towards whom general practitioners show a discriminative attitude. Some general practitioners provide a quantifiably lower level of medical care to the socially deprived and the poor.
Research data also provide for the possibility of examining the disadvantages that the Roma, along with the socially deprived and the poor, suffer in the issues studied. At this juncture, we should recall the above claim that the proportion of diseases among members of the Roma is high. Our first priority was to identify the extent to which physicians themselves were aware of the fact that members of the Roma were more afflicted than those of the surrounding society, and pinpoint the factors affecting physicians’ related awareness.

Awareness of the proportion of diseases among members of the Roma 

No representative survey at the national level is available on the extent to which members of the Roma, relative to society as a whole, are over- or underrepresented in the individual groups of diseases
. Nevertheless, our research conducted in Borsod County two years ago may serve as a solid basis. (One-third of the Hungarian Roma live in Borsod County. Their spatial distribution there is rather similar to that in such other counties where the proportion of the Roma is high. Also, these counties are economically less developed than others.) Thus, there is no reason to seriously believe that data on Borsod County are materially different from national data to be published soon.

Therefore, in order to evaluate how realistically physicians perceive the proportion of diseases among members of the Roma, data on Borsod County, serving as a starting point, seem to be an obvious choice. They are also the most valid ones currently available. 

In the course of data recording, we provided general practitioners with a list of internal diseases the incidence of which among members of the Roma had been known to us
. We asked them to decide whether the incidence of the disease in question was less frequent among members of the Roma, as frequent among members of the Roma as among the non-Roma members of the society or more frequent among members of the Roma.

The following method was adopted in the course of data analysis. Our aim was not confined to merely learning how physicians en masse perceived the proportion of medical conditions among Roma. Rather, we intended to find out what affected physicians’ perception, and to identify the underlying reasons. Therefore, we could not be content with a simple comparison of their opinions in a breakdown of disease groups with quasi-benchmark data on Borsod County. Accordingly, we followed a method, similar to the one we had adopted in attitude analyses before. Thus, as a first step, we examined the covert variables into which responses arranged diseases, i.e. the internal grouping that had evolved among the individual disease groups.

A factor analysis was performed on the data obtained
. Based on the results, five large groups of diseases could be outlined with respect to differences in the incidence of diseases among the Roma and non-Roma members of society. 

The first factor includes transient disruptions of cerebral circulation, hypertony-related diseases, ischaemic heart condition and cerebrovascular diseases. International standards point to a strong correlation between these diseases, especially between hypertony, cerebrovascular diseases, strokes and ischaemic heart condition. The umbrella term for this factor is cardiovascular diseases. 

The next factor includes rather a large number of diseases: TBC, tumour diseases, chronic diseases of the lower respiratory tract, asthma, gastrointestinal diseases and diseases of the liver. The reason for the inclusion of these diseases in one common factor is that, although to a varying degree, they are all closely related to one or more aspects of a high-risk lifestyle, i.e. smoking, alcohol abuse, poor and unhealthy diet and/or poor housing and accommodation. Therefore, this factor is called a lifestyle and housing and accommodation-related factor.

The third factor includes exclusively the diseases of the skeletal system (e.g. deformational spinal disorders, spondylosis and osteoporosis).

The fourth factor includes the diseases of the blood vessels and the hematopoietic system as well as iron-deficiency aenemia. These diseases, particularly iron-deficiency aenemia, which is very common among members of the Roma, are classed as typical of developing countries by the international literature.

Finally, the fifth factor includes non-organic mental and behavioural disorders as well as diseases caused by psychoactive agents; they are closely associated with a low threshold level of stress tolerance, depression, etc, and hence with phenomena that generally accompany desperate living conditions.

The next step was to perform a cluster analysis with the coefficients of the disease factors. As there were no data available from the data records in Borsod County on non-organic mental and behavioural disorders among members of the Roma
, general practitioners’ perception of incidences could not be compared with benchmark data. Therefore, scores for the fifth factor were excluded from the procedure of clustering
. Based on the analysis, four stable clusters of physicians could be outlined. 

In order that cluster perceptions of the incidence of diseases among members of the Roma may be interpreted, data from the Borsod County analysis are worth recalling here. Data are presented according to the averages of the disease group factors based on physicians’ frequency perceptions. (The multiplier denotes how many times the proportion of diseases among members of the Roma is higher in each factor.)


Multiplier

Cardiovascular
6.7

Lifestyle and environment-related
5.7

Diseases of the skeletal system
6.9

Diseases of the blood vessels and the hematopoietic system
10.3

1. Relatively aware – percentage of responses to the question on ‘frequency of the incidence of the diseases in question in the Roma population’ 


Less frequent
The same
More frequent

Cardiovascular

25.3
74.7

Lifestyle and environment-related

46.2
52.2

Diseases of the skeletal system

67.8
32.2

Diseases of the blood vessels and the hematopoietic system

66.7
30.4

Representing 13.9% of the entire population, the general practitioners in the first cluster are ‘relatively aware’ of the prevalence of diseases among members of the Roma. Compared, at least, to general practitioners in the other clusters, they almost invariably say that the proportion of the diseases included in the individual factors is higher among them. Although the proportion of the diseases in all disease factors is higher among members of the Roma than among members of the society as a whole, and within this, the indicator of iron-deficiency aenemia, also labelled as a disease of the third world, is alarmingly high, less than one-third of the physicians included in this cluster labelled as ‘relatively aware’ think that members of the Roma are more frequently afflicted with this disease. At the same time, this is the only cluster of physicians who are acutely aware of the fact that the proportion of cardiovascular diseases is much higher among the Roma than the non-Roma members of the society. The use of the word ‘relatively’ in the tag on the cluster is all the more justified as barely more than fifty percent of the physicians in this cluster have become aware of or identified a high incidence of the diseases related to poor housing and accommodation and a lifestyle of deprivation among members of the Roma. On the other hand, this is the only cluster in which none of the physicians thinks that members of the Roma are afflicted by any of the diseases included in the disease factors less frequently than the non-Roma members of the society are.

2. Not sympathetic – percentage of responses to the question on ‘frequency of the diseases in question in the Roma population’ 


Less frequent
The same
More frequent

Cardiovascular
6.1
89.0
4.9

Lifestyle and environment-related
6.5
79.9
13.6

Diseases of the skeletal system
14.1
83.5
2.3

Diseases of the blood vessels and the hematopoietic system
3.8
89.8
6.5

Representing the highest, 46.4%, proportion, physicians in the second cluster are essentially of the opinion that the proportion of the diseases in the individual disease factors is broadly identical among the Roma and non-Roma members of the society. It follows that the tag on the cluster suggests that they are simply unsympathetic to the more acute and numerous problems of the Roma.
3. Lifestyle and social background-related problems – percentage of responses to the question on ‘frequency of the diseases in question in the Roma population’


Less frequent
The same
More frequent

Cardiovascular
39.5
59.0
1.6

Lifestyle and environment-related
5.2
32.7
63.8

Diseases of the skeletal system
50.4
46.3
3.3

Diseases of the blood vessels and the hematopoietic system
2.9
37.4
61.2

Physicians in the third cluster think that, in the case of two disease factors, the incidence of the diseases included in them is higher, and that the reasons for this include poor life conditions and diet as well as a lifestyle of deprivation. Representing 12.3% of the overall population, physicians in this cluster also think that the incidences of cardiovascular diseases of the Roma are identical or even lower than those of the skeletal system. 

4. Lifestyle problems – percentage of responses to the question on ‘frequency of the diseases in question in the Roma population’


Less frequent
The same
More frequent

Cardiovascular
14.8
81.7
3.6

Lifestyle and environment-related
5.0
33.0
62.0

Diseases of the skeletal system
23.3
61.8
15.0

Diseases of the blood vessels and the hematopoietic system
31.0
67.0
4.1

The responses of the physicians in the fourth cluster, representing 27.4% of the general practitioners included in the study, are similar to those of the physicians in the third cluster in the sense that most believe that the proportion of the diseases related to social deprivation is higher in the Roma population. However, in contrast to the third cluster, they fail to identify the higher incidences of diseases of the blood vessels and the hematopoietic system. 

To sum up, only in the case of the disease factors manifestly related to Roma poverty can physicians in the third and fourth clusters identify a higher incidence of diseases in the Roma population, while they fail to identify similarly frequent disease factors which are less manifestly related to poverty.

Aggregate data reveal that a total of 86.1%, i.e. an overwhelming majority, of the general practitioners are not or not satisfactorily aware of the Roma’s enhanced exposure to diseases in the case of two or more disease factors. This also implies that they are unlikely to think that members of the Roma need a larger number of preventive and screening programmes or other medical interventions, which could reduce the incidence of these diseases among them.

The next step was to discover the causes, i.e. to identify the underlying reasons for general practitioners’ perceptions of the proportion of diseases in the Roma population, and to pinpoint potential factors of causality.

Firstly, we should take stock of what is not related to these perceptions, the reason for this being that the majority of the factors discovered in the course of the study are unrelated to them. Thus, whether general practitioners are aware of a higher proportion of diseases in the Roma population is unrelated to:

· qualifications (e.g. the number of specialist medical examinations and the number of credits received upon the completion of post-graduate courses),

· age and age-related mobility (i.e. experience and expertise),

· the proportion of Roma patients provided for (also a factor of experience and expertise),

· the size and administrative status of the settlements where medical care is provided.

Thus, an awareness of the incidence of morbidity among the Roma population is essentially unrelated to ‘hard’ variables, which fail to provide an explanation for the depth of knowledge concerning the individual groups. However, a few attitudes have turned out to be related to it.

The quality of communication and the frequency of conflicts with socially deprived and disadvantaged people varies by the various GP groups separated according to extent of their awareness of the incidence of disease in the Roma population.

Perception of the frequency of the incidence of disease in the Roma population – averages of the factor coefficients of the quality of communication and the frequency of conflicts 


Communication 

with the deprived 
Conflicts

with the deprived

Relatively aware
0.4280
-0.1215

Unsympathetic
0.0399
-0.0795

Lifestyle and environment-related problems 
-0.1765
0.0147

Lifestyle problems
-0.1942
0.2979

The physicians who are relatively aware of a high prevalence of diseases among the Roma are also able to communicate with the underprivileged better than average. Also the number of conflicts they have with them is below average.

The physicians who are unsympathetic to the high prevalence of diseases among the Roma represent the average in all respects. Those who perceive the high incidence of poverty-related diseases only are below-average communicators when it comes to communicating with their disadvantaged patients. The number of conflicts they have with them is above average.

No higher-than-average number of conflicts are reported by physicians who consider the frequency of the diseases attributable to a deprived lifestyle and disadvantaged background to be high. However, the quality of their communication with the socially deprived is below average. 

Apparently, the depth of awareness, communication and the resultant conflicts are closely related. As the doctor-patient relationship is an interaction manifesting itself in a communicative space on a daily basis, we assume (and this is substantiated by the analysis) that it is concomitance rather than causality that best describes the relationship between awareness and the quality of communication. After all, these two factors mutually affect each other, one either improving or impairing the other: if there is an appropriate degree of confidence between the physician and his disadvantaged patients, this is highly likely to imply that he simply has a better eye for the special status and problems of this group of the population. And vice versa: if he fails to grasp the problems facing his Roma patients satisfactorily, by doing so, he also undermines confidence, and hence the quality of communication, with conflicts being more likely to arise.
At this juncture, we should pause for a moment, since, during the interviews conducted in the preparatory phase of the research, physicians’ recurrent reasoning was that the reason why the relationship between physicians and the Roma was so discordant was that … (and you recount your own horror story). Such reasoning suggests that the very characteristics of the Roma are inherently responsible for conflicts and poor communication (discordant relationship). However, this reasoning is flawed. The above analyses prove that certain members of the GP community are ultimately unable to communicate with the socially deprived and disadvantaged, regardless of their ethnicity. They come into conflicts with and provide a lower, albeit – in all likelihood – professionally fully justified, level of care for them. However, medical parlance blames ethnicity rather than poverty on e.g. troubled relationships. It is safe to say that this is a textbook example of cognitive dissonance reduction: representatives of the medical profession who, pursuant to the very principles of their profession, should not be engaged in conflicts with their patients, can only rationalise conflicts if they can also rationalise the causes of such conflicts by singling out some quality of the patient to blame conflicts on. Citing ethnicity is a common means of such rationalisation. 

It follows that, in the next step, various types of attitude towards the Roma should be compared with perceptions of the prevalence of diseases.

Distribution of the persons voicing opinions of the prevalence of diseases in the Roma population according to the types of attitude towards the Roma


Relatively aware 
Unsympathetic
Lifestyle and environment-related problems
Lifestyle-related problems
Average

Rejects anti-Roma sentiment
21.1
10.3
20.0
6.8
10.8

Not anti-Roma 
27.3
35.0
23.7
21.2
28.5

Non-discriminatory 
32.8
24.4
17.0
26.4
27.7

Prone to anti-Roma sentiment
7.0
19.1
21.8
38.0
22.2

Strongly anti-Roma
11.7
11.2
17.4
7.6
10.8

Within the category of physicians rejects anti-Roma sentiment, the number of the general practitioners who are relatively aware of the prevalence of diseases in the Roma community is twice the average. Their representation among the physicians who do not discriminate against the Roma is also above the average. The condemnation of anti-Roma prejudice has a significant causal impact: it has an 11% explanatory power for above-average awareness of the proportion of diseases in the Roma population. 
Interestingly, within the category of physicians who are not anti-Roma, the number of those who are unsympathetic to the proportion of diseases in the Roma population is somewhat higher than average. However, examined with linear regression, the lack of prejudice against the Roma fails to be an explanatory factor. Such lack of causality chimes with the discovery that unsympathetic physicians’ quality of communication and the number of their conflicts are average. This in turn means that physicians’ failure to notice higher Roma proportions in any of the disease factors can be attributed to their indifference to the Roma. The ultimate concern here is that the general practitioners who are indifferent to the Roma account for close to half (46.4%) of the entire population. 
The general practitioners who deem only the disease factors related to a deprived lifestyle and background as more frequent represent a peculiar group of physicians riddled with contradictions. They are equally over-represented among those rejects anti-Roma sentiment and those strongly anti-Roma. Examining causality, however, we find that condemnation of anti-Roma prejudice has 9% explanatory power for such an opinion. There is no causality between anti-Roma prejudice and such perception. This in turn means that the condemnation of anti-Roma prejudice accounts for better awareness, at least as regards these two disease factors, while the other cluster of physicians notice high incidences of diseases among members of the Roma despite their strong anti-Roma feelings.

The physicians who can detect a higher incidence of only the disease factors related to deprived life conditions are over-represented among those prone to anti-Roma sentiment. Being prone to anti-Roma sentiment has strong explanatory power, with causality between this attitude and perception amounting to 21%. In the case of the general practitioners prone to anti-Roma sentiment, their very disposition explains why they can identify only one factor behind diseases afflicting the Roma. It is a proven fact that general practitioners prone to anti-Roma sentiment can communicate with socially deprived patients less efficiently than can general practitioners in the other clusters. 

It follows that it is daily occurrences of anti-Roma prejudice rather than its extreme versions that result in blindness to higher incidences of diseases among members of the Roma. By contrast, it is a proven fact that the condemnation of anti-Roma prejudice is an underlying reason for physicians’ full awareness of the trends in the incidence of morbidity among the Roma.

Processes of medical care

The results in the section on the social status of patients and processes of medical care revealed that the decisions of certain physicians on medical care were influenced by patients’ status. Lower-status, socially deprived patients are provided a lower level of care.

If special Roma-related situations are to be studied, it is essential to perform a joint analysis of patterns of anti-Roma attitudes as well as of Roma-related decisions. Let us begin with what, according to our analysis, is left unaffected by attitudes towards the Roma, i.e. the costs of medical examinations that physicians prescribe to the Roma. All the other processes heavily depend on attitudes towards the Roma.

As the level of conflicts is a highly influencing factor in the individual processes, it should be studied first.

Have you ever been engaged in conflicts with members of the Roma community? Percentage of responses


No
Yes

Rejects anti-Roma sentiment
88.3
11.7

Not anti-Roma 
70.9
29.1

Non-discriminatory 
63.4
36.6

Prone to anti-Roma sentiment
55.0
45.0

Strongly anti-Roma
43.7
56.3

The number of reports on incidences of conflicts with the Roma increases in accordance with the strength of anti-Roma prejudice. Only one-tenth of those rejects anti-Roma sentiment report incidences of conflicts with the Roma, compared to over half of the physicians deeply prejudiced against them. Some may well wonder whether it is conflicts themselves that generate anti-Roma prejudice. No causal relationship can be detected in either direction, which in turn means that it is concomitance rather than causality that best describes the relationship between bias against the Roma and incidences of conflicts with them. They reinforce each other cyclically from time to time, and one does not directly lead to the other.

Preferences for the individual institutional levels of therapy in the case of Roma patients according to types of attitude towards the Roma (%)


Primary care on GP premises
Primary care on GP premises and higher levels
Higher level immediately

Rejects anti-Roma sentiment
14.1
64.7
21.3

Not anti-Roma 
41.6
48.0
10.4

Non-discriminatory 
50.3
45.5
4.2

Prone to anti-Roma sentiment
40.9
51.3
7.8

Strongly anti-Roma
55.4
34.0
10.6

Average
41.9
48.6
9.5

Compared to the average, the general practitioners rejects anti-Roma sentiment refer their Roma patients to a higher level of care immediately twice as frequently. Furthermore, compared to the average, they provide primary care for their Roma patients on the GP premises and then refer them to a higher level of care 1.5 times more frequently. As physicians rejects anti-Roma sentiment are more aware of the proportion of serious diseases in the Roma population, it is safe to assume that the condemnation of anti-Roma prejudice as such, combined with this awareness, may explain referrals to higher levels of care. This is the only type of attitude towards the Roma whose impact can be identified, for both the general practitioners who are non-discriminatory and those strongly anti-Roma provide primary care for their Roma patients somewhat more frequently on GP premises, without referring them to a higher level of care.

Percentage of general practitioners often or always taking into account costs of medicines in the case of Roma patients 


%

Rejects anti-Roma sentiment
74.3

Not anti-Roma 
90.7

Non-discriminatory 
83.7

Prone to anti-Roma sentiment
79.1

Strongly anti-Roma
57.0

@In the same way as in the preferences for the institutional levels of medical care only the impact of anti-Roma sentiment could be identified, with regard to solidarity for the Roma (the extent to which general practitioners consider the cost of medicines when they prescribe them) only the impact of deep prejudice against the Roma could be detected, i.e. the extent to which general practitioners allow for the cost of medicines when they prescribe them. Compared to the average, general practitioners of such disposition only allow for costs in a mere 57% of all cases, compared to the 80-90% of those exhibiting any of the other attitudes.

We found it important to examine the proportion of physicians reporting unjustified calls from their Roma patients. To this end, we asked them about the frequency of such calls (unjustified out-of-hours calls, unjustified trips to Roma patients’ homes or unjustified visits from Roma patients).

Frequency of unjustified calls from Roma patients (%)


never, rarely
often, always

Rejects anti-Roma sentiment
47.6
40.0

Not anti-Roma 
10.9
45.1

Non-discriminatory 
28.7
60.0

Prone to anti-Roma sentiment
11.3
75.5

Strongly anti-Roma
25.9
60.2

Reports on unjustified calls from Roma patients offer rather a balanced picture. A total of 47.6% of all the physicians rejects anti-Roma sentiment say that they never or rarely get any, while 40% report that they regularly or always get such calls. At the same time, it is also they, physicians rejects anti-Roma sentiment, who report the lowest proportion of frequent unjustified calls.

At the other extreme, three-quarters of the physicians whose strong bias against the Roma manifests itself on a daily basis claim that they often or always get unjustified calls from Roma patients.

Thus, the proportion of responses of this kind from non-discriminatory physicians and those who are deeply prejudiced towards the Roma is broadly identical.

The section on follow-ups reveals that general practitioners are motivated mainly by professional or personal rather than social status-related considerations when they decide whether to take this optional course of action or not. At the same time, anti-Roma prejudice or the lack of it does affect decisions on follow-ups.

Frequency of follow-ups for Roma patients (%)


never, rarely
often, always

Rejects anti-Roma sentiment
1.0
70.8

Not anti-Roma 
0.0
63.5

Non-discriminatory 
7.4
59.2

Prone to anti-Roma sentiment
1.5
44.3

Strongly anti-Roma
3.8
46.6

Data on the frequency of follow-ups for Roma patients offer the most consistent picture. With regard to attitudes towards the Roma, the frequency of follow-ups is inversely proportionate to the degree of anti-Roma prejudice.

As was discussed, anti-Roma prejudice affects medical care provided to Roma patients. However, the way the Roma are treated is virtually unrelated to physicians’ attitude towards socially underprivileged and deprived patients. Given the results of the section discussing the development of anti-Roma bias, the latter fact should hardly come as a surprise, since prone to anti-Roma sentiments an ‘autonomous’ attitude, becoming increasingly widespread in society.

It should be borne in mind, however, that certain types of anti-Roma prejudice do not necessarily result in disadvantaged situations for the Roma in primary care. Relative to their colleagues, who are not anti-Roma, only few of even the most deeply prejudiced general practitioners provide reduced care for their Roma patients. In conclusion, it should be noted that anti-Roma bias, though to a small extent, does have a negative impact on the doctor-Roma patient relationship. Some of the physicians with a negative bias towards the Roma offer less in terms of care to their Roma patients than to non-Roma ones. Nevertheless, anti-Roma prejudice, at least on the basis of what could be established within the framework of our research, does not exert a negative impact on primary care to such a degree that appropriate interventions could not change it for the better. 
That the issue of the economically challenged and socially disadvantaged, regardless of their ethnicity, has come to take a somewhat lower profile outweighs even the significance of the adverse impact of negative biases towards the Roma. 

Health visitors

The surveyed population

A total of 4,120 health visitors are registered with the National Institute for Primary Care. These health visitors work in 1,555 settlements. Of these settlements, we know ratio of the Roma population in 1,514. As was the case with general practitioners, a sample was created by including settlements with a registered Roma population of over 1% (a total of 1,007). At the sample taking points of the settlements, the method of disproportionate sample-taking was used to determine the number of the health visitors to be included. Budapest and some municipalities are represented by a fewer number in the final sample than would be justified by their actual weight. As a result, a total of 2,736 health visitors were sent questionnaires. Of these, 693 returned the questionnaires by the deadline specified and in a suitable state for processing. In order to offset the distortions, data was weighted according to counties, the administrative status and size of the settlements and the estimated ratio of Roma within the various strata. Thus, data on the sample of health visitors as an independently surveyed group is valid with a ± 3.1% error margin and a 95% level of reliability
.

Disparities in access – structural issues

It is useful to start with a review of the questions and answers related to the settlements where health visitors work, the number of the settlements their activity covers, as well as the number of patients in their care. Basic data processed in the course of determining the sample reveal that the national distribution of health visitors is notably uneven, with the variation in workload among the nearly 3,000 health visitors in the 1,007 settlements included in the sample also likely to be considerable. The reason for this is that, in terms of workload, the situation in a larger settlement with a larger number of health visiting districts is different from that in settlements with fewer health visitors responsible for several settlements.

Consequently, one of our principal objectives was to shed light on the differences in workload, as these differences are significant in themselves, and could also exert a considerable impact on the quality of care. In the course of data recording, we attempted to obtain objective data that were likely to correspond to major structural factors influencing workload. Such data included the number of settlements and patients covered by health visiting, as well as the number of health visiting duties (as experience shows that health visitors, particularly those working in smaller settlements, perform not only health visiting duties, but also provide family support, social care and child welfare services).

The number of persons seen per health visitor – the question of workload

One of the first and fundamental questions that needs answering is what proportion of health visitors serve just one settlement, and what proportion work at more than one. Most health visitors work in an area in just one settlement (or several areas in one settlement), but there are some that serve as many as five or more settlements
. To allow us to make better use of the data obtained, we placed the health visitors into different groups according to the number of settlements they served.

Number of settlements served per health visitor (%)

One settlement 
78.1

Two settlements 
14.9

More than two
7.0

The majority of the health visitors working in Budapest or municipalities work only there; however, 5.7 to 8.8% also provide care at other places, in addition to their duties in these settlements with a large population. Close to half of those working in villages serve at least two settlements.

Number of settlements served by health visitors according to settlements’ administrative status (%)
Base settlement
One settlement
Two settlements
More than two

Budapest
93.6
5.7
0.7

Municipality
90.7
8.8
0.5

City/Town
82.7
13.6
3.8

Village
55.5
25.8
18.7

The smaller the settlement where health visitors’ central health visiting district is located
, the more frequently they serve two or more settlements. Only 40.5% of the health visitors in the smallest villages perform their duties in one settlement, while close to the same proportion work in at least three areas.

Number of settlements covered by health visiting according to the size of settlement population (%)
Base settlement
One settlement
Two settlements
More than two

Below 1,090 persons
40.5
22.6
36.8

Between 1,090 and 1,750 persons
45.3
29.7
25.0

Between 1,750 and 2,700 persons
61.1
35.7
3.1

Between 2,700-5,800 persons
74.3
17.9
7.8

Over 5,800 persons
90.8
8.2
1.0

As the size of the population in areas served by health visitors varies immensely and as we have data on health visitor caseload in the individual settlements, it was logical to use an aggregate index that could show the population size of the health visiting districts in all the settlements. The table shows the distribution of those served by health visitors according to the number of persons per health visitor.

The distribution of those served by health visitors by the number of persons per health visitor

Total number of persons served by one health visitor
%

Up to 340 persons
17.3

340 – 400
16.0

400 – 489
16.7

489 – 600
17.9

600 – 1,200
16.1

Over 1,200 persons
16.0

The number of persons served by one health visitor reveals more significant differences between the individual health visitors than does the number of the settlements they cover. The reason for this is that while the vast majority work in one settlement only, expressed in even percentage strata, the number of health visitors providing health visiting services for 300 to 400 persons is almost the same as that of the health visitors who are responsible for over 1,200.

Before we attempt to model health visitor workload, we should examine the proportion of health visitors who work full time and those who work as substitutes.

Proportion of health visitors working full time or as substitutes, as a percentage of total health visitors


No. of settlements served by health visitors working as substitutes


No. of settlements served by health visitors working full time 
0
1
2
3
4
5
Settlements where health visitors work full time %

0
0.0
1.8
0.4



2.2

1
76.5
7.5
0.3
0.2

0.2
84.7

2
7.0
0.8
0.3
0.1

0.5
8.7

3
1.6

0.2
0.1
0.2

2.1

4
1.2





1.2

5
0.8




0.2
1.0

6
0.2

0.1



0.3

Settlements where health visitors work as substitutes %
87.3
10.1
1.3
0.4
0.2
0.9
100.0

The maximum total number of settlements where health visitors work full time is six, whereas that of the settlements where they work as substitutes is five.

As regards health visitors’ employment status, the proportion of those only working as substitutes is just 2.2%, while 87.3 % work exclusively full time.

76.5% of health visitors work full time in one settlement only. 8.2% work full time and also as substitutes in one or more settlements. The data suggests that the number of persons and the number of settlements served by one health visitor tends to affect the workload of health visitors more than does their employment status.

As health visitors also provide family support, social care and child welfare services if needed, the next issue that needs to be examined is the proportion of such duties relative to overall workload, and the number of settlements where these duties are performed.

Share of individual duties relative to overall workload, according to number of settlements served (%)

Number of settlements served
Health visiting services proper
Family support
Child welfare services
Social care

0
1.0
82.0
91.2
92.5

1
77.7
14.6
6.3
6.3

2
14.1
2.4
1.6
0.5

3
2.5
0.5
0.5
0.3

4
1.9
0.2
0.3
0.3

5
1.2
0.4
0.2


6
0.4




7
0.7




8
0.1




9
0.1




10
0.2




Only 1% of health visitors said that their only duty was the provision of family support, child welfare services or social care. The data also revealed that the majority provide primary services (from the table: they perform this particular task in “zero settlements”, i.e. not with respect to any particular settlement). Even so, 18% also provide family support, 8.8% child welfare services and 7.5 % social care in at least one settlement.

In order to better understand the data, we added up all the different duties performed by the health visitors and calculated the distribution of health visitors by the number of duties per one health visitor.


%

One duty
63.8

Two duties
17.7

Three duties
6.7

Over three
11.9

63.8% have only one duty, whereas at least 10% have more than three.

The basis for the calculation of health visitor workload is the number of settlements and persons served by the health visitor. Another contributing factor is the number of distinct types of work, or duties, performed by each health visitor. The following method was chosen to calculate health visitors’ workload. As the number of the settlements and persons covered a health visitor is a fundamental issue, a cluster analysis was performed on the basis of these two indicators. The data on the number of settlements and persons covered by health visitors was standardised. Five stable clusters were established with K-means clustering
.

· Low workload cluster: those in this cluster provide health visiting services in a below-average number of settlements and for a below-average number of persons.

· Moderate workload cluster: provide health visiting services in a below-average number of settlements, but for a large number of persons.

· High workload cluster according to the number of settlements: provide health visiting services for a below-average number of persons, but in a large number of settlements.

· High workload cluster according to the number of persons covered by the health visitor: work in two settlements and serve a higher than average number of persons.

· Excessive workload cluster: both the above indices are well above the average.

Workload clusters according to number of settlements and total number of persons (persons)

Workload
One settlement
Two settlements
More than two

Low
3,68
.
.

Moderate
1,209
.
.

High (no. of settlements)
.
321
320

High (no. of persons)
.
1,165
.

Excessive
.
.
1,729

Although in the case of the cluster representing moderate workload, the question may arise as to why the total number of persons covered by health visiting is higher than in the two high workload clusters, the data in the table below should be taken into consideration. In the moderate workload cluster the number of duties is mostly one, while in the high workload clusters it is more than one. (Over three-quarters of the health visitors included in the excessive workload cluster have over three duties.)

Total number of duties in the total number of settlements (%)

Workload
One duty
Two duties
Three duties
More than three 

Low
77.8
14.1
3.9
4.3

Moderate
85.9
6.0
4.4
3.6

High (no. of settlements)
2.8
40.1
21.7
35.4

High (no. of persons)
5.4
60.4
10.0
24.2

Excessive


22.5
77.5

We hypothesise that the reason why the majority of the health visitors included in the moderate workload cluster have one duty is that, given the high number of persons receiving care (1,200 persons per health visitor on average), they simply have no time to take on more duties. Moreover, those included in this cluster work in larger settlements (i.e. child welfare services etc. are generally provided by persons other than health visitors).

What follows below suggests that the number of duties is fundamentally influenced by whether or not health visitors work in a small settlement. (Living in such settlements is presumably also synonymous with harsher life conditions for residents, which also adds to health visiting duties; furthermore, owing to the small size of the settlement, it is highly unlikely that other health visitors or services would carry out those duties).

Now let us review the distribution of the health visitors included in the individual workload clusters.

Distribution of the health visitors included in the various workload clusters (%)


%

Low
43.4

Moderate
35.0

High (no. of settlements)
5.2

High (no. of persons)
12.3

Excessive
4.1

The workload for slightly over 40% of health visitors is low, i.e. they work in one settlement, where the average number of recipients of care per health visitor is low. The second largest cluster comprises health visitors with moderate workload, i.e. they also work in one settlement, but the average number of recipients of care is much higher. As the data in the following table shows, the majority of the health visitors included in these two clusters work in larger villages or towns.

Distribution of the health visitors included in the individual workload clusters according to the size of settlement population (%)

Low
Moderate
High (no. of settlements)
High (no. of persons)
Excessive

Below 1,090 persons
7.4
2.5
42.7
14.5
40.9

1,090-1,750 persons
5.0
2.2
18.3
12.8
18.1

1,750-2,700 persons
6.9
7.4
18.9
20.8
3.2

2,700-5,800 persons
8.8
14.8
10.0
14.3
21.1

Over 5,800 persons
71.9
73.1
10.1
37.7
16.6

With respect to those included in the high workload clusters (representing 5.2%), it is not surprising that it is the health visitors in the smallest settlements who provide health visiting services in a large number of settlements. In contrast to this, the distribution by settlement size of the group that provides services for a high number of persons (12.3%) is relatively even.

Within the group of health visitors in the excessive workload cluster, the highest percentage provide health visiting services in small settlements, while their service area comprises over two villages. The number of persons for whom they provide health visiting services is very high, at an average of 1,729 persons per health visitor. However, it should be regarded a positive factor that the proportion of the health visitors with such an excessive workload is the smallest, at just 4.1%.

The above correlation also applies to the number of duties (i.e. the proportion of multiple tasks performed by health visitors). Essentially, it is health visitors in larger settlements that tend to have only one duty (see the table below). The obvious reasons for this include an inter-institutional distribution of duties and a satisfactory staffing level of health visitors in larger settlements. In smaller settlements, though to a smaller extent, the tendency for one health visitor to have more than one duty increases. At the same time, however, it is also a fact that health visitors do not necessarily have a higher number of duties even in the smallest villages. The proportion of those who work in villages with a population of below 1,090 and have only one duty is broadly similar to that of the health visitors who have over three. A look at workload per county reveals that workload in counties with small villages is well above the average.

Distribution of the number of duties by size of settlement (%)


One duty
Two duties
Three duties
More than three 

Below 1,090 persons
35.6
13.9
15.7
34.9

1,090-1,750 persons
27.4
27.4
14.3
30.9

1,750-2,700 persons
50.6
25.7
6.4
17.2

2,700-5,800 persons
50.9
26.7
4.8
17.6

Over 5,800 persons
76.5
14.9
5.0
3.5

Workload by county (%)


Low
Moderate
High (no. of settlements)
High (no. of persons)
Excessive

Budapest
74.2
25.8




Baranya
17.9
6.3
34.3
22.8
18.7

Bács-Kiskun
45.5
39.0

15.5


Békés
33.5
43.7

22.7


Borsod-Abaúj-Zemplén 
46.7
28.7
2.3
11.3
11.0

Csongrád
38.1
52.4

9.5


Fejér
21.4
44.9

29.7
4.1

Győr-Sopron
65.4
11.1
2.9
12.3
8.2

Hajdú-Bihar
24.2
56.1
2.5
17.2


Heves
57.0
15.0
8.1
19.9


Komárom
29.6
57.2
4.7
8.4


Nógrád
49.3
27.4
14.0
4.4
4.9

Pest
40.5
46.7

12.8


Somogy
17.7
34.3
11.7
13.1
23.2

Szabolcs-Szatmár
35.5
51.6

12.8


Szolnok
46.6
34.2
4.6
14.6


Tolna
62.2
18.3
9.6
10.0


Vas
50.9
20.7
22.0
6.3


Veszprém
44.6
16.7
30.5

8.2

Zala
43.2
14.6
11.3
14.5
16.4

Average
43.2
35.1
5.3
12.4
4.1

The data shows that, ultimately, it is the characteristics of the settlement structure that determine workload and the extent to which health visitors face multiple duties. In counties with small villages, the health visitors’ workload is attributable to the large number of settlements covered by health visiting. There are also counties where the number of small villages is high, as is the number of recipients of health visitor care. In such counties (Baranya, Békés, Borsod, Somogy, Vas, Veszprém and Zala Counties) a large proportion of health visitors have either high or excessive workloads.

However, the counties that are characterised by a lower workload and the absence of several duties on the part of health visitors (Budapest, Bács-Kiskun, Hajdú-Bihar, Komárom, Pest and Tolna Counties) are at least as numerous.

Multiple duties per county (%)


One duty
Two duties
Three duties
More than three 

Budapest
90.9
6.1

3.0

Baranya
20.7
21.4
7.6
50.3

Bács-Kiskun
63.5
25.4
9.0
2.1

Békés
65.1
21.2
6.9
6.8

Borsod-Abaúj-Zemplén 
63.7
17.1
8.7
10.5

Csongrád
77.8
19.3
3.0


Fejér
64.5
20.3
9.9
5.2

Győr-Sopron
61.9
12.3
11.4
14.4

Hajdú-Bihar
81.4
15.6
1.8
1.2

Heves
61.1
25.1
4.7
9.1

Komárom
82.9
12.6

4.5

Nógrád
33.0
7.9
35.3
23.8

Pest
74.1
12.0
2.0
11.9

Somogy
33.4
20.1
14.0
32.5

Szabolcs-Szatmár
71.3
21.1
0.9
6.7

Szolnok
53.0
27.5
12.6
6.9

Tolna
60.0
31.0

9.0

Vas
39.4
27.3

33.3

Veszprém
61.3

6.8
31.9

Zala
34.0
21.5
20.0
24.5

Our data reveal that there are huge territorial inequalities in the health visitors’ distribution by workload categories and the number of duties is mostly attributable to the population size of the settlements served and to the location of the settlements within the given county.

The conclusion to be drawn is that neither the arrangement of the borders of health visitors’ districts nor the number of health visitors in the various counties and settlements meets requirements, and in some cases may actually run counter to these requirements. Obviously, in small regions where health visitors serve a large number of villages and perform a large number of duties, healthcare needs are satisfied to a far lesser degree than in settlements that have several districts with numerous health visitors that face a low workload and just one duty.

The data also point to the existence of mass disproportion in the performing of duties. While the majority (representing 78.4%) of health visitors have only one primary care duty and work in only one settlement, with workload being either low or moderate, one-fifth (representing 21.6%) have multiple duties in several settlements, with workload being high.

The table below lists the factors contributing to this considerable unevenness in the number of duties.

Average number of settlements and persons covered by health visitors – according to number of duties and workload

Low
Moderate
High (no. of settlements)
High (no. of persons)
Excessive


Average no. of persons
Average no. of settlements
Average no. of persons
Average no. of settlements
Average no. of persons
Average no. of settlements
Average no. of persons
Average no. of settlements
Average no. of persons
Average no. of settlements

One duty
372
1
1,165
1
253
3
1,807
2
.
. 

Two duties
359
1
1,483
1
326
2
1,194
2
.
. 

Three duties
368
1
854
1
325
3
1,094
2
1,460
3

More than three
337
1
2,229
1
316
4
982
2
1,807
5

The obvious next issue is the obstacles that considerable disparities in the number of duties, which are also likely to imply significant differences in both physical and mental burden, create for health visitors.

An objective and quantifiable index of obstacles is health visitors’ rate of attendance at post-graduate training courses. Another related issue is whether health visitors’ level of education is related to the number and complexity of their duties. 

97.7% of health visitors have a college degree and 2.3% have some certificate of higher education. The number of hours in post-graduate programmes over the past five years was selected to serve as an index to measure rate of attendance at post-graduate courses. The differences between health visitors in this respect is considerable: almost as many had been on a total of 60 hours of post-graduate training as had participated in a total of more than 250 hours
. Our data highlight an interesting correlation: participation in post-graduate courses and the geographical location of the settlement (number of population and the average proportion of the Roma) where health visitors work are unrelated; employment in a small settlement means no serious obstacle to participation in post-graduate training.

Contrary to expectations, workload on health visitors and multiple duties do not affect participation in post-graduate courses significantly. It is definitely not high workload that induces
 healthcare workers to attend the shortest number of post-graduate training hours (less than 60) of. The impact of workload could only be detected in the case of health visitors who had participated in 60 to 100 hours of post-graduate courses. Their workload is high or excessive
.

The proportion of those who have attended post-graduate courses of over 250 hours in length in the past five years is the same in all workload clusters.

Based on this, the conclusion for us to draw is that, though serious disparities in workload are, in effect, structural factors, it does not follow that health visitors coping with high workload devote less energy to their work.

The ultimate objective of our research is to identify disparities in access to services in primary healthcare and the underlying reasons for such disparities.

Our first finding on disparities in access is that the geographical location of health visiting districts within the individual counties and settlements hides grave disparities in access that have structural causes. In regions with small villages, disadvantaged and socially backward compared to other settlements, fewer health visitors have to cope with heavier workload and carry out multiple duties; by contrast, in more advantaged counties the number of health visitors is larger and their workload is less.

Health visitor workload and ratio of Roma recipients of care

When collecting data, we asked health visitors to provide an estimate of the ratio of Roma in the various settlements where they work. As the number of settlements that the individual health visitors serve varies, from the estimated data two indices were used to measure the ratio of Roma, one being the average Roma ratio with respect to all the settlements served by one health visitor
 and the other being the so-called maximum Roma ratio (i.e. the ratio of Roma in the settlement where, of all the settlements served by the health visitor, the percentage of Roma is the highest). The reason why these two indices are needed is that both may be of key importance: it is essential to know in what ratio, on average, the health visitor serves Roma in the course of her work, and it is also vital to know what the ratios of Roma are in the various settlements where she works.

As has been noted, in establishing the sample of health visitors, we only took into account health visitors in the settlements where the estimated ratio of Roma exceeded 1%. Therefore, the ratio of Roma in the population of the health visiting districts under study in the individual counties is higher than in the population as a whole
. Due to the method adopted, we were able to include health visitors who, when compared with most health visitors in Hungary, provide health visiting services to a relatively high proportion of Roma.

Distribution of health visitors by those settlements among the covered settlements that have the highest Roma ratio, and by the average Roma ratio of all the settlements and by the Roma ratio of the main health-visiting district

Distribution %
Total number of settlements, average ratio of Roma %
Main district/settlement, average ratio of Roma %

Up to 1 %
27.5
0.5
1.0

2 - 8 %
19.9
3.5
4.0

8 - 15 %
21.7
9.8
10.0

15 - 30 %
15.4
20.9
22.0

Above 30 % 
15.5
44.7
48.0

The data in the table reveals that there is hardly any difference between the distribution of health visitors by the average Roma ratio of all the settlements and by the Roma ratio of the main health-visiting district
. A total of 52.6% of health visitors work in settlements where the maximum ratio of Roma recipients of care exceeds 8%.
Average proportion and number of Roma recipients of care according to workload and the number of settlements served by them


One settlement
Two settlements
Over two settlements


persons
%
persons
%
persons
%

Low
45
12.1
.
.
.
.

Moderate
199
15.6
.
.
.
.

High (no. of settlements)
.
.
46
13.1
73
22.7

High (no. of persons)
.
.
178
14.7
.
.

Excessive
.
.
.
.
325
17.6

The data shows that as workload and the number of settlements served by a health visitor increases, so does the proportion and number of Roma recipients of care. (Given the relatively high number of health visitors who work in one settlement and whose workload is either low or moderate, it is quite understandable that the ratio of Roma in the aggregate health-visiting area where they work is above average (12.1 to 15.6 %).

Maximum ratio and average number of Roma recipients of care according to workload and the number of settlements served by health visitors


One settlement
Two settlements
Over two settlements


persons
%
persons
%
persons
%

Low
45
12.1
.
.
.
.

Moderate
199
15.6
.
.
.
.

High (no. of settlements)
.
.
46
16.9
73
41.0

High (no. of persons)
.
.
178
18.8
.
.

Excessive
.
.
.
.
325
33.0

A look at the maximum ratio of Roma recipients of care reveals that the health visitors whose workload is high or excessive owing to the high number of settlements covered by them, provide care for a high proportion of Roma. These represent nearly one-tenth (9.3%) of health visitors. Representing 12.3%, the health visitors whose workload is high due to an extremely high number of recipients of care also provide health visiting services for an above-average proportion of the Roma population (the average maximum proportion is 18.8%). In summary, the workload on over one-fifth, or 21.6%, of the health visitors included in our research is high, and so is the ratio of Roma served by them.

In order to clarify the extent to which the size of health visitors’ workload is attributable to the ratio of Roma, we carried out a regression analysis. It transpired that a high ratio of Roma recipients of care served only to explain excessive workload. (A maximum Roma ratio of over 30% has 17.9% explanatory power with respect to excessive workload). In all other respects, the Roma ratio has no explanatory value, which in turn means that it is settlement demography (i.e. the structural causes discussed above) that provides a plausible explanation. Almost invariably, a high Roma ratio is simply the natural consequence of the characteristics of the settlements. The reason why the number of persons and settlements served by a particular health visitor is high is not because Roma live there. On the contrary, Roma live in large ratios to the population in settlements where workload on health visitors is high anyway. This finding is further corroborated by the correlation between health visitors’ multiple duties and the proportion of Roma recipients of care.

Percentage distribution of multiple duties according to the maximum ratio strata of Roma recipients of care
Max. Roma ratio 
One duty
Two duties
Three duties
More than three

Up to 1 %
69.1
15.6
4.9
10.3

2 – 8 %
73.8
15.7
2.2
8.3

8 - 15 %
57.8
22.5
9.0
10.7

15 - 30 %
63.3
17.1
9.8
9.8

Above 30 % 
50.4
17.6
8.9
23.2

Average
63.8
17.7
6.7
11.9

Only one area of duty is carried out to an above-average extent in districts where the maximum ratio of Roma is low. By contrast, the proportion of health workers with more than three duties is twice the average in the band denoting the highest Roma ratio. We know that high workload and multiple duties are essentially an issue of settlement structure and demography, i.e. a structural issue. It follows then that deprivation in care, for which the underlying reason is structural in nature, also applies to the Roma: they live in large numbers primarily in settlements where health visitor coverage is low (i.e. one health visitor serves several settlements) and the health visitors’ workload is high. It should be remembered that we interviewed health visitors who provided care for Roma in a proportion that exceeds the national average, and that the proportion of the Roma population in the settlements where they work was above average. While coping with a high workload, one-fifth of these health visitors provide care for Roma in a proportion that exceeds the overall health visitor average.

The high proportion (and number) of Roma served per health visitor and the high workload on health visitors both have the same structural causes as discussed above.

We examined whether health visitors’ qualifications (i.e. the total number of hours of post-graduate courses completed) was in any way related to the number of Roma they serve. Thorough analyses revealed that there was no relationship between the two: neither causal nor correlative. This, however, suggests that health visitors working in districts where the ratio of Roma patients is high did not spend a greater number of hours on post-graduate courses than did those in other settlements, and thus a high number of Roma does not (for the time being) seem to warrant greater participation in training.
From sources outside our research, we know that – due to their family structure and poverty levels – the majority of Roma within the total population are objectively in need of more health visiting; a larger number of children and a higher incidence of disease alone require that health visitors pay more attention to Roma.

It follows at least one-fifth of health visitors providing care to Roma are exposed to a considerable workload: not only are the number of care recipients and settlements they serve large, but the proportion of their work that involves patients in need of additional attention is high.

The welfare minister’s decree on health visiting duties sets out the following stipulations related to the number of recipients of care and the arrangement of health visitors’ districts
: “The combined number of expectant mothers and patients under sixteen years of age that are to be cared for by health visitors should not, if at all possible, exceed 400. When establishing health visiting districts, it is important that the structure of the settlement as well as the composition, state of health and social circumstances of the population be taken into consideration.”

Our research has revealed that underlying the arrangement of health visiting districts are serious structural inequalities. Other types of workload excluded, the actual number of recipients of care is often over three times higher than the optimum number of recipients of care specified in the welfare minister’s decree. Structural disparities are unrelated to the proportion of the Roma population, and therefore, as has been pointed out, they may profoundly affect the quality of care provided to Roma. We regard it as a matter of grave concern that both the geographical location of health visiting districts and the fluctuation in the number of recipients of care are at variance with the letter and spirit of the decree, and fail to promote equal opportunities and the principle of equal access.

The next question in our research – and one that points beyond issues of structural interrelationships – is how health visitors perceive their patients’ needs, and the frequency at which their patients request the individual services. As objective issues concerning the use of services
 could not be studied, owing to, among other things, the impossibility of tracing the extent to which the individual services
 are used, we attempted to quantify health visitors’ subjective perceptions of their patients’ needs.

Needs of recipients of care – the issue of interactive space

The majority of the services that health visitors provide require interactivity, since ‘counselling, education, support and encouragement’, constituting the bulk of health visiting, are all concepts that can only be interpreted in the context of communication. What is meant by, for instance, counselling, depends on health visitors’ qualifications, attitude and communication skills. Counselling may be provided as one-way communication, i.e. as the simple issuing of a set of instructions. However, health visitors may just as easily act as counsellors in the true sense of the word, i.e. helping patients arrive at viable solutions to their problems while providing information on an interactive basis. This example clearly illustrates the problems of the measurability of counselling, which accounts for most of health visitors’ patient-related activities and occurs in the framework of communication. Thus, a subject had to be found that could be measured consistently and that could also highlight the interactive side of health visiting. 

The area selected for measuring interaction is the perception of patients’ needs. As patients’ real needs can be objectively measured exclusively in the context of where they live
, the obvious conclusion to be drawn is that health visitors’ perception of their patients’ needs should reflect both real life situations that they encounter and their opinion of their patients. Methods involving the use of multiple variables can be adopted to explore the factors that influence health visitors’ perception of their patients’ needs. How, for instance, does the fact that the majority of their patients are Roma influence health visitors’ perceptions? Or how does excessive workload on health visitors or their attitude towards the Roma affect their perceptions?

The professional protocol on health visiting duties categorise recipients of care by age, distinctly separating the individual types of care to be provided for expectant mothers and mothers in childbirth confinement, 0-6-week-old new-borns and children of the 0-1, 1-6 and 6-16 age groups (and their families).

The obvious method of studying the health visitors’ perception of their patients’ needs was to examine them in terms of the duties listed in the professional protocol (since, owing to the workload of health visitors, services that are requested of them which are not included in the protocol may or may not be provided, depending on a mix of subjective factors which do not lend themselves to analysis).

As it was the perception of needs that was to be measured, we considered it superfluous to measure it separately by various age group. Needs for the provision of care were divided into two principal categories:

· needs for certain types of health visiting services provided for expectant mothers and mothers in childbirth confinement as well as for 0-6-week-old new-borns and

· needs for certain types of health visiting services provided for children of over 1 year of age and their families.

We prepared separate groups of questions for the two types of needs for care, with individual questions on the use of the health visiting services listed in the professional protocol for health visitors. We asked health visitors to rank
 the frequency of the use of the individual health visiting services, ranging from ‘hardly ever’ to ‘always’.

Perception of the use of the individual health visiting services for expectant mothers and those in childbirth confinement as well as for 0-6-week-old new-borns

We requested health visitors to provide information on the frequency of Roma and non-Roma patients’ receiving certain types of care provided for expectant mothers and mothers in childbirth confinement as well as for 0-6-week-old new-borns. We listed 17 types of health visiting services. Scaled answers were first factored. As a result, three factors, each with high explanatory power, were established for both Roma and non-Roma patients
.

1. Education as a type of service, including education on physiological changes, foetal and neo-natal development and milk secretion etc.

2. Health education and support, including education on recommended medical examinations, encouraging participation in screening and follow-ups and assistance with medical care etc.

3. Social support, including access to social support, assistance with finding solutions to crisis situations, the provision of social care and education on relevant legal regulations.

Our next step was to create clusters, using the standard values of factor coefficients. In respect of both the Roma and non-Roma population, four stable clusters were established, in which the factor values of the perceived frequency with which health visiting services are requested constitute variant groups.

First, let us look at how health visitors perceive the needs of non-Roma, or more specifically, the frequency of with which non-Roma request health visiting services.

Perception of clients’ needs – clusters in the case of non-Roma


Averages of factor coefficients

Distribution

Clusters
Education on children
Health education
Social support

%

Strong needs for all types of health visiting services
0.41163
0.53739
0.72569

38.1

Education: moderate, health education: low
0.32329
-1.28384
-0.04936

23.4

Education: very low
-1.82293
-0.03888
0.08403

15.9

Moderate needs, social support low
0.25722
0.44988
-1.23327

22.6

1. 38.1% of health visitors find that their non-Roma patients’ needs for all three types of services are relatively strong.

2. 23.4% are of the opinion that there is a moderately strong need for general education on especially pregnancy, newborns and infants and that needs for health education are low.

3. Those in the cluster consisting of the lowest number of health visitors (representing 15.9%) find needs for general education rather low, and needs for health education and social support average.

4. Finally, close to one-fifth, or 22.6%, of health visitors think that only a low proportion of their non-Roma patients apply for social support and that their need for the two types of counselling activity is moderate/low.

As mentioned in the introduction to the section, the real question is what influences health visitors’ perception of the use of health visiting services. If the objective indicators (e.g. the number of patients served, number of settlements served per health visitor, size of workload, etc) available do affect the various levels of needs for services, the likely inference is, for instance, that there are disparities in actual needs (e.g. social support is more badly needed in less advantaged regions with small villages than in better-off settlements, etc).

The most suitable method to find an answer to our questions is an analysis performed with linear regression, partly because this allows us to infer causal relationships, and partly because the matrix analysis shows that, according to the individual objective indicators, the distribution of the groups representing the perception of intensity of needs is broadly even. No objective indicator, capable of separating these clusters distinctly, can be found. Thus, what follows provides an overview of the factors which have been identified by the linear analysis and which affect perception.

Let us begin by taking stock of the factors that do not affect the intensity of needs perceived by health visitors.

The following exert no impact on the perceived intensity of use of the individual services:

· the size of, and degree of urban development in, the settlement or settlements within the health visitor’s area

· the proportion of Roma among those cared for

· level of workload of the health visitors

· the number of duties performed by the health visitor.

At first sight, these results may seem extremely striking or even unbelievable. For one may easily assume that, for example, the health visitors who report strong needs for all health visiting services cope with higher workload or have more duties. The reason for such an assumption is that those who perceive needs as being high across the board perceive the need for social support to be equally high. Based on this, one may also assume that they are more likely to work in smaller settlements (or in settlements with a high proportion of Roma), i.e. settlements where the population is more deprived.

Such lack of impact of objective factors gives rise to the following issue: as real and objective needs can only be identified by asking clients about them, reality and subjective perception are likely to intermingle to a large extent in health visitors’ responses. (As our question attempted to explore the extent and frequency of the use of the individual types of services, if answers to them were fully objective, then there was an extremely high probability that objective factors should influence those answers.) Consequently, it should be the interaction between clients and health visitors rather than objective levels of needs that varies from one region or settlement to the next. Naturally, the interactive space is just as likely to be influenced by the differing perceptions of patients of health visitors as it is by those of the health visitors themselves. However, the focus of our research is the relationship that health visitors have with their patients.

Our assumption is substantiated by the factors that do influence and provide an explanation for differences in the perceptions of the intensity of health visiting needs. Interestingly, two such influencing factors were identified:

1. Health visitors’ qualifications

2. The number of recipients of care.

The perception that needs for all types of health visiting services is strong across the board is nearly 10% more common among health visitors who have participated in training programmes totalling 250 hours over the past 5 years. Furthermore, the explanatory power of this level of qualification, which is the highest, is strong. (The beta value of linear regression is 0.11). Few such highly qualified health visitors can be found among those who say that their clients’ need for education in relation to the pre-natal and the post-natal period is moderate or low, and that their needs for health education are unequivocally low. (The explanatory power, i.e. the beta value, of qualifications in these cases is – 0.07 and – 0.06 respectively.)

The number of persons cared for affects perception to a similar degree: the perception that needs for all types of health visiting services are generally high is nearly 10% more common among health visitors with the highest number of clients (i.e. those who serve over 1,200 persons), and the explanatory power of belonging to this health visitor group with the highest number of clients is also high (with the beta value of linear regression being 0.10). The proportion of these health visitors who provide health visiting services for a large number of clients is lower among those who say that their clients’ need for education in relation to the pre-natal and the post-natal period is moderate or low, and that their needs for health education are unequivocally low. (The explanatory power, i.e. the beta value, of qualification levels in this case is – 0.13.)

We note that while the impact of a high number of patients can be detected, that of workload cannot. The health visitors whose workload is high do not regard their patients’ need for health visiting services as any stronger than average. By contrast, those who provide care for a large number of patients or who are highly qualified do experience stronger needs for health visiting. As the number of recipients of care per health visitor is, like qualifications, an objective fact, the only conclusion to be drawn is that a high number of hours devoted to training, or the fact that a very large number of clients must be seen, makes health visitors more sensitive to their patients’ real needs. We can also paraphrase this finding by saying that good qualifications, and the fact that a health visitor has to see a large number of persons, go hand in hand with a dedicated approach, and results in a better understanding of patients’ needs.

So far we have examined how health visitors perceive the needs of their non-Roma patients. It is safe to assume that the actual needs of Roma families for health visiting services are stronger than that of non-Roma families, owing to the high number of children they have relative to the majority society and to their social vulnerability. At the same time, we can assume that these stronger actual needs based on objective facts may not be quite identical to those that the individual families articulate. It may well be the case that some Roma families, despite the high number of their children and their social deprivation, use health visiting services less than others.

What follows outlines the objective and subjective considerations that affect health visitors’ perceptions of Roma needs.

Perception of clients’ needs – clusters in the case of Roma 


Averages of factor coefficients

Distribution


Education on children
Health education
Social support

%

Education: low, social support: high
-0.94861
-0.29869
0.70001

25.3

Moderately strong needs, health education: high
0.58473
1.09451
0.22789

26.3

Education: high, health education: low
0.70448
-0.83334
0.06929

28.5

Low needs
-0.57728
0.12652
-1.29699

19.8

The clusters reflecting the individual variants of the perceptions of the Roma are as follows:

1. 25.3% of the health visitors find that their Roma patients’ need for education and an exchange of information on pregnancy, newborns and infants is below average. However, their need for social support is above average. These health visitors think that their Roma patients’ need for health education is broadly average. It should be stressed that this is the only cluster that are of the opinion that Roma need for social support is very high.

2. A similar proportion, or 26.3%, of the health visitors say that their Roma patients’ need for general education is moderate, while expressly high with respect to health education.

3. The opinion voiced by members of the third cluster of a similar size (28.5%) is precisely the opposite: they claim that although their Roma patients’ need for general education is stronger than moderate, their need for health education is well below average.

4. The fourth, and smallest, group, but one that nonetheless comprises close to one-fifth of all health visitors surveyed (19.8%), think that the need of their Roma patients for health visiting services is generally low, and especially low as regards social support.

When analysing the perceptions of the needs of non-Roma clients, we found that objective factors related to the circumstances in which patients live did not affect perception, but that, for example, health visitors’ qualifications, did.

Such correlations apply even more to the way in which Roma clients are perceived.

The following do not affect the perceived intensity of use of the individual services: 

· the size of, and degree of urban development in, the settlement or settlements within the health visitor’s area

· the proportion of Roma among those cared for

· level of workload of the health visitors

· the number of duties performed by the health visitor.

By contrast, the following factors do provide an explanation for perceptions:

· the number of hours that health visitors have spent on training and

· their attitudes towards Roma.

Health visitors’ post-graduate qualifications affect and/or explain the following:

Distribution of health vistors by the number of hours spent in further training within the various perception groups of Roma clients (%)

No. of hours
Education: low, social support: high
Moderate needs, health education: high
Education: high, health education: low
Low needs

0 - 60 hrs
35.7
14.1
14.4
31.1

61 - 100 hrs
18.6
19.2
39.9
18.8

101 - 150 hrs
20.4
13.4
10.0
8.0

151 - 250 hrs
17.3
16.3
26.8
22.4

Over 250 hrs
7.9
37.0
8.9
19.7

Average
25.3
26.3
28.5
19.8

The incidence of the opinion that “the needs of the Roma for general education are low, but they strongly need social support” changes depending on the number of hours spent in further training. Among those who have participated in post-graduate training totalling 151-250 hours over the past five years, the proportion of those who share this view is 8 percentage points lower than the average, while among those who have attended post-graduate training of over 250 hours, the proportion of those sharing this view is less than one-third of the average. A linear regression-based analysis has detected causality between the high number of hours in post-graduate training and the fact that health visitors do not find the needs of the Roma low, but strong for social support (beta values: – 0.15 and – 0.12 respectively). In contrast to them, a larger proportion of the health visitors who have devoted the fewest number of hours to post-graduate training fall into this precisely this perception cluster.

Those health visitors who have spent more than 250 hours in further training believe, far more than average, that the need of Roma for health-related education is high, while this is not so in the case of those who have had less training. In congruence with this, the best trained health visitors believe less frequently than average that the need of Roma for health-related education is low.

Those who have participated in the fewest number of hours of training believe, 1.5 times more frequently than average, that all needs of the Roma are low.

Thus, behind the length of post-graduate education lie fundamental disparities in perceptions – even though we are not talking here about specific, Roma-related training. Unlike objective background factors, the level of qualifications and knowledge, as subjective elements, are essential aspects of health visitors’ perceptions.

Attitudes towards the Roma are an even more forceful explanatory factor than health visitors’ qualifications.

Distribution of health vistors by attitude types within the various perception groups of Roma clients (%)


Education: low, social support: high
Moderately strong needs, health education: high
Education: high, health education: low
Low needs

Rejects anti-Roma sentiment
5.0
48.5
26.7
19.9

Not anti-Roma 
19.3
37.5
26.3
17.0

Non-discriminatory 
24.2
27.0
26.9
21.9

Prone to anti-Roma sentiment
36.8
15.6
29.1
18.5

Strongly anti-Roma
29.5
13.7
28.2
28.6

Average
25.3
26.3
28.5
19.8

A well below-average proportion of those rejects anti-Roma sentiment say that the Roma’s need for education is low, but their need for social support is high. Strong bias against the Roma rules out such perception, i.e. it provides an explanation to the contrary (the beta value is – 0.15). Those rejects anti-Roma sentiment also say that the Roma’s need for health education is high, with the average value also being high in this case. Bias against the Roma offers a positive explanation for such perception (the beta value is 0.16).

The perception of the group that is not anti-Roma is similar, though the difference in percentage and beta values expressing the percentage accounted for are lower.

In contrast to these two clusters, the perception of their Roma patients’ needs on the part of the health visitors who are prone to anti-Roma sentiment is precisely the opposite: a higher proportion say that the Roma’s need for education is low, but that their need for social support is high. By the same token, a lower proportion of them say that the Roma’s need for health education is high, which the examination of causality
 reinforces.

Health visitors report on the frequency of the emergence of their Roma patients’ individual needs. Those prone to anti-Roma sentiment say that the Roma require health education less frequently than average. Thus, it seems highly probable that the health visitors of such disposition themselves influence communicative space and counselling in interactive space. It cannot be ruled out that their Roma patients ask them to provide such education less frequently simply because they sense their health visitors’ prejudice against them. After all, whether a) it is their Roma clients who turn to them less frequently or b) it is health visitors themselves who have the impression that it is their Roma clients who turn to them less frequently is impossible to decide and almost irrelevant in respect of the outcome. Obviously, there should be some dialectical relationship between facts and the way they are perceived. Given that counselling is a process taking place in interactive space, if health visitors, prone to anti-Roma sentiment, have the impression that their Roma patients turn to them for help less frequently, there is little doubt that, to some extent, they are responsible for the existence of mistrust themselves, which in turn leads to a less frequent request for help.

With some malice, one may even think that there is perhaps a reverse causality here, suggesting that Roma indifference to health visitors’ activity results in the evolvement of a tendency towards anti-Roma sentiment.

In anticipation of such an eventuality, we also evaluated the probability of reverse causality. (Let us, for the time being, forget about our extensive research into the causes of anti-Roma bias and that facts had nothing to do with them.) Linear regression having been applied to this issue, we found no reverse causality. (Beta values approximated zero when a reverse question was asked.)

Finally, it is worth examining how the perception of the needs of non-Roma clients influences that of the needs of the Roma.

Perception of the needs of the Roma in light of that of the needs of the non-Roma (%)


Perception of the needs of the Roma

Perception of the needs of the non-Roma
Education: low, social support: strong
Moderately strong needs, health education: strong
Education: strong, health education: low
Low needs

Strong need for all types of health visiting services
18.9
46.4
30.3
4.4

Education: moderately strong, health education: low
26.2
8.3
47.1
18.4

Education: very low
38.1
10.2
15.7
36.0

Moderately strong needs, social support: low
25.4
24.6
15.9
34.1

Average
25.3
26.3
28.5
19.8

Causality: the impact of the perception of the needs of the Roma on that of the needs of the non-Roma (linear regression, beta values)


Perception of the needs of the Roma

Perception of the needs of the non-Roma
Education: low, social support: strong
Moderately strong needs, health education: strong
Education: strong, health education: low
Low needs

Strong need for all types of health visiting services
- 0.11
0.35

- 0.29

Education: moderately strong, health education: low

- 0.23
0.23


Education: very low
0.13
- 0.16
- 0.13
0.18

Moderately strong needs, social support: low


- 0.15
0.20

The combined interpretation of the above two tables is as follows: the data shows that the perception of the needs of the non-Roma not only profoundly influences, but also determines how health visitors perceive the needs of the Roma. 

· The health visitors who find non-Roma’s needs high perceive the Roma’s needs for health education to be high twice as often as the average. Relative to the average, only a quarter of these health visitors say that the Roma’s needs are broadly low. Even so, there is strong causality between the perception of the needs of the Roma and that of the needs of the non-Roma. If health visitors perceive non-Roma’s needs to be generally high, it is inevitable that they should also perceive the Roma’s needs similarly. Explanatory power amounts to 35 % (the beta value = 0.35).

· In perfect congruence with the foregoing, the same causality applies to health visitors’ perceptions to the contrary: an over 1.5 times higher-than-average proportion of the health visitors who say that the needs of the non-Roma for health education are broadly low also say that the needs of the Roma are similarly low. Such perception of the non-Roma explains 23% of perception of Roma (the beta value = 0.23).

· The health visitors who say 1.5 times more frequently than the average that non-Roma needs for general education are low also regard the needs of the Roma for education to be low. At 13%, causality is strong in this case as well. Nor do health visitors in this category deem the needs of the Roma for health education to be high. Explained variance is 16%. At the same time, a greater than average proportion of them find the needs of the Roma for social support high, with explained causality standing at 13%.

Based on the above, of all factors, it is subjective perception that shapes perceptions of needs most profoundly. Though a causality model comprising the factors that influence the perceptions determining the interactive process would be worth setting up already at this juncture, let us first gain an overview of the perceived needs of the other large age group of clients that receive health services.

Perception of the needs of families with children over 1 year of age for the individual services

Health visitors were asked to evaluate the needs of families with children over 1 year of age with respect to the individual services, as they had been asked to do in relation to expectant mothers, mothers in childbirth confinement and newborn babies. In this case, too, 17 services were listed. Scaled answers were factor analysed. As a result, respectively two and three factors, each with high explanatory power, were established for Roma and non-Roma patients. What follows provides an analysis of the results in a consistent format.

Based on their responses related to the perceived needs of families with children over 1 year of age, health visitors’ see non-Roma needs as being simpler than those of the Roma.

Non-Roma needs can be arranged into two distinct factors
:

· general social support and

· healthcare support.

In the case of Roma needs, three factor groups emerged
:

· general social support

· healthcare support and

· child support.

Our next step was to create clusters, using the standard values of factor coefficients. In respect of the Roma and non-Roma population, three and five stable clusters respectively were established, in which the factor values of the estimated frequency of requesting health visiting services constituted groups of variants.

Perception of patients’ needs – clusters in the case of non-Roma 


Average of factor coefficients



Non-Roma
General social support
Healthcare support 

distribution %

Social support: high, healthcare support: moderate
0.80270
0.36500

44.4

Healthcare support: very low
-0.07250
-1.55320

19.7

Social support: low, healthcare support: moderate
-0.95320
0.39910

35.9

With regard to non-Roma, health visitors fall into three variant groups in terms of their perceptions of the needs of their clients in respect of children over 1 year of age (and their families):

· The vast majority (44.4%) say that needs for general social support are high, and those for healthcare support moderate.

· Close to one-fifth (19.7%) say that non-Roma patients only rarely use healthcare support services, and that their needs in this regard are very low.

· Those in the third group (35.9%) say that needs for healthcare support are moderate and those for social support low.

The obvious, now familiar, question arises: What determines the perception of the needs of non-Roma patients?

Results are striking: it is subjective considerations that affect the perception of the needs for health visiting services related to pregnancy, childbirth confinement and neo-natal care. By contrast, perceptions of the needs of non-Roma families with children over 1 year of age are tend to be influenced by the clients’ living conditions. (In order to facilitate an understanding of this text, some of the tables supporting the interrelationships are included in the Notes section.)
The number of health workers who perceive strong needs for social support and moderate needs for healthcare support on the part of their patients is lower than average in Budapest and higher than average in villages
. And vice versa: the number of the health workers who perceive low needs for social support is lower than average in Budapest and somewhat higher than average in villages. And finally, a significantly higher-than-average proportion of health visitors in Budapest say that needs for healthcare support and counselling are low. Municipalities and cities/towns do not constitute influencing factors.

Thus, at the two extremes of urban development, i.e. in Budapest and in villages, perceptions of needs for social support, for instance, are different. As the resultant obvious assumption is that needs may indeed be different, and that differences in them may be related to social status, we examined whether the proportion of Roma patients among recipients of care influences the perception of non-Roma patients’ needs, since it is highly probable that overall social conditions in settlements with a high proportion of Roma recipients of care are worse than elsewhere.

Results show that only the health visitors working in settlements with the highest average number of Roma recipients of care perceive needs differently
. As the size of settlements is not an influencing factor (although one may suspect that people in small villages live in harsher social conditions than do those in larger settlements), social conditions may have a lesser impact on, for example, the perception of needs for social support.

We examined whether, in the light of similar results discussed in the previous section, the number of recipients of care per health visitor, workload, the number of multiple duties and the length of post-graduate training for health visitors affected the perception of non-Roma patients’ needs.

Only minor percentage fluctuations, not major differences, can be detected. A linear regression analysis of causality also failed to corroborate that the factors listed above influenced the perceptions of the needs of Roma families with children over 1 year of age.

Given the data available to us, the only answer to the question is that, except for the Budapest/provinces duality, other factors, including, for example, the characteristics of the families covered by health visiting, may be responsible for differences.

By contrast, the perception of the needs of the Roma is, not surprisingly, affected by a large number of factors, but first, let us review the perception-related groups that emerged from the survey.

Perception of patients’ needs – clusters in the case of Roma 


Average of factor coefficients



Roma
Healthcare support
General social support
Family support

distribution %

Strong needs
0.78480
0.23960
1.14580

21.3

Social care: low
-0.34060
-1.40490
-0.14280

20.3

Healthcare support: low, family support: strong
-1.31530
0.36550
0.73100

15.3

Low needs, social support: strong
-0.41530
0.76830
-0.81970

21.6

Healthcare support: strong, family support: low
0.89250
0.05930
-0.69600

21.5

The five clusters of variants are as follows:

· One-fifth, or 21.3%, of the health visitors say that the Roma frequently request all three types of services.

· A similar proportion (20.3%) say that that the Roma very rarely request social support, and that they moderately infrequently or rarely request healthcare-related advice.

· Those in the third and smallest group (15.3%) say that that the Roma very rarely request healthcare support, but frequently request family support.

· Health visitors in the fourth group (21.6%) say that the Roma rarely request healthcare and family support services, but request general social support relatively frequently.

· The members of the fifth cluster (21.5%) say that the Roma frequently request healthcare support, but that they relatively rarely request family support.

In relation to Roma patients, it is also true that the perception of the needs of children over 1 year of age and their families is determined to a moderate extent by the living conditions of their clients. The only influencing factor is the Budapest/provinces dichotomy (with its direction and nature being similar to that which applies to the non-Roma).

A lower-than-average proportion of health visitors in Budapest say that the needs of the Roma tend to be high across the board, with their needs in respect of family support services being higher than this overall average, and lower in respect of healthcare support. (In villages, the perception of needs for healthcare support is precisely the opposite.)
 Average fluctuations are not sharp in municipalities or other towns and cities. Neither the size of settlements, nor the proportion of Roma patients affects the types of needs that health visitors perceive. It follows then that, except for Budapest, it is essentially not the socio-economic conditions of the population that influence health visitors’ perception. The idiosyncratic characteristics of the capital city may well affect the real needs of the Roma. Better access to information as well as a more sophisticated infrastructural and institutional environment may be the reason why health visitors say that needs for family support are stronger than average, whereas needs for the other types of support are lower.

Thus, we conclude that, essentially, it is not the socio-economic conditions that influence health visitors’ perception of the needs of Roma children of over 1 year of age and their families. If these socio-economic conditions did have an influence, the proportion of the Roma recipients of care, if nothing else, would definitely affect health visitors’ perception of needs. Rather, perception is influenced by the level of urban development, and hence the number of health visitors’ duties. The relationship between perception clusters and the number of duties substantiates this finding.


One duty
Two duties 
Three duties 
Over three 

Strong needs
56.5
18.8
6.2
18.5

Social care: low
72.2
12.9
5.8
9.1

Healthcare support: low, family support: strong
72.0
20.1
5.2
2.7

Low needs, social support: strong
62.7
18.5
8.6
10.2

Healthcare support: strong, family support: low
55.1
20.6
8.8
15.5

Average
63.1
18.1
7.0
11.7

A higher-than-average proportion of the health visitors who perceive the needs of the Roma to be consistently high have over three duties. Almost invariably, they work in small villages. The perception of high needs and the geographical location of settlements are thus interdependent, which is further corroborated by the results of the regression. Interdependence rather than unilateral causality can be established in this case, with the beta value standing at 0.11, whether the independent variable is the cluster perceiving strong needs or the one with over three duties.

A further analysis of the data reveals that it is once again predominantly subjective considerations, i.e. the number of hours of post-graduate training, perceptions of the non-Roma (i.e. the way needs are in general perceived) and attitudes towards the Roma, that affect the perceptions of the needs of those Roma families that have children over 1 year of age.

Whether health visitors perceive the needs of the Roma to be high across the board depends on the length of post-graduate programmes that they attend.

Needs-perception clusters and training hours – linear regression beta values


0-60 hrs
61-100 hrs
101-150 hrs
151-250 hrs
over 250 hrs

Strong needs
-0.129
-0.022

0.152
0.145

The impact of post-graduate training of over 150 hours is 15% on average, whereas shorter overall time spent in training prevents them from perceiving strong needs (– 13 %).

What follows presents how attitudes towards the Roma affect perception, and how various manners of perception influence the perception of Roma needs.

Distribution of attitudes towards the Roma according to the clusters of the perceptions of the needs of Roma families with children over 1 year of age (%)


Rejects anti-Roma sentiment
Not anti-Roma 
Non-discriminatory 
Prone to anti-Roma sentiment
Strongly anti-Roma
Average

Strong needs
41.2
32.2
20.1
12.2
6.8
21.3

Social care: low
22.1
14.4
23.8
17.4
29.0
20.3

Healthcare support: low, family support: strong
7.8
14.7
10.2
21.4
19.3
15.3

Low needs, social support: strong
7.2
16.1
23.3
27.3
26.4
21.6

Healthcare support: strong, family support: low
21.7
22.5
22.6
21.7
18.5
21.5

Impact of attitudes towards the Roma on the perception of the needs of Roma families with children over 1 year of age – linear regression, beta values


Rejects anti-Roma sentiment
Not anti-Roma 
Non-discriminatory 
Prone to anti-Roma sentiment
Strongly anti-Roma

Strong needs
0.2117
0.1973
0.0892
-0.1740
-0.1452

Social care: low






Healthcare support: low, family support: strong
-0.1125
-0.0742
-0.1428
0.1289
0.0635

Low needs, social support: strong
-0.1444
-0.1086
-0.0446
0.1005
0.0556

· The proportion of the health visitors (41.2%) who say that all Roma needs are high across the board are twice the average among those rejecting anti-Roma sentiment. The causality of such attitude-influencing perception is very high, at 21.2% (beta value = 0.2117). These health visitors are heavily under-represented among those who believe that Roma needs for healthcare support are low while their needs for social support are high (7.8% and 7.2% respectively). There is negative causality between the rejection of anti-Roma sentiment and these two clusters of perception (–11.3% and –14.4% respectively). In plain English, the health visitors who condemn anti-Roma prejudice also find that Roma needs for support are strong.

· Similarly, a higher-than-average proportion of those who are not anti-Roma say that Roma needs are strong, with the causality of a “not anti-Roma” attitude being high (19.7%) in their case as well.

· In contrast to these two clusters, the perception of needs on the part of those who are prone to prejudices or are strongly anti-Roma is precisely the opposite. Bias against the Roma is the undoubted cause of such perception. The proportion of health visitors who say that all Roma needs are broadly strong is nearly half the average among those who are prone to anti-Roma sentiment, and close to one-third among those who are strongly anti-Roma. The causality of proneness to anti-Roma sentiment is easily detectable: the beta value = – 0.174 and – 0.145 respectively.

· A higher proportion of those who are prone to anti-Roma sentiment perceive Roma needs for healthcare support to be low. The explanatory power of this attitude with respect to such a perception is close to 13%.

Impact of the perception regarding non-Roma on the perception of the needs of Roma families with children over 1 year of age – linear regression, beta values

Need for social support: strong, healthcare support: moderately strong
Need for healthcare support: very low
Need for social support: low, healthcare support: moderately strong

Strong needs
0.42650
-0.36128
-0.39620

Need for social support: low
-0.34366
0.29879
0.31443

Need for healthcare support: low, family support: high

0.22268


· The health visitors who say that non-Roma needs for social support are strong and that needs for healthcare support are at least moderate, perceive Roma needs to be strong, with causality being notably high, at 42.65%.

· Those who find that non-Roma needs for healthcare support are low do not perceive Roma needs to be strong (the beta value = – 0.36).

· Similarly, those who say that non-Roma needs for healthcare support are low, perceive Roma needs similarly, with the causal relationship being high in this case as well (beta = 0.22).

A summary of the major factors influencing the perception of client needs

Although much has been said in the previous sections about the factors influencing the perception of needs, a number of points that emerged in the discussion are worth repeating here in summary. The basic question posed to health visitors was how often (Roma and non-Roma) clients requested certain health visiting services. As the use of health visiting services is hard to check objectively and as, owing to statutory provisions, by definition, there is no way of knowing the actual differences between the Roma and non-Roma as regards the use of such services, there is only the opinion of health visitors to rely on.

We outlined how health visiting services, the bulk of which consist of information provision, counselling and the results of processes taking place in the interactive space, the perception of client needs and actual health visiting are dialectically interrelated.

Disparities in socio-economic attributes do not affect perceived client needs significantly. Only the Budapest/provinces dichotomy points to the fact that needs may differ from one family to the next at these two extremes of urban status.

We saw in the first section on structural issues how there were major disparities in health visitors’ workload and caseload. Yet it is human factors rather than these structural disparities that are responsible for major differences in perceived needs. It is primarily health visitors’ qualifications that contribute to their perceiving non-Roma needs to be generally strong. As we saw, perceived strong needs cannot be attributed to high work or caseload, but are the natural outcome of health visitors’ perception.


Perception of the extent of Roma needs, however, is primarily a function of the attitude of health visitors towards the Roma, as well as of how they perceive client needs generally, and is also related to their level of qualification. 

What follows presents, in a consistent format and outlining causal interrelationships, the major factors influencing the perception of needs for care on the part of expectant mothers, women in childbirth confinement and newborn babies, as well as the of the need of Roma families with children over 1 year of age for certain services.

Causes of the perception of strong needs for care on the part of expectant Roma mothers, women in childbirth confinement and newborn babies – beta values of step-by-step linear regression


[image: image1]
From the analyses covered so far, we have seen that the perception of needs is not affected by the factors that are most likely to affect the actual intensity of needs on the part of patients, that is, social and settlement demographic factors, but that the perception of needs is determined rather by human factors.

Those health visitors who condemn anti-Roma prejudice also perceive strong needs on the part of the Roma, similarly to those who perceive strong needs in general.

By contrast, a tendency to anti-Roma sentiment prevents the perception of strong Roma needs. Those who generally perceive needs for healthcare support to be low also perceive Roma needs to be as such.

Qualification is an indirect factor, which tends to make health visitors perceive general needs as strong, and to prevent them from perceiving them as low.

The perception of the needs of older Roma children and their families is a much more complex issue. In this case, health visitors’ qualifications constitute a directly influencing factor, and strong anti-Roma prejudices tend to rule out any possibility of their perceiving strong needs on the part of their Roma clients.

Causes of strong perceived needs with respect to Roma families with children over 1 year of age – beta values of step-by-step linear regression

 SHAPE  \* MERGEFORMAT 



The chart provides an overview of the factors that tend to lead health visitors to perceive strong Roma needs, i.e. the reasons why they perceive needs for certain health visiting services to be high.

Perception is influenced positively by the condemning on their part, or their lack, of anti-Roma prejudice, whereas it is adversely affected by a tendency to anti-Roma prejudice or deep anti-Roma prejudice.

Two ways of perceiving general non-Roma needs influence the perception of strong Roma needs: one is health visitors’ perception of strong non-Roma needs, representing a positive causal factor, and the other is their perception of low non-Roma needs for healthcare counselling. If the latter is the case, they tend to perceive Roma needs to be similarly low.

Post-graduate training of a total of more than 150 hours over a 5-year period is a positive causal factor, which contributes to the perception of strong Roma needs.

Examination of anti-Roma attitudes 

Objective of the examination of anti-Roma attitudes

It should be emphasised from the outset that the establishment of the characteristics and the extent of anti-Roma feelings should in no way be permitted to lead to the stigmatisation of healthcare workers.

Prejudice in general, and antipathy to the Roma, are obviously not confined to certain professions, but are evident in society as a whole, and have causes that are deeply embedded in the fabric of our society.

The study of anti-Roma sentiment is important primarily for ascertaining, in the course of later analyses, whether anti-Roma feelings have an impact on physicians’ and health visitors’ conduct towards their patients, and whether these attitudes necessarily result in discriminatory practice.

To summarise, the attitude survey conducted in respect of the three professional groups is intended to provide a background for further analyses. With this in mind, we prepared a concise and relatively easy-to-process set of criteria for measuring anti-Roma attitudes, which should help shed light on the complex system of anti-Roma attitudes and which can be easily understood by doctors and health visitors alike as a tool of data collection that covers the most important issues.

With regard to the two occupational groups mentioned above, the measuring of anti-Roma attitudes is important mainly to clarify whether or not the existence of such attitudes has an impact on professional practice. When surveying physicians and health visitors, we did not include – in a questionnaire that was already crowded with professional questions – large blocks of questions that would have facilitated an analysis of the social causes of anti-Roma attitudes, since in the case of these occupational groups we did not believe that such an analysis would have yielded many benefits.

However, since unearthing the societal and socialisation-type roots of anti-Roma sentiment is of considerable importance, we decided to investigate this issue using medical students as subjects, and it was with respect to them that we investigated matters that could influence or explain anti-Roma sentiment.

Throughout the survey, our intention was to examine the structure of anti-Roma prejudices and attitudes as well the possible causes of such prejudices. Since we started out from the assumption that anti-Roma sentiment was a system of ideas at least as complex and structured as anti-Semitism, we designed a measuring instrument using the findings
 of research into anti-Semitism, and checked it by taking a trial sample.

The surveyed population 

The collection of data proceeded simultaneously with respect to three target groups – general practitioners, health visitors and medical students – using questionnaires that were identical in terms of the measuring of anti-Roma sentiments. 

The analysed data, which relates to the attitudes of a total of 1,800 individuals surveyed, is valid with a 95% degree of reliability and a margin of error of ± 1.9%.
 The various sub-samples are – with a degree of reliability of 95% and with the margins of error indicated in the relevant sections of this report – representative of general practitioners and health visitors living in settlements with a Roma population of more than 1%, as well as of the entire population of 4th and 5th-year medical university students.

In the analysis, the distributions related to GPs and health visitors refer to the independently weighted proportions of the two sub-samples.

The sub-sample of medical students: At Hungary’s four medical universities, we regarded those students to be potential subjects of our survey who were (i) Hungarian citizens (since they anti-Roma sentiment of non-Hungarian citizens was not the subject of our research) and (ii) who could be expected, once they had finished their studies, to become active participants in the system of primary care (which means that students of dental medicine, for example, were ruled out as potential subjects of our survey). Our sample also does not include students of the general medical faculties among whom drop-out rates are high, since the outputs of such establishments cannot be regarded as a reliable source of future doctors. The basic population on which our research drew consisted of 4th and 5th-year university students, while 6th-year students could not be included, as they tend to spend very little time at the university itself.

The total number of 4th and 5th-year students at Hungary’s four medical universities is as follows: Budapest: 269; Debrecen: 293; Pécs: 269; Szeged: 277, i.e. a total of 1,108 students. 

We collected the data from the students in groups, using an interviewer, and under controlled conditions. A total of 740 questionnaires suitable for evaluation were obtained, with the distribution of these questionnaires corresponding to the original ratio of 4th and 5th-year students at the various universities.

This means that the data that refer to the sample of medical students as an independent population are valid to a 95% degree of reliability and with an error margin of ± 2.98%.

Using the procedure outlined above, it was possible to carry out an examination of anti-Roma sentiment on a complex sample which gave an extremely low margin of error, while we were able – by weighting the findings on a per sub-sample basis – to relate the findings to any given sub-sample during an analysis of the work of the individual groups.

The types and measurement of anti-Roma attitudes
As mentioned in the introduction, when formulating a system for measuring anti-Roma attitudes, we used the experiences and methodology of research into anti-Semitism as an example to be followed theoretically.


The 1970’s saw a new trend in research into prejudice,
 which analysed prejudice as the combined and multiplied effect of various distinct dimensions. In the course of our research, from among the various types of anti-Roma attitude we also attempted to examine separately from each other the cognitive dimension (i.e. anti-Roma stereotyping), emotional distancing, and the attitude dimensions relating to discrimination against Roma and the acceptance of such discrimination.

We prepared three independent scales for the purpose of measuring these three dimensions of anti-Roma sentiment. The strength of the prejudice was measured in terms of the scores assigned to responses given to statements in the three scale-groups. Respondents were asked to indicate their views by assigning each statement with a value on a scale of 1 (complete rejection of the statement) to 5 (full agreement).

We formulated a system of ten variables
 for measuring prejudiced stereotyping, and a further eight variables each for ascertaining the levels of emotional distancing
 and of discrimination.

The variables used for measuring prejudiced stereotyping included, from among commonly held anti-Roma views, the preconceptions of “Gypsy crime”, “laziness and shirking”, “inability to fit in, poor socialisation” and the view that “it is not society that is responsible for such problems.” In order to measure the extent of emotional distancing from the Roma, the questions from the Bogardus’ scale were adapted for use in the context of the Roma, while for measuring the tendency to discriminate against the Roma, we examined the extent to which the respondents agreed with social and institutional measures taken against the Roma.

With respect to the research method, the following should be noted: The applied method is not entirely unrelated to the research objective, i.e. to what was being measured and for what purpose.

If our objective is to shed light on covert anti-Roma sentiment among the various types of anti-Roma attitude, and to ascertain what types of preconceptions exist in society other than the blatantly negative ones, then it is necessary to also use questions that are suitable for measuring non-negative preconceptions.

However, the most important consideration in this case was to make it possible to measure, from among the various types of attitude, those that are overtly hostile to the Roman, i.e. to render anti-Roma sentiment quantifiable. The reason we focussed on anti-Roma sentiment was to examine whether negative attitudes to the Roma really do have an impact on everyday daily healthcare practices
.
Anti-Roma attitudes can be examined on the basis of negative statements about the Roma. The questionnaire contains a series of statements prevalent in present-day Hungarian society, which express sentiments hostile to the Roma. A certain proportion of those interviewed during the research agreed
 with these statements to a certain extent. 

Returning to the subject of the analysis, we first ensured that the three scales were independent of each other,
 then we checked the internal consistency of the attitude scales. The results of these checks indicated that the given scales were indeed measuring the required dimensions.

Accordingly, we calculated the scaling scores by adding up the values indicated for the given items, and standardising their results (i.e. giving them an expected value of 0 and a deviation of 1). In line with our expectations, the scales display a normal distribution,
 i.e. they accord precisely with the expected differences between the respondents. 

The standard values make it easy to compare the various groups of respondents. The scores indicate the given person’s degree and mode of hostility towards the Roma. We used cluster analysis
 to distinguish between the various groups in terms of anti-Roma sentiment. Our analysis showed the existence of five distinct groups.

Average values for the individual clusters on the anti-Roma scales

Cluster
Stereotyping
Emotional distancing
Discrimination 

Not anti-Roma
-0.67000
-1.01110
-0.65800

Prone to anti-Roma sentiment
0.45680
0.39040
0.49860

Strongly anti-Roma
1.32190
1.30220
1.57170

Non-discriminatory
-0.13790
0.11310
-0.54100

Rejects anti-Roma sentiment
-2.24970
-1.89340
-1.27090

The interpretation of the individual clusters is as follows:

· “Not anti-Roma”: this group includes respondents who, to an above-average extent, reject both anti-Roma stereotyping and assertions that reflect emotional distancing, as well as statements that express an attitude discriminative against the Roma people. This group accounts for about one-fifth (21%) of those examined. The reason why we call this group “Not anti-Roma” is that we find within it another, albeit smaller, group of respondents that display an even more pronounced rejection of anti-Roma attitudes.

· “Prone to anti-Roma sentiment”: this group includes approximately one-third (30.3%) of the respondents. Compared to the average, those in this category accept both anti-Roma stereotyping, discrimination and emotional distancing. The reason why we labelled those in this group “Prone to anti-Roma sentiment” and not “Anti-Roma” is that their deviation from the extreme values on the various scales was average (see the histograms in Note 14).

· “Strongly anti-Roma”: this group accounts for 14.1% of respondents. They display high values on all three scales, which means that they expressed strong agreement with the statements indicating anti-Roma stereotyping, emotional distancing and the discrimination against the Roma.

· “Non-discriminatory”: this group, which also accounted for close to one third (28.3%) of respondents, is somewhat contradictory in attitude. First, on two of the three scales, they display values close to zero, i.e. negative stereotyping and emotional distance are not particularly characteristic of them, and second, they reject discriminatory attitudes towards the Roma. In contrast to those in the “Rejects anti-Roma sentiment” group, however, their values on the first two scales are close to average (that is, they stereotype to an average degree), and therefore cannot be assigned to the “Not anti-Roma” group. It follows from this that this group’s only notable attitude with respect to Roma is the rejection of outright discrimination.

· “Rejects anti-Roma sentiment”: is the last and the smallest group, accounting for just 6.3% of respondents, and whose members display a high negative value on all the given attitude scales, i.e. they strongly reject all the three attitude components of anti-Roma sentiment.

Distribution of attitudes related to the Roma


%

Not anti-Roma
21.0

Prone to anti-Roma sentiment
30.3

Strongly anti-Roma
14.1

Non-discriminatory
28.3

Rejects anti-Roma sentiment
6.3

In the course of the survey, we asked the respondents who it was that they regarded as Roma. We listed alternative, mutually exclusive, responses, which represent views that exist, or may exist, among the general public, while the fact that a given respondent selected one of these does not necessarily imply antipathy to the Roma; indeed, even experts dealing with the Roma would agree with at least one of these.

Distribution of answers to the question “Who can be regarded as Roma?


yes (%)

Only persons speaking the Roma language
1.1

Only persons that regard themselves as belonging to the Roma 
49.0

Only persons that are of Roma origin 
60.0

Only persons that are regarded as Roma by their social environment 
7.2

As indicated by the above table, there was a great deal of confusion over this issue among the interviewed general practitioners, health visitors and medical students, and many of the respondents selected more than one response from among these alternatives. Although just a small fraction of the respondents, 1.1% answered “yes” to the statement that only those who speak the Roma language can be considered Roma, showing that a portion – albeit a small one – of one of the key groups of today’s intellectual class believes that Roma identity and the spoken Roma language (any of the Roma languages) are inextricably connected.

According to the statement representing the opposite extreme, only persons who are considered to be Roma by their social environment can be regarded as Roma – and this was believed to be the sole criterion for being Roma by what was again a relatively small group of respondents (7.2%). Even among researchers that have been dealing with Roma for nearly 15 years, the issue of persons regarded as Roma by their social environment has been highly contentious.
 To summarise the issue briefly, the perception of Roma by their social environment is as much influenced by poverty, multiple disadvantages, socio-economic deprivation and the appearance of these phenomena in social symbolism as it is by a subjective judgement of anthropological characteristics. As a result, the social environment primarily regards those Roma as Roma who live in grave poverty. This means that the belief that a person can only be deemed to be Roma if he is regarded as such by his social environment could result in a stigmatising of all Roma as poor (which obviously contradicts not only the existing laws, but also runs counter to basic human rights).

The politically correct and legally acceptable view, which states that only those persons can be considered Roma who regard themselves as Roma, was held by close to half (49%) of all respondents. One may ask, why it is that only half of the interviewed intellectuals agreed with this statement, especially in view of the fact that the Act on the legal status of minorities has been in force for nearly a decade now. (As shown later, even among those who reject anti-Roma sentiment there were many who agreed with the other, alternative responses.) The question is, how many respondents are aware that a number of censuses have shown that less than one-third of Roma define themselves as Roma, and that behind the acceptance or rejection of one’s identity often lies a complex web of anxieties and assimilation strategies.

Most of the respondents (60%) agreed with the self-contradictory statement that only those persons should be regarded as Roma who are of Roma origin. The internal contradiction of this statement lies in the contradiction between the wording “should be regarded as” and the term “of X origin”: namely, the fact that someone is “of X origin” is decided based on which group his or her parents belong to, which effectively brings us back to square one: only those are considered to be of particular origin whom the viewer perceives to be such. Consequently, the perception of “Roma origin” is close to the phenomenon we described above: a person is “Roma because I perceive him/her to be Roma”, i.e. the judgement of the environment decides the issue.

At the same time, we should not forget the inherent contradiction that underlies the question “Who is Roma?” If, for some reason, e.g. due to the desire to assimilate, a person does not regard himself as Roma, but whose parents are Roma (and indeed, whose Roma environment may regard him as Roma), he will no longer be a member of the public Roma community, in other words, for politically correct and legally indisputable reasons he will not be a Roma by definition, although from an anthropological point of view he is Roma. Obviously, social consciousness may become aware of this contradiction, and we believe this is one of the reasons why such a high percentage of the respondents agree with the statement “only those persons can be regarded as Roma who are of Roma origin”. (Meanwhile, as we shall see later, the number of those agreeing with this view is not at all independent of the intensity of anti-Roma feeling.)

Next we shall examine the issue of how the definition of Roma selected by respondents is related to the various types of anti-Roma attitude.

Distribution
 of the answers given to the question “Who can be regarded as Roma?” by the various types of anti-Roma attitude
Only those persons can be regarded as Roma who…
Rejects anti-Roma sentiment
Not anti-Roma
Non-discriminatory
Prone to anti-Roma sentiment
Strongly anti-Roma

regard themselves as Roma
69.7
62.8
53.5
41.5
28.9

are of Roma origin
37.6
47.3
58.5
68.1
74.4

are regarded as Roma by their environment
4.6
3.5
5.6
9.9
12.2

The figures in the table clearly indicate that the choice of a definition is heavily influenced by attitudes to the Roma. While close to 70% of those who reject anti-Roma sentiment agree with the politically most correct, but certainly not problem-free, definition about being Roma, less than 30% of those who are strongly anti-Roma agree with this definition.

In contrast to this, the group that rejects anti-Roma sentiment agrees with the contradictory statement (a Roma is a person who is of Roma origin) the least (37.6%), while close to three-quarters of the group that is strongly anti-Roma agrees with this statement. The same distribution is apparent in the case of the third response option. The fact that even a certain proportion of those who reject anti-Roma sentiment agree with the last two, covertly stigmatising, definitions of the Roma, sheds light on the contradictions, analysed above, of the question of “Who is Roma?” 

Similarly to the issue “Who can be regarded as Roma?”, we attempted to analyse whether a respondent’s estimate of the number of Roma in Hungary depends on the intensity of his or her hostility to the Roma.

Distribution of the estimates of Roma population in Hungary by the various attitude groups (%)


700,000-500,000
500,000-300,000
300,000-150,000
less than 150,000

Rejects anti-Roma sentiment
68.5
25.9
5.6


Not anti-Roma
70.9
22.7
6.4


Non-discriminatory
69.9
24.0
5.5
0.6

Prone to anti-Roma sentiment
69.5
25.2
5.1
0.2

Strongly anti-Roma
77.6
20.0
2.4


Average distribution 
71.1
23.5
5.2
0.3

We offered the respondents population-range estimates, and we asked them indicate which estimate range they believed the number of Roma population in Hungary falls into. When establishing the population range estimates, we naturally took into account the currently available research estimates, with the actual number of Roma in Hungary falling into the first range, at close to 600,000 (on this, see Note 5).

Various conclusions might be drawn from the data in the table. One of the surprising facts is that close to 75% of the professionals surveyed gave a correct estimate of the number of Roma, although the various media reports include widely divergent data. The other surprising fact, not unrelated to the previous finding, is that on average 5.5% of respondents estimated the number of Roma in Hungary to be unrealistically low; in other words, they have no awareness of the actual demographic figures.

The next surprising finding is that the estimate of the number of Roma is almost completely independent of the various types of attitudes to the Roma, as only the group which is strongly anti-Roma noticeably overestimates the number of Roma (according to the data of the linear regression calculation, the effect of being anti-Roma on overestimating the number of the Roma is 6.5%, i.e. its beta value is 0.065).

Finally, it is worth looking at the distribution of the various attitude types to the Roma within the surveyed sub-groups.
 

The distribution of attitudes to the Roma within the surveyed sub-groups


Average
General practitioners
Health visitors
Medical students

Rejects anti-Roma sentiment
6.3
10.8
9.8
2.9

Not anti-Roma
21.0
28.5
19.1
19.0

Non-discriminatory
28.3
27.7
31.1
25.7

Prone to anti-Roma sentiment
30.3
22.2
30.0
33.2

Strongly anti-Roma
14.1
10.8
9.9
19.3

Among general practitioners and health visitors, the ratio of those who reject anti-Roma sentiment is above the average of all the respondents, at close to 10%. In contrast, the ratio of medical students with anti-racist attitudes is low, at less than half the average.

The ratio of general practitioners (28.5%) who are not anti-Roma is above the average, while among health visitors and medical students this ratio is average.

The ratio of those displaying a non-discriminatory attitude is around the average of all the respondents in all the three sub-groups.

Among the GPs, the ratio of those prone to anti-Roma sentiment is below the average, while among medical students it is slightly above the average. Strong hostility to Roma is less widespread among practising professionals, while close to one-fifth of medical students can be characterised as strongly anti-Roma. 

The distribution of attitudes described above describes the differences between these three groups as well as their departure from the average. It must be noted, however, that an examination applying the multi-variable method reveals that belonging to an occupational group is not causally related to the intensity and types of hostility to the Roma. Although a separate chapter is devoted to the issue of causes, it should be noted here that the intensity of hostility to the Roma is not affected by the environment in which GPs and health visitors work, or by the ratio of Roma in the populations for which they provide health services. This sheds light on a repeatedly verified finding of social psychology, which is that the intensity of prejudice is quite independent of the frequency of contact with the subjects of prejudice. Therefore, we can state that the lower incidence of anti-Roma sentiment among practicing healthcare professionals and a significantly higher incidence of anti-Roma sentiment among medical students is not the result of the frequency with which each group encounters the Roma in their practice or their studies. 

The reason why medical students display a much higher incidence of anti-Roma sentiment is because they belong to the younger age groups; in other words, the incidence of anti-Roma sentiment among the younger age groups is much higher than among the older age groups.

In order to verify this statement, we examined the entire group of GPs by age group. We divided the physicians into four evenly distributed age groups. The table below shows the distribution of the various anti-Roma attitudes within each age group.

Distribution of various anti-Roma attitudes within GPs by age group (%)


27-45
46-52
53-58
59-78
average

Rejects anti-Roma sentiment
1.7
17.6
16.1
8.7
10.8

Not anti-Roma
27.8
30.8
32.1
22.9
28.5

Non-discriminatory
21.8
30.6
28.0
33.1
27.7

Prone to anti-Roma sentiment
30.7
13.2
16.2
26.8
22.2

Strongly anti-Roma
18.0
7.7
7.6
8.5
10.8

The distribution of attitudes within the 27-45 age group of general practitioners is very similar to the attitude distribution among medical students. It is clear that in this age group the number of those prone to anti-Roma sentiment is one-and-a-half times greater than the average, and that the number of those strongly anti-Roma is nearly twice as high as the average, (while the proportion of those rejecting anti-Roma sentiment is only a vary small fraction of the average!).

In the two medium age-brackets, the number of those who reject anti-Roma sentiment is significantly higher than the average, while the ratio of those prone to hostility and strongly hostile is lower than the average.

When examining the root causes of the high incidence of anti-Roma sentiment among the younger generations, we do see that age is a significant causal factor: the low ratio of those who reject anti-Roma sentiment is attributable to age in 22% of cases (beta value: 0.224), the ratio of proneness to hostility to Roma in 19% of cases (beta value: 0.187), and strong hostility to the Roma in 15% (beta value: 0.147).

We believe it is should be a cause for considerable concern that the incidence of anti-Roma sentiment is significantly higher among members of the younger generation than it is among the older age groups: anti-Roma sentiment is clearly on the rise, and notably so among those who will soon be vested with responsibility for the future health of our society.

Latency: the reliability of measuring anti-Roma sentiment 

In relation to measuring anti-Roma sentiment, doubts may arise as to the degree to which the respondents have expressed their true opinions or to which they have distorted their views. In the course of expressing their hostility to Roma, the respondents may have been aware of the taboos that, at least in intellectual circles, surround the more negative views. We may regard our survey findings as valid only if we have ascertained that the respondents did not distort views, and that they expressed their authentic opinions during the survey.

Because we selected negative prejudices against Roma as a basis for our survey, we may suspect a distortion in the expressed views. After all, respondents were requested to express their opinion on openly racist views, and therefore some may have concealed their true anti-Roma prejudice. Consequently, these respondents may have been included incorrectly in some of the non-racist clusters. 

Latency analysis is aimed at revealing any possible incorrect assignment of respondents to various clusters, or the distortion of views.

The professional literature distinguishes two types of concealment and distortion of views: we speak of communicative latency when respondents do not express their genuine views, as they are aware of the pressure of taboos. Factual latency is when respondents simply do not answer (because they do not want to respond, or cannot respond, or simply do not have an opinion).

In the course of data collection, the respondents answered nearly all the questions with respect to anti-Roma attitudes: the maximum ratio of non-respondents in the given clusters was around the margin of error (1.5%), which means we did not encounter factual latency. One of the reasons for the absence of factual latency may have been that, with respect to each item, respondents were asked to indicate their views on a scale, i.e., they were not required to make a decision by answering yes-or-no questions, and this almost certainly made it easier for them to express an opinion on all the issues.

For the purpose of measuring communicative latency, the questionnaire included three statements, each of which was worded in a way that an agreement with the question assumed a certain degree of anti-Roma sentiment. We repeat, agreement with these statements is indicative of anti-Roma sentiment, and the simultaneous acceptance of all three statements is likely to indicate a correspondingly higher level of anti-Roma sentiment.

Agreement with various latency items 


Agrees
No response given

I do not tell just anyone what I think of the Roma. 
45.2
3.1

I believe there are many who do not dare to say openly what they think of the Roma.
73.2
2.3

The moment one says something bad about the Roma, he is branded a racist.
59.2
2.7

As shown by the table, the ratio of agreement with the individual statements measuring latency is uneven. The participants of the survey expressed the strongest agreement with the second statement. To control the questions measuring latency, and in order to ascertain whether all of them consistently measure that the respondent is aware of the negative social pressure against his anti-Roma attitudes, we carried out a factor analysis of the values received on these three items. In the course of factor analysis, we coded those rejecting responses separately, so that they could constitute an independent and measurable value. The analysis verified our expectations: the three variables are grouped into one factor
 and the explained variance is 77.1%.

After this, we generated a latency index, and calculated the cumulative ratios of agreement with the individual statements.

Latency index as a percentage of the respondents


%

0 statement is correct
11.3

1 statement is correct
25.0

2 statements are correct
34.0

3 statements are correct
28.2

Does not know, did not reply
1.4

The ratio of the latency index allows us to decide, in regard to the respective anti-Roma attitude groups, which assumption is true:

a.) the covert social pressure perceivable in relation to the negative prejudices influenced the responses in the same way as if the respondents had answered in an open communicative situation (in other words, the perceived taboos resulted in a concealment of negative prejudices), or

b.) the respondents, when required to fill out the questionnaires anonymously, indicated their real attitudes.

We see that the ratio of those who agree with all three statements is relatively high. Therefore, the question is, which type of anti-Roma attitude do those hold who agree with all three statements. As illustrated by the table below, the perception of the latency pressure does increase in line with the intensity of anti-Roma sentiment. While in the group rejecting anti-Roma sentiment the total ratio of those who agree with 2 or 3 statements is 31.5%, while the same ratio for those strongly anti-Roma is 84.3%, and the index score of the latter group is twice as high as that of the first group.

Distribution of latency index within the anti-Roma attitude groups


0 statement is correct
1 statement is correct
2 statements are correct
3

statements are correct
Does not know, does not reply to any of the statements
Index score value

Rejects anti-Roma sentiment
22.5
43.2
25.2
6.3
2.7
113

Not anti-Roma
16.8
37.6
31.1
13.5
1.1
140

Non-discriminatory
13.4
24.2
40.0
22.0
0.4
170

Prone to anti-Roma sentiment
7.1
19.9
34.8
37.8
0.4
203

Strongly anti-Roma
3.6
11.6
31.3
53.0
0.4
233

Another question is whether there has been any incorrect assignment of respondents to the various anti-Roma attitude groups, i.e., whether we find any respondents among those who reject anti-Roma sentiment but agree with all three statements who are in reality anti-Roma, although their responses to the scaled questions conformed with what their attitude group would have suggested. The reverse side of this question is whether among those assigned to the group which is strongly anti-Roma there could be respondents who are, in reality, not anti-Roma: respondents who agreed with only 1 statement (or with none of them). This question can be answered from several perspectives.

6.3% of the entire surveyed population rejects anti-Roma sentiment. As 6.3% of this attitude group agreed with three statements, while 25.2% agreed with two, the number of the incorrectly assigned respondents could range between 0.4-2% of the entire surveyed population.

14.1% of the entire surveyed population is strongly anti-Roma. 3.6% agreed with none of the statements measuring latency, while 11.6% with only one statement. This means that the ratio of incorrectly assigned respondents could be around 0.5-1.6% of the entire surveyed population.

We have seen that, on the two extremes, the ratio of those who could have been incorrectly assigned to an attitude group was rather low, and even the estimated maximum value is around the margin of error.

As another method of ascertaining whether there has been any incorrect assignment, we examined the impact, with the help of regression analysis, of the changes in the latency index on the various anti-Roma attitude groups. The analysis revealed
 that in all cases there is a consistent interrelationship between the assignment to an attitude group and the perceived pressure of latency.

The conclusion is, those who may have conformed to expectations if asked publicly about the degree of their anti-Roma attitudes gave sincere responses in the anonymous survey.

It is fair to ask whether there could have been incorrect categorisations by occupational groups. On analysing the data of the three groups we find that the interrelationship between the latency index and the anti-Roma attitude is the same
, and the expected categorisation error, similarly to the identical error intervals of the entire surveyed population, is low.

Modelling the causes of anti-Roma attitudes

We have already indicated when we analysed the individual occupational groups on the basis of their anti-Roma attitudes that we examined the relationship between the degree of anti-Roma attitudes on the one hand and the characteristics of the given settlement or, e.g., the estimated number of Roma in the respective healthcare populations, on the other. We found that no such interrelationships can be established, and concluded that probably other causes influence the respondents’ hostility to the Roma.

Because the attitude analysis conducted among GPs and health visitors included only a few additional attitudes that are probably related to anti-Roma attitudes, we analysed, based on our experience from similar surveys, the role of xenophobia (hostility to strangers), intolerance (antipathy towards certain groups that are under-privileged or display anomie), conservative values (we must emphasise that we do not mean political conservatism here) and religion, regardless of denomination, as the possible causes of anti-Roma feelings.

In order to measure these attitudes, we inserted question groups into our survey; respondents were required to respond on a graded scale by indicating the degree of their agreement, or their sympathy or antipathy. We subjected our findings to main component and factor analysis, then we determined the types as well as the numbers belonging to the given types within each attitude group through cluster analysis. Next, we calculated the impact of the given attitudes on anti-Roma sentiment with the help of a step-by-step regression analysis, reviewing the typical direction of the impact in each case. (To help the reader, we have included among the Notes a description of the method of calculating attitude components.) The pages that follow contain the charts of the findings of the regression analysis.

In the course of the analysis, it became clear that although the various types of anti-Roma sentiment can be regarded as grades, ranging from the rejection of anti-Roma feelings up to and including strong hostility, the causes of why various anti-Roma attitudes emerge are strongly divergent. 

The causal model of the two types of anti-Roma sentiment and of the rejection of anti-Roma sentiment (linear regression, beta co-efficient)
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Anti-Roma sentiment is not a homogeneous attitude, but a system of attitudes whose components can be explained by other attitudes to varying degrees and in various assortments.

The emergence of strong anti-Roma sentiment is explained by the aggregate impact of several factors, each of which is of a high value (R2 = 31%). From among the dimensions of antipathy to strangers, e.g. xenophobia
 (an attitude that in our analysis is in itself composed of several layers), it is the impact of strong xenophobia that is truly significant. The impact of intolerance
, which is so much typical of modern alienated mass societies, is asserted independently, while the strongest impact is exerted by strong ethical conservatism based on authoritarianism
.

In contrast to those characterised by strong, rigid and authoritarian values, persons with more traditional values (whether based on religion or on an enlightened philosophy) reject strong anti-Roma feelings (with this negative interrelationship indicated by negative beta coefficients). Those whose values lack the elements of conservatism, but at the same time do not have a liberal mindset, also reject strong anti-Roma feelings (beta = – 0.17).

Interestingly, the reason why people are prone to anti-Roma sentiment is different from the reason why people have strong anti-Roma feelings. Proneness to anti-Roma sentiment can be explained by a single factor: strong ethical conservatism (explanatory factor: beta = 0.26). This type of anti-Roma sentiment is rejected almost to the same extent by religious and enlightened traditionalists, anti-conservatives (liberals), and non-conservatives. The absence of intolerance and the acceptance of strangers (the reverse of xenophobia) contribute to this rejection only indirectly, through liberalism.

In contrast to our expectations, neither xenophobia nor intolerance exerts an impact on the appearance of anti-Roma attitudes.
 This type of anti-Roma attitude of “average” intensity is positively correlated only with strong ethical conservatism out of all the factors surveyed. (The aggregate explanatory force of positive and negative influences is not high either, amounting to just 8%.). Based on our data, we suspect that proneness to anti-Roma feelings, which is an “average anti-Roma attitude”, is a relatively independent attitude, i.e. one does not have to be xenophobic or intolerant in order to have an average level of anti-Roma sentiment. We believe this is one of the unexpected and at the same time very shocking findings of our survey: in present-day Hungarian society the “soft” version of anti-Roma sentiment is largely taken for granted.

The single and extremely strong explanatory component of the “rejection of anti-Roma sentiment” is anti-conservatism and liberalism (beta = 0.81!). This attitude is so far removed from the strongest type of anti-Roma feeling that not even a negative relationship of rejection can be shown (“it’s got nothing to do with us”): in this attitude group, the rejection of anti-Roma sentiment is the most intensely upheld attitude and, at the same time, the members of this group also reject the “soft” version of anti-Roma sentiment (beta = –0.25). 

In the following, we analyse the last two attitudes in the typology of anti-Roma sentiment – the absence of discrimination and the absence of anti-Roma sentiment – on the basis of causal factors.
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As seen above, those respondents that can be characterised by religious or enlightened traditionalism and those who are not liberal but reject ethical conservatism also reject the two anti-Roma attitudes. Consistently with this, these respondents affirm a non-discriminatory attitude and the absence of anti-Roma feelings.

Also consistent with our findings, those respondents that can be characterised by strong ethical conservatism reject the non-discriminatory attitude and the absence of anti-Roma feelings. Although with a smaller explanatory force, those respondents that can be characterised by traditional intolerance also reject the absence of anti-Roma feelings because to a certain degree they affirm strong anti-Roma feelings.

What surprises us once again in the causal interrelationships of the above chart is the absence of xenophobia as an explanatory principle, as it would be perfectly logical for us to expect xenophobia to exert a negative influence on the two non anti-Roma attitudes. The absence of xenophobia as a negative causal factor confirms once again the previously mentioned shocking finding: everyday “soft” antiromanism has become a “natural” phenomenon in social consciousness. Given the fact that hostility to strangers is not needed to explain antiromanism, those prone to anti-Roma sentiment do not regard the Roma as strangers but as “just” Roma.

After making a short digression to further analyse the causal interrelationships, we shall return to this issue.

In the sample of medical students we were able to examine some issues that, of necessity, we had been unable to examine in the case of the other two occupational groups. Based on the questions asked, we were able to examine the impact that the schooling levels of the respondents’ parents, the respondents’ childhood place of residence, and their current and desired financial position (which is one of the aspects of the subjectively perceived social status) exert on anti-Roma attitudes.

Research projects analysing the negative attitudes towards a given ethnic group have proved that the impact exerted by socio-economic status is much smaller than the other phenomena we have analysed: xenophobia and intolerance. With regard to medical students, we came to similar conclusions: in relation to the impact of place of residence, it is conspicuous that among respondents that were born in Budapest the ratio of those rejecting anti-Roma attitudes is three times higher than the average for the medical students, while the ratio of those strongly anti-Roma is half the average. (With regard to respondents born in the smallest settlements, the ratios are just the reverse, although the differences in the ratios are smaller.) With regard to the impact of the schooling level of the respondents’ parents, the impact of the schooling levels of mothers with university degrees is conspicuous, as their children reject antiromanism much more vociferously
, while the children of fathers with vocational school training are much more prone
 to antiromanism.

With regard to the subjective impact
 of a change in social status, two groups are conspicuous. The subjectively perceived current financial position of the first group is significantly worse than it used to be at the time of their childhood, and at the same time this group is strongly confident that it will rise materially and climb high on the social ladder. The influence of belonging to this “subjective status group” on the attitude of strong hostility to the Roma is relatively significant and at the same time this is the group that is less receptive to the rejection of antiromanism.
 The other group is just the reverse of the previous one, but it is also made up of respondents who indicate a subjectively felt uncertainty. Although the members of this group perceive their current status to be better than that of their childhood that they perceive as rather poor, they believe that their future prospects are as bad as used to be in their childhood.
 This group, too, has a negative attitude to rejecting antiromanism.

The analysis of our data sheds light on the fact that the perceptions of the subjectively experienced material status in the course of a person’s career and life do have an impact on antiromanism, while they do not impact xenophobia. 

We saw just before that for a person to become prone to hostility to the Roma xenophobia is not needed. From the three sub-groups of our survey, it is among medical students that we find the highest incidence of the attitudes that are significant causal factors of a strong and medium-intensity antiromanism (see the tables included in Notes 57, 58 and 59 and their descriptions).

As this sub-group is the most homogeneous in terms of age, and is also the sub-sample which, because of its size, can be analysed with the smallest margin of error, we examined the medical students’ relationships with certain groups regarded as alien using a method that had not been applied so far.

We re-analysed the responses we had interpreted when examining xenophobia (see Note 57) in terms of the sympathy or antipathy felt towards members of certain ethnic groups. The appropriate method for this purpose is multi-dimensional scaling
, with the help of which the affective / cognitive distance with respect to ethnic groups can be interpreted in a more comprehensive manner.

Two-dimensional scaling model based on the medical students’ expressed antipathies and sympathies indicating the factor groups
 and the size of the aggregate distance
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The chart shows a “map” drawn based on two-dimensional scaling of response data, in which sympathy and antipathy assume two dimensions: a purely affective dimension and an emotionally coloured cognitive dimension. On this map, which plastically illustrates the cognitive vs. affective relationship, it can be seen where the individual ethnic groups are located relative to one another in the consciousness of medical students. The emotional component reflects where the respondents, based on their emotional judgement, believe the relative location of the individual groups is, while the meaning, figuratively speaking, of the cognitive component is to what extent the respondents, emotionally and relative to one another, respect or disrespect the individual ethnic groups.

On the positive side of the purely affective axis are Hungarians living in Hungary (i.e. they are the ones that medical students “like” most), while on the other extreme of the axis we find the Roma (i.e. it is towards them that the respondents were emotionally most antipathetic). On the positive extreme of the emotionally-laden cognitive axis we find the Americans (who are the ones “most respected”), while the lowest position on this dimension is occupied by the Arabs (who are “the least respected”).

The location of the various groups on the cognitive axis shows clearly that in the minds of medical students the emotional distance with regard to the various groups is attributable to a number of different factors. It should be noted that the close negative perception on the cognitive scale of the Roma, Africans, Poles and Transylvanian Hungarians was accompanied in the latter two cases by a strongly positive value on the emotional scale, and that they are at the same time members of the factor category entitled “friends and relatives”. It can be assumed that these two latter groups are “disrespected” on account of the medical students’ view of the economic situation of these two countries, while the group of Arabs is “disrespected” for entirely different reasons. The fact that Africans and African Americans are located on the positive side of the emotional axis is probably attributable to the emotional “closeness” that the young feel towards Africans and African Americans on account of the shared (musical) culture, while African Americans, in contrast to Africans, are in the positive field of the cognitive scale.

The discrepancies of a group’s location on the affective and on the emotionally-coloured cognitive axis scale are well exemplified by the location of the factor members that have been named as having a “pronounced identity” (Americans, Jews, Slovaks): although these factor-members are located high in terms of respect, respondents remain emotionally distant from them.

On re-examining the location of the Roma in the affective and cognitive dimensions, we see that in the eyes of medical students they are the most antipathetic, and they are also disrespected, although to a much lesser extent than they are disliked. If we examine the relative position of the individual groups with respect to one another, we see that, compared with the position of Hungarians living in Hungary, Roma, of all the ethnic groups, display the largest aggregate distance from the two axes.

This means that, in the eyes of the medical students, the Roma are the farthest away – farther away than all the other ethnic groups – from the Hungarians, both in terms of emotional distance and in terms of respect.
Notes

Research into general practitioners

Causal model of the absence of discrimination and the absence of anti-Roma sentiment (linear regression, beta coefficients)
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� This is a question of whether the doctor offers therapy on the spot in his own office, or after the local therapy he refers the patient to a higher institutional and competence level, or refers the patient to a higher institutional level immediately after the diagnosis. We measured this independently from the effects of disease, the patient’s age, etc., exclusively in the context of the patients’ social and socio-psychological status.


� In the absence of national data we can only make an estimate on the basis of our research.


� Source of number of pensioners: Central Data Processing Office of the Ministry of the Interior, 2003; source of the ratio of the unemployed: Central Statistical Office, Employment Bureau, 2003.


� We are referring here to the 852 settlements where the ratio of Roma exceeds 1%.


� Excluding Budapest


� Expected to be published in the spring of 2004.


� This method would solve the problem that the individual workload categories are not of completely equal value: the number of patients and the travel time cannot be considered to be of the same weight on the basis of raw data. However, clustering with standard values works with distances that have been brought to the same level.


� This last fact is difficult to verify on the basis of our data, because not enough doctors answered questions relating to the value of the practice, revenues and expenses, and the amount of tips they receive.


� Our representative Roma research to be finished in June 2004 looks at the mechanisms of exclusion caused by poverty in the case of Roma.


� The analysis performed by linear regression shows a relation of similar degree in both directions between the two variables. (beta 0.2)


� It is worth mentioning the sensitive question of tips, because one might suspect that they play a role when doctors offer high-cost examinations. However, very few doctors answered the questions relating to tips, which makes it impossible to trace their effect.


� For instance, burns are treated on general practice premises first, then at plastic surgery departments, the latter representing a higher level of medical care. Physicians do not aim at full recovery on general practice premises.


� In this case, the underlying idea is that, in the physician’s view, patients stand a better chance of full recovery if they are treated for their medical conditions at a higher level of medical care from the outset. 


� The beta value of linear regression is 0.23.


� Physicians were asked, when deciding on therapy within their own sphere of competence, how often they took costs into account while prescribing medicines whose therapeutic effect was identical or nearly identical. Thus, the question implied that the doctors were able to choose freely from among the available medicines in terms of their cost (which is, in fact, usually the case).


� The results of our related research will be available in April 2004, when the closing study is completed.


� Though data recorded from other smaller samples suggest that, for instance, depression is very common among members of the Roma, in the absence of quantifiable and reliable data, this research cannot make or substantiate such a claim. 


� Based on data from the National Institute for Primary Care 


� According to an analysis performed with linear regression.


� Questionnaire surveys were distributed to health visitors in these settlements.


� § 3 (1) of Decree 5/1995. (II.8.) of the Minister of Welfare 


� Health visiting services are specified by Decree 5/1995. (II.8.) of the Minister of Welfare. For a detailed discussion of the activities set out by the ministerial decree as a framework, see Health Visiting Services, Edited by Mariann Várfalvi-Bognár, Health Visitors’ Professional Association, Budapest


� Though the ministerial decree and the summary checklist of health visiting services by the Health Visitors’ Professional Association provide a fairly exhaustive treatment of health visiting duties, it is next to impossible, in terms of methodology, to objectively describe and quantify the performance of a significant number of duties such as ‘knowledge transfer’ and ‘counselling’, etc. 


� Concurrently with this research, a representative national survey on the Roma is being conducted in order to evaluate real client needs. Recording data on 1,200 households, the survey on the Roma evaluates objective needs for the provision of health and social care and the extent to which such needs are met.


� On a scale of 1-5


� Since in the case of medical students we cannot yet speak of active medical practice, our survey aimed to shed light on the background factors (such as socialisation) of the medical students’ anti-Roma sentiments.


� As we have seen in the course of analysing latency and reliability, those with anti-Roma attitudes hold these views despite being fully aware that the views are racist.


� Because the number of those who believe that being Roma has to do with speaking the Roma language is close to the margin-of-error limit, we have omitted this group from the analysis.


� It is important to repeat that, in the case of general practitioners and health visitors, the distributions were calculated by sub-groups, according to weighting that restores the actual proportional structure of the given sub-group.


� Our expectations are supported by the research projects on racism that have taken place so far. They consistently find the complex of xenophobia, intolerance and authoritarianism in the background of a prejudice against a given ethnic group.


� See: Note 57





� Based on Gábor Kertesi - Gábor Kézdi: The Roma Population in Hungary (documentation and data, Socio-typo, Bp., 1998), and László Hablicsek: The Demographic Indicators of Roma, Experimental Forecast for 2050. Central Statistical Office (KSH) Institute of Demographics, 1999.


� The following table shows the differences in the margin of error by percentage distribution.





% distribution�
5-95�
10-90�
15-85�
20-80�
25-75�
30-70�
35-65�
40-60�
45-55�
50-50�
average�
�
Margin of error�
2.20%�
3.00%�
3.60%�
4.00%�
4.40%�
4.60%�
4.80%�
5.00%�
5.00%�
5.10%�
4.20%�
�



� 


Total number of weekly service hours by layer�
%�
�
Up to 20 hours�
34.4�
�
20-40 hours�
57.0�
�
Over 40 hours�
8.6�
�



Weekly on-call duties in all settlements�
%�
�
No on-call duties�
21.0�
�
1 - 9 hours�
14.5�
�
10-14 hours�
20.2�
�
15-24 hours�
27.7�
�
Over 24 hours�
16.6�
�



Average travel time�
%�
�
0-40 minutes�
10.0�
�
40-60 minutes�
35.8�
�
60-90 minutes�
13.0�
�
90-120 minutes�
21.3�
�
Over 120 minutes�
20.0�
�



Monthly average patient turnover in all the settlements�
%�
�
40-450�
20.1�
�
450-775�
19.8�
�
775-890�
20.0�
�
900-1,100�
21.6�
�
Over 1,100�
18.4�
�



� Clusters of doctors’ workload – by the averages of workload indictors’ standardised values





�
No. of settlements�
Service hours�
Travel time�
On-call duties�
Patient turnover�
�
Small number of patients, low workload�
-0.42861�
-0.72751�
0.5037�
-0.76857�
-1.04755�
�
Average workload�
-0.42861�
-0.13489�
-0.86144�
0.55099�
0.07668�
�
Many service hours, low on-call duty�
-0.42861�
0.80178�
-0.10863�
-1.18978�
0.07061�
�
Several settlements, above average on-call duty, few service hours�
2.32695�
-0.64214�
-0.26366�
0.75339�
-0.20903�
�
Several settlements, above average on call duty, many service hours�
2.32695�
0.86019�
-0.48747�
0.77468�
0.76354�
�
One settlement, high overall workload�
-0.42861�
0.23621�
0.85408�
0.67862�
0.89279�
�



� Distribution of workload groups by patient turnover (%)





�
40-450�
450-775�
775-890�
900-,100�
Over 1,100 �
�
Small number of patients, low workload�
62.6�
24.3�
11.9�
1.2�
�
�
Average workload�
10.4�
25.8�
20.3�
31.3�
12.2�
�
Many service hours, low on-call duty�
6.7�
19.7�
33.9�
38.1�
1.6�
�
Several settlements, above average on-call duty, few service hours�
15.1�
43.4�
13.5�
13.6�
14.5�
�
Several settlements, above average on call duty, many service hours�
2.3�
�
25.4�
34.7�
37.6�
�
One settlement, high overall workload�
�
7.6�
17.8�
18.2�
56.3�
�



Distribution of workload groups by service hours / week (%)





�
Up to 20 hours�
 20-40 hours�
Over 40 hours�
�
Small number of patients, low workload�
69.7�
30.3�
0.0�
�
Average workload�
34.6�
64.7�
0.7�
�
Many service hours, low on-call duty�
0.0�
77.4�
22.6�
�
Several settlements, above average on-call duty, few service hours�
64.6�
35.4�
0.0�
�
Several settlements, above average on call duty, many service hours�
�
73.9�
26.1�
�
One settlement, high overall workload�
24.0�
63.5�
12.4�
�



Distribution of workload by on-call hours / week (%)





�
No on-call duties�
1 - 9 hours�
10-14 hours�
15-24 hours�
over 24 hours�
�
Small number of patients, low workload�
41.1�
26.8�
26.2�
5.2�
0.7�
�
Average workload�
�
5.5�
26.6�
49.4�
18.6�
�
Many service hours, low on-call duty�
65.6�
29.6�
4.8�
�
�
�
Several settlements, above average on-call duty, few service hours�
2.7�
2.8�
18.4�
35.1�
41.0�
�
Several settlements, above average on call duty, many service hours�
�
3.9�
16.8�
42.6�
36.7�
�
One settlement, high overall workload�
�
6.2�
19.7�
43.3�
30.8�
�



Distribution of workload by travel time (%)





�
0-40 minutes�
40-60 minutes�
60-90 minutes�
90-120 minutes�
over 120 minutes�
�
Small number of patients, low workload�
�
29.6�
5.0�
28.6�
36.9�
�
Average workload�
21.1�
66.9�
12�
�
�
�
Many service hours, low on-call duty�
4.1�
43.7�
23.3�
14.9�
14.1�
�
Several settlements, above average on-call duty, few service hours�
18.6�
40.5�
10.8�
12.2�
18.0�
�
Several settlements, above average on call duty, many service hours�
33.4�
25.7�
17.6�
13.7�
9.7�
�
One settlement, high overall workload�
�
0.5�
14�
50.9�
34.5�
�

































� Effect of settlement status on workload – step-by-step linear regression, beta values





�
Budapest�
City with county status�
City�
Village�
�
Small number of patients, low workload�
0.3506�
0.2423�
-0.2065�
-0.2403�
�
Average workload�
-0.3201�
-0.1378�
0.2467�
-0.1545�
�
Many service hours, low on-call duty�
0.3642�
0.1884�
-0.3343�
-0.3515�
�
Several settlements, above average on-call duty, few service hours�
-0.1374�
-0.1036�
0.0000�
0.2186�
�
Several settlements, above average on call duty, many service hours�
-0.1734�
-0.1260�
0.0000�
0.3186�
�
One settlement, high overall workload�
-0.1704�
-0.1042�
0.1341�
0.1206�
�



Effect of settlement size on workload – step-by-step linear regression, beta values





�
Under 1,058 inhabitants�
1,059-1,754�
1,755-2,730�
2,731-6,058 �
Over 6,059�
�
Small number of patients, low workload�
�
-0.1034�
-0.1065�
-0.1139�
0.2234�
�
Average workload�
�
�
�
�
�
�
Many service hours, low on-call duty�
�
0.1324�
�
-0.1175�
�
�
Several settlements, above average on-call duty, few service hours�
0.2072�
�
�
0.1142�
-0.1640�
�
Several settlements, above average on call duty, many service hours�
0.1833�
�
0.0895�
0.1451�
-0.2476�
�
One settlement, high overall workload�
-0.1056�
�
0.2174�
�
�
�



� Cause of belonging to the various workload groups by age group – linear regression, beta coefficients





�
27-45�
46-52�
53-58�
59-78�
�
Small number of patients, low workload�
-0.1374�
0.0000�
0.0000�
0.2383�
�
Average workload�
0.0000�
0.0000�
0.0000�
0.0000�
�
Many service hours, low on-call duty�
0.0000�
0.0000�
0.1300�
-0.1653�
�
Several settlements, above average on-call duty, few service hours�
0.0000�
0.0000�
0.0000�
-0.1069�
�
Several settlements, above average on call duty, many service hours�
0.0000�
0.0000�
0.0000�
-0.1055�
�
One settlement, high overall workload�
0.0000�
0.0000�
0.0000�
0.0000�
�






� In this procedure we standardised the indexes of the groups by the age group and the number of years spent in a practice, then we determined the mobility groups by age by clustering.





The average age and years spent in a practice of mobility groups by age, their standard averages and % distribution





Mobility groups�
age average�
practice year average�
z age�
z practice year�
�
distribution %�
�
Old and mobile�
64�
10�
1.3357�
-0.5653�
�
13.8�
�
Old and immobile�
63�
33�
1.2429�
2.0422�
�
9.9�
�
Middle aged, average mobility�
50�
14�
-0.2444�
-0.1855�
�
34.0�
�
Middle aged, immobile�
54�
22�
0.2938�
0.7931�
�
19.6�
�
Young and mobile�
41�
6�
-1.2161�
-1.0298�
�
22.7�
�






� Distribution of mobility groups by age group (%)





�
27-45�
46-52�
53-58�
59-78�
�
Old and mobile�
�
�
11.1�
88.9�
�
Old and immobile�
�
�
10.9�
89.1�
�
Middle aged, average mobility�
18.8�
56.7�
24.5�
�
�
Middle aged, immobile�
�
31.8�
57.7�
10.4�
�
Young and mobile�
86.4�
13.6�
�
�
�



Distribution of mobility groups by age, according to years spent in a practice(%)





�
1-8 years�
9-12 years�
13-15 years�
16-22 years�
23-50 years�
�
Old and mobile�
21.9�
62.7�
12.4�
3.0�
�
�
Old and immobile�
�
�
�
�
100.0�
�
Middle aged, average mobility�
3.3�
29.2�
46.4�
21.1�
�
�
Middle aged, immobile�
�
�
�
60.4�
39.6�
�
Young and mobile�
68.7�
26.2�
5.1�
�
�
�






� On static and dynamic development indices see: Dr. Imre Lengyel, On the Competitiveness of Hungarian Regions and Counties. SZTE GTK Department of Regional Applied Economics, 2002





� Level of equipment of GP practices – effect of age groups (linear regression, beta values)





�
27-45�
46-52�
53-58�
59-78�
�
Poor�
-0.1155�
-0.1800�
0.1303�
0.1839�
�
Average�
0.0000�
0.1781�
0.0000�
0.0000�
�
Good or very good�
0.1660�
0.0000�
0.0000�
-0.1153�
�






� See: Ferge, Tausz, Darvas: Struggle Against Poverty and Social Exclusion. Volume I. ILO, Bp. 2002.





� First we factorised the data supplied in relation to a total of 17 groups of patients. After leaving out the groups with low factor values, we eventually formed four factors out of a total of fourteen groups. The factors show high values, and all the explained variances are also high.





�
fact1�
fact2�
fact3�
fact4�
�
Patients with low or no co-operation�
-0.1088�
0.1505�
0.0952�
0.8078�
�
Socially marginalised, poor patients�
0.1015�
0.7610�
-0.0599�
-0.0208�
�
“Freeloaders”�
0.5929�
0.1231�
-0.0932�
0.5107�
�
Roma�
0.1873�
0.7023�
0.0703�
0.0989�
�
Patients with low schooling�
0.0719�
0.7418�
0.0944�
0.2347�
�
Very old patients�
-0.1567�
0.4400�
0.5950�
0.0082�
�
Undisciplined patients�
0.3421�
0.0068�
0.1314�
0.6718�
�
Theatrical patients�
0.6590�
0.2242�
-0.0424�
0.4205�
�
Unemployed patients�
0.1838�
0.7148�
0.2261�
0.0153�
�
Highly educated patients�
0.8073�
0.1824�
0.2632�
-0.0622�
�
Affluent patients�
0.8033�
0.1358�
0.3297�
0.0704�
�
Qualified patients with average income�
0.5577�
0.1517�
0.6249�
-0.0301�
�
Young patients�
0.1879�
0.1137�
0.7700�
0.1147�
�
Very busy patients�
0.1873�
-0.0693�
0.7725�
0.0853�
�






Factor�
Eigenvalue�
Pct of Var�
Cum Pct �
�
1�
4.56172�
32.6�
32.6�
�
2�
1.77235�
12.7�
45.2�
�
3�
1.62335�
11.6�
56.8�
�
4�
1.10705�
7.9�
64.7�
�



� Factors affecting the cost level of test equipment – clusters on the averages of patient groups’ factor coefficients


�
assertive�
deprived�
age specific�
�
1: Assertiveness is decisive�
0.692�
-0.654�
-0.139�
�
2: Age, deprivation is decisive�
-0.254�
0.446�
1.709�
�
3: Basic, local�
-1.523�
-0.403�
-0.664�
�
4: Deprivation is decisive�
0.421�
1.599�
-0.544�
�



� Patient groups’ factors weights on the basis of risk factor diminishing potential





�
high status�
at-risk�
low co-operation potential�
�
Patients with low or no co-operation�
-0.31284�
0.21735�
0.68613�
�
Addicts (tobacco, alcohol, etc.)�
-0.19428�
0.52513�
0.30664�
�
Socially marginalised, poor patients�
-0.00749�
0.81737�
0.07631�
�
“Freeloaders”�
-0.06298�
0.62189�
0.28240�
�
Roma�
0.08546�
0.85933�
-0.06313�
�
Patients with low schooling�
0.01097�
0.80009�
0.15795�
�
Undisciplined patients�
-0.23387�
0.34243�
0.73299�
�
Theatrical patients�
0.15917�
0.06032�
0.60620�
�
Highly educated patients�
0.84947�
0.08491�
-0.01752�
�
Affluent patients�
0.83235�
-0.14810�
-0.03154�
�
Qualified patients with average income�
0.77341�
-0.05328�
0.05019�
�
Very busy patients�
0.30996�
0.02446�
0.68260�
�
White collar patients�
0.79081�
0.01683�
0.03259�
�



The total explained variance is 61 %, a high value.





� The average factor weights of the three main groups based on risk-diminishing potential on the clusters representing various examination cost levels





�
high status�
at-risk�
low compliance�
�
1: Assertiveness is decisive�
0.02363�
-0.30028�
0.09503�
�
2: Age, risk factor is decisive�
0.26822�
-0.10832�
0.25609�
�
3: Basic, local�
-0.07368�
0.55838�
-0.31590�
�
4: Deprivation is decisive�
-0.28186�
0.17611�
0.11385�
�



� Causal relationship between risk-diminishing potential of socially deprived patients and doctors’ preference clusters ( step-by-step linear regression, beta coefficients)





�
low�
average�
high�
�
1: assertiveness is decisive�
0.1516�
0.0000�
-0.1950�
�
2: age, risk factor is decisive�
0.0000�
0.1310�
0.0000�
�
3: basic, local�
-0.1047�
-0.0763�
0.1834�
�
4: deprivation is decisive�
0.0000�
-0.1019�
0.1416�
�



� Factor groups according to the therapy recommended





�
fact1�
fact2�
fact3�
�
Non-complying or low-compliance patients�
0.36252�
-0.1221�
0.63769�
�
Patients with low potential to reduce risk factors�
0.61205�
0.13612�
0.26872�
�
The socially marginalised, the deprived�
0.77036�
0.26970�
0.09263�
�
‘Free-loaders’ �
0.03162�
0.13446�
0.67197�
�
The Roma�
0.64172�
0.29007�
0.26888�
�
Patients representing no professional challenge�
0.61901�
0.19579�
0.20200�
�
Low educational level�
0.78234�
0.31162�
0.21242�
�
The very old�
0.68685�
-0.03056�
0.00329�
�
Undisciplined patients�
0.19885�
0.09778�
0.79777�
�
Histrionic patients�
0.09100�
0.33247�
0.69473�
�
The unemployed�
0.65933�
0.44580�
0.09322�
�
High educational level�
0.18374�
0.87092�
0.15864�
�
Affluent patients�
0.04666�
0.84493�
0.21069�
�
Qualified patients in the middle income bracket �
0.26979�
0.87027�
0.15526�
�
The young�
0.45296�
0.69722�
0.08754�
�
Very busy patients �
0.45471�
0.56738�
-0.07004�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
6.65387�
41.6�
41.6�
�
2�
1.79239�
11.2�
52.8�
�
3�
1.56886�
9.8�
62.6�
�



� Clusters of physicians with therapy level preferences based on the factor weights of the patient groups 





�
Deprived�
High social status �
Low compliance�
�
%�
�
High institutional level of care for all �
1.1149�
0.1815�
0.4129�
�
32.9�
�
Primary care on GP premises for problem patients �
-0.6793�
1.2940�
-0.4624�
�
21.6�
�
Primary care on GP premises for virtually everybody �
-0.0707�
-0.9228�
-1.1518�
�
23.6�
�
Actively avoiding low compliance �
-0.9272�
-0.5510�
1.0731�
�
22.0�
�



� Distribution according to workload categories of physicians included in clusters based on the therapy prescribed (%)





�
High institutional level of care for all �
Primary care on GP premises for problem patients �
Primary care on GP premises for virtually everybody�
Actively avoiding low compliance�
�
Low patient turnover, low workload�
37.0�
8.8�
34.1�
20.1�
�
Average workload�
41.8�
14.2�
21.9�
22.0�
�
Long surgery hours, short out-of-office hours �
18.4�
45.4�
14.4�
21.8�
�
Above-average out-of-office hours in several communities, short surgery hours�
17.1�
33.4�
36.3�
13.3�
�
Above-average out-of-office hours in several communities, long surgery hours�
22.3�
28.7�
14.8�
34.2�
�
In one community, high overall workload �
39.2�
18.0�
21.2�
21.5�
�
Average�
32.9�
21.6�
23.6�
22.0�
�









� Patients’ factor groups based on responses to the question on the frequency of taking into account the costs of medicines 





�
fact1�
fact2�
fact3�
�
Non-complying or low-compliance patients�
0.2677�
0.1965�
0.8280�
�
Patients with low potential to reduce risk factors�
0.3731�
0.2319�
0.8031�
�
The socially marginalised, the deprived�
0.0176�
0.8235�
0.2360�
�
‘Free-loaders’ �
-0.0130�
0.6410�
0.3857�
�
The Roma�
0.4036�
0.1127�
0.7142�
�
Patients representing no professional challenge�
0.2001�
0.7226�
0.2979�
�
Low educational level�
0.0257�
0.8655�
0.0516�
�
The very old�
0.3865�
0.4620�
0.3552�
�
Undisciplined patients�
0.1782�
0.8316�
-0.1162�
�
Histrionic patients�
0.8691�
0.1164�
0.2729�
�
The unemployed�
0.8779�
-0.0659�
0.1360�
�
High educational level�
0.8861�
0.0828�
0.2214�
�
Affluent patients�
0.7734�
0.2620�
0.2500�
�
Qualified patients in the middle income bracket �
0.8604�
0.1335�
0.2799�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
6.49269�
46.4�
46.4�
�
2�
2.68292�
19.2�
65.5�
�
3�
1.11046�
7.9�
73.5�
�



� Clusters of physicians taking into account the costs of medicines based on the factor coefficients of the three patient groups 





Cluster�
High social status�
Deprived�
Low compliance�
�
Socially sympathetic�
-0.1972�
0.4435�
-1.2561�
�
Socially and socio-psychologically sympathetic�
-0.9329�
0.3062�
0.6515�
�
Unsympathetic�
0.0449�
-1.9031�
-0.0738�
�
Allowing for costs in each patient group�
1.1785�
0.3924�
0.5312�
�



� Factor groups according to the frequency of follow-ups


�
fact1�
fact2�
fact3�
�
Non-complying or low-compliance patients�
0.0469�
0.8355�
0.2897�
�
Patients with low potential to reduce risk factors�
0.3144�
0.7436�
0.3180�
�
The socially marginalised, the deprived�
0.3651�
0.6329�
0.3520�
�
“Free-loaders” �
0.4978�
0.7723�
0.0075�
�
The Roma�
0.3934�
0.6008�
0.5035�
�
Patients representing no professional challenge�
0.6413�
0.5780�
0.0522�
�
Low educational level�
0.5976�
0.4984�
0.3417�
�
The very old�
0.2083�
0.2058�
0.8492�
�
Patients likely to return to a high risk factor environment after therapy�
0.2363�
0.2979�
0.8049�
�
Undisciplined patients�
0.2142�
0.7444�
0.3302�
�
Histrionic patients�
0.5371�
0.7241�
0.0799�
�
The unemployed�
0.6646�
0.3137�
0.5083�
�
Patients with hard-to-access places of residence �
0.6999�
0.3136�
0.4144�
�
High educational level�
0.9284�
0.1817�
0.1444�
�
Affluent patients�
0.9052�
0.2528�
0.1968�
�
Qualified patients in the middle income bracket �
0.8837�
0.2738�
0.2440�
�
The young�
0.8352�
0.2779�
0.2330�
�
Very busy patients �
0.8419�
0.3108�
0.2122�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
11.44762�
63.6�
63.6�
�
2�
1.77991�
9.9�
73.5�
�
3�
1.16919�
6.5�
80.0�
�



� Results of clustering performed on patient factor groups in follow-up 





Cluster�
Wide spectrum�
Low compliance�
Lower life expectancy�
�
In each case�
1.2362�
0.9598�
0.1007�
�
It depends�
-0.1645�
-0.2584�
-1.2939�
�
Problem patients�
-0.8524�
0.0364�
0.5483�
�
Depends on the patient group�
0.9969�
-1.7471�
0.8236�
�



� The proportion of diseases among members of the Roma according to data from the Borsod County research. Data show the multipliers expressing how many times more frequently the Roma are taken ill relative to the population as a whole.





�
multiplier�
�
Transient cerebral ischaemic attacks�
6.2�
�
Hypertony and related diseases�
3.6�
�
Ischaemic heart conditions�
15.0�
�
Cerebrovascular diseases�
1.9�
�
TBC�
10.9�
�
Malignant tumours�
4.3�
�
Chronic diseases of the lower respiratory tract�
4.0�
�
Asthma �
4.8�
�
Gastric, duodenal and gastric jejunal ulcer�
7.4�
�
Diseases of the liver�
2.8�
�
Deformational spinal disorders�
4.1�
�
Spondylosis�
5.2�
�
Bone density and the disorders of the bone structure �
11.5�
�
Haematological diseases and the diseases of the hematopoietic system �
10.3�
�
- of which iron-deficiency aenemia �
�
�
Mental and behavioural disorders and diseases caused by psychoactive agents�
4.7�
�






� First, answers to the question on the frequency of the 20 internal diseases were factored. Diseases of the thyroid gland and diabetes constituted an independent factor with a very low value of its own, and the factor weight of blindness and visual impairment proved very low. In order to increase the value of explained variance, these three groups of diseases excluded, repeat factoring was performed. The table below sets out a summary of the results. Explained variance is now satisfactorily high.





�
fact1�
fact2�
fact3�
fact4�
fact5�
�
TBC�
-0.01817�
0.53043�
-0.39599�
0.21910�
0.02010�
�
Malignant tumours�
0.24883�
0.49896�
-0.16440�
0.22400�
0.01227�
�
Haematological diseases and the diseases of the hematopoietic system and certain disorders affecting the immune system �
0.17857�
0.07644�
0.11843�
0.82503�
-0.06541�
�
- of which iron-deficiency aenemia�
-0.06504�
0.03287�
0.04127�
0.85183�
0.01714�
�
Mental and behavioural disorders and diseases caused by psychoactive agents�
0.09069�
-0.02465�
0.06108�
-0.10438�
0.81997�
�
(Non-organic or non-psychoactive agents-induced) mental and behavioural disorders �
0.10182�
0.21447�
-0.05343�
0.05854�
0.81921�
�
Transient cerebral ischaemic attacks�
0.79024�
-0.01082�
0.08049�
0.06991�
0.05402�
�
Hypertony and related diseases�
0.76530�
-0.07888�
0.09229�
-0.08879�
0.09185�
�
Ischaemic heart conditions�
0.78622�
0.14589�
0.12395�
0.14222�
-0.04354�
�
Cerebrovascular diseases�
0.85094�
0.03757�
0.15828�
0.01562�
0.11252�
�
Chronic diseases of the lower respiratory tract�
-0.03638�
0.62808�
-0.08411�
0.05974�
0.39772�
�
Asthma �
-0.19918�
0.67879�
0.24881�
0.00171�
0.16864�
�
Gastric, duodenal and gastric jejunal ulcer�
-0.07984�
0.72891�
0.31780�
-0.00822�
0.03992�
�
Diseases of the liver�
0.16267�
0.66529�
-0.02074�
-0.07815�
-0.08085�
�
Deformational spinal disorders�
0.09074�
0.13604�
0.86405�
0.02974�
-0.04740�
�
Spondylosis�
0.13829�
0.08819�
0.86790�
0.07086�
0.04291�
�
Bone density and the disorders of the bone structure �
0.35987�
-0.16659�
0.66102�
0.15038�
0.00860�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
3.56431�
21.0�
21.0�
�
2�
2.66756�
15.7�
36.7�
�
3�
1.90841�
11.2�
47.9�
�
4�
1.59886�
9.4�
57.3�
�
5�
1.18943�
7.0�
64.3�
�



� Clusters based on the coefficients of disease groups 





Cluster�
Cardiovascular diseases�
Lifestyle and environment-related diseases�
Bone diseases�
Haematological diseases and the diseases of the hematopoietic system�
�
Relatively aware�
1.6911�
0.4722�
0.2513�
0.3731�
�
Unsympathetic�
-0.0384�
-0.7851�
0.0256�
0.0209�
�
Lifestyle and environment-related problems�
-0.9890�
0.6394�
-0.7407�
1.3467�
�
Lifestyle problems�
-0.3487�
0.8024�
0.1618�
-0.8294�
�















Research on health visitors





� Differences in the error margin according to percentage distributions





Percentage distributions�
5-95�
10-90�
15-85�
20-80�
25-75�
30-70�
35-65�
40-60�
45-55�
50-50�
Average�
�
Error margin�
1.62%�
2.23%�
2.66%�
2.98%�
3.22%�
3.41%�
3.56%�
3.65%�
3.71%�
3.73%�
3.08%�
�



� Total number of  settlements served per health visitor as a percentage of total health visitors





Number of the settlements covered by healthcare visiting�
%�
�
1�
78.1�
�
2�
14.9�
�
3�
2.7�
�
4�
1.7�
�
5�
1.2�
�
6�
0.4�
�
7�
0.7�
�
8�
0.1�
�
10�
0.2�
�



� Workload clusters according to the standardised indicators of the strata of the number of settlements and persons covered by health visiting 





Workload cluster�
Stratum of settlement covered by health visiting�
Stratum of persons covered by health visiting�
�
Low�
-0.4916�
-0.8628�
�
moderate�
-0.4916�
0.8338�
�
High (no. of settlements)�
1.9245�
-1.1505�
�
High (no. of persons covered by health visiting)�
1.2091�
0.7793�
�
Excessive�
2.9097�
1.0994�
�



� 


Hours in post-graduate training�
%�
�
0 - 60 hrs�
23.1�
�
61 - 100 hrs�
19.2�
�
101 - 150 hrs�
21.5�
�
151 - 250 hrs�
19.1�
�
Over 250 hrs�
17.1�
�



� 


61 - 100 hrs�
lin regr beta�
�
High (no. of persons covered by health visiting)�
0.123�
�
Excessive�
0.116�
�









� 


Average Roma ratio�
%�
�
Up to 1%�
16.5�
�
1 – 2% �
21.0�
�
2 - 5% �
13.3�
�
5 – 10.6% �
15.9�
�
10.6 – 26.4% �
16.6�
�
Over 26.4% �
16.7�
�



� Roma ratio – in health visitors’ districts and national averages (%)





�
average %�
maximum %�
national representation %�
�
Budapest�
7.9�
7.9�
1.8�
�
Baranya�
15.0�
27.4�
9.2�
�
Bács-Kiskun�
9.0�
9.6�
3.9�
�
Békés�
13.2�
19.3�
3.4�
�
Borsod-Abaúj-Zemplén�
36.2�
42.0�
15.5�
�
Csongrád�
7.2�
7.4�
2.2�
�
Fejér�
5.4�
8.5�
2.5�
�
Győr-Sopron�
5.7�
5.8�
1.4�
�
Hajdú-Bihar�
14.6�
17.3�
5.9�
�
Heves�
30.7�
35.3�
9.2�
�
Komárom�
14.1�
14.7�
1.9�
�
Nógrád�
31.4�
36.0�
12.1�
�
Pest�
9.6�
10.4�
2.9�
�
Somogy�
16.0�
20.8�
12.1�
�
Szabolcs-Szatmár�
24.9�
28.9�
16.0�
�
Szolnok�
14.8�
16.5�
8.1�
�
Tolna�
14.9�
15.0�
6.4�
�
Vas�
5.9�
6.6�
2.9�
�
Veszprém�
10.6�
19.0�
2.4�
�
Zala�
10.9�
14.3�
6.1�
�






� Factor weights of the individual factors, their own values and explained variance





In the case of non-Roma


Certain health visiting services for expectant mothers, mothers in childbirth confinement and new-borns�
fact1�
fact2�
fact3�
�
Education on physiological changes�
0.5597�
0.3025�
0.2496�
�
Education on healthy lifestyle and health hazards�
0.5348�
0.2914�
0.3211�
�
Education on foetal development�
0.6912�
0.1507�
0.1758�
�
Education on the arrival of a new-born�
0.8000�
0.0470�
0.1264�
�
Education on breast-feeding�
0.8279�
0.0540�
0.0884�
�
Education on milk secretion�
0.7128�
0.1715�
0.1871�
�
Education on recommended medical examinations�
0.5047�
0.0624�
0.5782�
�
Education on nursing�
0.4995�
0.2661�
0.4653�
�
Education on screening for mothers�
0.3695�
0.0860�
0.6793�
�
Participation in screening�
0.1006�
0.1198�
0.8819�
�
Participation in follow-ups�
0.1112�
0.2247�
0.8422�
�
Assistance with care and nursing�
0.3459�
0.4781�
0.4555�
�
Encouraging breast-feeding�
0.4949�
0.4725�
0.1477�
�
Assistance with access to support�
0.1859�
0.7227�
0.0779�
�
Assistance with crisis situations�
0.1099�
0.8664�
0.0758�
�
Social care and support�
0.0993�
0.8742�
0.1166�
�
Education on legal regulations�
0.1126�
0.6715�
0.2148�
�









Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
6.89662�
40.6�
40.6�
�
2�
2.00771�
11.8�
52.4�
�
3�
1.47889�
8.7�
61.1�
�



In the case of Roma


Certain health visiting services for expectant mothers, mothers in childbirth confinement and new-borns�
fact1�
fact2�
fact3�
�
Education on physiological changes�
0.68933�
0.36833�
0.20011�
�
Education on healthy lifestyle and health hazards�
0.71141�
0.41141�
0.12175�
�
Education on foetal development�
0.76551�
0.27369�
0.19760�
�
Education on the arrival of a new-born�
0.80915�
0.27788�
0.14775�
�
Education on breast-feeding�
0.86036�
0.17869�
0.17626�
�
Education on milk secretion�
0.84843�
0.23075�
0.17250�
�
Education on recommended medical examinations�
0.57105�
0.62031�
0.13171�
�
Education on nursing�
0.66758�
0.49774�
0.14658�
�
Education on screening for mothers�
0.46000�
0.71969�
0.14814�
�
Participation in screening�
0.21609�
0.89176�
0.13037�
�
Participation in follow-ups�
0.29879�
0.81987�
0.17700�
�
Assistance with care and nursing�
0.61300�
0.44788�
0.29551�
�
Encouraging breast-feeding�
0.73381�
0.12422�
0.26756�
�
Assistance with access to support�
0.21604�
0.03816�
0.70497�
�
Assistance with crisis situations�
0.12484�
0.16097�
0.79956�
�
Social care and support�
0.09897�
0.09011�
0.84859�
�
Education on legal regulations�
0.25932�
0.20299�
0.69669�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
9.0475�
53.2�
53.2�
�
2�
1.85139�
10.9�
64.1�
�
3�
1.19526�
7�
71.1�
�



� 


Linear regression-measured impact of attitudes towards the Roma on perceptions of Roma clients (beta values)





�
Education: low, social support: high�
Moderate needs, healthcare education: high�
�
Rejects anti-Roma sentiment�
- 0.15�
0.16�
�
Not anti-Roma �
- 0.07 �
0.12�
�
Non-discriminatory �
�
�
�
Prone to anti-Roma sentiment�
0.16�
- 0.16�
�
Strongly anti-Roma�
�
- 0.09�
�
R square�
16 %�
11 %�
�









� Factors of the needs of non-Roma families with children of over 1 year of age covered by health visiting for the various health visiting services





�
fact1�
fact2�
�
Education on compulsory vaccination and immunisation�
0.09785�
0.66511�
�
Receiving compulsory vaccination and immunisation�
-0.04948�
0.75619�
�
Education on compulsory screening�
0.23746�
0.73670�
�
Receiving compulsory vaccination and immunisation – children�
0.14474�
0.73032�
�
Undergoing compulsory gynaecological screening – mothers�
0.34235�
0.57603�
�
Education on compulsory health status-related examinations�
0.30613�
0.71371�
�
Undergoing compulsory health status-related examinations�
0.21112�
0.72552�
�
Follow-ups for children�
0.32947�
0.65231�
�
Follow-ups for mothers�
0.39760�
0.64026�
�
Education – counselling on hygiene etc.�
0.54756�
0.44978�
�
ER nursing�
0.68480�
0.19016�
�
Assistance with access to support�
0.74223�
0.21009�
�
Assistance with crisis situations�
0.86798�
0.13504�
�
Social care and support�
0.88638�
0.10465�
�
Education on legal regulations�
0.73364�
0.25093�
�
Assistance with the parent-children relationship�
0.69489�
0.26188�
�
Education and career counselling�
0.68809�
0.15858�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct�
�
1�
7.42957�
43.7�
43.7�
�
2�
2.29703�
13.5�
57.2�
�



� Factors of the needs of Roma families with children of over 1 year of age covered by health visiting for certain health visiting services





�
fact1�
fact2�
Fact3�
�
Education on compulsory vaccination and immunisation�
0.78447�
0.18918�
0.08614�
�
Receiving compulsory vaccination and immunisation�
0.83542�
0.04206�
-0.14273�
�
Education on compulsory screening�
0.77406�
0.18392�
0.31469�
�
Receiving compulsory vaccination and immunisation – children�
0.79934�
0.05200�
0.27465�
�
Undergoing compulsory gynaecological screening – mothers�
0.59970�
0.01852�
0.47679�
�
Education on compulsory health status-related examinations�
0.75088�
0.20315�
0.32385�
�
Undergoing compulsory health status-related examinations�
0.78059�
0.13730�
0.21708�
�
Follow-ups for children�
0.71198�
0.15788�
0.29855�
�
Follow-ups for mothers�
0.57580�
0.07133�
0.55161�
�
Education – counselling on hygiene etc.�
0.50211�
0.29836�
0.54563�
�
ER nursing�
0.19766�
0.48760�
0.46879�
�
Assistance with access to support�
0.18951�
0.80796�
0.00612�
�
Assistance with crisis situations�
0.05811�
0.83060�
0.22314�
�
Social care and support�
0.04071�
0.85079�
0.20186�
�
Education on legal regulations�
0.18455�
0.73884�
0.24443�
�
Assistance with the parent-child relationship�
0.24850�
0.30806�
0.78521�
�
Education and career counselling�
0.14979�
0.28080�
0.81019�
�



Factor�
Eigenvalue�
Pct of Var�
Cum Pct �
�
1�
7.87834�
46.3�
46.3�
�
2�
2.5421�
15�
61.3�
�
3�
1.14591�
6.7�
68�
�



� 


Groups of perceived needs of the non-Roma – distributions according to rank (%)





�
Budapest�
municipalities�
cities/towns�
villages�
average�
�
Social support: strong, healthcare support: moderate�
36.2�
43.0�
42.0�
52.5�
44.4�
�
Healthcare support: very low�
37.4�
16.8�
20.3�
10.4�
19.7�
�
Social support: low, healthcare support: moderate�
26.4�
40.2�
37.8�
37.1�
35.9�
�



� 


Groups of perceived needs of the non-Roma – distributions according to the average ratio of Roma recipients of care (%)





�
Below 1 % �
1-2% �
2-5% �
5–10.6% �
10.6-26.4% �
Over 26.4% �
Average�
�
Social support: strong, healthcare support: moderate�
42.7�
45.1�
55.5�
45.3�
46.0�
34.2�
44.4�
�
Healthcare support: very low�
22.6�
22.1�
18.4�
16.8�
15.0�
22.3�
19.7�
�
Social support: low, healthcare support: moderate�
34.6�
32.8�
26.1�
37.8�
39.0�
43.5�
35.9�
�






� Groups of perceived needs of the non-Roma – distributions according to administrative status of settlements (%)





�
Budapest�
Municipalities�
Cities /towns�
Villages�
Average�
�
Strong needs�
11.2�
22.9�
20.9�
26.3�
21.3�
�
Social support: low�
20.6�
24.6�
18.4�
18.7�
20.3�
�
Healthcare support: low, family support: strong�
32.2�
11.5�
16.7�
7.5�
15.3�
�
Low needs, social support: strong�
22.1�
19.3�
23.6�
20.5�
21.6�
�
Healthcare support: strong, family support: low�
14.0�
21.6�
20.4�
27.1�
21.5�
�






An examination of anti-Roma attitudes





� See, e.g.. Werner Bergmann, Rainer Erb: Antisemitismus in der Bundesrepublic Deutchland; 1991; Werner Bergmann (ed.): Error without Trial. Psychological Research on Antisemitism. 1988, and András Kovács: A különbség köztünk van (The Difference is Between Us) Budapest, Cserépfalvi, 1997





� In preparation for the survey, in the spring of 2003 we used a pilot questionnaire to check the measuring instrument designed for examining hostility to the Roma on a sample of close to 100 persons taken from the medical students of SOTE Medical University.





� Differences in the margins of errors by percentage distribution categories





Percentage distribution�
5-95�
10-90�
15-85�
20-80�
25-75�
30-70�
35-65�
40-60�
45-55�
50-50�
average�
�
Margin of error�
1.0%�
1.4%�
1.7%�
1.8%�
2.0%�
2.1%�
2.2%�
2.3%�
2.3%�
2.3%�
1.9%�
�



� Differences in the margins of errors by percentage distribution categories





percentage distribution�
5-95�
10-90�
15-85�
20-80�
25-75�
30-70�
35-65�
40-60�
45-55�
50-50�
average�
�
Margin of error�
1.57%�
2.16%�
2.57%�
2.88%�
3.12%�
3.30%�
3.44%�
3.53%�
3.59%�
3.60%�
2.98%�
�



� For obvious historical reasons, there is a considerable body of literature that deals with the measurement of anti-Semitic prejudice and the propensity for stereotyping and exclusion of Jews, while research of such complexity related to the Roma has not yet been performed.





� E.g. H.J. Ehrilich: The Social Psychology of Prejudice. Wiley, New York 1973.





� The Gypsies:…


are not capable of working as much as could be expected of them. 


are difficult to get on with


are dirty and don’t wash often


are not capable of fitting into society


have more than enough children


are unreliable and don’t tell the truth


are themselves blame if others have negative feelings about them


are too noisy


are unpredictable and dangerous


have an inherent tendency towards criminal behaviour


are themselves to be blamed for their poverty





� 


One must always be somewhat cautious with Gypsies.


There is more tension in a marriage where one of the spouses is a Gypsy.


There is more tension at a workplace where Gypsies also work.


It is a problem if Gypsies are living next door.


It would be a problem to live together with a Gypsy.


It is better for a person not to have much to do with Gypsies.


It would be a problem to have a friend who was a Gypsy. 


It would be a problem to marry a Gypsy.





� 


Today Gypsies in Hungary cause a great deal of trouble for the majority.


Those who wish to limit the role of Gypsies in public life should be allowed to disseminate their views freely.


Those who regularly make anti-Gypsy remarks should be permitted to voice their views freely. 


Those who call on taking violent actions against the Gypsies should be permitted to voice their views freely.


It is better if Gypsies do not have any influence whatsoever in deciding the future of the country.


The emigration of the Gypsies from Hungary should be encouraged.


Gypsies should be induced to have fewer children.


The creation of segregated Gypsy neighbourhoods should be encouraged.





� We examined the independence of the scales through factor analysis. The items belonging to the three scales were structured into three factors, with the statements assigned to the individual factors (the explained variance exceeds 70%).





� The internal consistency of the variables belonging to the individual scales were checked with main component analysis and with the Cronbach alpha indicator. The results obtained are as follows:








Stereotyping items �
Factor�
Own value�
Pct of Var�
�
Cronbach alpha�
�
�
0.76154�
5.73673�
52.2�
�
0.9071�
�
�
0.79046�
�
�
�
�
�
�
0.70134�
�
�
�
�
�
�
0.74023�
�
�
�
�
�
�
0.76058�
�
�
�
�
�
�
0.78716�
�
�
�
�
�
�
0.73164�
�
�
�
�
�
�
0.70415�
�
�
�
�
�
�
0.80397�
�
�
�
�
�
�
0.78010�
�
�
�
�
�
�
0.68604�
�
�
�
�
�



Affective distance items�
Factor�
Own value�
Pct of Var�
�
Cronbach alpha�
�
�
0.73876�
4.40425�
55.1�
�
0.8811�
�
�
0.76765�
�
�
�
�
�
�
0.78518�
�
�
�
�
�
�
0.80401�
�
�
�
�
�
�
0.88014�
�
�
�
�
�
�
0.80214�
�
�
�
�
�
�
0.62612�
�
�
�
�
�
�
0.77452�
�
�
�
�
�



Although, of the various items measuring discrimination, two statements (Gypsies in Hungary cause a great deal of trouble; Gypsies should be induced to have fewer children) are located outside the major component, the eight items, as a scale, constitute a consistent group, as shown by the alpha indicator.








Discrimination items�
fact1�
fact2�
Own value�
Pct of Var�
Cum Pct�
�
Cronbach alpha�
�
�
0.38488�
0.67179�
4.27269�
53.4�
53.4�
�
0.8693�
�
�
0.81183�
-0.29708�
1.12047�
14.0�
67.4�
�
�
�
�
0.78683�
-0.43549�
�
�
�
�
�
�
�
0.66676�
-0.50559�
�
�
�
�
�
�
�
0.76297�
0.10389�
�
�
�
�
�
�
�
0.82506�
0.12046�
�
�
�
�
�
�
�
0.52596�
0.52070�
�
�
�
�
�
�
�
0.77754�
0.26991�
�
�
�
�
�
�









� 
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� We applied the so-called K-means cluster with the result feed-back method to ensure that the value of the final cluster mean points were zero. 





� See e.g. János LADÁNYI, Iván SZELÉNYI: “Ki a cigány?” (Who is a Gypsy?) Kritika, 1997/2; János LADÁNYI, Iván SZELÉNYI: “Az etnikai besorolás objektivitásáról” (On the objectivity of ethnic labelling) Kritika, 1998/3.





� We factor analysed the three latency questions: they were located in a single major component; the factor weights display a high value; the explained variance is of a fairly high value.











�
Factor value�
�
Own value�
Pct of Var�
�
Question 1�
0.89829�
�
2.31249�
77.1�
�
Question 2�
0.86232�
�
�
�
�
Question 3�
0.87291�
�
�
�
�



� 


The table below includes the beta coefficients reflecting the impact of the given antiromanist attitude category on the latency index (step-by-step regression). In the course of the calculation, the variable of the latency index was transformed into dummy variables.





�
0 statement is true�
1 statement is true�
2 statements are true�
3 statements are true�
�
Rejecting anti-Roma sentiment�
0.14731�
0.18122�
-0.02793�
-0.24880�
�
Not anti-Roma�
0.16980�
0.24584�
0.02630�
-0.35594�
�
Non-discriminatory�
0.13905�
0.13079�
0.08255�
-0.31081�
�
Prone to anti-Roma sentiment�
0.05070�
0.08708�
0.03393�
0.13699�
�
Strongly anti-Roma�
-0.09994�
-0.12698�
-0.02726�
0.22134�
�



The values of the beta co-efficient prove the correctness of the underlying principle, which is that the watershed lies between the selection of all three statements and the selection of just one statement (or none). (When two statements are selected, the beta values are equal or to close to zero.) The attitudes of “rejecting anti-Roma sentiment”, “not anti-Roma” and “non-discriminatory” have a strong explanatory power with respect to agreement with none or just one of the statements, while being “prone to anti-Roma sentiment” or being “strongly anti-Roma” has a strong explanatory force with respect to agreeing with three statements.





� Interrelationship between the latency index and anti-Roma attitudes, by occupational group (weighted values).








General practitioners�
0 statement is correct�
1 statement is correct�
2 statements are correct�
3


statements are correct�
Doesn’t know, didn’t reply to any of the statements�
Index score value�
�
Rejecting anti-Roma sentiment�
21.3�
30.2�
43.2�
�
5.3�
117�
�
Not anti-Roma�
13.3�
36.3�
33.3�
14.7�
2.4�
147�
�
Non-discriminatory�
11.6�
17.8�
45.1�
25.5�
�
185�
�
Prone to anti-Roma sentiment�
0.9�
18.6�
39.2�
41.4�
�
221�
�
Strongly anti-Roma�
2,6�
28,3�
33,3�
35.7�
�
202�
�



Health visitors�
0 statement is correct�
1 statement is correct�
2 statements are correct�
3


statements are correct�
Doesn’t know, didn’t reply to any of the statements�
Index score value�
�
Rejecting anti-Roma sentiment�
28.5�
38.4�
25.1�
8.0�
�
113�
�
Not anti-Roma�
13.6�
29.7�
38.5�
17.4�
0.8�
159�
�
Non-discriminatory�
10.0�
28.2�
38.6�
22.7�
0.5�
174�
�
Prone to anti-Roma sentiment�
8.9�
18.2�
40.7�
31.1�
1.1�
193�
�
Strongly anti-Roma�
1.0�
7.7�
42.3�
48.9�
�
239�
�



Medical students�
0 statement is correct�
1 statement is correct�
2 statements are correct�
3


statements are correct�
Does not know, does not reply to any of the statements�
Index score value�
�
Rejecting anti-Roma sentiment�
33.3�
52.4�
14.3�
�
�
81�
�
Not anti-Roma�
23.6�
38.6�
28.6�
9.3�
�
124�
�
Non-discriminatory�
18.5�
22.8�
42.9�
15.9�
�
156�
�
Prone to anti-Roma sentiment�
9.0�
24.2�
31.6�
35.2�
�
193�
�
Strongly anti-Roma�
4.9�
12.7�
30.3�
51.4�
0.7�
228�
�
Attitudes related to antiromansim





� Measurement and various types of xenophobia





In the course of measuring the types of xenophobia, the respondents were asked to indicate on a five-grade scale to what extent they are sympathetic or antipathetic towards the following ethnic groups: Arabs, Poles, Chinese, Russians, Afro Africans, Romanians of Romania, African Americans, Slovaks, Americans, Hungarians from Hungary, Austrians, Hungarians living in Romania, Jews.





�
fac1�
fac2�
fac3�
fac4�
�
Arabs�
0.02834�
-0.07582�
0.56018�
0.29069�
�
Poles �
0.72543�
-0.04634�
0.29001�
0.01353�
�
Chinese�
0.04837�
0.12564�
0.69007�
0.14623�
�
Russians�
0.19118�
0.17809�
0.69570�
0.04556�
�
Afro-Africans�
0.15500�
0.05024�
0.22696�
0.87143�
�
Romanian Romanians�
-0.26879�
0.40740�
0.51578�
-0.02185�
�
U.S. Afro-Americans�
0.08989�
0.30327�
0.14382�
0.84311�
�
Slovaks�
0.09329�
0.71253�
0.22423�
0.05439�
�
Americans�
0.02043�
0.78917�
-0.04823�
0.09512�
�
Hungarians in Hungary�
0.75017�
0.18043�
-0.11918�
0.06165�
�
Austrians�
0.54759�
0.47692�
-0.04342�
0.08513�
�
Hungarians in Romania�
0.75407�
-0.05767�
0.08048�
0.14842�
�
Jews�
0.06150�
0.51950�
0.28285�
0.22228�
�



Those belonging to the first group were labelled “friends, neighbours, relatives”, the second “aliens with a pronounced identity”, the third “aliens”, while the fourth, and narrowest, group was given the name “blacks”.





The variance explained by the four factors, and the own-values are as follows:





Own value�
Pct of Var�
Cum Pct�
�
3.43566�
26.4�
26.4�
�
1.81240�
13.9�
40.4�
�
1.32571�
10.2�
50.6�
�
1.04505�
8�
58.6�
�



As the next step in the analysis, we carried out a cluster analysis on the items that are related to any of the “alien” groups, and the interpretation depends on the variation of cluster averages by the individual clusters. When generating the cluster groups, we left out respondents who had not answered any of the questions, and if a respondent had not answered a particular question, the absence of a response was coded “medium”.





The clusters of ethnic prejudice by factor coefficient averages





Clusters�
Pronounced identity�
Aliens�
Black�
�
Non-xenophobic�
-0.01513�
0.19346�
-0.34271�
�
Xenophobic�
0.48700�
-1.05618�
-0.20284�
�
Accepting�
1.26604�
0.95483�
1.16810�
�
Strongly xenophobic�
-1.37626�
-1.19266�
-0.29235�
�
Anti-cosmopolitan�
-1.13036�
0.44288�
0.88661�
�



In terms of ethnic prejudice, there are five distinct groups: 


We regard as non-xenophobic the cluster that displays a distance close to the average with respect to at least two alien groups


We regard as xenophobic the cluster that with respect to at least one of the alien groups shows a significantly negative distance, while with respect to another alien group it displays some negative distance.


We regard as having an attitude of acceptance the cluster that accepts all the three groups deemed to be aliens.


We regard the cluster as strongly xenophobic whose members display a strongly negative relationship with respect to all three groups.


Finally, we regard the cluster as anti-cosmopolitan whose members accept the groups of aliens and blacks, but display an antipathy towards the members of the group that was described as having a strong identity (Americans, Slovaks and Jews).





The proportions of those belonging to one cluster are shown in the table below (%):





�
Average�
General


practitioner�
Health visitor�
Medical students�
�
Non-xenophobic�
53.0�
59.3�
66.1�
36.4�
�
Xenophobic�
17.5�
17.3�
16.9�
17.5�
�
Attitude of acceptance�
11.4�
15.0�
10.2�
13.4�
�
Strongly xenophobic�
6.5�
2.8�
1.9�
12.6�
�
Anti-cosmopolitan�
11.6�
5.6�
4.9�
20.1�
�



Without analysing the differences of the various occupational groups here, it is worth noting that, compared with the average, among the two employed respondent groups the ratio of non-xenophobic persons is high, while among the medical students the ratio of the clusters that we called xenophobic and anti-cosmopolitan was outstandingly high.


We have already seen that among medical students the ratio of respondents that had a strong hostility to the Roma is twice as high as the average, and twice as high as the ratio among GPs and health visitors. As the ratio of strongly xenophobic respondents among the medical students was 4.5–5 times higher than among the members of the other two occupational groups, it is highly probable that this xenophobia – an attitude that has a strong explanatory force with respect to anti-Roma sentiment – plays an important role in explaining the strong antipathy of this group towards the Roma. This assumption is to some extent corroborated by the analysis carried out with linear regression: while in the case of GPs and health visitors the beta value of strong xenophobia explaining strong hostility to the Roma is 0.23, this value in the case of medical students is 0.25.





� Measurement and types of intolerance. In the course of measurement, respondents were asked to indicate their views on a scale with regard to various groups that display anomie for a range of reasons and to differing degrees. These groups were as follows: drug addicts, deviants, homosexual men, homosexual women, homeless persons, refugees, persons in state care.





As the first step of the analysis, we factor analysed the responses (and if a question was left unanswered we assigned it the “medium” codes).





�
fact1�
fact2�
�
Drug addicts�
0.75069�
0.11674�
�
Deviants�
0.63856�
0.09558�
�
Homosexual men�
0.75381�
0.05046�
�
Alcoholics�
0.69545�
0.14945�
�
Without shelter�
0.20371�
0.74025�
�
Persons under state care�
-0.09158�
0.78591�
�
Homosexual women�
0.78825�
-0.05201�
�
Refugees�
0.12578�
0.72530�
�



Own value�
Pct of Var�
Cum Pct�
�
2.86682�
35.8�
35.8�
�
1.58544�
19.8�
55.7�
�



Two factors emerged, which we named as follows: those displaying anomie and/or in need of care for psycho-social reasons, and those displaying anomie and/or in need of care for socio-economic reasons. As the next step, we clustered the response data.








Clusters�
Psycho-social anomie�
Socio-economic anomie�
�
Mild socio-economic intolerance �
-0.0244�
-0.3798�
�
Ambivalent�
0.9477�
-0.3370�
�
Strongly accepting�
0.9766�
1.5526�
�
Traditionally intolerant�
-1.4897�
-0.1472�
�
Mild psycho-social intolerance�
-0.3455�
0.2523�
�



The clusters were defined as follows:


We regarded those cluster members as having mild socio-economic intolerance who express a mild antipathy towards homeless persons, persons under state care and refugees, while the members of the other group are indifferent to them. Although the members of this cluster display only medium-level antipathy, we nevertheless defined them as mildly intolerant, since all of them are employed in the caring professions or are studying such a profession at a medical university. Furthermore, based on these persons’ function and the ethical code of their professions they should not show any antipathy towards the needy. (Members of the fifth cluster are regarded by us as mildly intolerant for the same reason.)


We regarded cluster members as ambivalent who accept persons that are in need for psycho-social reasons, but who show antipathy towards persons in need for socio-economic reasons.


We regarded cluster members as strongly accepting who were accepting of both groups of those in need.


We regarded those cluster members as traditionally intolerant who displayed antipathy for both groups. The reason why we labelled this group traditionally intolerant is that among the group of those in need for psychosocial reasons the antipathy to homosexuals predominates. (See the table on factor weights).


The cluster of those who are mildly intolerant towards persons in need for psychosocial reasons was given this designation based on the same principle that lay behind the naming of the first cluster. 





The percentage distribution by cluster of respondents is shown in the table below:





�
Average�
GPs�
Health visitors�
Medical students�
�
Mild socio-economic intolerance�
23.8�
22.2�
24.3�
25.5�
�
Ambivalent�
27.2�
23.4�
18.7�
35.0�
�
Strongly accepting�
10.4�
12.0�
12.2�
9.5�
�
Traditional intolerance�
19.3�
19.9�
24.7�
13.8�
�
Mild psycho-social intolerance�
19.3�
22.5�
20.1�
16.3�
�



We would like to emphasise two facts. On the one hand, among the employed groups the ratio of those displaying an attitude of acceptance is higher than it is among medical students, while among medical students the ratio of ambivalent respondents (i.e. those who feel antipathy towards persons in need for socio-economic reasons) is much higher than it is among GPs and health visitors.








� Measuring and types of value conservatism.





Value conservatism is an attitude similar to xenophobia and intolerance in the sense that we believe it has nothing to do with political preferences or affiliations. This is confirmed by one of our surveys conducted in 2002-2003 on a representative sample of the young adult population, and currently being prepared for publication: we found that, measured on the basis of principles similar to those applied in this survey, people of highly divergent political preferences may display the same value conservatism.


Our questionnaire included statements with regard to social values and the principles of social control that, based on research results obtained so far, are differently evaluated by persons that are conservative in terms of their values and those that are not


We asked respondents to place themselves on a scale indicating the degree to which they belong to those people who profess to share these views. With a scale ranging from “not at all” up to and including “to the maximum extent”, the statements were as follows: do you regard yourself to belong to a group whose members:


are in favour of strict laws on abortion, are strongly patriotic, endorse the punishment of drug use, are against Hungary’s joining the EU, are supporters of strict law and order, would want to put strict limits on the granting of asylum to refugees, regard themselves as having a conservative way of thinking, are opposed to the abolition of capital punishment, condemn those refusing to do military service. (We also included a statement suggesting that privatisation should be limited, but factor analysis revealed that this statement did not fit.)





As the first step in the analysis, we factor analysed the responses (and if a question was left unanswered we assigned it the “medium” codes, while respondents that refused to give answers were left out of the analysis.)





�
fac1�
fac2�
fac3�
�
Endorse strict abortion rules�
0.76383�
0.03861�
-0.03342�
�
Strongly patriotic�
0.68627�
0.03848�
0.15875�
�
Endorse punishment of drug use�
0.46523�
0.30278�
0.30176�
�
Rejection of EU membership�
0.12687�
0.76706�
-0.09058�
�
Endorsement of strict law and order�
0.36167�
0.02334�
0.40552�
�
Limits on the receiving of refugees�
-0.12594�
0.63648�
0.44907�
�
Conservative mindset�
0.49560�
0.50660�
-0.10650�
�
Opposition to the abolition of capital punishment�
-0.10204�
0.04036�
0.70638�
�
Condemnation of those refusing to do military service�
0.25086�
-0.03499�
0.54260�
�






Factor�
Own value�
Pct of Var�
Cum Pct �
�
1�
2.2366�
24.9�
24.9�
�
2�
1.14519�
12.7�
37.6�
�
3�
1.01536�
11.3�
48.9�
�



The three factor groups were given the following labels: retaliatory, isolationist, pro-establishment. As the next step, we carried out a clustering procedure, and by getting to stable factor midpoints, we set up the following classification.








Clusters�
Retaliatory�
Isolationist�
Pro-establishment�
�
Religious traditionalism�
1.00096�
0.09665�
-0.24171�
�
Not value-conservative �
-0.54251�
-0.39666�
-0.77960�
�
Strongly value-conservative �
0.19901�
0.54949�
0.33142�
�
Anti-conservative / liberal�
-0.49391�
-0.63738�
-0.63641�
�
Enlightened traditionalism�
-0.64317�
-0.33219�
0.69594�
�



The reason why the adjective “religious” was added to the name of the first cluster is that, by examining the cluster with linear regression, we found that among the various conservatism clusters, the impact of someone’s practising a religion in terms of conservatism of outlook is high (beta = 0.35). On examining the other effects of religion, we saw that it had a negative impact on what we call the “non-value conservative” and on “enlightened traditionalism” (beta = – 0.16 and – 0.20). In contrast to this, strong value conservatism and religiousness seemed to be independent of one another.





The percentage distribution by clusters of respondents is shown in the table below:





�
Average�
GPs�
Health visitors�
Medical students�
�
Religious traditionalism�
21.6�
19.8�
24.0�
21.0�
�
Not value-conservative �
20.4�
24.3�
15.9�
21.8�
�
Strongly value-conservative �
30.8�
20.4�
25.2�
38.9�
�
Anti-conservative / liberal�
6.0�
11.6�
8.4�
2.3�
�
Enlightened traditionalism�
21.2�
23.9�
26.4�
16.0�
�



As before, we confine ourselves to highlighting only a few of the different attitude ratios of the given groups with respect to those two clusters that are serious causal factors of anti-Roma sentiment or its rejection. On the one hand, it is worth noting that among medical students, the ratio of strongly conservative-value respondents is high (38.9%), and that this is an especially high ratio in comparison with general practitioners. At the same time, the ratio among medical students of those who reject value conservatism and have a liberal mindset is fairly low, at less than one-quarter of the same ratio of GPs.





� The beta of the step-by-step linear regression: 0.11.





� Beta value: 0.08.





� We measured the subjective change in status by requesting medical students to indicate, on a five-point scale ranging from very bad to very good, the financial position of their families (relative to society as a whole) at the time when they were 14, currently and at the time the respondents will reach the present age of their parents. With the help of clustering, data on the subjectively perceived position at these three times was used to create five clusters reflecting the subjectively perceived change in status.





� Beta values of 0.08 and 0.11 respectively.





� The curve of the subjective status at these three times is very similar to the “reverse U-shaped curve” known from the subjective mobility surveys. In the case of these latter, the beta value of the negative relationship in terms of the rejection of anti-Roma sentiment is – 0.13.





� Scaling carried out using the Euclidean distances method.
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Zscore:  stereotyping scale
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Zscore:  affective distance scale







2,00







1,50







1,00







,50







0,00







-,50







-1,00







-1,50







-2,00







-2,50







-3,00







-3,50







500







400







300







200







100







0







Std. Dev = 1,00  







Mean = 0,00







N = 1780,00












_1145044025.doc


Zscore:  discrimination scale
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