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I.

Relevance of the topic and the applied methods

The topic of this thesis is centred on the strategic responses of the hospitals in Hungary to the
changing environment. (During the period 2000 and 2009 the number of elements showed a
decreasing tendency with 135-120 institutions). The rapid changes of the external and internal
factors of the environment require a flexible structural adaptation from the health care
providers. Contingency theory holds that institutional adaptation is not entirely determined by
environmental factors, but institutional management and owners have the opportunity to
decide on strategic alternatives.
The topic is focused on hospitals as complex organisations. In the present study the term
hospital is restricted to publicly financed institutions providing acute in-patient care. The
hospital sector plays a key role in the Hungarian health care system, universities and big
hospitals work as important centres of technology and know-how, concentrating high
technology and specialist ecxellence. The economic importance of the Hungarian hospital
sector is evident if we consider that it uses the 33-35% of the public health expenditure and a
1.8-2.2% of the GDP. In many towns hospitals are the main employers with between 600 and
1500 employees.
After the introductory Chapter 1 Chapters 2 and 3 are dedicated to the description of the
factors of the changes in the internal and external environment and the main tendencies of
these changes in the first decade of the 2000s. Among external factors I examined
demographic changes, the macro level changes of financing and regulation and the situation
that characterises the human resources. As to the internal factors I analysed the trends
characterising the ownership structure, scale, technology content, specialities and profiles.
In Chapter 4 I describe strategic decision-making situations and alternatives of the top
management and owners using four dimensions: hospital size and capacity, professional and
activity content, technology characteristics and types of reorganisation (change of profile,
structural changes, organisational development, set up matrix structure). The reveal of
characteristics and types of the decision-making situations is supported by a systematic
review of the literature, the analysis of sector data on capacity and performance, by interviews
with hospital management and by content analysis of documents on development.
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In Chapter 5 empirical analysis was applied to describe the characteristics of the sector
and of institutional groups:

1) Cluster analysis was used to test possible groupings of acute profile hospitals by scale
and progressivity level in the years 2006 and 2009. The results were tested by variance
analysis (ANOVA). 15 variables were included in the cluster-analysis on the acute
hospital sector, and the tests were checked by centroid, two-step and hierarchic
clustering. The capacity and performance values of the hospital groups (clusters) were
also compared to each other.
2) Non-parametric Data Envelopment Analysis was applied to reveal efficiency
differences. Within the analysis I used CRS (constant return to scale) and VRS model
(variable return to scale). The included variables into the DEA model were the number
of acute care beds, number of DRGs admitted cases and the number of DRGs score.
The efficiency differences of the different institutional groups (university clinics,
county-regional, town and small town hospitals) were examined separately. I also
examined data on efficiency differences among county hospitals in the years 2003,
2006 and, 2009.). Efficiency values were also analysed with regard to province vs
capital city and priority vs non-priority hospitals. Int he DEA model I included acute
bed numbers as input variable and DRG case and weight numbers as output variables.
3) Main factors of hospital indebtedness were analysed by logistic regression.
Descriptive statistical methods were used to describe types of bailouts (financial
subsidies, consolidation, support from the owners) and the frequency of exits (closure,
fusions). Beyond this I examined 5-year history of 42 hospitals that were seriously
indebted at the middle of the year in 2002 with respect to closure, more debt, bailout
and stabilisation.
4) As a final step a field research was carried out in 18 hospitals through interviews with
the high level leaders, and by organising strategic training programmes and analysing
documents aiming at professional development and strategy plan. The questions are
focused on the structure, content, communication, preparation, participants involved
and the pursuit and the success of implementation of professional development plans
and strategies. Moreover, a systematic comparison has been made of the typical
differences in the content and structure of the professional development plans and
strategic plans.
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The Figure below summarises the research questions and the analytic methods applied for this
dissertation.

• Is the hospital sector an inflexible structure
determined by progressivity level or scale?
• Is transition possible between the different
hospital groups?
• To what extent are there efficiency
differences of strategic importance within
and among the different institutional
groups?
• Which factors affect hospital indebtedness?
• In what ways is the SBC present in the
Hungarian hospital sector?
• How frequent are bailouts and exits?
• To what extent are strategic planning and
strategic management techniques used?
• What are the characteristics of the
development and strategic plans of the
hospitals?
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Analytic methods

Research questions, research fields
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II.

Results of the doctoral tesis

1.

The detailed analysis of the most important factors of a changing external and internal

environment led to the following conclusions:
 In the period under scrutiny a number of internal and external factors of the environment
were changing. Therefore it is approrpiate to say that hospitals have worked in a turbulent
environment during the last decade.
Number of environmental factors and the speed of their changes
Speed of change

Slow

Fast

Complex

Turbulent

Stable

Dynamic

Number of
environmantal factors
Many
Few

 The main demographic tendencies are represented by the considerable growth of aging
population, a decrease in births and a constantly low birth rate. Aging brings about the
growth in the number of patients with chronic deseases.
 In the field of human resources the sector faces the problem of growing shortage of
physicians and nurses and the emigration of skilled workers to other EU countries.
 The representative examples of health technologies and therapies influencing the
Hungarian health sector are the following: high-value imaging diagnostic technologies
became widespread (CT, MRI, PET), one-day surgery gained terrain, a nationwide
network of invasive cardiologic care was established, oncoradiology and chemotherapies
became widely available in oncology centres.
 The period is characterised by reapeated and significant administrative changes in the
regulatory framework and in the financing, which affected the stability of the economiy of
the hospitals as well as their opportunities for development. Examples for such changes
are the repeated corrections of the DRG system on which hospital financing is based, the
introduction of the performance volume limit (PVL), the reduction of acute bed numbers
by 27%, moreover the introduction of the EU directives on working hours.
 In the second half of the decade cost-containment and cost-cutting policies were favoured
by the government. (The convergence programme (2006-2008) decreasing the costs in
real value had the most detrimental effect on the hospital sector).
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 The spread of integrated information systems (eg. PACS) within the institutions and the
info-communication

technologies

(ICT)

among

the

institutions

(telemedicine,

teleradiology).
 Development opportunities affecting the whole sector: earmarked investments, national
development Plan I and the New Hungary Development Plan with a wide range of calls
for institutional development (innovative pole programmes, programmes supporting
infrastructural development, calls supporting the development of emergency care).

The most important environmental factors are contained in the Figure below.

Environmental factors affecting strategic scope of action and adaptation of hospitals
in the first half of the years 2000

Scarcity of human
resources

Developing and
emerging health
technologies

Demographic changes,
aging population,
decresing birth numbers

Adaptation and
strategic options
of the hospitals

Information and
communication
technologies (ICT)

2.

Strenghening the
purchaser role of the
NHIFA. Changing
reimbursement
techniques

Cost-containment
policies by the
Government

Structural changes
– EU development
opportunities

Theses related to strategic decision-making situations:

 Publicly financed health provider institutions have had and do have scope of strategic
action and behaviour.
 Management and the owners of hospitals can choose from realistic alternatives of strategic
importance. This strategic scope of action includes institutional scale, technology content,
specialist profile, structure, organisation and operational legal form.
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 The extent to which institutions can benefit from strategic decision-making situations
depends on the willingness of local or governmental authorities to give support.
 Strategic scope of actions is highly dependant on the flexibility and predictability of the
regulatory environment.
 Overregulation at sectorial level and cost-containment policies considerably limited the
possibilities of strategic development and the appropriate adaptation to changing
environment narrowed decision-making alternatives of health care providers.

3.

Cluster analysis of the possible grouping of acute profile hospitals by scale and

progressivity level gave the following results:
 The present situation allows institutions to achieve a higher progressivity level by
conscious development and proper political background. On the other hand there is the
risk of stranding behind and getting to a lower progressivity level.
 The other part of the cluster analysis focuses on the grouping of priority and non-priority
hospitals based on the regulation (Act CXXXII on the Development of Health Care
Sector, 2006 - Eftv). The results show that the regulation did not reflect real differences
between the hospitals in scale and progressivity level. Furthermore, this regulatory
method led to instability and insecurity in the hospital sector.
 Cluster-analysis can create a more homogenous and more stable grouping system which
can be considered as a good basis for regulation. It is advisable to include more than one
dimensions (such as scale, progressivity level of the activities, situation) instead of relying
exclusively on whether the institution can be reached from a 50 km distance or not as the
regulation in question (Eftv) does.
 Cluster analysis proves that a four-scale group system, a four level progressivity grouping
is relevant to the Hungarian hospital sector. The groups are: a) university clinics, national
institutions, b) county-regional hospitals, c) (multi-scale) town hospitals and d) basic care
small town hospitals.

4. Data Envelopment Analysis was used to compare technical efficiency of the hospitals. I
could include only a few input and output variables which questions the explanatory power of
these early results. Still, these results can serve to support the following conclusions:
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 There are significant (25-30 %) efficiency differences within and among the different
hospital groups
 The efficiency of the county-regional hospital group decreased after the introduction of
PVL and later improved due to capacity reductions implemented by the Eftv regulation.
 According to progressivity level (university, county-regional institutions, multi-scale town
and small town basic care hospitals) university hospitals excelled in the fields covered by
the variables examined, while town hospitals produced the weakest results with almost
30% of efficiency reserves.
 Capital city hospitals and priority hospitals show better economies of scale than noncapital city and non-priority institutions (by 9% and 5 % respectively).

5.

The analysis of the phenomenon of the Soft Budget Constraint and of indebtedness can

be considered as a rather elementary approach to the topic which is to be deepened in the
future. However, here I list some early results that seem valuable:

 Indebtedness slightly relates to bed numbers, geographical situation and some ownership
types. Using the data that is also available for sector leaders path analysis method can
detect the characteristics of the recurrently indebted institutions and of the institutions in a
debt spiral.
 The differences in institutional management are illustrated by the fact that even under the
most difficult circumstances and hardest restrictions there are hospitals that are able to
keep stable operation and afford professional development. On the other hand, there are
hospitals that produced deficit even in the best years of financing.
 At the beginning of the period examined the soft budget constraint and the real value
increase of the budget hid the problems caused by structural inflexibility and insufficient
financial management. Recurrent debt was usually paid by state or municipal subsidies
(the main types of revealed bailouts are: consolidation, ownership contribution, individual
HIF actions, targeted modification of DRGs and PVL).
 Since the middle of the observed decade, 2004 as a result of financial pressure and
consequent need for cost-containment measures many institutions became exit (closure,
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fusion, change of operational form or change of profiles), and deficient operation was no
more subsidised by the state or the municipalities, so they were bailed out no longer.
 The set of variables and categories created to examine exit-types and bailout types may
serve for future research on the topic at a sector level.

6.

Statements based on the analysis of the strategic management practice of the

hospitals:
 Strategic planning and strategic management plays a key role in the institutions providing
public services. The more changeable the environment, the more important these
management tools are.
 There are considerable differences in the regularity and depth of the application of
strategic management tools among high level leaders of Hungarian publicly financed
hospitals.
 Stability and professional knowledge of the management play crucial role during the
operation and strategic development of the institutions.
 The strategies of publicly financed hospitals in Hungary are not independent, but mostly
adaptive, reflecting current health policy programmes, slogans and national or EU calls,
tender opportunities.
 The analysis of the application of strategic management and of the development plans of
the hospitals proved that best practice institutions exist in Hungary, and they can serve as
models for the rest of the institutions.
 There are a number of institutions in Hungary that are able to plan and to pursue mediumterm (and sometimes long-term) strategies. The management of these institutions wase
able to stabilise operation, to modify structure of care and to build up human resource
management according to strategic goals and responding to the changing environment.
These successful institutions should serve as models for the modernisation and for the
structural renewal of the health sector.
 According to legal regulations hospitals have elaborated detailed medical-professional
programmes and middle-term development plans in the past few years. Still, these plans
fail to cover some content and methodology issues:


No priorities are set between the institutional goals;
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Strategic goals are not transformed into action plans; systematic execution,
monitoring, feedback and regular revision are missing;



Objectives aiming at financial stability and human resource development are
either missing or having little weight;



Development plans and strategic plans are dependant on resources provided by
tenders;
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III.

Summary of conclusions

The analysis of the health provider institutions reveals that in a turbulent environment
restrictions and overregulation lead to efficiency losses and weakens the ability to adapt of the
institutions. Inflexible regulation and frequent changes in hospital management contribute to
the conservation of inefficient, out-of-date structures which hinder proper responses to the
changes of the environment. The figure below includes the main elements and results of the
thesis and contains the suggestions I offer on the basis of the results.

The importance of strategic environment analysis and strategic management
in the successful operation of the hospitals in Hungary
Summary of the analyses of the doctoral thesis
Changing, dynamic,
turbulent environment

(Chapters 2 and 3)

International methodology
and practice of the
strategy of public healh
provider institutions

(Chapters 4 and 5)
No stable institutional
groups or clusters,
there are movements
upwards and
downwards

(Chapter 5.2)
fejezet)
Significant defferences
in the efficiency of the
institutions
(Chapter 5.3)

There is
strategic scope
of action for
the hospitals!

-Soft Budget Constraint,
bailouts
- Stricter budget constraints –
exit types

Best Practice os
hospitals based
on strategy

(Chapter 5.4)

(Chapter 5.5)

Recommendations for
the future
Supporting regulatory
environment, predictable
health policy programmes

Success of
operation based
on well-defined
strategies

Tender system supporting
structural changes and
modernisation, developing
management techniques,
leadership training programmes

The most important conclusion of the thesis is that strategic planning and strategic
management play a crucial role in the operation of the publicly financed hospitals in Hungary.
In the period examined the dynamic or even turbulent changes of the environment provided
many decision-making opportunities for hospital leadership. In order to give a flexible and
adequate response in such situations it is imperative that the institutions elaborate a set of
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strategic goals and action plans for middle-term and long-term development. The
comprehensive empirical research proves that such awareness and consciousness characterise
only a few hospitals. The reasons for this are the frequent changes of hospital management or
the lack of consensus on development issues between the owners and the management.
To conclude, the analyses performed indicate that there are at least two conditions that have to
prevail in order to assure a successful and stable operation of the hospital sector: 1) a stable
health policy and a more stable financing environment have to be established, where the
objectives are clear and stable at least at a middle-term period. 2) educational programmes
and training programmes should be organised to support institutional management.
Benchmark examples should be made widely known, and the abilities and knowledge that
proved successful in some institutions should be developed in other institutions as well.

Recommendations for further research on the hospital sector
There are many fields that could not be analysed or dealt with in this thesis, so I make some
recommendations for long-term investigation areas:
1. Regular and systematic analysis of the sector (capacities, performance distribution and
concentration, availability of care, main trends by specialities and by therapy groups).
2. Efficiency analysis within and among the institutional groups of out-patient and in-patient
care, including a wide range of input and output variables.
3. Efficiency analysis based on qualitative methods, detailed comparison of positive and
negative case study results.
4. Studies on the distribution of decision-making competence between the owners and the
management, the way of making strategic decisions.
5. Studies on why and how hospitals go indebted. A more detailed analysis of the soft budget
constraint phenomenon.
6. Cause-effect analysis before (modelling) and after government decisions (analysis of the
effects of capacity regulations and financing, analysis of hospital strategic development
and reorganisation).
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Development needs of the information system and data bases to support the
recommended research

a) Standardisation of collection and registration of data related to capacity and performance
and use of care;
b) Systematic data collection on number of personnel and wages (valid physician numbers as
the main input factor in health care institutions);
c) Registering valuable (high-) technology and special therapies;
d) Collection and registration of further input data (used medicines and materials, number
and type of implants);
e) Using quality indicators to get a realistic picture of performance (outcome);

The nationwide availability of these data is necessary for further studies on efficiency and
cost-efficiency in the Hungarian hospital sector. The validity of the research and of the
analyses can be improved in two directions: by involving more input and output variables and
by data standardization.

15

IV.
1.

2.
3.

4.
5.
6.

7.

8.

9.
10.
11.

12.
13.
14.

15.

16.
17.
18.

Main references
Agrell, P. J., Bogetoft, P., Halbersma, R., Mikkers, M. C. (2007). Yardstick competition
for multi-product hospitals. Copenhagen Business School, Department of Economics.
Working Papers.
Ajkay, Z., Kullman, L. (1995). A magyar kórházügy. Magyar Kórházszövetség, Budapest
Aletras, V., Ontodimopoulos, N., Agouldoudis, A., Akas, D. (2007). The Short-Term
Effect on Technical and Scale Efficiency of Establishing Regional Health Systems and
General Management in Greek NHS Hospitals. Health Policy, Oct, 83 (2-3), 236-45.
Bakacsi, Gy. (2007). Szervezeti magatartás és vezetés. Aula Kiadó: Budapest.
Balaton, K. (2005). Vállalati stratégiák és szervezetek a rendszerváltást követően. Aula
Kiadó: Budapest.
Balázs, P. (2010). Krízishelyzet a humánerőforrás gazdálkodásban, szakemberhiány,
megoldási alternatívák az egészségügyben. In A magyar egészségÜGY Társadalmigazdasági megfontolások és ágazati véleménytérkép. Semmelweis Kiadó, 232-284.
Barbetta, G. P., Turati, G.; Zago, A. (2006). Behavioral Differences Between Public and
Private Not-For-Profit Hospitals in the Italian National Health Service. Health
Economics, 16, 75-96.
Biorn, E., Hagen, T. P., Iversen, T., Magnussen, J. (2003). The Effect of Activity-Based
Financing on Hospital Efficiency: A Panel Data Analysis of DEA Efficiency Scores
1992-2000. Health Care Management Science, 6, 271-283.
Bodnár, V. (2007). Stratégiai megújulás az egészségügyben. Oktatási segédanyagok.
Bodrogi József (2010) A magyar egészségÜGY. Semmelweis Kiadó
Boncz, I. (2007). A teljesítményvolumen-korlát (TVK) hatása az aktív fekvőbeteg
szakellátás teljesítménymutatóira intézményi, megyei és regionális bontásban.
Informatika és Menedzsment az Egészségügyben (IME), 6 (8) 19-24.
Boncz, I. Dr., Takács, E., Szaszkó, D., Belicza, É.Dr. (2006). Területi egyenlőtlenségek I.
- Az OEP aktív fekvőbeteg szakellátási kassza igénybevétele. Kórház 7-8, 37-43.
Bordignon, M., Turati, G. (2007). Fiscal federalism and soft budget constraints in the
Italian national health service.
Bouillon, M. L., Ferrier, G. D., Stuebs, J., West, T. D. (2005). The Economic Benefit of
Goal Congruence and Implications for Management Control Systems. Journal of
Accounting and Public Policy, 25, 265-298.
Byrne, C., Nelson, H., Urech, T., Pietz, K., Pietz, K. F., Petersen, L. A. (2009). Method to
Develop Health Care Peer Groups for Quality and Financial Comparisons Across
Hospitals. Health Services Research, 44 (2 Pt 1), 577-92.
Céu Mateus Casemix Implementation in Portugal. In Kimberly, J. R., Ed. The
Globalization of Management Innovation in Health Care. Cambridge University Press.
Child, J. (1997). Strategic Choice in the Analysis of Action, Structure, Organizations and
Environment: Retrospect and Prospect. Organization studies, 18/1 43-76.
Cox, P. (2009). Securing Europes’s Healthcare Future: Chronic Disease Management and
Health Technology Assessment.

16

19. Dana, A. F., Vermeer, T. E., Surysekar., Wrieden, J. W., Plante, C. C. (2005). DRGs,
Costs and Quality of CARE: An Agency Theory Perspective. Financial Accountability &
Management, 21, 291-308.
20. Dankó, D., Kiss, N., Molnár, M., Révész, É. (2006). A teljesítményvolumen-korlát
hatásai a kórházak magatartására a HBCs alapú finanszírozás kontextusában. I. Rész.
Informatika és Menedzsment az Egészségügyben (IME), 5. 5-12.
21. Dózsa, Cs. (2004/1). "Agresszív" HBCS politika Magyarországon: Kérdések és válaszok
a HBCS rendszer működésével és jövőjével kapcsolatban. Informatika és Menedzsment
az Egészségügyben (IME), 3, 14-20.
22. Dózsa, Cs., Gresz, M., Borcsek, B., Sántha, K., Boncz, I. (2004/2). A sürgősségi
ellátórendszer átalakításának koncepciója. Egészségügyi Gazdasági Szemle, 42, 5-16.
23. Dózsa, Cs. (2005). A finanszírozási technikák alkalmazásának tapasztalatai és ösztönző
hatásai a hazai egészségügyi szolgáltatások közfinanszírozásában. Informatika és
Menedzsment az Egészségügyben (IME), 4, 18-22.
24. Dózsa, Cs., Dérer, I., Takács, E., Bodnár, V. (2006/2). Az OEP szolgáltatásvásárlói
szerepének erősítése 1. A működés korszerűsítésének lehetőségei. Informatika és
Menedzsment az Egészségügyben (IME), 5, 5-21.
25. Dózsa, Cs., Dérer, I., Boncz, I., Takács, E. (2006/3). Az OEP szolgáltatásvásárlói és
biztosítói szerepének erősítése, mint a magyar egészségügyi rendszer reformjának egyik
fontos eszköze 2. Informatika és Menedzsment az Egészségügyben (IME), 5, 5-16.
26. Dózsa, Cs. (2008/1). 2006-2007-es évek az egészségügyben: Reformtervek és programok
kavalkádja. In Sándor, P., Tolnai, Á., Vass, L., Eds. Magyarország Politikai Évkönyve
2007-ről. Kossuth: Budapest.
27. Dózsa, Cs (2010) Az eredmény alapú forrásallokáció lehetőségei. In A magyar
egészségÜGY. Társadalmi-gazdasági megfontolások és ágazati véleménytérkép,
Semmelweis Kiadó, 82-122.
28. Duckett, S. J. (2008). Design of Price Incentives for Adjunct Policy Goals in Formula
Funding for Hospitals and Health Services. BMC Health Services Research, 8:72., 72.
29. Eggleston, K. (2008). Soft Budget Constraints and the Property Rights Theory of
Ownership. Economics Letters, 100, 425-427.
30. Eid, F. (2004). Designing Institutions and Incentives in Hospitals: an Organization
Economics Methodology. Journal of Health Care Finance. Winter, 31(2):1-15. 2002, 15.
31. Enthoven, A. C. (1979). Consumer-Centered Vs. Job-Centered Health Insurance.
Harvard Business Review. Jan-Feb; 57(1):141-52.
32. Ernst, C., Szczesny, A. (2008). Capped Hospital Budgets, Risk-Influencing Activities and
Financial Consequences. Journal of Accounting and Public Policy, 28, 38-61.
33. Eshien, C., Freddy, H. (2009). Yardstick Competition, Franchise Bidding and Firms
Incentives to Collude. Review of Industrial Organization, 35, 149-169.
34. Evetovits, T. (2008). Moving from a passive provider payment to a strategic purchasing
in the context of a DRG payment system. Előadásanyag, Bled, Szlovénia.
35. Figueras, J., Robinson, R., Jakubowski, E. (2005) Purchasing To Improve Health
Systems Performance. McGraw-Hill Education.
36. Fleisher C. S., Bensoussan, B. (2004). Strategic and Competitive Analysis: Methods and
Techniques for Analyzing Business Competition: International Edition; Prentice Hall.
17

37. Forgione, D., Vermeer, T. E., Surysekar, K., Wrieden, J., Plante, C. C. (2005). DRGs,
Costs and Quality of CARE: An Agency Theory Perspective. Financial Accountability &
Management, 21, 291-308.
38. Füstös, L., Kovács, E., Meszéna, Gy., Simonné Mosolygó N. (2004). Alakfelismerés
(sokváltozós statisztikai módszerek). UMK, Budapest.
39. Gray. M. (2002). Evidence Based Health Policy.
40. Gulácsi, L. (2005). Egészség-gazdaságtan. Medicina: Budapest.
41. Guy, D., Lorens, A. H. (2007). The Choice of Employment Arrangement in the Market
for Hospitalist Services. Southern Economic Journal, 73, 604-622.
42. Herr, A. (2008) Cost and technical efficiency: does ownership matter? Health
Economics, 17(9): 1057-1071.
43. Ibern, P. (2007). Hospital Resource allocation in Catalonia: Activity-based financing
and yardstick competition.
44. Kimberly, J.R., Pouvourville, G. D’, Aunno, T. (2008). The Globalization of Managerial
Innovation in Health Care. Cambridge University Press.
45. Kiss, Zs., Molnár, A., Dublinszky, P. (2005). A teljesítményvolumen-korláton alapuló
finanszírozás tapasztalatai. Egészségügyi Gazdasági Szemle, 43, 5-12.
46. Kittelsen, S. A. C., Magnussen, J. (2009). Economies of scope in Norwegian hospital
production - A DEA analysis. Oslo University, Health Economics Research Programme.
HERO On line Working Paper Series.
47. Klastorin, T. D. (2006). An Alterative Method for Hospital Partition Determination Using
Hierarchical Cluster Analysis. 30 (6):1134-47.
48. Kórházi Almanach 2006. Kórházszövetség kiadványa.
49. Kornai, J. (2009). The Soft Budget Constraint Syndrome in the Hospital Sector.
International Journal of Health Care Finance and Economics.
50. Kornai, J., Maskin, E., Gerard, R. (2003). Understanding the Soft Budget Constraint.
Journal of Economic Literature, 61, 1095-1136.
51. Lee, K. S., Chun, K. H., Lee, J. S. (2008). Reforming the Hospital Service Structure to
Improve Efficiency: Urban Hospital Specialization. Health Policy, 87, 41-49.
52. Linna, M., Hakkinen, U., Magnussen, J. (2006). Comparing Hospital Cost Efficiency
Between Norway and Finland. Health Policy, 77, 268-278.
53. López Casanovas, G. (1999) La Contratación de Servicios Sanitarios. Collección els
Lliebres dels Fulls Económics 14.
54. Mihályi, P. (2003). Bevezetés az egészségügy közgazdaságtanába, Veszprémi Egyetemi
Kiadó.
55. Mikola, B. Dr. (2010). Gondolatok az egészségügyi ellátórendszer újraszervezéséről.
Egészségügyi Gazdasági Szemle, 1.
56. Mougeot, M., Naegelen, F. (2005). Hospital Price Regulation and Expenditure Cap
Policy. Journal of Health Economics, 24, 55-72.
57. Nagy, B., Dózsa Cs. (2002). Az Irányított Betegellátási Program tapasztalatai és a
továbbfejlesztés lehetőségei. Egészségügyi Gazdasági Szemle, 40, 479-332.
58. Nagy, J., Dózsa, Cs., Boncz, I. (2008). Experiences With the Application of the DRG
Principle in Hungary. In Kimberly, J., de Pouvourville, G., d'Aunno, T. Eds. The
Globalization of Management Innovation in Health Care, Cambridge University Press.

18

59. Naranjo-Gil, D. F., Hartmann, F. (2007). How CEOs Use Management Information
Systems for Strategy Implementation in Hospitals. Health Policy, Apr, 81(1):29-41.
60. Oliveira, M. D., Bevan, G. (2008). Modelling Hospital Costs to Produce Evidence for
Policies That Promote Equity and Efficiency. European Journal of Operational
Research, 185, 933-947.
61. Orosz, É. (2001). Félúton vagy tévúton? Egészségünk félmúltja és az egészségpolitika
alternatívái. Budapest.
62. Orosz, É., Langennbrunner, J., Kutzin, J., Wiley, M. (2005). Purchasing and Paying
Providers. In Figueras, J., Robinson, R., Jakubowski, E. Eds. Purchasing to Improve
Health System Performance. European Observatory on Health Systems and Policies
Series. Open University Press.
63. Pikó, K., Berényi, T., Dózsa, Cs. (2007). A Hazai Sürgősségi Ellátás Fejlesztésének
Programja. MOTESZ füzet.
64. Porter, M.E. (1980). Competitive Strategy, Free Press, New York.
65. Porter, M.E., Teisberg, E.O (2006). Redefining Health Care – Creating Value-Based
Competition on Results, Havard Business School Press.
66. Preyra, C., Pink, G. (2006). Scale and Scope Efficiencies Through Hospital
Consolidations. Journal of Health Economics, 25, 1049-1068.
67. Schleifer, A. (1985). A Theory of Yardstick Competition. The RAND Journal of
Economics, Autumn, Volume 16, No. 3. 319-327.
68. Sinkó, E. (2007). A térségi egészségfejlesztési rendszer javasolt alapmodelljei. In
Lehetséges modellek az egészségbiztosítás reformjára a társadalombiztosítás keretein
belül.
69. Street, A., Jacobs, R. (2002). Relative Performance Evaluation of the English Acute
Hospital Sector. Applied Economics, 34, 1109-1119.
70. Swayne, L. E., Duncan, W. J., Ginter P.M. (2007). Strategic Management of Health Care
Organizations (5th Edition), Blackwell Publishing.
71. Tjerbo, T., Hagen, T. P. (2009). Deficits, Soft Budget Constraints and Bailouts:
Budgeting After the Norwegian Hospital Reform. Scandinavian Political Studies, 32,
337-358.
72. Vitikainen, K., Street, A., Linna, M. (2009). Estimation of Hospital Efficiency – Do
Different Definitions and Casemix Measures for Hospital Output Affect the Results?
Health Policy, 89, 149-159.
73. Zoltayné, P. Z. (2005). Döntéselmélet. Alinea Kiadó 2002, reprint.
74. Zuckerman, A. M. (2005). Healthcare Strategic Planning (2nd Edition). Health
Administration Press: Chicago, Illinois.

V.

Related publications
1. Dózsa, Cs. (2008/1). 2006-2007-es évek az egészségügyben: Reformtervek és
programok kavalkádja. In Sándor, P., Tolnai, Á., Vass, L., Eds. Magyarország
Politikai Évkönyve 2007-ről. Kossuth: Budapest.
2. Dózsa, Cs (2010) Az eredmény alapú forrásallokáció lehetőségei. In A magyar egészségÜGY.
Társadalmi-gazdasági megfontolások és ágazati véleménytérkép, Semmelweis Kiadó, 82-122.

19

3. Dózsa, Cs. (2005). A finanszírozási technikák alkalmazásának tapasztalatai és
ösztönző hatásai a hazai egészségügyi szolgáltatások közfinanszírozásában.
Informatika és Menedzsment az Egészségügyben (IME), 4, 18-22.

20

