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 Social and economic inequalities are deepening, which increases avoidable inequali-
ties in health.

 The underfunded health care system is decreasingly able to fulfi ll its role. Underfun-
ding, inadequate funding, mass emigration of doctors and nurses make the problem 
more serious.

 The time in offi ce of ministers of health has been on average 2-2.5 years, since 1990. 
Frequently changing health ministers means too frequent major changes in health 
policy, and, as a consequence, Hungary in fact has not had a consistent, politically 
feasible and sustainable health policy throughout the last 27 years. This practical fact 
has been paired with the lack of adequate funding of the system – therefore the pre-
sent status of the health care system and the unacceptably bad health status of the 
population are not surprising at all.

 No real changes can be expected until the political priorities will not change, and the 
long-lasting underfunding crisis will not be solved in line with a professionally sound, 
consistent, long-term and politically, administratively feasible and sustainable, com-
prehensive health policy. 
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Introduction

The aim of this paper is to give a brief overview 
on the main issues of the Hungarian health and 
health care system.1 After outlining the health sta-
tus of the Hungarian population, the funding, the 
provider structure, provider purchasing methods, 
financing and subsidization of pharmaceuticals 
will be discussed. Then we focus on two outstan-
ding challenges: (a) the availability and adequacy 
of financial resources and (b) the human capacity 
crisis. Access, equity, quality, efficiency, adequacy, 
availability and acceptability of the health services, 
including responsiveness, patient centeredness, 
financial risk protection, and geographical inequi-
ties will also be discussed throughout the paper 
together with such outcome measures as inequa-
lities in health and inequalities in avoidable disea-
ses & disabilities and avoidable deaths. 

Health policy and politics

After the change of regimes in 1990, it was deci-
ded that Hungary will turn to a single payer Social 
Health Insurance System, from the former state 
run National Health Service model (see below). At 
the same time, relatively strong interest groups 
emerged, which have been trying to push through 
some form of privatization of the Health Insurance 
System or its provider parts (e.g. hospitals). It is 
well known that Social Health Insurance and such 
private insurance schemes are in many ways in 
a mutually exclusive relationship with each other. 
This means that whenever such privatization initi-
atives got political support,2 the organic develop-
ment of the social health insurance scheme stop-
ped. 

Moreover, almost all of the health ministers since 
1990 have been in office for 2-2.5 years on avera-
ge.3 Almost each of them has had a comprehen-
sive health reform program, which in many ways 
differed from his/her predecessors. Some of them 
wanted to privatize, others wanted to stop priva-
tization. However, in terms of measurable health 

1 This paper relies on the first Hungarian Health System Performance 
Assessment Report on the time period 2013-2015 (ÁEEK, 2016).
2 E.g. in 1997-1998, in 1998-2000, in 2002-2004, in 2006-2008
3 Only two of them was able to remain in office during the whole 4 years 
long government cycle.

outcomes of any health reforms, ‘the short-term’ 
is 3-5 years, ‘the mid-term’ is 30-40 years, and ‘the 
longer-term’ is 60-70 years. During the last 27 ye-
ars, no reform program has been successfully im-
plemented. Most of these so-called reforms were 
aimed at reorganizing this or the other part of the 
system without clarifying any valid aims or objecti-
ves. Health policy as such has not existed; instead 
we had health care policies, “hospital policies”, po-
litics and political scandals around the health care 
system – none of them is real health policy. 

Health status

Life expectancy and the health status of the Hun-
garian population is one of the worst among EU 
member states – often even among the other 
Central and Eastern European states.4 Life ex-
pectancy at age 40 among men is only 1.4 years 
higher than it was 50 years ago – in spite of the 
improvements in medical technology (Kollányi & 
Orosz 2016). However, men’s life expectancy at 
birth has increased by 4.28 years between 2011 
and 2016 (KSH 2017). The better life expectancy 
of the younger generations offset the far worse 
health status of the older generations. Women’s 
life expectancies are better than men’s (by 5-8 
years) but worse than that of other countries (Ta-
ble 1.)

The level of inequalities in health is particularly 
worrying. The life expectancy of men is 77.1 years 
with a tertiary education, 73.9 years with a second-
ary education, and 65.4 years without a secondary 
degree. The same social-gradient can be seen in 
women’s life expectancy: 81.5 years with tertiary 
education, 80.3 years with secondary degree, and 
74,8 years without a secondary degree. These data 
are not only among the worst of the EU countries, 
but the differences in life expectancies by educa-
tion (i.e. the social gradient in avoidable inequali-
ties in health) are amongst the largest (Table 1.). 

People living in the most disadvantaged small 
regions die by 13.5 years earlier than those living 

4 »Disability Adjusted Life Years Lost« i.e. avoidable loss in life years 
within the population due to disease, disability and premature death 
exceeded 25.700 years-lost in 2014, – the highest within the V4 group, 
and it is scarcely better than that of Romania, or Bulgaria. (Mérték 2016: 
251, 283.)
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in the most advantaged ones (Kollányi & Orosz 
2016). One should keep in mind that avoidable 
premature mortality means that due to the avoid-
able inequalities in distribution of social deter-
minants of health we die years earlier and have 
shorter lives than it would be necessary, whereas 
avoidable disease and avoidable disability means 
that we have to live more years in disease and in 
disability within our unnecessarily shorter lives. 
(Wilkinson & Pickett 2009, Marmot 2015). This 
puts an extra burden of families, especially on 
women, due to the lack of adequate, acceptable 
and equitably accessible long-term care.

Though the health status of the population is in-
fluenced by several non-health care related fac-
tors, an optimally functioning health care system 
still could have a profound effect on the health 
status of the population. By better exploiting the 
potentials of a health care system, the volume of 
amenable disability and mortality – that is those 
avoidable disabilities and premature deaths which 
are attributable to health care – could be signifi-
cantly reduced. In 2014, 17,677 deaths were clas-

sified as amenable, – the 14 percent of all deaths; 
e.g. in cardiovascular and cancer mortality Hun-
gary is among the worst performers of the EU 
member states. 

The main individual lifestyle related health risks 
are the high level of alcohol consumption, smok-
ing, unhealthy diet and the low level of physical 
activities. Several public health interventions 
have been initiated in order to improve the health 
behaviour of the population. However, there is 
a strong social gradient in these unhealthy be-
haviours as their prevalence strongly correlates 
with the socio-economic status of the individuals 
(Marmot 2015). The social determinants of health, 
their distribution within the population, and even 
the health effects of these factors strongly cor-
relate with the level of inequality in income and 
wealth and with the equal opportunities of a giv-
en society (Marmot 2004, 2015, Wilkinson 2005, 
Wilkinson & Pickett 2009). In spite of these facts 
the official health policies and reforms practically 
very rarely and very inadequately have addressed 
the excessive inequalities in the distribution of 

Gender Males Males Males Females Females Females
Highest 
educational 
attainment

Less than 
upper 
secondary 
education

Upper 
secondary 
and post-
secondary 
non-tertiary 
education

Tertiary 
education

Less than 
upper 
secondary 
education

Upper 
secondary 
and post-
secondary 
non-tertiary 
education

Tertiary 
education

Bulgaria 66.6 72.3 74.5 74.8 78.7 80.1
Czech 
Republic 66.3 76.1 77.4 79.5 81.7 82.5
Denmark 75.4 79.2 81.4 80.1 83.1 84.3
Italy 77.9 82.8 82.8 83.3 86.3 86.3
Hungary 65.4 73.9 77.1 74.8 80.3 81.5
Poland 66.5 73.4 79.2 78.6 81.4 84.0
Romania 66.4 73.0 74.9 76.6 79.7 80.1
Slovenia 74.1 78.1 80.9 82.3 84.2 85.1
Slovakia 62.8 73.6 78.0 75.4 80.7 82.2
Finland 75.6 78.6 81.7 81.9 84.4 85.7
Sweden 77.7 80.5 82.5 82.5 84.0 85.3
Norway 77.3 80.7 82.5 82.1 84.3 85.6

Table 1. Life expectancies by level of education
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the social determinants of health. Obviously, this 
should have needed a multi-sectorial »health in all 
policies« approach, which should have involved 
such policy areas as education, housing, unem-
ployment insurance and other social policy areas, 
since the unequal distribution of the most import-
ant social determinants of health and thus the im-
provements in health cannot be effectively tackled 
by the health care system alone with its ‘tradi-
tional’ narrow health care policy approach (WHO 
CSDH, 2008). Though Hungary has had several 
health care reforms and individual health risks fo-
cused prevention programs so far, in fact it has 
never had such cross-sectoral health policy which 
would have effectively and adequately addressed 
the unacceptably unequal distribution of the so-
cial determinants of health within the population.

Approximately 26% of all mortality would be avoi-
dable, and 14% of all deaths is attributable to he-
alth care – meaning that a more equal distribution 
of social determinants of health, and an adequa-
tely funded, adequately functioning, more equitab-
le and accessible health care system would stand 
a good chance to prevent the avoidable diseases 
and disabilities and premature deaths (Kollányi & 
Orosz 2016), since avoidable morbidity and pre-
mature deaths that are attributable to the health 
care sector are still much higher than the EU aver-
age. This indicates the vast potential in improving 
the performance of the health care system.

Funding of the System

In 1991, as part of the change of the system the 
first democratic government turned the former 
National Health Service into a single payer social 
insurance system; established a separated Health 
Insurance Fund (HIF), and the National Health In-
surance Fund Administration (NHIFA) to administer 
the HIF. Thus, the funding of the health care system 
changed from general taxation5, to an income con-
tingent social insurance contribution (earmarked 
tax) based system. It is a lump-sum contribution 
in case of non-employed and government financed 
groups (e.g. unemployed or disabled people). In 
this term universal coverage remained in place.

5 In this context ’general tax’ refers to all forms of taxes (e.g. income tax, V.A.T.), 
which are not earmarked taxes, i.e. not social insurance contributions.

Originally, the NHIFA had collected all social insur-
ance contributions. The general view was then that 
this way the real revenues from the social insurance 
contributions would become more transparent, and 
the separated collection paired with the earmarked 
tax nature of the contribution would ensure a more 
transparent and secure, predictable funding than it 
would be the case with a general tax based fund-
ing system. This arrangement structurally provided 
a rather significant independence for the Health 
Fund from the government and particularly from 
the annual fiscal policy of the Ministry of Finance. 
The perception was that a general taxation based 
funding system would be more dependent on the 
daily politics around the state budgeting process-
es, would bring in hardly tolerable uncertainties and 
instability into the Health Insurance System. Under 
the 1998-2002 government, the collection of social 
insurance contribution of the NHIFA was abolished 
and taken over by the Tax Authority. 

During the last decades, social insurance contri-
butions have represented an ever-decreasing pro-
portion of the financial resources handled by the 
NHIFA. By now, the general tax based revenues 
became dominant. Social insurance contributions 
had two main elements: individual and employer 
contribution. The latter is perceived and called as 
the »costs of workforce« and allegedly it has an 
antagonist effect on employment, as the higher 
»costs of workforce« would result in a lower em-
ployment rate, whereas the lower »costs of work-
force« would allegedly result in an increased em-
ployment rate – according to this argumentation of 
trickle-down theory based supply-side economics. 
Based on this argument, employer contributions 
have been gradually decreased and replaced by 
general taxation. However, the employment rate 
– apart from some slight and temporary chang-
es – has remained around 60-62% during the last 
20 years, in spite of the fact that the employers 
share in the HIF’s revenues has decreased from 
75% (1998) to 15% (from 2010) (Table 2.), and the 
employers’ contribution rate has had a ten-fold de-
crease between 1994 and 2010 (Table 3.).

Though the arguments for cutting the fair share of 
contributions of employers and corporations have 
always been about improving the employment 
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rate, in fact it has never changed during the last 20 
years, i.e. the promises of the tax cut induced in-
crease in employment by the trickle-down theory 
proved to be false – despite the five-fold decrease 
in share of contribution and the ten-fold decrease 
in contribution rates (Table 3.). By now, employers 
and firms pay ten times less than in 1994, individ-
uals pay twice as much as in 1998. The revenue 
losses resulting from the fact that employers do 
not pay their fair share of social insurance con-
tributions, are paid by the taxpayers in two ways, 
partly as increased individual social insurance 
contribution and through general taxes. 

In the meantime, NIHF lost its independency by 
abolishing its self-governing bodies, it lost its in-
dependent social insurance contribution mech-
anism and thus the control over its own funding, 
lost its political power in negotiating the health 
care budget. In one word, its political weight and 
its financial stability have been seriously under-
mined and it has become fully exposed to the pol-
itics and uncertainties around the government’s 
annual budget planning processes. The uncer-
tainties, unpredictability and instability around the 
Health Budget and the related planning processes 
have increased significantly during the last 10-15 
years; this negative process began with the so 
called “Bokros-package” in 1996, and has con-
tinued since the abolishment of the independent 
self-government by the first FIDESZ government 
in 1998. It would be a mistake to overlook the im-
plications of these changes – in fact these do have 
profound and far-reaching negative consequenc-
es both on the stability, security and functioning of 

the health care system and on the health status of 
the population.

Levels of health care providers and their 
financing

The main layers of the Hungarian Health Care Sys-
tem are: primary care with general practitioners; 
secondary care with outpatient specialist care; 
acute inpatient specialist care and chronic or re-
covery inpatient care which includes rehabilitation, 
nursing and recovery wards.

Primary Care, General Practitioners (GPs) and Their 
Capitated Finance by a Weighted Capitation Formula. 

There are approximately 6,000 GP districts. Pres-
ently about 200 of them are permanently vacant 
and provided for by substitute GPs. The size of an 
average general practice is about 1,700-1,800 in 
terms of registered patients. Local authorities are 
responsible to guarantee the accessibility of gen-
eral practitioners, and people can freely choose 
which GP they register to. General practitioners 
play a gatekeeper role to specialist care and they 
have to manage the pathway of their patients. GPs 
are financed on a per-capita basis by a weighted 
per-capita financing formula.

Though GPs are assumed to have a gate-keeping 
role, there are numerous specialties where no re-
ferral is required for visiting a specialist (e.g. gy-
necology, dermatology). Because of the inherent 
incentive effects of capitation finance, because of 
the lack of adequate quality assurance and due to 

Breakdown of HIF revenues (in %) By 1998 By 2006 From 2010 until now
By Employers/Corporations 75% 50% 15%
By Individuals/Employees 12% 30% 35%
General Taxation (taxpayers) 13% 20% 55%
Employment Rates 59% 62% 60,4%

Social Health Insurance Contribution Rates (%) 1994 1998 2006 2009 2010
Employers/Corporations 19,5% 15% 11% 5% 2%
Employees/Individuals 4% 3% 6% 6% 6%

Table 2. Revenues of The Health Insurance Fund, by its main contributors

Table 3. Changes in the Social Insurance Contribution Rates of the different Contributors
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some competency issues, the patients are too of-
ten referred to specialist care with health problems 
that could have been definitively treated at the pri-
mary care level. Per-capita finance means that the 
GPs got the same amount of money after each 
registered patients, irrespective whether they see 
them, treat them or refer them to specialized care, 
thus GPs are in a way incentivized in referring pa-
tients to the specialized secondary and the more 
specialized tertiary care level, whereas secondary 
care level outpatient and inpatient institutions are 
also incentivized in admitting these patients. As a 
result, even though one of the main objectives of 
the official health care policy is always to provide 
high quality definitive treatment for all patients at 
the lowest possible provider level, in fact too many 
patients end up at the highest provider levels, and 
too often with rather banal health problems.

One of the profound problems of the Hungarian 
primary care system is that all of the GPs are »sin-
gle-handed GPs«: i.e. one GP is one practice and 
one business unit. There are many health issues, 
which could be adequately treated at the primary 
care level in medical terms, but cannot be run in an 
economically viable way – for obvious disecono-
mies of small scale reasons; since all of the fixed 
costs of a practice, including those equipments 
which could be utilized by more practices, fall into 
the GPs’ practice, whereas in a group-practice 
such costs could have been shared, which could 
results in better equipped and financially more vi-
able primary care practices. Recently, EU funded 
projects are run for designing and developing the 
organizational, financial and legal framework of 
such GP group practices. 

Outpatient Specialist Care and Its Finance. 

About 80% of all outpatient specialist care cases 
are treated by outpatient clinics integrated to hos-
pitals. The remaining cases are treated by free-
standing outpatient centers.

Outpatient care is purchased by the German out-
patient finance method. Each medical interven-
tion has its code with its own “German point.” It is 
determined which interventions can be reported 
together, depending on the diagnosis. The HUF 

value of a German point is revised annually by the 
NHIFA. Both outpatients and inpatient providers 
have an annual »performance volume limit« (bro-
ken down to months) and they are reimbursed for 
each medical intervention up to that sum. 

Inpatient-Hospital Care and Its Finance by a Diag-
nosis Related Groups (DRGs) Based System. 

The number of hospitals providing acute inpatient 
care varies around 100-140 and the number of 
acute care hospital beds is approximately 42,000. 
Additionally, there are 28,000 long-term care beds. 
By 2012 most of the hospitals were owned by lo-
cal authorities. As part of the state-centralization 
in 2012, the state took over the hospitals and 
most of the outpatient clinics. A public agency – 
the National Health care Service Center – was set 
up as the steward of the state-owned hospitals. 
The idea was that some efficiency gains might be 
realized by centralizing public procurements, and 
by the optimization of patient pathways might be 
easier, which might be resulting in some efficien-
cy gains at system level. However, this issue re-
mained controversial since excessive centraliza-
tion also might result in massive diseconomies of 
large scale & scope, since the system becomes 
too large and too non-transparent to be effectively 
managed and controlled. 

Acute inpatient hospital care is financed (by DRGs) 
up to the performance volume limit set for each 
provider. Long term care is financed on a patient-
care-day basis.

There are three progressivity levels depending on 
the hospitals’ professional and technical capabili-
ties. In general, town hospitals with basic special-
ties are categorized as progressivity level one (i.e. 
the lowest level). County hospitals are typically op-
erating at progressivity level two, whereas nation-
al institutions, university clinics, and some wards 
of the county hospitals form the third level. Each 
hospital has its own allocated territory, and they 
must admit and treat all patients from these areas. 
This is called as a »territorial health care provision 
obligation«. The patient is to be transferred to the 
adequate progressivity level, and the higher-level 
hospitals must admit these patients. There are 
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many controversies around this system, since it is 
not always easy to differentiate between the real 
progressive cases and simple ‘patient-shifting for 
cost-shifting’ practices. 

In 2012 the regulation of pharmaceutical subsi-
dization was altered to limit central expenditures. 
Agent based subsidization has promoted the pre-
scription of generics. New procurement methods 
have facilitated a fiercer price competition. In 
overall, the reform has been successful as gover-
nmental pharmaceutical reimbursement could be 
reduced from 364 billion HUF (1.16 billion EUR) in 
2011 to 283 billion HUF (0.9 billion EUR) in 2012. 
This was a decrease of more than 22 percent, 
though expenses slightly rose again in 2013 to 311 
billion HUF, there is still a permanent effect. This 
issue remained controversial: the effects of the 
budget cuts and the real efficiency gains are not 
clearly separated. The former might have longer 
term negative health consequences.

Stewardship

The health care system is supervised by the Secre-
tary of Health which belongs to the Ministry of Hu-
man Capacities. Several major reorganizations 
of the health care system have taken place since 
2010, which have substantially redefined the role 
and responsibilities of all major governmental 
agencies in the sector. In 2011, five major health 
care agencies merged into the National Institute 
for Quality- and Organizational Development in 
Health Care and Medicines which is responsible 
for the stewardship of public hospitals since 2012. 
This massive centralization was followed by more 
massive centralization. In 2017, several major go-
vernment agencies were integrated into the minis-
try, including the Office of the Chief Medical Officer 
and several tasks and departments of NHIFA. Ob-
viously, these frequent re-organisations can hide 
the lack of a consistent and professionally sound 
health policy, but cannot substitute for it. Moreo-
ver, by this seemingly technical reorganization, the 
Social Insurance System as such was abolished 
without declaring the abolishment of it as a basic 
institution of social security. This measure surely 
will have profound, far-reaching longer-term con-
sequences as the stability, security and predic-

tability of the health funding have been seriously 
undermined.

Financing of the System and the Under-
funding Problem

In 2015, – following a decade-long declining ten-
dency – Hungary spent less than 7.2 % of its GDP 
on health. Two-third of this sum was paid by the 
taxpayers, 28% by the households and the rest 
by voluntary health financing vessels. The low le-
vel public expenditure, coupled with a high-level 
household participation, raises serious concerns 
on equity and access in itself, since it turns ac-
cess to care more and more dependent on ability 
to pay. 

GDP proportional public funding in Hungary is 
around 4.7-5%, whereas it is 6.5-7.5% in the rele-
vant benchmark countries (e.g. V4), (and far lo-
wer than that of the old Member States or the EU 
average); thus the volume of public funding of the 
Health Care system in the other V4 countries is 
in fact 30-50% larger, than that in Hungary. There 
is no such macroeconomic reasons which could 
justify such a difference, since the V4 countries 
had basically the same inherited problems from 
the past, and presently their economies are doing 
neither much worse nor much better due to their 
higher level of health expenditure. Hungary has no 
economic advantage from underfunding its he-
alth care system by 30-50%, and there is no any 
publicly justifiable reason for doing this.

The annually recurring serious indebtedness of 
the hospitals is an apparent warning of malfun-
ction and underfunding. Hospitals have to be 
consolidated each year out of the central budget. 
The size of the annually recurring indebtedness is 
estimated at at least 100-140 billion HUF per year 
(0.32-0.44 billion EUR), whereas the whole health 
care budget amounts to 780-800 billion HUF (2.5-
2.6 billion EUR) per annum.6 

There is no hard measure for calculating the exact 
amount of the underfunding. However, there are 
at least two plausible ways for estimating its size. 

6 With primary care & without pharmaceuticals
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One is a comparison with benchmark countries, 
as we did it earlier. 1.5-2% GDP proportional diffe-
rence is about 500-600 billion HUF (1.6-1.9 billion 
EUR). 

The other way for estimating the missing volume 
of funding is to identify serious dysfunctionalities 
and problems, and – among many possible expla-
natory factors –the main reason for them is obvi-
ously underfunding.

1. One of these items is the annual recurring hos-
pital indebtedness (100-140 billion HUF per 
annum). It must be noted that the providers 
of the hospitals have already priced their ex-
pected losses caused by delayed payments 
of the hospitals. The resulting 20-25% higher 
prices are excess costs that could be elimi-
nated if the funding of the system would be 
adequate, predictable and secure.

2. Secondly, the human resource crisis (see be-
low) and the volume of mass full-time emplo-
yee poverty should be considered. If we com-
pare the extremely low incomes and salaries 
of the health professionals (doctors, nurses 
and others) with the salaries and incomes of 
such public sector branches in which the in-
comes and salaries are basically acceptable 
(e.g. the judiciary sector), then we can esti-
mate the volume of the differences, which is 
the missing finance for abolishing the general 
mass full-timer employee poverty within the 
health care sector. According to the estima-
tion of the Hungarian Medical Chamber, the 
size of this missing finance is approximately 
250 billion HUF (0.8 billion EUR) (MOK 2017).

3. Finally, one should be aware that the other op-
tion for compensating this level of underfun-
ding –besides keeping health professionals 
in employee-poverty – is a switch to using 
medical technologies and materials which 
are cheaper in terms of their actual costs, but 
are much costlier in the longer run due to the 
otherwise avoidable complications (which in 
itself generates avoidable long-term excess 
costs and avoidable human suffering and 
deepens the health and health care crisis). 

Approximately 150-200 billion HUF would be 
needed to switch back from the cheap tech-
nologies to the cost-efficient medical techno-
logies.

By adding up these items we get approximately 
the same missing volume of finance (500-600 
billion HUF) (1.6-1.9 billion EUR), which we could 
estimate from the benchmark comparisons. Ob-
viously, these are rough estimations, however, 
they demonstrate the order of magnitude and 
the size of the underfunding problem. This clear-
ly shows that even if there are usually loud poli-
tical-communication around ‘giving’ 10-40 billion 
HUF (0.03-0.12 billion EUR) for this or that – these 
accidental measures are far less in order of mag-
nitude that the real size of the underfunding pro-
blem, and absolutely inadequate, irrelevant from 
the point of view of solving the health care crisis 
in a sustainable way for the longer run, which is 
unimaginable without restoring predictability, se-
curity and stability of funding. 

A majority of health care capital investment and 
constructions, and the procurements of high-tech 
equipment and devices are financed through EU 
funds. In 2011 the 51% of all such investments (40 
billion HUF) (0.12 billion EUR) came from EU sour-
ces whereas by 2014 this rose to 77% (65 billion 
HUF). 

Human resources

There are 30,000 physicians and 95,000 health 
care professionals owning valid license to prac-
tice in Hungary (ÁEEK, Mérték, 2016: 585). The 
physicians per population rate is in accordance 
with the European average formally. However, all 
health care professionals who have renewed their 
license during the last five years are involved in 
the count, but many of them do not practice their 
profession or do not practice it in Hungary. Health 
care professionals’ emigration is a serious prob-
lem. Recently some data were published on this 
issue. Annually approximately 7-800 doctors and 
7-800 health professionals are leaving the country. 
The number of newly trained doctors is about 950 
per annum (Világgazdaság, 2017). The main des-
tinations are Austria, Germany, Sweden and the 
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United Kingdom. The main driving force behind 
emigration is the low pay, the bad working con-
ditions, consciousness related issues due to the 
applied outdated medical technologies. In 2013 
the purchasing power of an average physician sal-
ary was more than 3 times higher in Germany and 
6 times higher in the UK, than in Hungary (ÁEEK, 
Mérték, 2016: 615).

Retirement and ageing also decreases the number 
of doctors. 50% of the GPs are older than 50 years, 
but there are practicing GPs over age 80 as well 
(ÁEEK, Mérték, 2016: 629). There is a serious lack 
of middle aged doctors.

The lack of nurses seems to be the most serious 
problem: the nurses per population rate is approx-
imately 25 percent below the European average 
– also affecting the excess tasks and burdens of 
doctors and the remaining nurses, which further 
pushes them to consider leaving the country or 
the profession, which escalates and deepens fur-
ther the human resource crisis as a circulus vi-
tiosus. 

To limit emigration some steps have been taken 
to raise wages. In 2011, a scholarship program 
was launched for residency training participants. 
In the first four year 2,500 residents participated, 
who received a monthly HUF 90,000 (290 EUR) 
scholarship (ÁEEK, Mérték, 2016., p.47). In 2013, 
there was a one-time approximately 10% raise of 
all health professional salaries. In 2016, a ‘wage 
development program’ was launched. However, 
the size of this problem in terms of annual ex-
cess funding is about 200-250 billion HUF. All of 
those temporary measures, which are far below 
this volume, are predictably deemed to be inad-
equate, irrelevant and unsurprisingly unsuccess-
ful. 

Until the extremely low salaries and incomes 
among health professionals and the serious un-
derfunding crisis remain unsolved, one cannot 
realistically expect any significant changes in this 
problem. The solution of this underfunding crisis 
is entirely a matter of political priorities and polit-
ical will.

Availability and Access

Both the infrastructure and the capacities of the 
health care system are concentrated in the more 
densely populated areas. This generates geo-
graphical inequities in access to care. Fortunately, 
General Practitioners are highly accessible and 
available, there are hardly ever occasions when a 
patient could not reach a GP within 24 hours. 

There are waiting lists in case of specialized in-
patient and outpatient surgeries, e.g. hip- and 
knee-replacement as well as cataract surgery. 
The average waiting time has been 146, 266 and 
88 days respectively in 2015 (ÁEEK, Mérték, 2016: 
492). In 2014, the government guaranteed extra 
funding for the shortening of the waiting lists. 
Since the reason for a long waiting list in such 
cases is always restricted finance and a budget 
cut (and not the lack of technical and physical 
capacities), it is not surprising at all, that such a 
once-and-for-all temporary measure led only to a 
limited and temporary effect in 2015, though a 8 
and 6 percent decrease has been achieved in case 
of hip- and knee-replacement, and further reduc-
tion took place in 2016, as a result of provision of 
some further additional funding above the budget 
cut for some selected health centres. 

Quality

A ministerial decree from 2003 sets the minimal 
requirements – regarding equipment, human re-
source and volume of interventions – for each 
specialization at each progressivity level to ope-
rate in order to guarantee the adequate care being 
provided. Another ministerial decree from 2013 
regulates the process of developing and introdu-
cing national treatment protocols. However, only 
a very limited number of national treatment proto-
cols or clinical guidelines are in effect. 

Some mortality data warn that the quality of care 
is to be further strengthened. For example, the 
61% five-year survival rate of cancer is a serious 
problem, particularly because it is slightly wor-
sening due to a negative tendency in the timely di-
agnosis of malignant tumors. Also, an analysis of 
mortality following hip-replacement indicates that 
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there is vast heterogeneity in the applied methods 
and their outcome, which results in serious inequi-
ties in terms of the avoidable diseases. 

Similarly, a high and constantly rising level of 
caesarean sections and the practice variations 
among different hospitals imply that the decision 
on the applied medical intervention is not always 
based on medical reasons. For example, mothers 
from the less advantaged settlements had subs-
tantially lower ratio of caesarean sections – which 
is actually closer to the optimal value –, nevert-
heless this phenomenon raises the suspicion that 
under-the-table payments may distort the medical 
decisions on cesarean section, and due to their in-
ability to pay they may have much restricted op-
tions, i.e. their opportunities in having enough con-
trol over their own treatment is denied from them.

Financial risk protection

Health care coverage in Hungary is universal, how-
ever, the proportion of out-of-pocket payments is 
high: in 2014, an average household spent 5.5% of 
its income on such expenses, and out-of-pocket 
expenditures represented 28.3% of the total health 
care expenditure. Part of these out-of-pocket pay-
ments are legal: e.g. out-of-pocket payments have 
been the main sources of pharmaceutical expens-
es since 2013, which is another aspect of the re-
form in 2012 aiming to limit the government sub-
sidy outflow in this area (ÁEEK, Mérték, 2016:781.).  

However, the above figure also contains the es-
timated value of »under-the-table payments«, 
which is still widespread in Hungary, though it is 
officially illegal. The widespread »under-the-table 
payment« system distorts in many ways the func-
tioning of the system. There is a danger that, in 
parallel with the financial and organizational de-
stabilization of the health insurance system (see 
above), the health care system will increasingly 
become dependent on under-the-table payments, 
whereas access to care increasingly turns from a 
health needs based system into a system where 
equal opportunity to access to adequate care will 
not be based on the equal health needs of the pa-
tient but instead access will depend on the ability 
to pay, and on under-the-table payments.  

Poor households spent a smaller proportion of 
their income (4.3%) on out-of-pocket health ex-
penses than households above the poverty line 
(5.3%) (ÁEEK, Mérték, 2016:803). However, it is 
a well-established fact that there is a very strong 
social gradient in the occurrence of the different 
health problems (Marmot, 2004, 2015). That is, the 
lower the socio-economic status of a given group 
the higher is the risk of diseases. The fact that the 
poorer households make less out-of-pocket pay-
ments – in a system in which such payments play 
a significant role – indicates that precisely those 
people have the less access to adequate care 
who are in the largest need for it. A recent study 
showed that, on average, availability of care has 
been improved in general, but at the same time 
the inequalities in access have increased (Kollányi 
& Orosz 2016). In a publicly funded public service, 
such inequities are also simultaneously inefficien-
cies, since those people systematically receive 
less adequate treatment who are in the largest 
need and who are supposed to receive more care 
on the basis of their health needs.

Concluding remarks

Hungary has never had any real and sound health 
policy. The establishment of a modern Social He-
alth Insurance System was decided in 1991, after 
changing the state socialist system, however the 
building up of such a Social Insurance System has 
never been accomplished. The health system is 
chronically underfunded, which results in poverty 
among the medical professionals, emigration of 
the health professionals and a human resource 
and underfunding crises. In the meantime, the he-
alth status of the Hungarian population is by any 
reasonable measures among the worst in the EU.

The frequent reorganizations of the key instituti-
on cannot substitute for the lack of health policy. 
There are many technicalities around the different 
changes and around the different so-called health 
programs, reforms, however, serious macro-level 
underfunding of the system will not be resolved 
until the political priorities will be changed, and un-
til the efficient and adequate funding at the macro 
level is ensured, no significant change can be 
realistically expected despite any well-sounding 
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technical level, so called health policy initiatives or 
reform programs. This is why we avoided in this 
paper the detailing of the different, controversial, 
short-lived, technical level reforms, which have ta-
ken place during the last 25 years, as an intended 
but seemingly inadequate substitute for a real and 
professionally sound, politically and administrati-
vely implementable and sustainable health policy 
program. Moreover, the manifold dysfunctiona-
lities of the system could and should be chan-
ged through a sound health policy and manifold 
technical level interventions and regulations, ho-
wever we are not going to go into the details of 
this substantially technical level details and propo-
sals, since we cannot realistically expect any sig-
nificant improvement until the underfunding crisis 
of the system is solved, and until the stability of 
the Health Found is restored.
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