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OVERVIEW

AN OVERVIEW

The natural population growth in Hungary fell
below zero in 1981, much earlier than in any
of the reference countries.' This was caused by
a decline in the birth rate and relatively high
mortality rates.

Hungary’s life expectancy at birth was among
the lowest in the reference countries between
1970 and 1998. Life expectancy among males
generally decreased from 1970 to 1993 and
then rose by 1997 to the same level as in 1970.
Female life expectancy increased steadily from
1970 to 1988, stagnated until 1993, and rose
thereafter. For both sexes, life expectancy in
Hungary was about 2 years less than the EU
average in 1970. By 1998, this gap had wid-
ened to 6 years for women and 8 years for
men. The mortality rates among men aged
35-65 years were almost as high in the mid-
1990s as they were in the early 1920s.

In the 1970s and 1980s, the standardized death
rate (SDR) for cardiovascular diseases in the
age group 0—64 years was among the highest
in the reference countries, remaining static un-
til the early 1990s. Since then the rates for
both sexes have declined and are approaching
the average for the reference countries.

The SDR for cancer in the age group 0-64
years was close to the EU average in 1970, but
rose rapidly to be the highest among the refer-
ence countries. During the 1990s, Hungary’s
rate has continued to rise, whereas the rates in
most of the other reference countries have
fallen. In 1998, Hungary had by far the highest
cancer mortality among people 0—64 years old
of any country in the WHO European Region.

Hungary’s SDR for external causes for all ages
is the highest of the reference countries ex-
cluding Estonia, Latvia and Lithuania, al-

' The following ten candidate countries for acces-
sion to the European Union were used as reference
countries: Bulgaria, Czech Republic, Estonia,
Hungary, Latvia, Lithuania, Poland, Romania, Slo-
vakia and Slovenia.

though there has been a slight decrease in the
1990s. Hungary had the highest SDR for sui-
cide in the 1970s and the 1980s, but the rate
has decreased markedly since the mid-1980s.
Despite this improvement, the rate is still the
highest among the reference countries exclud-
ing Estonia, Latvia and Lithuania.

Among causes of mortality other than those
mentioned above, the SDR for diseases of the
digestive system for all ages is the highest
among the reference countries, as is its main
component — mortality from chronic liver dis-
ease and cirrhosis.

The incidence of AIDS is higher than the me-
dian of the reference countries but much lower
than the EU average. The incidence rates of
syphilis, mumps and pertussis are among the
lowest in the reference countries.

The infant mortality rate has shown an impres-
sive decrease. From being among the highest
of the reference countries in the mid-1980s, it
has decreased to below the average for the ref-
erence countries in 1998.

The prevalence of smoking is the highest
among the reference countries, with smoking
rates among teenagers being particularly high.
The SDR for lung cancer in the age group
0—64 years is the highest in the WHO Euro-
pean Region. The dramatic increase in Hun-
gary’s SDR is of particular concern, since it
was below the EU average in the 1970s but
twice the EU average by 1998.

Even though the consumption of alcohol has
decreased in the 1990s, the annual consump-
tion per person of 9.5 litres in 1996 equals the
EU average and is one of the highest among
the reference countries. The high consumption
of alcohol is also reflected in the trend in the
SDR for chronic liver disease and cirrhosis.
This was well below the averages of the refer-
ence countries and the EU in the early 1970s.
By 1998 the rate had increased to be the high-
est among the reference countries, more than
double the average for the reference countries
and more than three times the EU average.
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OVERVIEW

The major phases in the structural reorganiza-
tion of the health care system during the 1990s
have included the establishment of a national
health insurance fund, decentralized financing
and delivery of health services and the possi-
bility for family physicians to be funded by
public and private sources.

The number of hospital beds per 100 000
population is higher in Hungary than in the
reference countries or in the EU, as is the
number of physicians per 100 000 population.
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TECHNICAL NOTES

TECHNICAL NOTES

Highlights on Health provide an overview of the health of a country’s population and the main
factors related to it. When possible, comparisons are made with other countries in the WHO
European Region as one means of assessing the comparative strengths and weaknesses, what has
been achieved so far and what could be improved in the future. The country groups used for
comparison are called reference countries and are chosen based on:

» similar health and socioeconomic trends or development; and/or

«  geopolitical groups such as the European Union (EU), the newly independent states, the cen-
tral Asian republics or the candidate countries for EU accession.

For Hungary, the reference countries are ten central and eastern European candidate countries for
accession to the EU (Bulgaria, Czech Republic, Estonia, Hungary, Latvia, Lithuania, Poland,
Romania, Slovakia and Slovenia).

To make comparisons between countries as valid as possible, data for each indicator have been
taken from one common international source (such as WHO, EUROSTAT, the Organisation for
Economic Co-operation and Development, or the International Labour Office), whenever possi-
ble. Nevertheless, other factors such as recording and classification practices and cultural differ-
ences can influence the comparability of the data. Unless otherwise mentioned, the source of all
data is the health for all statistical database of the WHO Regional Office for Europe. Information
on national policies has been obtained from health for all evaluation reports from national au-
thorities and by personal communication with them and from Health in Europe 1997 (WHO Re-
gional Office for Europe, 1998).

A special case of comparison is when each country is given a rank order. Although useful as a
summary measure, ranking can be misleading and should be interpreted with caution, especially
if used alone, as the rank is sensitive to small differences in the value of an indicator. Also, when
used to assess trends (such as the table at the start of the section on health status), ranking can
hide important absolute changes in the level of an individual country. Mostly bar charts (to indi-
cate a country’s position versus the reference countries according to the latest data) or line charts
(usually to show time trends from 1970 onwards) have been used. Line charts present the trends
for all the reference countries and for the EU, as appropriate. Only the country in focus and the
appropriate group average are highlighted in bold and identified in the legend. This enables the
country’s trends to be followed in relation to those of all the reference countries, and performance
in relation to observable clusters and/or the main trend or average can be recognized more easily.
To smooth out fluctuations in annual rates caused by small numbers, 3-year averages have been
used, as appropriate. For example, this is the case for maternal mortality for all reference coun-
tries.

Comparisons should preferably refer to the same point in time. However, the countries’ latest
available data are not all for the same year. This should be kept in mind, as the country’s position
may change when more recent data become available.

HIGHLIGHTS ON HEALTH IN HUNGARY
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THE COUNTRY AND ITS PEOPLE

THE COUNTRY AND ITS PEOPLE?

In October 1989 the Hungarian National As-
sembly approved a constitutional amendment
abolishing the People’s Republic and estab-
lished Hungary as a democratic state. In 1990
a multi-party democracy came into being.

The single-chamber Parliament has 386 mem-
bers, made up of 176 individual constituencies,
152 allotted by proportional representation
from county party lists and 58 from a national
list. The Parliament is elected for a 4-year
term. The head of the state is the President,
elected for 5-year terms by the Parliament.

Hungary has 19 counties and the capital, Bu-
dapest, which has county status. Mayors and
local councils are elected.

Hungary is a member of the United Nations,
the Council of Europe, the Organisation for
Economic Co-operation and Development and
the Central European Initiative. It is an associ-
ate member of the European Union and the
Western European Union. Hungary applied to
join the European Union in April 1994. Hun-
gary became a full member of the North Atlan-
tic Treaty Organization in March 1999.

Table 1. Hungary and the reference countries (1999 or latest available)
Hungary Reference countries

Capital Budapest Average/total Minimum Maximum
Population 10 067 500 104 705 300 1442 400 38 741 000
Population 0—14 years (%) 17.2 19.5 16.1 222°
Population 15-64 years (%) 68.2 68.0 66.5° 74.2
Population = 65 years (%) 14.6 12.5 9.6 16.0
Area in km? 93 000 1077 966 20 000 313 000
Density per km? 108 97 32 130
Urban population (%) 64 64 50 75
Births per 1000 population 9.4 10.1 8.0 11.1°
Deaths per 1000 population 14.2 11.3 9.6 14.2
Natural growth rate per 1000 population -4.8 -1.1 -5.5 1.1°
GDP per person in US $ PPP 10 968 8 156 4 809° 14 293°
GDP: gross domestic product; PPP: purchasing power parity

°1998, ° 1997, ° 1996

* These introductory paragraphs are based on the
material from The statesman’s yearbook (Turner,
2000).

HIGHLIGHTS ON HEALTH IN HUNGARY



THE COUNTRY AND ITS PEOPLE

Demography

The shape of an age pyramid shows the stage
of the demographic transition of a population.
The overall changes in population structure,
caused by changes in fertility, mortality and
migration, can be easily seen when the age
pyramids for two different years are compared
(Fig. 1). The countries of the EU have gener-
ally reached an advanced stage of demo-
graphic transition, with the younger age
groups becoming smaller in relation to the
middle and, at times, older age groups. The
reference countries are, in general, developing
a similar population structure.

In Hungary the age groups 0-19 years (espe-
cially 10-14 years) and 30-39 years were pro-
portionally smaller in 1998 than in the refer-
ence countries on average. The older cohorts
(age groups 5059 years and 65 years or more)
were larger.

The natural growth rate has been below the EU
average since 1979, and Hungary was the first

of the reference countries to have a negative
rate (since 1981). In 1998 the Hungarian natu-
ral growth rate (—4.3 per 1000 population) was
one of the lowest among the reference coun-
tries, well below the average for the reference
countries (—1.4 per 1000) and the EU average
(+0.8 per 1000) (Fig. 2). The crude birth rate
has equalled the average for the reference
countries, so the low natural growth has been
caused by the high crude death rate. Mortality
has constantly been the highest among the ref-
erence countries.

The fertility rate has fallen under the replace-
ment level in Hungary (1.3 in 1998), similar to
the other reference countries (range from 1.1
to 1.5). This is significantly below the average
number of children desired (2.1 among young
married couples) as estimated according to a
national representative survey performed in
1991 (Hungarian Central Statistical Olffice,
1996a).

Fig. 1. Age pyramid, 1970 and 1998
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THE COUNTRY AND ITS PEOPLE

Migrant population and ethnic profile
Immigrants and ethnic minorities can have
specific patterns of disease and health needs
because of cultural, socioeconomic and behav-
ioural factors and exposure to a different envi-
ronment in their country of origin. Obtaining
access to health care that can meet such spe-
cific needs and that is culturally and linguisti-
cally acceptable can also be difficult. More-
over, many such people have a higher risk of
living in relative poverty and being marginal-
ized, which can result in reduced health status
compared with the non—ethnic minority popu-
lation. Illegal immigrants, in particular, can
find it difficult to obtain health care, and fol-
lowing up any care given can be problematic.

The main ethnic minorities in Hungary in 1995
were Slovaks (8%), Romanians (7%), Ger-
mans (4%), Gypsies (4%) and Serbs (2%)
(Turner, 2000). Survey data from the early
1990s estimate the number of Gypsies to be
between 434 000 and 482 000 instead of the
143 000 given by the census data. The local
Gypsy organizations have given even higher
numbers, varying between 700000 and
800 000 (Council of Europe, 1998).

Between 1988 and 1996, about 175 000 for-
eigners arrived in Hungary. The largest num-
ber — 37 000 — arrived in 1990, but immigra-
tion stabilized to about 10 000 per year in the
mid-1990s. The largest groups of immigrants

Fig. 2. Natural population growth rate

Net change per 1000 population
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come from Romania, from the former Yugo-
slavia and from Asia. The net effect of migra-
tion on population size cannot be assessed, as
no data are available on the number of
Hungarian citizens leaving the country or
returning to the country (Council of Europe,
1997). About 148 000 non-Hungarian citizens
had lived in Hungary for more than 1 year in
early 1998 (Council of Europe, 1999).
However, many people of Hungarian ethnicity
reside in other countries: for example, in
Romania (2 million), in the United States (0.7
million), in Slovakia (0.6 million), in
Vojvodina, Federal Republic of Yugoslavia
(0.4 million), in Israel (0.22 million), in
Ukraine (0.16 million) and in Canada (0.14
million) (Turner, 2000).

Social conditions and economy

The relevance of educational attainment to
health is well documented. The literacy rate
among the adult population (aged 15 or older)
has often been used as an indicator, but the
uniformly high adult literacy rates in Europe
(all reference countries report a literacy rate of
96% or more) limit its value for comparison.
As all the reference countries have universal
primary education with almost all children par-
ticipating, the enrolment ratio> for primary
education is also an insensitive indicator for
detecting differences in educational levels.

Comparable data on enrolment ratios in secon-
dary education (such as middle school, high
school and vocational and technical schools)
are more useful. In Hungary, enrolment in
secondary education has risen since compara-
ble figures became available (1980). By 1996,
the net enrolment ratio for secondary educa-
tion was the second highest among the refer-
ence countries, at 86%, compared with an av-
erage of 79% (UNESCO, 1999).

® The net enrolment ratio is the number of enrolled
students in the official age group, divided by the
population of the same age group which corre-
sponds to a specific level of education. National
regulations are used to define the level of educa-
tion and, therefore, the official age group
(UNESCO, 1999).

HIGHLIGHTS ON HEALTH IN HUNGARY
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THE COUNTRY AND ITS PEOPLE

The Hungarian GDP adjusted for purchasing
power parity (PPP) was US $5920 in 1988. By
1997, it had increased to US $10 968, the third
highest among the reference countries after
Slovenia and the Czech Republic, but still only
49% of the EU average. National statistics
show that real wages in Hungary fell by 26%
between 1989 and 1996, and the inequality in
the distribution of earnings has increased since
1989 (United Nations Economic Commission
for Europe, 1999). Income inequalities were
confirmed by the results of the Hungarian
Household Panel Survey 1992-1996, which
reported growing inequality and less favour-
able income distribution, especially among
families with children (Galasi, 1998).

Hungary has already moved to the pattern of
post-industrial economies with services as the
most important sector of the economy. In

1995, 8% of employed people were working in
agriculture, 31% in industry and 61% in ser-
vices (Turner, 2000). According to the pre-
liminary figures for 1997, 7% of the GDP
came from agriculture, 27% from industry and
66% from services (United Nations Economic
Commission for Europe, 1999).

The official unemployment rate is declining
and was 9.6% in 1998, near the average for the
reference countries (10.0%) but lower than the
EU average (11.1% in 1997). Unemployment
in most countries in central and eastern Europe
may be higher than these official rates.

Inflation has caused severe problems for some
countries in central and eastern Europe, but in
Hungary the annual inflation rate has been
relatively moderate, varying from 35% to 10%
between 1991 and 1999.

HIGHLIGHTS ON HEALTH IN HUNGARY

7



HEALTH STATUS

HEALTH STATUS

A summary of recent changes in Hungary’s e Hungary has by far the highest premature
health position compared to the reference mortality rates among the reference coun-
countries (Fig. 3) shows: tries for lung and breast cancers, as well as
cancers overall, and it’s relative position
has also worsened on these indicators.
This situation is unlikely to improve in the
medium term for lung cancer and all can-
cers, as Hungarian mortality rates from
these causes are still increasing (see pages
14 and 23), as are adult female and teen-
age smoking rates (see page 22).

e In general, Hungary’s position relative to
the other reference countries was poor
both in 1985 and in 1998.

e Although the relative position for most
indicators appears to have improved, this
been largely due to a deterioration in the
health of certain other reference countries
(especially the Baltic states), rather than
any marked improvement in health in

e The difference between male and female
life expectancy has increased over this pe-
riod, and this is reflected in the deteriora-

Hunearv. . . .. .
gary tion in Hungary’s position relative to the
other reference countries.
Fig. 3. Hungary relative to reference countries
in 1985 @ and latest available year (1996-1998) ©
BEST WORST
Reference
POSITION [ 1| 2 | 3[4 |5| 6|7 (8] 9 |10 EhlELY country | Minimum? | Maximum”
average
Life expectancy
at birth (years) © [ J 70.7 71.8 69.1 75.4
Male versus female difference
in life expectancy at birth (years) b ® 91 8.2 7.0 "1
Infant mortality rate
per 1000 live births © 4 9.7 129 52 205
Maternal mortality rate from
all causes per 100 000 live births® © 12.9 171 44 41.0
d . .
SDR" from cardiovascular diseases, e PY 153.3 1406 66.8 187.0
age 0-64 years
SDR from ischaemic heart disease,
age 0-64 years ® 74.4 59.6 28.2 100.3
SDR from cerebrovascular disease, e PY 37.2 33.8 17.9 56.6
age 0-64 years
SDR from cancer,
age 0-64 years [ BEO) 146.1 109.9 92.9 146.1
SDR from trachea/bronchus/lung cancer,
age 0-64 years [ AR 42.7 27.9 20.1 42.7
SDR from cancer of the cervix
among females aged 0-64 years © * 5.6 75 37 19
SDR from breast cancer
among females aged 0-64 years © 20.0 16.0 130 200
SDR from external causes ®) ° 925 77.7 56.7 159.7
of injury and poisoning
SDR from motor vehicle
traffic accidents © o 13.8 15.0 7.0 27.0
SDR from suicide and
self-inflicted injury © [ ) 29.9 17.6 12.5 42.4
© Position improved 8 (indicators) ? Lowest value observed among ten reference countries
® Position unchanged 3 (indicators) b Highest value observed among ten reference countries
® Position deteriorated 3 (indicators) °Three-year averages
9 SDR: standardized death rate
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HEALTH STATUS

Life expectancy

Life expectancy at birth was 66.2 years for
men and 75.3 years for women in 1998, both
well below the average for the reference coun-
tries. Except for a brief period between 1984
and 1988, when levels rose almost to the level
in 1970, male life expectancy fell between
1970 and 1994. It increased from 1993 to 1997
and declined in 1998. Life expectancy among
women increased steadily from 1970 to 1988
and then stagnated until 1993. It then increased
steadily until 1997, levelling off in 1998. Be-
cause life expectancy in Hungary has not im-
proved, life expectancy was about 2 years less
than the EU average among both males and
females in 1970, and this increased to almost 6
years for women and about 8 years for men in
1998 (Fig. 4-6).

As in most of the reference countries, the gen-
der difference in life expectancy at birth has
increased in Hungary, from 8.1 years more for
females in 1985 to 9.2 years in 1998. This dif-
ference was greater than the average difference
in the reference countries in 1998 (8.4 years)
and more than 2.5 years greater than the EU
average in 1998 (6.6 years).

Life expectancy differs substantially between
urban and rural communities for men (Buda-
pest 67.6 years, other cities 66.8 years and ru-
ral area 64.6 years), but not for women (75.2,
75.1 and 74.2, respectively). There is also
marked geographical variation, larger for men
(variation from 67.3 years in Western Trans-
danubia to 65.2 years in Northern Hungary)
than for women (variation from 75.4 years in
Southern Transdanubia to 74.5 years in the
Northern Great Plain) (Hungarian Central Sta-
tistical Office, 1998a).

Among people over 30 years old, the current
probability of dying is higher than in the mid-
1960s. The lack of long-term improvement in
mortality is particularly pronounced among the
middle-aged population. For men aged 35-65
years mortality is almost as high now as it was
in the early 1920s (Hungarian Central Statisti-
cal Office, 1998a).

Fig. 4. Life expectancy at birth,
males
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Fig. 5. Life expectancy at birth,
females
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HEALTH STATUS

Fig. 6. Life expectancy at birth in years, latest available data
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HEALTH STATUS

Main causes of death

Comparing the death rates from main causes
between countries can indicate how far the ob-
served mortality might be reduced. As almost
all the causes underlying the deaths attributed
to cardiovascular diseases, cancer and acci-
dents are influenced by collective and individ-
ual habits and behaviour, a wide variety of
health promotion and prevention measures can
bring about changes to reduce health risks and
thus disease and premature deaths.

Mortality in Hungary for the age group 35-64
is particularly high relative to the reference
countries and the EU, with mortality due to
cancers and cardiovascular disease contribut-
ing a high proportion of this excess (Fig. 7). In
addition, the SDR for diseases of the digestive
system is also especially high in the age group
35-64 years.

Cardiovascular diseases

The SDRs for cardiovascular diseases among
males aged 0-64 years were close to the EU
average for most reference countries in 1970.
Since then, the SDRs for males have increased
in nearly all reference countries, including
Hungary, whereas they have declined in the
EU. In the 1970s and 1980s, Hungary’s SDR

was the highest among the reference countries;
although it decreased in the 1990s, especially
after 1993, it was still higher than the average
for the reference countries and three times the
EU average in 1998 (Fig. 8, 9).

The SDR for cardiovascular diseases among
females aged 0-64 years was the highest
among the reference countries from 1970 to
the 1990s (along with Romania) and showed
little sign of decline. Mortality started to de-
crease in the early 1990s, as in most of the ref-
erence countries. In 1998, however, the SDR
was still one of the highest among the refer-
ence countries and, similar to males, three
times the EU average (Fig. 10, 11).

The SDR for ischaemic heart disease among
males aged 0-64 years was close to the EU
average in 1970 but rose rapidly in the late
1970s, remained relatively constant until 1993
and has declined slightly since then. It has,
however, remained above the average for the
reference countries during the whole period,
and has been one of the highest rates, exclud-
ing Estonia, Latvia and Lithuania. The rate for
females has been the highest for most of the
period, excluding Estonia, Latvia and Lithua-
nia (Fig. 12, 13).

1800

Fig. 7. Standardized death rates in Hungary, in the reference countries and in the EU,
age group 35-64 years
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The SDRs for cerebrovascular diseases in the
age group 0-64 years have exceeded the aver-
ages of the reference countries for males and
females since 1970. The rates increased sig-
nificantly between 1975 and 1980 among both
males and females, remained almost constant

until 1985 among females and then started to
decrease, whereas men remained nearly con-
stant from 1980 to 1993 before declining. The
annual rate for both sexes combined was al-
most four times the EU average from 1996 to
1998 (Fig. 14, 15).

Fig. 8. Trends in mortality from
cardiovascular diseases among

males aged 0-64 years
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Fig. 10. Trends in mortality from
cardiovascular diseases among

females aged 0—64 years
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Fig. 9. Mortality from cardiovascular
diseases among males
aged 0-64 years, latest available data
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Fig. 11. Mortality from cardiovascular
diseases among females
aged 0-64 years, latest available data
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Fig. 12. Trends in mortality from
ischaemic heart disease among
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Fig. 13. Trends in mortality from
ischaemic heart disease among

females aged 0—64 years
300

250

200

150 -

100 -

Standardized death rate per 100 000

50

o == =
I ESE——————SS
=== P

O e e S et B B s s

70 72 74 76 78 80 82 84 86 88 90 92 94 96 98
Year

——e&——Hungary = = =-=-=-" EU average

90

80

70

60

50

40

30

20

Standardized death rate per 100 000

10

0

Fig. 14. Trends in mortality from
cerebrovascular diseases among
males aged 0-64 years
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Fig. 15. Trends in mortality from

cerebrovascular diseases among
females aged 0—64 years
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Cancer

This section provides comparative data on to-
tal cancer mortality. More detailed data on
breast cancer and cervical cancer among
women are presented in the section on
women’s health, whereas that on cancer of the
trachea, bronchus and lung are presented in the
section on smoking.

The SDR for cancer among males aged 0—64
years equalled the EU average and the average
for the reference countries in the early 1970s.
Since then, whereas the EU average has de-
creased, the rates in most reference countries
have increased, with the increase in Hungary

being the sharpest. Since 1990, the SDR has
been considerably higher than in any other ref-
erence country, many of which have had de-
clining rates. The increase in the SDR shows
little sign of slowing down, and the differences
from rates in other reference countries and
from that in the EU have continued to increase
because of the declining trend in these coun-
tries. The rate in Hungary in 1998 was more
than twice the EU average in 1996
(Fig. 16, 17).

The SDR for cancer among females aged 0—64
years has been consistently the highest of all of

Fig. 16. Trends in mortality
from cancer among males
aged 0-64 years
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Fig. 17. Mortality from cancer among
males aged 0-64 years,
latest available data
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Fig. 18. Trends in mortality
from cancer among females
aged 0-64 years
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Fig. 19. Mortality from cancer among
females aged 0-64 years,
latest available data
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the reference countries since 1970. The rate
increased slowly until the late 1980s but more
rapidly in the early 1990s. In recent years, the
SDR has not increased further, although it is
still 55% higher than the EU average, which
has been declining constantly since 1970
(Fig. 18, 19).

Other natural causes of death

The SDR for infectious and parasitic diseases
dropped very sharply in the reference countries
and in the EU during the 1970s and the early
1980s. After that, the decrease stabilized for
most of the countries, but continued in Hun-
gary, and Hungary’s rate has almost reached
the EU average.

The SDR for diseases of the respiratory system
was below the average for the reference coun-
tries and that of the EU in the 1970s. In the
following two decades, the SDRs for Hungary,
the average for the reference countries and the
average for the EU have become approxi-
mately the same.

The SDR for diseases of digestive system was
well below the EU average and close to the
average for the reference countries in the early
1970s. Since then, the EU average has de-
creased, but the SDR in the reference countries
has increased. The increase has been remark-
able in Hungary, particularly for men, and its
rate has been the highest among the reference
countries during the last two decades. A major

component of mortality from diseases of the
digestive system is mortality from chronic
liver diseases and cirrhosis, which has similar
trends and is discussed in more detail in the
section on alcohol. The significant increase in
the SDR for diseases of the digestive system
for Hungary in the early 1990s was followed
by a sharp decline. One reason for this may be
the introduction of the tenth edition of the In-
ternational Classification of Diseases (ICD-10)
in Hungary in 1996 (Hungarian Central Statis-
tical Office, 1998b) (Fig. 20, 21).

External causes of death and injuries
External causes of death and injuries covers all
deaths caused by accidents, injuries, poisoning
and other environmental circumstances or
events such as violent acts (homicide) and sui-
cide.

The SDR for external causes among men has
been the highest of the reference countries, ex-
cluding Estonia, Latvia and Lithuania. Since
1990, however, the rate has declined, but it is
still high compared with the other reference
countries and more than twice the EU average
according to the latest figures (Fig. 22).

The SDR from external causes among women
has been the highest of the reference countries
during the 1970s and the 1980s. However, the
SDRs in Estonia, Latvia and Lithuania ex-
ceeded it in the 1990s. Hungary’s decrease
since 1990 in the SDR for external causes

Fig. 20. Trends in mortality from
diseases of the digestive system
among males
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Fig. 21. Trends in mortality from
diseases of the digestive system
among females
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among females has been one of the largest
among the reference countries (excluding Es-
tonia, Latvia and Lithuania), but the rate in
1998 was still one of the highest among the
reference countries and more than twice the
EU average (Fig. 23).

The mortality from motor vehicle traffic acci-
dents in Hungary was stable until the late
1980s. After this, it increased more than 60%
from 15 to 25 per 100 000 population in 1990
but started to decrease in 1991. The decrease
between 1991 and 1998 was the largest among
the reference countries, leaving Hungary with
one of the lowest rates among the reference
countries, although 20% higher than the EU
average.

Accident statistics confirm the improvement in
road safety. The number of recorded road ac-
cidents decreased by more than one quarter
between 1992 and 1996 (Ministry of Welfare,
1997b) and the number of people injured in
road accidents declined by one third between
1990 and 1995 (National Institute of Public
Health, 1997).

The SDR for homicide and purposeful injury
increased slowly until 1993 but decreased after
that. It still remains above the EU average and
the average for the reference counties, al-
though it is much lower than in Estonia, Latvia
and Lithuania.

Fig. 22. Trends in mortality from
external causes among males
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Mental health

Although mental and psychosocial wellbeing
is an important aspect of health-related quality
of life, too little information is usually avail-
able to allow these very important dimensions
of the population’s health to be described re-
liably. Suicide can be used as a surrogate indi-
cator of the overall level of mental health.

In the 1970s and 1980s, the SDR for suicide
and self-inflicted injury was the highest of all
countries in the European Region and more
than three times the EU average. Since the
mid-1980s, the SDR has decreased by one
third, the largest decrease among the reference
countries. This decrease, together with sharp
rises in suicide rates in Estonia, Latvia and
Lithuania (and many other newly independent
states of the former USSR) in the early 1990s
has resulted in Hungary’s rate no longer being
the highest in Europe. However, the SDR is
still by far the highest of the reference coun-
tries excluding Estonia, Latvia and Lithuania
and was still three times the EU average in
1998.

Suicide rates are much higher among men than
among women in most countries, and this is
the case in Hungary (Fig. 24, 25). The suicide
rate among women, like the rate among men
and that for both sexes combined, was the
highest of all the reference countries for the
1970s and 1980s. In addition, the

Fig. 23. Trends in mortality from
external causes among females
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suicide rate among Hungarian women was
higher than the suicide rate for men in the EU
during this period. Although the rate among
women peaked in 1981, a steady and constant
decrease first started in 1989. However, Hun-
gary still had the highest rate in Europe and
the reference countries until 1995 and has only
had marginally lower than the highest rates
since then.

Suicide rates differ substantially by region: the
rate in south-eastern Hungary is more than
twice the rate in the western parts of the coun-
try (Hungarian Central Statistical Olffice,
1998b).

The parasuicide (attempted suicide) rate has
been reported to be decreasing parallel to the
declining mortality from suicide (Ministry of
Welfare, 1997b).

Psychiatric dispensaries (for outpatient treat-
ment) registered 138 900 patients — 87 200
women and 51 700 men — in 1996. The most
common reasons were schizophrenia (20%),
neurosis and psychosomatic diseases (13%),
affective psychosis (10%), and neurotic de-
pression (9%). In January 1996, 9100 patients
— 50% men and 50% women — were in psychi-
atric hospital wards. The most common rea-
sons for hospitalization were schizophrenia

Fig. 24. Trends in mortality from
suicide and self-inflicted injury
among males
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(23%), alcohol addiction (15%) and dementia
(13%) (Hungarian Central Statistical Olffice,
1998b).

Infectious diseases

AIDS is caused by the human immunodefi-
ciency virus (HIV), which can be transmitted
in three ways: sexual transmission; transfusing
infected blood or blood products or using non-
sterile injection equipment; or from mother to
child. The incubation period between initial
HIV infection and developing AIDS is about
10 years or more. The number of notified
cases of AIDS is rising in central and eastern
Europe, although more people have been diag-
nosed with AIDS in western and northern Eu-
rope.

Hungary has one of the highest incidence rates
for AIDS among the reference countries (0.3
per 100 000 population in 1998), but this is
still much lower than the EU average (3.3 per
100 000) (Fig. 26). The largest transmission
groups in Hungary are homo- and bisexual
contacts (72%), heterosexual contacts (12%)
and blood products (8%). There is some
transmission from mother to child (3%), but
very few cases of transmission from injected
drugs (0.3%) have been reported (European
Centre for the Epidemiological Monitoring of
AIDS, 1998).

Fig. 25. Trends in mortality from

suicide and self-inflicted injury
among females
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The incidence of tuberculosis decreased until
1990 but has increased since then. The inci-
dence in the 1990s was somewhat higher than
the average for the reference countries but
more than twice the EU average.

The incidence rate for syphilis has been among
the lowest in the reference countries since the
early 1980s. The decrease has continued,
whereas several reference countries have re-
ported major epidemics of syphilis in the
1990s (Fig. 27). The incidence of gonococcal
infections has declined from relatively high
levels in the early 1980s in accordance with
the trends for other reference countries.

Fig. 26. Incidence of AIDS
per 100 000 population

New cases per 100 000

Fig. 27. Incidence of syphilis
per 100 000 population
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Hungary had a relatively high incidence of
mumps in the early 1990s, but since the intro-
duction of compulsory vaccination in 1991 this
has decreased since 1993 to one of the lowest
among the reference countries. The incidence
rates of viral hepatitis, diphtheria, measles,
pertussis and malaria are all among the lowest
rates in the reference countries.

Long-term illness and disability

The prevalence of long-term illness and dis-
ability is an important indicator of a popula-
tion’s health status and health-related quality
of life. Those countries which do provide data
are difficult to compare because of differences
in definitions, data collection methods and in
national legislation on disease-related social
benefits (where disability statistics are based
upon those receiving such benefits).

Disability among the population older than 40
years of age is mainly caused by cardiovascu-
lar diseases (Ministry of Welfare, 1997b). In
1996, 56 300 new cases of disability — 9.1 per
1000 population of working age — were regis-
tered. The most common causes were diseases
of the circulatory system (30%), mental and
behavioural disorders (17%) and diseases of
the musculoskeletal system and connective tis-
sue (12%) (Hungarian Central Statistical Of-
fice, 1998b).

Self-assessed health

Data are also not routinely available on the
proportion of the population assessing their
health positively. While seven other reference
countries had some national data, none are
available for Hungary. However, a local study
reported that 79% of people aged 15-64 years
considered their health as being good, and nine
of ten respondents considered their lifestyle as
being healthy or satisfactory (Hungarian Cen-
tral Statistical Office, 1996a and 1996b). The
perception of a healthy lifestyle is in sharp
contrast to the high mortality and morbidity
among Hungarians.

Health of children and adolescents
The infant mortality rate decreased in almost
all reference countries between 1985 and
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1998, and the rate in Hungary declined from
20.4 to 9.7 per 1000 live births during this pe-
riod. This was one of the largest decreases
among the reference countries, and the rate is
now below the average for the reference coun-
tries (Fig. 28).

The main causes of infant mortality in Hun-
gary generally follow the pattern in western
Europe, with the most frequent cause being

malformations and perinatal conditions, which
cause 82% of all infant deaths in the EU.

Fig. 28. Infant mortality rate
per 1000 live births
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Fig. 29. Percentage of births weighing
less than 2500 g, latest available data
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However, the proportion of deaths from sud-
den infant death syndrome is considerably
lower (3%) than in the EU, but some of these
cases may be classified under other causes of
death.

The proportion of children that weighed less
than 2500 grams at birth has often been used
as an indicator for the health of newborns and
for perinatal care. In the EU, 6.0% of all new-
born children had low birth weight in 1998;
this proportion was higher in the reference
countries (7.3%) and even higher in Hungary
(8.4%) in 1998 (Fig. 29).

Breastfeeding until 4 months of age has in-
creased substantially: 35% of infants were ex-
clusively breastfed and 16% were without any
breastfeeding in 1980, while the figures in
1996 were 53% and 9%, respectively. At the
same time, the historically low breastfeeding
rates in the capital area rose to the levels in
other parts of country (Hungarian Central Sta-
tistical Office, 1998b).

Children in most of the reference countries
have good immunization coverage. This is par-
ticularly true for Hungary, which reported a
coverage rate of 99.8% or more for all immu-
nization programmes in the late 1990s, the
highest coverage among the reference coun-
tries (see also page 18).

In general, children’s oral health has improved
in the reference countries in the 1990s, similar
to in the EU. In the mid-1980s, Hungary had
relatively high DMFT index scores (the num-
ber of decayed, missing or filled teeth), but the
score decreased from 7.0 in 1985 to 4.3 in
1991.

Children with disabilities and others who ex-
perience difficulty in learning are often mar-
ginalized within or even excluded from school
systems. In the countries of central and eastern
Europe, the dominance of a traditional medi-
calized approach resulted in such children be-
ing educated in separate special institutions. In
the 1990s, most of the ten reference countries
had moved towards integrating these children
in the normal school system, even though pro-
gress was slowed by economic problems (4in-
scow & Haile-Giorgis, 1998).
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One of the few routinely available indicators
for adolescents’ sexual health and behaviour is
the rate of teenage childbirth, which can reflect
social factors as well as access to and use of
contraception. In 1998, the birth rate per 1000
women aged 15-19 in Hungary was 25, equal-
ling the reference country average, but still
much higher than the EU average of 8 per
1000 (Council of Europe, 1999). The birth
rate in this age group has been declining in
nearly all the reference countries since 1980.
The decrease in Hungary has been 63%, the
second largest among the reference countries.

Women’s health

Women as a group live longer than men and
have lower mortality rates for all the main
causes of death. For example, in 1998 in Hun-
gary, the SDRs for cancer in the age group
0-64 years were 49% lower for women than
for men and 64% lower for diseases of the cir-
culatory system. However, women have higher
reported rates of morbidity and utilization of
health care services (especially around child-
birth), and they can be more affected by social
welfare policies than men.

The maternal mortality rate has declined no-
ticeably in almost all reference countries since
the 1980s. The maternal mortality rate in Hun-
gary declined from 18.2 to 12.9 per 100 000
live births. It is now near the average for the
reference countries but still almost twice the
EU average of 6.5 per 100 000 live births
(Fig. 30).

In the countries of central and eastern Europe
and in the newly independent states, induced
abortion was commonly used as a contracep-
tive method. The number of induced abortions
was therefore usually much higher than in
western European countries. The annual num-
ber of abortions in Hungary declined by 18%
from 90 400 in 1990 to 74 000 in 1997, in part
because of the 1992 Foetal Life Protection
Law, which changed the conditions for termi-
nating a pregnancy, requiring the women to
judge that the continuation of the pregnancy
would cause a “severe crisis” (Hungarian Cen-
tral Statistical Office, 1996a). The propor-
tional decline in the number of live births was
equal, so the number of induced abortions per

1000 live births has remained at the same
level: below the average for the reference
countries but higher than the EU average
(Fig. 31).

In 1993, 63% of married or cohabiting women
aged 19-41 years used a form of reliable con-
traception — oral contraception (38%), intrau-
terine contraceptive devices (17%) or condom
(8%). More than 6% used coitus interruptus
and 3% relied on temporary abstinence or the
calendar method. According to a 1994 health
interview survey, 17% of all respondents aged

Fig. 30. Maternal mortality rate
per 100 000 live births
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15—64 years used oral contraception at the
time of the survey and 37% had used it at
some time prior to the survey. Oral contracep-
tives were more common in Budapest than in
the other parts of the country (Hungarian Cen-
tral Statistical Office, 1996b).

Hungary’s SDR for female breast cancer is the
highest among the reference countries. Hun-
gary’s rate was below the EU average during
the 1970s, but it reached the EU average in the
1980s and has exceeded it since then (Fig. 32).

The SDR for cervical cancer has been among
the highest in the reference countries since the
late 1970s. The SDR declined slowly from the
early 1980s, but an increase in the mid-1990s
brought the SDR back to the same level as in
1970. The Hungary’s SDR was almost three
times the EU average in 1998.

Violence against women has received limited
attention as a public health issue. Data on the
incidence and type of such violence are lack-
ing. The SDR for homicide and purposeful in-
jury for women can be used as a surrogate in-
dicator. Between 1985 and 1997, the SDR for
homicide among women increased by more
than 40% in Hungary, one of the largest in-
creases in the reference countries (Fig. 33). In
1998, the Hungarian rate was 2.4 per 100 000
women: three times the EU average, five times
the lowest rate among the reference countries,
with only the rates in Estonia, Latvia, Lithua-
nia and Romania exceeding it. In addition,
within any particular country homicide rates
for men are usually significantly higher than
for women. This has not been the case in Hun-
gary for the last thirty years, where the male
rate has only been 30% higher than the female
rate, less than half the average difference
across the reference countries.

Fig. 32. Trends in mortality from
breast cancer among females
aged 0-64 years
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Fig. 33. Trends in mortality from
homicide and purposeful injury
among females

/
/

//\

/

| \ \
/. \
|

Standardized death rate per 100 000

70 72 74 76 78 80 82 84 86 838 90 92 94 96 98
Year

———e——Hungary

HIGHLIGHTS ON HEALTH IN HUNGARY

21



LIFESTYLES

LIFESTYLES

Among the factors (including genetics and the
physical and social environments) influencing
health, behaviour substantially affects the
health and wellbeing of each individual and
the population. Lifestyle patterns such as nutri-
tional habits, physical activity and smoking or
heavy alcohol consumption together with the
prevalence of such risk factors as elevated
blood pressure, high serum cholesterol or
overweight influence premature mortality, es-
pecially from cardiovascular diseases and can-
cers. These diseases are the main causes of
death in Europe. Unhealthy behaviour also
contributes to a wide range of other chronic
illnesses and thus affects the quality of life in
general.

Lifestyle, however, is also influenced by be-
havioural patterns common to a person’s social
group and by more general socioeconomic
conditions. Evidence is growing that, at least
in most western European countries, im-
provements in lifestyles have largely been con-
fined to the more socially and economically
privileged population groups, who are better
placed to adopt health-promoting changes in
behaviour (WHO Regional Office for Europe,
1993 and 1999b).

In the mid-1990s, an estimated 27% of all
deaths in Hungary were caused by smoking
and alcohol related causes. An unhealthy diet,
including consumption of food -containing
harmful ingredients and the high intake of
calories, further contributed to the high mortal-
ity of the 1990s (Hungarian Central Statistical
Office, 1996a).

Tobacco consumption

The prevalence of smoking among the popula-
tion aged 15 years or older was 44% in 1992,
the highest among the reference countries and
higher than any EU country (Fig. 34). The
gender difference in smoking has been small
and declining, since the prevalence of smoking
is decreasing among men and increasing
among women (Hungarian Central Statistical
Office, 1996a). According to a 1994 health in-

terview survey, the average daily consumption
of cigarettes was 20.2 among men who smoke
and 15.5 among women who smoke, and 66%
of male smokers and 43% of female smokers
consumed more than 20 cigarettes a day.
Smoking is more common in Budapest (versus
the rest of the country), among people who are
divorced and widowed (versus currently mar-
ried or never married), among blue-collar
workers (versus other social groups), and
among less educated people having general or
vocational education only. For example, phy-
sicians (26%), teachers (28%) and members of
Parliament (29%) all have lower prevalence
rates than average (Hungarian Central Statis-
tical Office, 1996b).

Seven of the reference countries, including
Hungary, took part in surveys of health behav-
iour among young people conducted in
1993-94 and in 1997-98. The percentage of
Hungarian girls aged 15 years who smoked at
least once a week in 1997 was by far the high-
est among the participating countries at 28%,
and had increased from 19% in the earlier sur-
vey. The corresponding figure for boys was
36% in 1997, with only Latvia (37%) having a

Fig. 34. Percentage of regular daily
smokers aged 15 years and older,
latest available data
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figure this high. Again the percentage of
smokers had increased significantly from 25%
in the earlier survey (WHO Regional Olffice for
Europe, 1997 and 2000).

The annual consumption of cigarettes per per-
son in Hungary and in Poland has been the
highest among the reference countries since
the 1970s. Even though the number of ciga-
rettes consumed in Hungary has decreased in
the 1990s, it is still slightly higher than in
1970. The difference from the EU average has
increased, since the EU average has declined
since 1980. Consumption in Hungary was sub-
stantially higher than the EU average in the
late 1990s. Increased black market sale or in-
creased import of tobacco products, however,
may explain some of the observed decline in
the consumption figures, at least in the 1990s.

The mortality for trachea, bronchus and lung
cancer can be used as an indicator to measure
the trends and country positions related to the
deaths caused by smoking. In the early 1970s,
the SDR for lung cancer in Hungary was lower
than the EU average. However, the SDR has
been increasing since then, and it has been the
highest among the reference countries since
the mid-1980s. The SDR continued to increase
in the 1990s, even though most reference
countries already show a declining trend. Ac-
cording to the latest figures, the SDR for men
was the highest of all the countries in the
European Region and more than twice the EU
average (Fig. 35).

Among women, the SDR for lung cancer has
been the highest among the reference countries
since the 1970s. The increase has continued
since then and even accelerated after the mid-
1980s. The SDR for women was the second
highest in the WHO European Region after
Denmark and more than twice the EU average
(Fig. 36).

Since men smoke more than women, there are
large gender differences in SDR for lung can-
cer. The SDR from lung cancer is four times
higher among men than among women in
Hungary. This difference has diminished in
recent years, mainly because the rate for lung
cancer is accelerating among women.

Alcohol consumption

The registered alcohol consumption in Hun-
gary decreased from 11.6 to 9.5 litres of pure
alcohol per person (18%) from the mid-1980s
to 1997, when it reached the EU average (9.4
litres in 1997). Despite this favourable trend,
alcohol consumption in Hungary is one of the
highest among the reference countries
(Fig. 37). The consumption data for some
countries, however, may be incomplete be-
cause of registration problems. For example,
Estonia and Lithuania recorded remarkable
decreases in the 1990s, but local studies re-
ported a very high level of unrecorded con-
sumption as well as illegal import and produc-
tion (WHO Regional Office for Europe, 1997).

Fig. 35. Trends in mortality from
trachea/bronchus/lung cancer among
males aged 0—64 years
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Fig. 36. Trends in mortality from
trachea/bronchus/lung cancer among
females aged 0—64 years
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According to sales data, the registered con-
sumption of spirits has decreased from 5.5 li-
tres to 3.3 litres and the consumption of beer
from 93 to 70 litres since the mid-1980s, but
the consumption of wine has increased from
25 litres to 29 litres (Produktschap voor Ge-
distilleerde Dranken, 1998).

According to the 1994 health interview survey,
16% of men and 40% of women reported that
they never drink alcohol, while 22% of men
and 3% of women reported daily drinking
(Hungarian Central Statistical Olffice, 1996b).
According to another study, 25% of adult men

Fig. 37. Annual alcohol consumption
per person in litres of pure alcohol
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Fig. 38. Trends in mortality from
chronic liver disease and cirrhosis
among males
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and 2.4% of women were classified as heavy
drinkers by a 6-month prevalence figure
(WHO Regional Office for Europe, 1997). The
number of heavy drinkers has been estimated
to be 800 000, 8% of the total population and
12% of the population aged 15-64 years
(Hungarian Central Statistical Olffice, 1996a).
Only 52 000 of these 800 000 people, or 5.1
per 1000 population, were registered to receive
care. This rate was somewhat higher than in
1980 (4.7 per 1000), but significantly lower
than in the late 1980s (6.2 per 1000). The
highest rate was reported for men aged 35-54
years: 16.2 per 1000 men (Hungarian Central
Statistical Office, 1998b).

According to a school questionnaire survey in
1993-1994, 24% of boys and 14% of girls
aged 15 years drank alcohol at least once a
week. The averages for the seven reference
countries included in this survey are 25% for
boys and 11% for girls (WHO Regional Office
for Europe, 1997).

Mortality from chronic liver disease and cir-
rhosis can indicate the harmful effect of alco-
hol. The SDR for chronic liver disease and cir-
rhosis in Hungary was well below the EU av-
erage in the early 1970s but exceeded it in the
late 1970s. In the following years, the SDR
had the largest increase among the reference
countries. The rate has remained the highest

Fig. 39. Trends in mortality from
chronic liver disease and cirrhosis
among females
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among the reference countries and one of the
highest in the European Region, at least four
times the EU average. The trends were similar
for both sexes in all reference countries, but
men had a higher mortality rate than women.
In Hungary the SDR among men was more
than three times the rate among women. The
sudden decrease in the SDR after 1995 may be
an artefact resulting from the introduction of
ICD-10 in 1996 (Hungarian Central Statistical
Office, 1998b) (Fig. 38, 39).

lllicit drug use

Comparable data on drug use are rare. In gen-
eral, the reference countries have reported in-
creased drug use in the 1990s, even though the
level is still lower than in the EU.

In Hungary, marijuana is reported to be com-
mon on the drug scene, and it is also used by
many heroin, cocaine and LSD addicts. Ac-
cording to a 1995 European School Survey
Project on Alcohol and other Drugs (ESPAD),
5% of 15-16 year-old boys and 4% of girls in
Hungary had used cannabis at least once.
These proportions were among the lowest in
the reference countries (European Monitoring
Centre for Drugs and Drug Addiction, 1998).
It has been estimated that the lifetime preva-
lence for use of cannabis in Hungary is 14.1%
(Elekes & Paksi, 2000).

The use of opioids, including heroin, has also
increased in Hungary. Use in the form of pre-
scription drugs increased sharply in the 1980s,
but from the late 1980s opioids have mainly
been produced from poppy seeds using home-
made technology. The social composition of
opiate users is reported to have changed, with
a higher proportion of entrepreneurs and the
long-term unemployed being the highest users
(WHO Regional Office for Europe, 1997).

There are some reported users of LSD and a
few cocaine users have been appearing in
treatment centres in the 1990s. The use of rec-
reational ecstasy is reported to be increasing
considerably, but solvent use has been un-
common. Drug related criminal offences in-
creased from 51 in 1991 to 2860 in 1999
(Ministry of Sport and Youth, 2000).

About 100 000 people, mainly middle-aged
and elderly women, are reported to be depend-
ent on tranquillizers and sedatives, making this
one of the most common drug dependency
problems (WHO Regional Office for Europe,
1997).

Nutrition

Nutritional habits are rooted in cultural tradi-
tions and food production. Nevertheless, in
recent decades changes have occurred with
increasing globalization, as food markets have
opened up, transport has become more rapid
and more efficient techniques for conserving
food have been developed. These factors to-
gether with increased mobility and increases in
purchasing power are some of the reasons why
the historically different nutrition patterns in
Europe appear to converge.

The historical differences in western Europe
between the northern and southern dietary pat-
terns are confirmed by data relating to the
amount of food available (national food bal-
ance sheets) in each country collected since
the 1960s by the Food and Agriculture Or-
ganization (FAO) of the United Nations.*
Typical of northern Europe is a high availabil-
ity of saturated fat and a low availability of
fruit and vegetables. This pattern is reversed
in southern Europe.

The FAO data suggest that Hungary follows
the northern pattern, except that the availabil-
ity of cereals appears to be high (Fig. 40). The
availability of fruits and vegetables may, how-
ever, be underestimated, since home-grown
fruit and vegetables may not be recorded in
this data, and the actual intake can best be
verified by dietary intake surveys. Local stud-
ies have reported a large seasonal difference in
the use of fruits and vegetables: during winter
90% of men and 88% of women do not eat

* The rapid increase in international trade acceler-
ated in 1994, when food was incorporated into in-
ternational free trade agreements (the GATT Uru-
guay Round). This has affected the reliability of
national food statistics, making international com-
parisons more difficult.
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vegetables regularly and 71% of men and 66%
of women eat fresh fruit only exceptionally
(Hungarian Central Statistical Office, 1996a).
These conclusions about the typical Hungarian
diet are supported by international compara-
tive surveys of expenditure on food (European
Commission, 1997). The study also showed
large regional and socioeconomic differences
in the consumption of fats and sugar in Hun-
gary. People living in rural areas and people

with a low educational level used two to three
times the amount of animal fat and sugar used
by people living in urban areas and people
with a high educational level.

The high use of animal fat is also confirmed
by the fact that the average proportion of en-
ergy derived from overall fat is estimated to be
38%, which is the highest among the reference
countries and almost at the EU average (39%).

Fig. 40. Food consumption patterns, 1970-1997
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Physical activity

As physical activity in daily life and at work
declines, exercise in leisure time becomes
more important in maintaining an activity level
beneficial to health. Although there are few
comparative data for physical activity, survey
data show that only 21% of men and 14% of
women aged 15-64 years in Hungary exercise
regularly. This proportion falls rapidly by age:
one quarter of respondents aged 20-29 years
reported leisure physical activity, but the pro-
portion was 15% among those 30-39 years old
and 10% or less among older respondents
(Hungarian  Central  Statistical  Office,
1996a, b).

Overweight

Overweight and obesity are commonly as-
sessed with the body mass index (BMI), calcu-
lated as weight in kilograms/(height in me-
tres)’. According to a 1995 survey done in
Pécs as part of the countrywide integrated
noncommunicable disease intervention
(CINDI) programme, the average BMI was
26.5 for males and 25.5 for females aged
25-64 years. In total 60% of males and 47%
of females were overweight or obese, having a
BMI of 25 or more. These percentages were
lower than in the previous survey performed in
1985, but Hungary had one of the highest pro-
portions of overweight people in the reference
countries (WHO CINDI database, unpublished
data).

The decline in prevalence of overweight and
obesity was suggested by the results of the
Hungarian representative nutritional surveys
performed in 1985-88 and 1994. These data
showed that the reduction was greater for
women than for men (Biro, 1994).

Previous studies have shown that overweight
and obesity are more common among married
people than among single people and among
people living in rural areas than among people
living in urban areas. The same is true for-
women with low social status, who have a
higher prevalence, whereas men have no social
class gradient (Hungarian Central Statistical

Office, 1996b). The 1995 CINDI data with

more detailed data on social status reported
that there was a significant correlation between
the prevalence of overweight and obesity and
low education (Morava et al., 2000).

High blood pressure

A systolic blood pressure exceeding 160
mmHg and diastolic pressure exceeding 95
mmHg are considered as levels where treat-
ment is indicated to reduce the risk of
cardiovascular disease. According to the 1995
study, 23% of men and 16% of women aged
25-64 years had high blood pressure in Hun-
gary, whereas the percentages were 18% and
14% in 1985 (WHO CINDI database,
unpublished data). If using the lower limits for
blood pressure (140 and 90 mmHg) more than
50% of population aged 25-64 years old had
elevated blood pressure, and only about half of
them knew about it (Morava et al., 2000). The
contradiction between the measured and
known hypertension by gender may be
explained by reporting bias or by differences
in health behaviour in general.

High cholesterol

A cholesterol level over 250 mg/dl places the
individual at significantly increased risk of
cardiovascular diseases. According to the 1995
study, 18% of both male and female respon-
dents aged 2564 years had such a high value.
Even though these figures were not among the
highest in the reference countries, they had in-
creased during the last 10 years, when the per-
centages were 16% for males and 12% for fe-
males (WHO CINDI database, unpublished
data). When using the cholesterol limit of 200
mg/dl, more than half of population in each
age group had an elevated cholesterol level
(Morava et al., 2000). Only 6.4% of the popu-
lation aged 15-64 years reported that they
know that their cholesterol level is high (Hun-
garian Central Statistical Olffice, 1996a),
which suggests that cholesterol levels are not
measured routinely in Hungary.
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Environmental conditions affect humans
through short-term and long-term exposure to
noxious factors. In the long term the main ob-
jective is to promote sustainable development
compatible with good health. Short-term envi-
ronmental protection means avoiding or at
least reducing potentially harmful situations,
bearing in mind that people are not exposed
equally to adverse environmental conditions
and not all people and social groups are
equally vulnerable to them. Thus, children,
pregnant women, elderly people and ill people
are more likely to be affected by polluted air or
contaminated food. Also, specific population
groups tend to experience more adverse envi-
ronmental conditions. Low income, for in-
stance, is often associated with exposure to en-
vironmental hazards at work (noxious sub-
stances and risk of accidents) and poor housing
conditions (such as crowding, air pollution and
noise). These situations may affect health and
wellbeing either directly by causing discomfort
and stress, or indirectly by giving rise to un-
healthy coping behaviour such as the use of
intoxicating drugs or heavy drinking.

The increased recognition of the importance of
the effects of the environment on health and
the need for intersectoral action at all levels
has been demonstrated by the development and
implementation by nearly all European coun-
tries of national environment and health action
plans (NEHAP). Hungary was one of the pilot
countries for NEHAPs, and a National Public
Health Committee supported by the Ministry
of Welfare and the Ministry for Environment
and Regional Policy was established to elabo-
rate the NEHAP, which has since been pub-
lished (National Institute of Public Health,
1997).

Microbial foodborne diseases

The number of microbial foodborne outbreaks
and the number of people who have suffered
from these diseases can be used to indicate the
quality of food and its production, even though
some of the observed variation can be caused

by differences in definitions and data-
collection methods. According to the most re-
cent data from the mid-1990s, the variation be-
tween the reference countries is large (from 13
people affected by microbial foodborne out-
breaks per 100 000 population in Romania to
464 per 100 000 in the Czech Republic). The
number of microbial foodborne diseases in
Hungary — especially cases caused by salmo-
nella (National Institute of Public Health,
1997) — peaked in 1996, since returning to
same level as earlier in the decade. The latest
figures (1999) show an infection rate of 32 per
100 000 population, now below the average of
the reference countries.

New and more restrictive legislation to mini-
mize impurities in food products has been
passed in Hungary. Food control is extensive
for special imported products, and food con-
taining for example ochratoxin A and aflatox-
ins above the regulatory limits are therefore
not distributed in Hungary. The lead content of
raw versus processed fruit and vegetable prod-
ucts does not differ substantially, suggesting
that the processing of these products does not
increase lead content significantly (Ministry of
Welfare, 1997b).

Air quality

Some 13% of Hungary’s territory, where al-
most half the population lives, is regarded as
polluted. The main cause is road traffic, fol-
lowed by industry and district heating (Na-
tional Institute of Public Health, 1997).

Table 2. Emission of selected air pollutants in kg
per person in Hungary, in the reference countries
and in the EU in 1995

T L Rféﬁﬁﬂgg countrli:_eg
Sulphur dioxide 68.3 68.3 31.5
Nitrogen dioxide 16.7 253 324
Ammonia 151 10.7 9.4
Carbon monoxide 75.4 99.1 119.3
Carbon dioxide 5681 7555 8499
Methane 56.1 56.5 61.4
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Hungary emitted less nitrogen dioxide, carbon
monoxide and carbon dioxide but more ammo-
nia than the average for the reference countries
in 1995. However, the emission of sulphur di-
oxide was more than twice the EU average,
whereas considerably less nitrogen dioxide,
carbon monoxide and carbon dioxide were
emitted than in the EU (United Nations Eco-
nomic  Commission for Europe, 1999)

(Table 2).

About 10% of urban children are estimated to
have a blood lead concentration that is not con-
sidered safe (National Institute of Public
Health, 1997).

Water quality

Strict limits on arsenic in drinking-water, new
regulations for spa baths and new guidelines
based on the EU directive on the quality of
bathing water (European Council, 1976) have
improved water quality in Hungary (Ministry
of Welfare, 1997b). Some two thirds of drink-
ing-water has excellent quality, but 3-4% of
consumers are exposed to contaminated water
with possible health risks from high levels of
nitrate, arsenic, or faecal coliform bacteria
(National Institute of Public Health, 1997).
However, contradictions between the aims of
improving water quality and financial interest
and lack of financial resources have been listed
as the main problems related to lack of further
improvement in water quality. For example,
even though the arsenic concentration in water
has decreased as well as epidemics in spa baths
and in recreation areas (Ministry of Welfare,
1997b), bathing and swimming in the largest
streams is not recommended because of micro-
bial contamination. The water quality of Lake
Balaton was threatened by algal blooms in the
late summer in the late 1990s, since then the
quality of the water improved considerably,
mainly due to the improvement of the sewage
system (National Institute of Public Health,
1997).

Waste management and soil pollution

The total quantity of waste amounted to 123
million tonnes in 1995. This included 27 mil-
lion tonnes of municipal waste, 5 million ton-

nes of hazardous waste and 91 million tonnes
of industrial waste. Only 10% of the 2700
known disposal sites are regarded as safe for
human health and the environment (National
Institute of Public Health, 1997).

Soil pollution of industrial sites with heavy
metals (lead, cadmium, arsenic and zinc) and
heavy pollution on and around hazardous
waste landfill sites (polychlorinated benzenes,
dioxin, polychlorinated biphenyls and other
organic compounds) are the major problems
associated with waste management and soil
pollution (Ministry of Welfare, 1997b).

Housing

The number of rooms per occupied dwelling
increased from 1.5 to 2.4 between 1960 and
1995. The number of dwellers per room de-
clined from 2.5 to 1.1 during the same period
(National Institute of Public Health, 1997).
The average estlmated size of dwellings in
Hungary (71 m) was the largest among the
reference countries (average 54 m ) but smaller
than the EU average (89 m ) In Hungary, 89%
of dwellings were owner-occupied in 1995.
This was one of the highest percentages among
the reference countries and higher than for any
EU country (United Nations Economic Com-
mission for Europe, 1999).

One aspect of the quality of housing is the pro-
portion of the population with connection to
water and with access to hygienic sewage dis-
posal. According to data from 1996, 84% of
Hungarians had a water connection (United
Nations Economic Commission for Europe,
1999), which was near the average for the ref-
erence countries (81%). However, there were
significant differences between the capital area
(99%), other urban areas (90%) and villages
(71%) (National Institute of Public Health,
1997).

On average 94% of Hungarians had access to
hygienic sewage disposal, but whereas the per-
centage was 100% in urban areas, it was 85%
in rural areas. Up to 87% of inhabitants in Bu-
dapest are connected to the sewerage network
versus 59% in other towns and only 4% in vil-
lages (National Institute of Public Health,
1997).
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As many main roads currently pass through
settlements, about half the population are re-
ported to be disturbed by noise from road traf-
fic, and this unfavourable situation can be ob-
served all over the country. The construction of
ring-roads around major centres of population
is intended to improve this. Noise from rail-
ways has a smaller impact. Increasing air traf-
fic at Budapest-Ferihegy airport has worsened
the local disturbance due to noise. Five per
cent of the inhabitants reported being disturbed
from noise from industrial or service facilities
(National Institute of Public Health, 1997).

Whereas housing conditions, such as quality,
location and infrastructure, affect people’s
health and wellbeing, lack of housing is even
more crucial. Homeless people are more vul-
nerable to health problems, such as malnutri-
tion, infectious diseases and psychosocial
stress caused by solitude and insecurity, than
the rest of the population. Whereas data on the
quality of housing (albeit not always compara-
ble) are increasingly becoming available, reli-
able data on homelessness are lacking.

Occupational health and safety

Exposure to health hazards at the workplace is
still an important cause of ill health and death.
However, information about exposure in terms
of the type, frequency and intensity of hazards

and the number of workplaces or people af-
fected is not always available and comparable
data are scarce.

The rates of injuries from work-related acci-
dents per 100 000 population varied substan-
tially among the reference countries, which
suggests that the figures may describe different
phenomena in the countries. Nevertheless, the
number of such injuries has declined in all ref-
erence countries by an average of 47%, from
592 to 274 per 100 000 population between
1985 and 1997. In Hungary, the decline was
even larger: 72%. The number of registered
accidents is, however, considered to underes-
timate the actual number, since both employers
and employees may have interests in under-
reporting (National Institute of Public Health,
1997).

The data on deaths from work-related acci-
dents may be more comparable than the data
on injuries. The number of deaths has de-
creased in all reference countries indicating
improvements in occupational safety. Between
1985 and 1997, the number of deaths in work-
related accidents decreased from 3.8 to 2.0 per
100 000 population in the reference countries
(a decrease of 47%). Hungary’s figure for 1997
was 1.5 per 100 000, a decrease of 69% since
1985. This was lower than the EU average (1.6
per 100 000, a decrease of 25% since 1985).
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Hungary has a tradition of health services dat-
ing back to the eleventh century. The first pub-
lic health act was passed in 1876, and social
security and social insurance systems have a
long history in Hungary. From 1948, the
mixed-economy health care system was re-
structured to a centralized state model, in line
with other sectors of the economy. The health
care legislation adopted in 1972 confirmed that
access to health services was a right linked to
citizenship and promised comprehensive cov-
erage free of charge at the point of use. How-
ever, since the system was underfunded it was
unable to meet the level of demand. One con-
sequence of this was that informal payments
(gratitude payments) were common.

Health care reform

The need for health care reform became appar-
ent in the 1980s, earlier than in the other refer-
ence countries. The governments regarded
health care reform as essential because the
population’s health status was deteriorating;
health care costs were high because of hospi-
tal-centred services; the health care system was
inefficient and ineffective, with health care

professionals that had low income levels, low
social status and poor working conditions; and
consumers were not satisfied with the lack of
choice and the poor standard of care (WHO
Regional Office for Europe, 1999a).

The initial reforms from 1987 were followed
up in 1990-1994 with more major reforms —
decentralization, introduction of performance-
based methods of paying providers, public
health reform and giving priority to primary
care. In 1991 the National Public Health and
Medical Officer Service was established. It
was based on the Network of Hygiene and
Epidemiological Offices. After this, health care
reform slowed because of the fiscal crisis and
the economic stabilization programme.

Between 1990 and 1994, the division of re-
sponsibilities between the state and local gov-
ernment was redefined. The state retained di-
rect ownership of health care facilities for spe-
cialist services, University hospitals, national
institutes and army hospitals, only. The owner-
ship of the primary care surgeries, outpatient
clinics and hospitals was transferred to local
governments, which also became responsible
for maintenance and investment.

Table 3. Health care resources in Hungary and in the reference countries
(1998 or latest available)
Hungary | Reference | ninimum | Maximum
countries
Hospital beds per 100 000 population 833 739 562 962
Physicians per 100 000 population 357 265 183 395
Hospital admissions per 100 population 23.6 171 11.6 24.2
Average length of hospital stay in days 9.1 10.6 9.1 12.5
Total health care expenditure as a percentage of GDP 6.5 51 2.6 7.7

> This section is largely based on Health care systems in transition. Hungary (WHO Regional Office for

Europe, 1999a).
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Primary health care was to be strengthened,
emphasising health promotion and disease pre-
vention.

Since 1995, legislation has defined the mini-
mum requirements in terms of equipment and
personnel institutions need to get a licence. A
national system of hospital accreditation has
been planned (Ministry of Welfare, 1997a; Vo-
gler & Habl, 1999). In 2000, the Parliament
declared an Act on independent medical prac-
tice.

The objectives of future reforms include: fur-
ther decentralizing the financing and delivery
of health care services, reducing the overall
social insurance contribution, reforming the
insurance collection system and further priva-
tization of the family physician’s practice
(WHO Regional Office for Europe, 1999a).

Organizational structure
The reformed Hungarian health services com-
prise three basic tiers:

e National, including the Ministry of
Health, other relevant ministries, the Na-
tional Health Insurance Fund Admini-
stration, and a range of other specialist
national bodies such as the National
Ambulance Service, the National Public
Health and Medical Officer Service, and
a range of professional organizations and
unions.

Sub-national, including county and mu-
nicipal governments managing health
care facilities, branches of the insurance
fund administration, and local offices of
the public health service.

Private providers of care, such as private
hospitals and pharmacies.

Broadly speaking, the national level is con-
cerned with regulation, policy and planning.
The sub-national government level manages
health care facilities, and contracts for primary
health care with independent primary care pro-
viders. The county and municipal offices of the

public health service monitor the public health
and address public health concerns. The county
branches of the insurance fund contract with
private and state owned health care providers.
The private sector is concerned with service
provision.

Health care finance and expenditure
The financing system has been changed to be
based on insurance, but the longer-term option
of competition between insurance schemes was
left open. Funding was separated, with invest-
ment costs coming from state and local gov-
ernment resources, and the recurrent costs of
direct health services funded through the So-
cial Insurance Fund. In 1992, the Social Insur-
ance Fund was divided into a Health Insurance
Fund and a Pension Insurance Fund, which be-
came self-governing the following year. It was
nationalised again in 1998, and is supervised
by a secretary of state of the Ministry of Fi-
nance.

The compulsory social insurance system cov-
ers the whole population and provides practi-
cally a full range of services with a marginal
role for supplementary insurance. The gov-
ernment controls and supervises the health care
delivery system, but ownership is mixed, with
dominance of local municipality and state
ownership. (Ministry of Welfare, 1997a; WHO
Regional Office for Europe, 1999a).

The social insurance schemes are financed by
employers’ and employees’ payments. For the
health insurance system in 1998, the em-
ployer’s payment was 11% of the total income
plus a monthly lump-sum payment of Ft 3900
(approximately 5.7% of average gross salary),
and the employee’s payment was 3% of the
total income. Self-employed people pay a simi-
lar overall proportion of their total income, and
the public sector covers the payments for un-
employed people. Health insurance covers all
costs related to health check-ups, primary, sec-
ondary and tertiary care, deliveries, emergency
medicine and blood transfusions. Pharmaceuti-
cals, medical aids, dental care and rehabilita-
tion are also included in the insurance scheme,
but out-of-pocket payments are always re-
quired. Compensation is paid in case of leave
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because of sickness, maternity or occupational
disease, or accident (Vogler & Habl, 1999).

Performance-based remuneration was intro-
duced for direct medical services. Primary care
was financed through patient capitation funds,
fee-for-service funding for outpatient services
and remuneration based on diagnosis-related
groups for inpatient services. Despite some ad-
ditional improvements in the financing system,
there were still incentives to over-provision:
for example, people tended to continue being
referred to inpatient and specialist care rather
than being treated in outpatient and primary
care settings.

International comparisons of health care ex-
penditure are extremely difficult because the
definitions underlying health statistics as well
as accounting practices vary from one country
to another. The following data on health care
expenditure should therefore be used with cau-
tion, as the boundaries of what constitutes
health care can vary substantially between
countries.

In 1997, health expenditure as a proportion of
GDP for Hungary was 6.5%, above the aver-
age for the reference countries (5.1%) but be-
low the EU average of 8.5% (Fig. 41).

Fig. 41. Total health care expenditure
as a percentage of GDP,
latest available data
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Data on health care expenditure adjusted for
purchasing power parity (PPP) are only avail-
able for four of the reference countries. Ac-
cording to these data, the health expenditure in
PPP per person was highest in the Czech Re-
public (US $904 in 1996), Slovenia (US $743
in 1994), while Hungary (US $602 in 1996)
and Poland (US $371 in 1996) had much lower
expenditure.

Primary health care

The practical transformation of the health care
delivery system started when a system of fam-
ily practitioners was established in the early
1990s. This was done to deliver continuous,
personal and comprehensive health care, with
greater emphasis on prevention, close to where
people live. Previously, the family physicians
were public sector employees with an obliga-
tion to provide primary care to the inhabitants
of the area assigned to them. Following these
reforms, the entire population is covered by
family practitioners. Since 1992 people have
been able to freely choose their family practi-
tioners. Until 1996, practically all citizens took
advantage of the possibility to choose their
primary health care physician. The financing
arrangements do provide incentives to family
practitioners to work as private entrepreneurs,
and the proportion of practitioners with private
practice therefore increased rapidly from 10%
to about four fifths of all practitioners between
1992 and 1997.

From 1992, postgraduate training for general
practitioners was made compulsory, and un-
dergraduate training for family physicians was
introduced in medical universities.

The primary health care system also includes a
network of nurses for maternal and child care
and a network for dental care. The latter is pri-
vately financed, and the private sector plays a
greater and more important role in dental care
than does the public sector. However, each
citizen has access to primary dental care. A de-
fined set of dental care services can be ac-
cessed at a reduced rate, and regular dental
check-ups are provided.

The major problem within primary care is the
unequal distribution of care, in terms of both

HIGHLIGHTS ON HEALTH IN HUNGARY



HEALTH CARE SYSTEM

quantity and quality. The main objectives in
developing primary health care are prevention
and rehabilitation as well as the home nursing
services, which have been operating since
1995 (Ministry of Welfare, 1997a; Vogler &
Habl, 1999). There is also the possibility that
the funding of general practitioners based
largely on the number of patients registered
does not provide any incentive for them to treat
patients within primary care and may lead to
inappropriate hospital referrals (Hungarian
Governmental Decree, 1999).

Secondary and tertiary care

As developments in Hungary since the 1960s
focused on increasing the volume of buildings
and hospital beds, the standards of medical
equipment fell seriously behind. Modern diag-
nostic and therapeutic equipment first appeared
in considerable quantities with economic liber-
alization in the early 1990s, when private in-
vestors were allowed into the health care mar-
ket.

There are about 250 polyclinics (about 150
polyclinics affiliated with hospitals and about
100 independent polyclinics), which provide
diagnostics and therapeutic support to primary
health care. An important and developing area
is ambulatory care and day surgery (non-
invasive and micro-invasive procedures) which
can replace inpatient care and surgery. Central
development programmes and changes in fi-
nancing are being implemented to promote
outpatient specialist services in polyclinics and
hospitals so that they can replace more expen-
sive forms of health care and improve the qual-
ity and efficiency of patient care.

There were 162 hospitals operating in 1996.
Community hospitals offering the basic spe-
cialties are accessible to everyone within
25-30 kilometres. Some of the 19 county hos-
pitals and some of the metropolitan hospitals in
Budapest work as regional centres for some
specialties. National institutes and departments
of medical universities carry out regional and
national activities.

The hospital system was well developed, but
its size and high costs endangered the opera-
tion of the entire health care system. Therefore,

the radical and coordinated modernization of
structure, financing and management within
the hospital sector become inevitable. The
number of hospital beds in intensive care, in
chronic care and in rehabilitation has been
considered to be too low.

The number of hospital beds per 100 000
population has decreased in almost all refer-
ence countries since 1985. The decrease in
Hungary (—13%) was smaller than the decrease
in the EU in general (-21%), and the rate in
Hungary (833 per 100 000 in 1998) remained
higher than both the EU average (687 per
100 000 in 1997) and the average for the refer-
ence countries (739 per 100000 in 1998)
(Fig. 42).

In 1996, a law was passed intended to fit the
distribution of medical services to the health
needs of each specific region. The aim was not
merely to reduce hospital capacity but also to
reduce regional inequalities (Ministry of Wel-
fare, 1997b). However, as a result of regional
consensus, a total of 18 000 hospital beds were
closed, one fifth of all beds. In this process,
compromises were made to close beds rather
than entire hospitals, and no incentives were
introduced to reduce referrals. Consequently,
the resulting savings were smaller than ex-
pected, and the high hospitalization rates have
continued.

Inpatient admission rates vary significantly
among the reference countries. Hungary’s rate
increased by 15% from 1986 to 1998, and the
most recent rate (23.6 per 100 in 1998) is one
of the highest among the reference countries
(average 17.1 per 100 in 1998) and was con-
siderably higher than the EU average (19.0 per
100 in 1996) (Fig. 43).

The average length of hospital stay has de-
creased in all reference countries since the
1980s. The average for Hungary was 13.6 days
in 1985 but decreased to 9.1 in 1998. These
were among the lowest figures in the reference
countries, well below the average (10.6 days in
1998) (Fig. 44).

The reported number of outpatient contacts
also varies greatly among the reference coun-
tries: from 4.6 to 15.1 annual contacts per per-
son in 1998. The number of outpatient contacts
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in Hungary has increased by 25% since 1985,
and the figure in 1998 (13.7) is one of the
highest among reference countries.

Pharmaceuticals and pharmacies
Pharmaceutical manufacturing constitutes an
important element of both industry and health
care services. The state-owned pharmaceutical
companies were privatized between 1991 and
1996. The wholesale trade of pharmaceuticals
was owned by the state prior to 1990 and has
now been privatized. In 1997, more than 90%
of the retail pharmacies were privately owned
(Ministry of Welfare, 1997a).

In Hungary, only registered drugs are available
on the market. Prior to 1990, people were re-
quired to make a nominal contribution to the
price of drugs, as they were entitled to phar-
maceuticals within the universal social security
coverage. Since the establishment of a new in-
surance system, the health insurance scheme
and the population share the burden, with the
population paying a continuously increasing
proportion of the expenditure.

In 1995, a drug subsidy system based on a drug
formulary was introduced in Hungary. There is
a list of essential drugs, which includes prepa-
rations used in the treatment of the most com-
mon chronic conditions. These are dispensed
with a social insurance subsidy of 90% to
100%, whereas drugs not on the list are subsi-
dized at 50% to 70%, with a steady increase in
the proportion of drugs not subsidized at all.

The use of pharmaceuticals is high, resulting in
a high percentage (30%) of total health care
costs spent on pharmaceuticals. Though not a
problem limited or specific to Hungary, there
are still many pharmaceuticals of unproven
benefit on the market. The Health Insurance
Fund now intends to limit drug spending (Vo-
gler & Habl, 1999).

Human resources

The number of physicians in Hungary (357 per
100 000 in 1998) is greater than the average
for the EU (349 per 100 000 in 1997) and
the100 000 in 1998) (Fig. 45). Since 1985, the
average for the reference countries (265 per
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number has increased by 24%, one of the high-
est increases among the reference countries.

In 1998 Hungary had 42.4 dentists per 100 000
population, slightly lower than the average for
the reference countries (44.5 per 100 000 in
1998), and much lower than the EU average
(67.7 per 100 000 in 1996).

Since 1985, the number of pharmacists per
100 000 population has increased in Hungary;
47.4 per 100 000 population in 1998. This was
higher than the average for the reference coun-
tries (37.5 per 100 000 in 1998), but much
lower than the EU average (77.6 per 100 000
in 1996).

The number of nurses in Hungary — 392 per
100 000 population in 1998 — was the lowest
among the reference countries, even though
this number has increased by one third since
1985. The number of midwives was higher in
almost all reference countries (average 49.5
per 100 000 in 1998) than in the EU (average

29.6 per 100 000 in 1996), but Hungary was
the only country with fewer midwives (18.6
per 100 000 in 1998) than the EU average.

Fig. 45. Number of physicians
per 100 000 population
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GLOSSARY

Incidence rate: the number of new cases of a disease occurring in a population per 100 000
people during a specified period (usually 1 year).

Infant mortality rate: the yearly number of deaths of children aged less than 1 year per 1000
live births.

Life expectancy at birth: an estimate of the average number of years a newborn child can ex-
pect to live provided that the prevailing age-specific patterns of mortality at the time of birth
were to stay the same throughout the child’s life.

Prevalence rate: the total number of people in a population who have a disease or any other at-
tribute at a given time or during a specified period per 100 000 of that population.

Purchasing power parity (PPP): a standardized measure of the purchasing power of a coun-
try’s currency, based on a comparison of the number of units of that currency required to pur-
chase the same representative basket of goods and services in a reference country and its cur-
rency (usually US dollars). The EU uses the purchasing power standard to measure this.

Standardized death rate (SDR): a death rate (usually per 100 000 population) adjusted to the
age structure of a standard European population.

Total fertility rate: the average number of children that would be born alive per woman during
her lifetime if she were to bear children at each age in accordance with prevailing age-specific
birth rates.
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