
Country Profile for Hungary 

Statistics (2006 unless otherwise indicated): 

 

Total population: 10,064,000 (2007) 

 

Gross national income per capita (PPP international $): 16,970 

 

Life expectancy at birth m/f (years): 69/78 

 

Healthy life expectancy at birth m/f (years, 2003): 62/68 

 

Probability of dying under five (per 1000 live births): 7.0 

 

Probability of dying between 15 and 60 years m/f (per 1000 population): 249/104 

 

Population proportion over 60 (%): 21.0 

 

Population proportion under 15 (%): 15.0 

 

Maternal mortality ratio (per 100,000 live births): 6.0 

 

% of population with sustainable access to an improved water source: 100 

 

% of population with sustainable access to improved sanitation - rural: 100 

                    urban: 100 

Total expenditure on health per capita (Intl $, 2006): 1,382 

 

Total expenditure on health as % of GDP (2006): 7.6 

 
Health systems 
 

 

 

Indicator  
Value 
(year) 

External resources for health as percentage of total expenditure on health?  0.0 (2000)  

General government expenditure on health as percentage of total expenditure on health?  70.8 (2005)  

General government expenditure on health as percentage of total government expenditure?  11.1 (2005)  

Out-of-pocket expenditure as percentage of private expenditure on health?  86.80 (2005)  

Per capita government expenditure on health at average exchange rate (US$)?  606.0 (2005)  

Per capita government expenditure on health (PPP int. $)?  941.0 (2005)  

Per capita total expenditure on health (PPP int. $)?  1329.0 (2005)  

Per capita total expenditure on health at average exchange rate (US$)?  855.0 (2005)  

Private expenditure on health as percentage of total expenditure on health?  29.2 (2005)  

Private prepaid plans as percentage of private expenditure on health?  4.1 (2005)  

Social security expenditure on health as percentage of general government expenditure on health?  90.2 (2005)  

Total expenditure on health as percentage of gross domestic product?  7.8 (2005)  

http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo
http://www.who.int/whosis/indicators/compendium/2008/3exo


Health Personnel 

Indicator  Value (year) 

Dentistry personnel density (per 10 000 population)?  5.00 (2006)  

Number of dentistry personnel?  4,997 (2006)  

Number of nursing and midwifery personnel?  92,171 (2006)  

Number of Pharmaceutical personnel?  5,364 (2006)  

Number of Physicians?  30,575 (2006)  

Nursing and midwifery personnel density (per 10 000 population)?  92.00 (2006)  

Pharmaceutical personnel density (per 10 000 population)?  5.00 (2006)  

Physicians density (per 10 000 population)?  30.00 (2006) 

Hospital beds (per 10,000 population) 79.0 (2006) 

 

According to the European Health for All database in 2002, Hungary had the third largest 

number of outpatient specialist contacts per inhabitant among all countries of the WHO 

European region, with 11.9 visits per person per year.  

Hospital admission rates in Hungary are comparably high as well as high utilisation rates in 

the outpatient specialist sector.  

Acute hospital beds were reduced by 20% between 1992 and 1997 and the number of hospital 

beds for chronically ill patients was also reduced by 17%. Despite this downsizing, the 

number of acute hospital beds in Hungary still rank above the average for EU countries and 

CSE countries but below the rate of neighbouring countries with similar economic 

development such as Slovakia and the Czech Republic.  

The capacities for long-term nursing care in institutions and ambulatory care are still 

considered insufficient to meet the needs of the ageing population. 

The average number of health personnel hides geographical inequalities, as well as 

inequalities in terms of specialities. The problems with the overall number of health care 

professionals in Hungary, their distribution, structure and skill mix are largely inherited from 

the previous regime. In the course of the state-socialist health services, the salaries of health 

workers were kept low compared to other sectors of the economy in Hungary and especially 

to western European countries. 

Health and development 

Non communicable diseases are the leading cause of morbidity and mortality in Hungary.  

The high mortality rate among men aged between 30 and 65 is a concern. Ischemic heart 

disease and cerebrovascular disease accounted for 37.8% of total deaths in 2005.  

High blood pressure affects more than 50% of those aged 25-64 years and type 2diabetes 

affects approx 10% of the population.  

Hungarians have the highest death rates for lip, colorectal, larynx, trachea, bronchus and lung 

cancers in Europe; cancer causes every 4
th

 death in Hungary. Hungarian males have the 

highest lung cancer mortality rate.  
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Suicide rates are amongst the highest in Europe.  

Lifestyle factors are prevalent, particularly smoking, unhealthy diet and lack of physical 

activity. Excessive alcohol consumption is the main cause of high male mortality from 

cirrhosis of the liver.  

Only about 21% of men aged 15-64 exercise regularly and 14% of women in the same age 

category. Two thirds of Hungarian men and half of women are overweight or obese. This is 

due to a combination of unhealthy diet, high intake of animal fat, cholesterol, salt, too few 

vegetables, minerals and dietary fibre compounded by low physical activity. High blood 

pressure and nutritional deficiencies also arise from these factors.  

Communicable disease incidence is very low as there are compulsory vaccination 

programmes with extremely high coverage. TB is recognised as a re-emerging problem with 

26 cases per 100 000 population in 2004. Estimated HIV/AIDS incidence is low compared 

with other EU countries and it remains stable. 

 

Organisational structure and management of the healthcare system 

The National Assembly is a key actor in national level decision making of all areas of public 

policy, including health.  

The National Government formulates health policy and is also the most important regulator 

of the health sector.  

National Health Fund Administration 

The Health Insurance Fund (HIF) is the most important source of financing of recurrent costs 

of health services and provides cash benefits such as sickness allowances. The HIF is 

separate from the government budget and any surplus of this cannot be used for any other 

purposes by them. The government are however obliged to cover any deficits. The HIF is 

administered by the National Health Insurance Fund Administration (NHIFA). Prior to 1992, 

health and pension funds used to be unified in the Social Insurance Fund but now they are 

separate funds but still referred collectively to as social insurance funds.   

INDICATOR Value (year) 

Age standardised mortality rate for cancer (per 100,000 population) 201.0 (2002) 

Age standardised mortality rate for cardiovascular disease (per 100,000 population) 364.0 (2002) 

Prevalence of adults >=15years who are obese (% females) 18.2 (2004) 

Prevalence of adults >=15 years who are obese (% males) 17.1 (2004) 

Prevalence of current tobacco use among adolescents, 13-15 years. (% both sexes) 26.9 (2004) 

Prevalence of diabetes 333,000 (2000) 

Prevalence of diabetes 376,000 (2030) 

Incidence of tuberculosis (per 100 000 population per year)?  19.0 (2006)  

Prevalence of tuberculosis (per 100 000 population)?  21.0 (2006) 

Prevalence of HIV among adults aged>=15 years (per 100,000 population) <100 (2005) 

http://www.who.int/whosis/indicators/compendium/2008/3itt
http://www.who.int/whosis/indicators/compendium/2008/2ptt


Ministry of Health, Social and Family Affairs 

In 2002, the Ministry of Health, Social and Family Affairs was established after merging the 

former Ministry of Health and Ministry of Social and Family Affairs. This new Ministry is 

responsible for the health and social sectors.  

The main functions of health policy formation, coordination and regulation are carried out by 

a number of institutions under the direct control of the minister of health, social and family 

affairs.  

The National Public Health and Medical Officer Service (NPHMOS) is one of the most 

important agencies of the Ministry of Health. The NPHMOS provides public health services 

including the traditional public hygiene and infectious disease control, disease prevention and 

health promotion. Also within the remit of the NPHMOS are the implementation, control and 

enforcement of regulations, including the registration and licensing of health care providers 

as well as monitoring the quality of health services. Health care providers must obtain a 

license to practice from the NPHMOS.  

Blood and blood products and ambulatory services are provided by national organisations. 

The Health Insurance Fund (HIF) finances the National Emergency Ambulance Service and 

the National Blood Supply Service.  

The national institutes of health are the methodological centres of their particular medical 

specialisations. They supervise and support clinical work across the country, undertake 

continuing education, scientific research and in some cases prevention activities and patient 

care, usually highly specialised tertiary care services for the whole population of the country.   

Ministries 

The Ministry of Health runs six state hospitals, mainly sanatoria for medical rehabilitation. 

They accept patients from all over the country and are partly financed form the HIF.  

The Ministry of Finance is responsible for fiscal policy and the state budget including the 

national government budget, the local government budget and the HIF. It is mainly concerned 

with the macroeconomics implications of health care financing, particularly the impact of any 

deficit of the HIF on fiscal balance as the Government is required to cover this.  

The Ministry of Education and the Ministry of Health jointly supervise higher education 

institutions in health. 

The Ministry of Economic Affairs and Transport provides a comprehensive health service 

and has its own insurance fund, although railway healthcare is integrated into the main 

system of financing and delivery of health services with the provision of giving priority to 

railway workers and their dependants.  

The Ministry of the Interior and the Ministry of Defence have their own health care services 

for inpatients and outpatients but special rules restrict utilisation by the general population.  



As a general rule, the ministries cover the capital costs of services and recurrent costs are 

financed from the HIF.   

The Ministry of the Interior deals with issues for local governments, which are the owners of 

most primary and secondary care facilities.  

Organisation of health facilities 

Since the establishment of the 2 tier local government system in 1990, local governments 

have become key actors in the health sector. The 1990 Local Government Act assigned 

responsibility for local health services to local governments with the implication that they 

should plan for local needs.  

Responsibility for primary care rests with municipalities and that for secondary care rests 

with counties but they are allowed to contract out service delivery to private providers. 

Municipalities usually own primary care facilities and may own and run outpatient clinics 

and municipal hospitals.  

County governments usually own large county hospitals that provide secondary and tertiary 

care.  

Under the same act, the ownership of the bulk of primary care facilities, polyclinics and 

hospitals have been transferred from national to local government. Thus local governments 

have become the main healthcare providers in the Hungarian health care system.  

The private sector in Hungary is limited particularly in inpatient care.  

Voluntary donations and charities are growing in number but constitute a very minor source 

of funds to the health sector.  

Planning, regulation and management 

Health care reforms in the 1990s transformed the Hungarian health care system into a split 

purchaser provider contract model.  

Health sector reform was motivated by a number of factors:  

 Widening gap between the health status of the Hungarian population and inhabitants 

of western European countries.  

 General distrust of central government and how they spent their budget. 

 The over-centralised health care delivery system was seen as inefficient and unable to 

provide services to meet the population’s changing needs.  

 Resource allocation was subject to political influence and as a result geographical 

inequalities arose as well as inequalities among specialties.  

 The majority of health care workers were becoming increasingly unsatisfied with the 

slowly deteriorating working conditions, decreasing prestige of the profession and 

low salaries.  



Since the 1990s, due to health sector reform, the organisation of Hungarian health care 

system has moved away from central government control. Decentralisation became the 

dominant process throughout the restructuring process and responsibilities are divided among 

several organisations within the health care sector. By the mid-1990s, the government 

restored some measures of central control in order to control health spending.  

Health services are still primarily publicly financed and provided but the role of the national 

government as the direct funder and provider of services has decreased.  

Health policy making and regulation have remained with the national government while some 

functions have been delegated to quasi-public organisations and others have been de-

concentrated. 

The early structural reorganisation of the health sector which laid down the basis of the 

current purchaser-provider split model was supported by all major political parties but there 

is no consensus on the future direction of decentralisation on either the financing or the 

delivery of health services.  

Health care delivery system 

Health care delivery is based on the constitutional obligation of the state to make health 

services available for all resident citizens. 

Primary health care and health services- the NPHWOS is responsible for those previously 

mentioned and this is the responsibility of the National Government.  

The NPHWOS is organised at 3 levels on a territorial basis. The national office supervises 

and controls 19 county offices and one office in Budapest. The second admin level controls 

municipal offices and districts of the capital at the third admin level. Offices at all levels are 

headed by chief medical officers.  

The NPHWOS is responsible for the control, coordination, supervision and delivery of public 

health services. The tasks for delivery of public health services are shared with other actors, 

particularly in primary care, for example, the NPHWOS coordinates the compulsory 

immunisation programme and supplies the vaccines while family doctors and the school 

health services carry out the vaccination of the children. 

Other activities coordinated by the NPHWOS: 

 Occupational health and safety 

 Primary prevention and screening programmes e.g., national screening programmes 

for cervical cancer, breast cancer and colorectal cancer. 

According to the primary division of tasks, municipalities are responsible for primary health 

care. They must ensure that family doctor services, dental care, out-of surgery hours services, 

mother and child health nurse services and school health services are available for the local 

population.   



Primary care districts must cover the entire territory of the municipality and serve as the basis 

of the territorial supply obligation. Residents however are able to choose their family doctor 

freely and are not confined to registering with a doctor within the provider of the primary 

care district in which they live. The only restriction in place is that patients are only able to 

change their family doctor, if they wish once a year. Doctors are not allowed to refuse 

patients within their primary care district but are offered the choice to refuse applicants from 

other districts.  

Municipalities can also decide whether to deliver family doctor services themselves or to 

contract with private providers.  

Beyond family doctor services, municipalities are also obliged to provide district mother and 

child health nurse services as well as school health services.  

The district Mother and Child Health service provides preventive care and health education to 

families with pregnant women, women in childbed and children under 16 in geographic areas 

determined by local government. These districts should cover no more than 400 persons to be 

cared for.  

Secondary and Tertiary Care 

The provision of these is shared among municipalities, counties, the national government and 

to some extent, private providers.  

Counties are responsible for the provision of secondary and tertiary care to the local 

population but municipalities also provide specialist care on the principle of subsidiarity.   

In general, county governments own large multi-speciality county hospitals, which are 

providers of secondary and tertiary inpatient and outpatient care to the acutely and 

chronically ill. Municipalities own polyclinics which are independent multi-speciality 

institutions providing outpatient specialist care; dispensaries, which are single-speciality 

institutions providing outpatient care to the chronically ill and multi-speciality municipal 

hospitals providing secondary and acute, chronic and outpatient care.  

The national government also owns hospitals, which provide acute and chronic, inpatient and 

outpatient; these are divided between various Ministries. The Ministry of Education owns 

university hospitals and the Ministry of Health owns single-speciality providers, the national 

institutes of health which mainly deliver highly specialised tertiary care only. This ministry 

also owns state hospitals, which are mainly sanatoria for medical rehabilitation.  

The territorial supply obligation applies to all public providers, but the size of the catchment 

area depends on the type of care provided and on the estimated number of people in need.  

The same health care institution can have different health care catchment areas for different 

types of care. In general, secondary outpatient care services have been assigned the smallest 

catchment area but still larger than primary care districts. Tertiary care is to be offered at least 

on a regional basis, which includes the population of more than one country. Highly 



specialised tertiary care services, which are provided to patients suffering from rare diseases, 

have the largest catchment area, namely the whole country.  

A small private sector is involved in the provision of specialist care, but usually providers 

have no contract with the NHIFA and users therefore have to pay out-of-pocket.  

Outpatient specialist services are provided by polyclinics, dispensaries, municipal hospitals, 

county hospitals, clinical departments of universities, national institutes and health care 

institutions of other ministries.  

Dispensaries were established during the communist regime and they provide outpatient care 

to chronically ill people with pulmonary diseases, skin and sexually transmittable diseases, 

alcohol and drug addiction as well as psychiatric disorders. Dispensaries also implement 

screening programmes in their specialities and for hypertension, diabetes, cancer and kidney 

diseases.  

In principle, patients need a referral from the family doctor to use outpatient specialist care if 

they do not want to pay for it. Patients have direct access to some speciality areas and patients 

can easily bypass the system, since family doctors have no incentive to deny administering 

the referral, should patients want to see specialists directly.  

Inpatient services  

In 2002, Hungary had 182 hospitals and 80,844 approved hospital beds, and these hospitals 

can provide inpatient care at municipal, county, regional or national levels indicating the 

level of specialisation, which in general coincides with the hospital catchment area. There are 

hospitals that provide care in more than one medical speciality that can have different 

specialisation levels for different specialities and consequently different catchment areas as 

well. 

A hospital can have different catchment areas for the same specialty as do clinical 

departments of university medical faculties that have a local catchment area for secondary 

care and a national catchment area for tertiary care within the same specialty. The principle of 

the health care delivery system is that patients must receive care at the lowest level of 

specialisation that can provide adequate treatment and they must be transferred to hospitals 

with higher levels of specialisation only if the problem cannot be solved.  

Particular factors ascertain where a patient ends up in the hospital system. These include: the 

frequency of disease, the severity or complexity of the case and the cost and complexity of 

the available and required therapy.   

Municipal hospitals have the lowest level of specialisation and the smallest catchment area.  

County hospitals usually cover the whole spectrum of secondary care and provide additional 

facilities. For the basic specialties, county hospitals usually have a local catchment area with 

the lowest level of specialisation and accept more severe or complex cases from municipal 

hospitals as the second level of specialisation with the catchment area of the whole county. 



Clinical departments of university medical care faculties and national institutes provide care 

of the highest level of specialisation for the whole country but university clinical departments 

have local catchment areas as well.  

Social care 

It is difficult to decide which institution should provide care in certain cases, for instance for 

the chronically ill, elderly or the mentally handicapped.  

Local governments are responsible for the provision of social care and Act III of 1993 on 

Social services determines the types of care to be provided, the rules of eligibility and the 

rules of financing.  

During the previous regime, Hungary had no training in public health or health services 

management. The Ministry of Health has supported the establishment of the School of Public 

Health at Debrecen and the Health Service Management Training Centre at Semmelweis 

University.  

Health Care Technology 

This has not yet taken roots in the Hungarian health care system but cost-effectiveness is 

recognised as an important criterion in resource allocation decisions.  

Health for All policy 

The WHO health for all principles have been incorporated into the health promotion 

programmes of successive governments.  

In 2001, the government launched its own 10 year health promotion programme, which sets 

targets for life expectancy for men and women.  

The present government has expanded and updated the public health programme, known as 

the Johan Bela National Programme. The programme has ambitious targets, which cover 4 

main areas: health promoting social environment, addressing unhealthy lifestyles, preventing 

avoidable mortality and strengthening public health institutions. There are several areas the 

programme focuses on, mainly cardiovascular diseases, cancer mental health, locomotor 

diseases, HIV/AIDS and risk factors such as smoking, alcohol, drugs, unhealthy diet and lack 

of exercise. Additionally, the new programme focuses on the wider environment, in which 

diseases might develop as well as placing more emphasis on health promotion, primary 

prevention measures and equity by targeting disadvantaged social groups.  

Hungary is undertaking several projects in cooperation with the WHO Regional Office for 

Europe including the EUROHEALTH programme. Hungary has 11 WHO collaborating 

centres, 13 cities participating in the Healthy Cities Initiative, 100 schools in the Healthy 

Schools programme and 11 hospitals in the Health Promoting Hospitals Initiative. A 

programme for Healthy Workplaces is being implemented.  
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