
Work and health in Hungary 
Since working conditions are a dominant determining factor 
in life-styles-which in turn are linked with many non
infectious diseases-the occupational health service has 
an important role to play in this eastern European country 
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ungary offers a good example of 
a country where the changing 
structure of the working popula

tion has had an important effect on the 
health status of the entire population. 
A major shift in the country's econ
omic development since 1968 resulted 
in a general increase of efficiency in 
agriculture and industry, but less 
growth in the service sector. In effect 
Hungary ceased to be a predominantly 
agricultural country and became a 
moderately industrialised one. 

Among the consequences of these 
changes were rapid urbanisation and 
greater geographic mobility , the em
ployment of many more women 
(mainly in the service sector), greater 
social movement among and within 
generations, changes in the structure 
and content of education, and consid
erable modifications in life-styles and 
social behaviour. 

Working conditions are a dominant 
determining factor in life-styles , and 
life-styles themselves are known to be 
closely linked with the main non
infectious diseases of epidemiological 
importance. So the occupational 
health service plays a big role in Hun
gary, as an essential part of primary 
health care. 

The country's population is around 
10,680,000 of whom 19.3 per cent live 
in Budapest , 36.7 per cent in other 
towns and 44 per cent in villages and 
the countryside. The national average 
of one general practitioner for every 
2,500 inhabitants does not reflect the 
true position, since a part of this 
population is treated by factory physi
cians in workplaces and by district 
paediatricians in the case of children . 

Since 1951, the occupational health 
service has been a responsibility of the 
state. Today every factory employing 
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more than 500 persons has an indus
trial physician , full-time or part-time , 
and the service itself deals with about 
ten million patients every year. Sixty 
per cent of the cases come for diag
nosis or treatment , 23 per cent for 
screening or aptitude tests related to 
their jobs, five per cent for first aid, 

Health care at the workplace. The industrial 
physician and the nurse give first aid at the 
Danube Iron Works . 
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and 12 per cent for long-term health 
care. (Roughly five per cent of all 
workers are on the lists of the occupa
tional health care teams for long-term 
care, usually for cardiovascular dis
eases, locomotor disorders , chronic 
gastro-intestinal complaints or chronic 
lung diseases .) 

Primary health care also comprises 
district physicians (general practition
ers), district paediatricians, school 
health services , maternal and child 
care (including family planning, gen
etic counselling and so forth), dental 

services, ambulances, certain out
patient clinics which accept patients 
without prior referral , environmental 
health , nutrition , epidemiology and 
health education. 

At the village level , the district phy
sicians are assisted in their maternal 
and child health care by nurses work
ing in the primary health care team, 
and by mobile specialist services 
staffed by experts in obstetrics and 
paediatrics. 

Pre- and post-natal mother and in
fant care is the responsibility of special 
primary health care teams. In 1984, 
some 131,000 women received pre
natal care an average of 8.6 times 
during their pregnancies. In the same 
year, the overall turnover of the ma
ternal, infant and child care dispen
saries was 1,300,000 infants (aged up 
to three years). 

One of the tasks of this team is to 
convince mothers of the benefits of 
breastfeeding. In the capital city, 42 
per cent of the babies are breastfed , 44 
per cent received mixed feeds, and 
only 14 per cent are on breastmilk 
substitutes during their first four 
months . In the villages , the equivalent 
figures are 36, 50 and 14 per cent. 

The school health service is com
posed of paediatricians and maternal 
and child health nurses . It places spe
cial emphasis on adolescents aged 
between 14 and 18, and ensures conti
nuous care on the basis of screenings. 

Hospital services 
Most doctor-patient encounters 

take place at the in-patient or out
patient clinics of hospitals. Hungary 
has a compulsory referral system ; if 
the primary level is unable to treat a 
patient-for instance, because sophis-
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ticated equipment is lacking-the 
health worker must refer the patient to 
out-patient clinics , which are located 
in the towns as integral parts of mu
nicipal hospitals. These hospitals are 
responsible for the out- and in
patient care of an average of 115 ,000 
people. 

Cases requiring more sophisticated 
diagnostic or therapeutic treatment 
are dealt with at large county hospi
tals , where almost all the medical 
disciplines are represented . Where 
necessary , the municipal hospitals 
transfer their patients to such county 
hospitals. 

One important health problem for 
the Hungarian health services is the 
increasing number of adults-mainly 
between 40 and 59 years of age-suf
fering from such non-communicable 
diseases as cardiovascular , locomotor 
and neurotic ailments , diabetes and so 
on. The continuous care of these peo
ple is an essential task for health 
personnel. Current health policy rec
ognises that the care and secondary 
prevention of these chronically ill peo
ple is more effective at the community 
level. 

In 1984, some 1,400,000 inhabi
tants were registered as receiving 
continuing treatment at the primary 
health care level, thanks largely to the 
nurses who made more than five mil
lion visits. The object of these visits 
is partly social prevention and partly 
the care of the chronically ill or the 
elderly. 

Indeed , care of the elderly poses a 
special problem, since 8.3 per cent of 
men and 11 per cent of women are 
aged over 70, a total of more than one 
million. Roughly 70 per cent of social 
security spending goes on pensions , 
which average out at about 60 per 
cent of the average income of wage
earners. 

So the main problems of the elderly 
are not financial; mostly they com
plain of loneliness, the difficulties of 
self-care, and chronic illnesses. At the 
primary health care level they are 
helped by visits from nurses and social 
nurses, by day-care centres and by 
social homes for the elderly . At pre
sent 25,000 attend day-centres , 
33,000 are in social homes , and 
39,000 are cared for in their own 
homes by the social nurses. This aspect 
of the health services is bound to 
become increasingly important as the 
proportion of the elderly in the com
munity continues to rise. • 

24 

Pritnary Health Care 

A mirror tor Alrica 
by Eleuther Tarimo 

Q lthough in many African countries 
primary health care (PHC) was 
considered a revolution in health, 

it was also an uncharted area reflecting 
little real previous experience. Tackling 
this issue, therefore, provided an excel
lent opportunity for developing coun
tries to work together in evolving their 
approaches and making PHC a reality. 

In 1980, a group of countries met to 
discuss the issues and challenges fac
ing them in their attempt to implement 
PHC. At this stage, the emphasis was 
on certain particular features of primary 

At work in a tea plantation. African coun
tries have quickly recognised that health 
and economic development are directly 
linked. 
Photo W HO/Zafar 

health care such as intersectoral collab
oration, rural development, community 
participation, and equity of distribution 
of resources. lt was apparent that vari
ous constraints would have to be over
come. The countries agreed to continue 
to work together, and they recognised 
that a clear and strong diagnostic 
mechanism was required . 

Twelve countries undertook joint 

PHC reviews, and agreed to hold in
depth discussions of the findings from 
each country. The first such discussion 
took place in Gambia in June 1985, 
and concerned six countries - Ethiopia, 
Gambia, Ghana, Malawi, Nigeria, and 
Zimbabwe. In October 1985, a second 
meeting was held in Swaziland and 
dealt with Botswana, Kenya, Lesotho, 
Swaziland, Tanzania and Zambia. 

The joint PHC reviews held up a 
mirror for these African states; they 
sought to elicit information on policy, 
management and implementation at all 
levels, from national to household. The 
activities extended over a period of 
three to six months and involved : a 
planning phase; in some countries, in
depth studies prior to the field phase; a 
field survey at various levels of the 
health service; analysis and synthesis 
of the findings; discussions with deci
sion-makers about the findings and re
commendations; and in some coun
tries national intersectoral workshops 
which debated the country's review. 

The general view was that the joint 
PHC reviews had enabled countries to 
see the realities of their health situa
tions, and to assess the extent to which 
they were putting into effect some 
aspects of their PHC programmes. 

There were several noteworthy 
achievements. By stepping up health 
facilities on the periphery of the main 
services. many people for the first time 
had access to health care . The training 
and use of community health workers 
picked up speed. and coverage of im
munization efforts improved. Many 
more mothers had ante-natal consul
tations. and the proportion of people 
enjoying safe water and sanitation 
facilities expanded rapidly. 

Selected indicators from the country 
PHC reviews offer positive evidence of 
progress. In Kenya, for instance. over 
92 per cent of mothers had antenatal 
consultations for recent pregnancy. Full 
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