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1. Scope of the issue

The Hungarian health care system is in a permasrensfire by the patient and
the professionals, and also by the politicians. dritecism is in the front line of
the first groups’ voice, while the politicians ranreform rooted in the mid-
eighties that has lead to weak results. There age kigzags in the goals and
main elements of the reform because of the lackegfotiation on the future
responsibility of the state in the Hungarian heatite.

In the history of the Hungarian health care refoerpnomists had a leading
position: most problems were communicated to thaipuas the problem of

the budget. The main message seemed to be to kb&seaosts, but a really cost
saving health service system hasn't been set upalBe of the budgetary led
changes, the service infrastructure, the servicgeot, the long-term invest-
ment into the health of the people remained inkthekground and in spite of
legislative and budgetary reform steps a huge ptiopo of the system is

working similarly to the mid-eighties.

The term “reform” has become increasingly populatirdy the last few years.
In spite of the wide use of this concept, theradsconsistent and universally
accepted definition of what constitutes a healitt@ereform. In some cases,
national policy-makers and politicians have soughmagnify small changes
by labeling them “reforms”. It is useful to distugh structural reforms from
incremental changes. The introduction of new tetdygies in diagnostics, the
use of new pharmaceutical products, the regulagrsigion of the professional
guidelines is not a reform. In my regard, the amnius modernization is es-
sential (and incremental) in health sciences artérpractice, but this is not a
reform. When some say, that “only” much more momeyy equipment, higher
level of comfort is needed, they deny the necesdithe reform, they just nar-
row the existing problems to a modernization agehdeny opinion the reform

is a change, which turns the immanent logic of dimmgstem elements. The
new logic and the concerning practice may leaddaieker modernization and
a self-remedy of the system errors.
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The pillars of a reform are the changing healthgms and the institutions
through which these are implemented. The instihgtiothe organizational
structures and the management system should begedfiathe redefinition of
policy objectives alone is not enough. Thus, heedtre reform is concerned
with “defining priorities, refining policies and fegkming the institutions
through which those policies are implemented”

Beyond the traditional roles of the legislatiore theform acts” may have two
basic functions concerning the definition: makihg painful changes inevita-
ble, and clarifying the changed state positiorhatiealth care area.

In spite of the lack of a real reform, very impattanodernization steps have
been introduced to improve the Hungarian healtle sgstem since the early
‘90s and some sub-areas of the health care sysagmifeen reformed. These
reforms have often endeavored to bring best pectar example through the

introduction of social insurance principles, mixgdblic and private owner-

ship, separation of payment and control, increasadagement autonomy and
the rationalization of primary care services. Néweless, due mainly to im-

plementation difficulties, achievements of thespstare inconsistent, and now
we are at the starting-point of a new phase ohttadth care service accession:
the reform of the compulsory social security heaurance system.

Most studies of the Hungarian health care refores@nt a management and
financing reform. There are some studies on hgadlicy and public health
issues. In the recent years the patient-physicimmection is also on the table.
The structural, administrative and legal analysigare, the implementation
efficiency is practically not examined, and the laygtion is not supervised. In
a long-term thinking it would be necessary to hawtabile, fair and applicable
legal background for the better outcome of thethessctor. For these purposes
it can be useful to compare the aims, the legdtinents and the practical
implementation. With regard to the complexity oé tissue in the study | will
focus on the legislative and other regulative messsof the health care mod-
ernization and reform, and don’t pay attentionhe practical health practice
issues, public health challenges, the daily manageéemroblems, the profes-
sional education of personnel, or the detailedrfoiig and paying problems
and the potential European financial resourcesestlbpment. | try giving a
retrospective blueprint of the reform steps intimetll seventeen-twenty years
ago, and try to analyze the importance of the chgniipe supporting measures
and the obstacles, the positive elements and thigcaassful points.

1 cassels, A: Health sector reform: key issues in tmgeloped countriesGeneva, World

Health Organization, 1995 (document WHO/SHS/NHRYP5.
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2. Starting point of the health care reform — 1989

2.1. Legislation

In Hungary, the Constitutidrdeclares the right of everybody living in the terri
tory of Hungary “to the highest possible level diypical and mental healfh.
In addition and for the practical realization gfditizens have a right to social
security, which involves an entitlement to bendfiimranteeing income for old
people, widows, orphans and unemployed who lost jbbs due to reasons
other than their own fault, or in the event ofi#alth and disabilify The state
satisfies this obligation through social securitydasocial institutior’s The
Constitution sets a task for the Government tongefhe public system of so-
cial and health care, and to secure funding fosdhgervices The right to
health as a constitutional right was declared i8919The former text declared
the “right to the protection of citizens’ life, psigal integrity and healthand
the state was responsible for organizing the haafttitutions and the health
care system. It's only a general misunderstandiiag) the right to highest pos-
sible level of health is a residue of the socidlisalth care system, on the con-
trary: it is the result of the changed attitudeconstitutional rights, and one of
the transformed norms when preparing the transfoomaf the whole political
regime.

The health sector regulation stood mostly on aatebase; the majority of the
professional rules were issued in direct orderskanthws. There were almost
300 acts and decrees and hundreds of ordersa ik@stroversial phenomenon,
that the physicians knew these professional by-lamgs orders better, than the
legislative instruments now. The professional, sterial documents were ac-
cepted and followed voluntarily, while today thgdéinstruments don't even
reach physically the physicians or the hospitaldsathey stop in the offices of
the management. So the better and more demoagtstdtion now is, it is not

so effective for the health professionals, thamas in the former regime.

The Health Actwas the basic document of the health care sysieniaring
the free service to the Hungarian citizéh$he basic success of the act was in
1972, when this legislation introduced the totalarage of citizens by health

Act 20 of 1949

Section 70/D Paragraph (1)

Section 70/E Paragraph (1)

Section 70/E Paragraph (2)

Section 35 Paragraph (1) subparagraph g)

Act 31 of 1989 Section 34

Act 20 of 1949 Section 57 — in force until OctoB8, 1989
Act 2 of 1972 — in force until July 1, 1988

Act 2 of 1972, Section 25
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care™ The scope of the Social InsuranceAet the subsidy system (maternal
subsidies, sick-allowances, pensions) and the a&gul of the contributions.
The health services were not under the scope ofdbil insurance, they got
into it in the middle of the first governmental &yof transition in 1992, when
health services became (theoretically) insuransedaervicet’

The most impressive and effective change of 198Bagyate opening for pri-
vate health enterprises. The health sector — affjci- was totally state pos-
sessed and state run. Two elements were overflothmgotality of the state:
the part-time minimal private outpatient servicéspecialisty’ and the illegal
private praxis in the state hospital financed by gnatitude”> The essence of
the new regulation was, that the health enterpgsedd start to work without
state ownership or public service employees. Tégsgslation wanted to inspire
the individual physicians to work in the out-patisactor as micro (individual)
enterprise, but the legislation had a much broadase: on the basis of it any
types of investments could be put into the heattias, any kind of privatiza-
tion was possible, private hospitals and diagnastitters could be founded —
as it really happened in the following years. Tleigislation and the private
initiatives introduced several unknown or unusezhilin the health providers’
terminology, like fee for service, price of the dey competition of providers,
patient satisfaction. In my opinion this order veaally important reform step
in full harmony with the planned political and eoamical changes of the re-
gime. This order was frequently applied, while grér mentioned constitu-
tional changes were not echoed by the people théprofessionals.

' There is an existing view, that this step was ature, and if the state had counted the costs

of the free care, it couldn’t have afforded it, dese a big number of citizens — with poor
health — had been taken into the general covetageagricultural population. The general
access, the free care and the high quality cares iwgossible to be fulfilled, and the slow
bankruptcy process of the system started.
12 Act 2 of 1975
13 Act 2 of 1975 Section 15 — enactment by the Aof 9992, Section 4
14 This activity was registered and controlled by ttate and needed a certificate to start. The
first legislation of acceptance of such an activigs the 5950/1962 (Official Health Journal
No. 23) Ministerial Order, then — as an executivéeo of the Health Act Section 81 — the
11/1972 Ministerial Decree of the Minister of Héatin the Ordinance for Physicians. Par-
allel to the governmental order on the private gréxe supervision of this ,afternoon private
praxis” regulation was passed and the 30/1989 Mirna Decree of the Minister of Social
and Health Affairs was issued. The 69/2002 Govemaidecree repealed it, when the uni-
form regulation of the health care providers stelppeorce.
Legally it was expressively forbidden, but gefigraccepted. The prohibition rule hanged
on the walls of the hospitals and policlinics, b ineffectiveness of this warning was the
issue of jokes. — Act 2 of 1972, Section 75 Parayi(2)

15



LEGISLATIVE REFORM OF THE HUNGARIAN HEALTH CARE 219

2.2. Actual situation before the socio-economic clges

Examining the reform process it is useful to haweoaerview of the main
characteristics of the Hungarian health care sydtetne late ‘80s. This could
be the base line for the later comparison to ttanghd elements. The list also
reflects on the main problems of the system ckdifdy the reform committee
of the health ministry in 1988-1989.

a) Health care and health insurance care is not diyilealth care is an
integrated part of the socialist state sectorshEitizen is covered by
full service of health care; everyone gets (thecady) everything.
Equity and equality of access is the part of thigipal communication,
but the “VIP” elite enjoys extra privileges withaplus contributiof?.

c) State owned and directed, hospital focused systeatith is social good
for the citizens.

d) Weakness of prevention and healthy lifestyle astigm-patient ori-
entation” of the actors, health sector is domindigccuring doctors;
health is the responsibility of the health caraesys

e) Health care is cheap (officially free), medicinedatevices are cheap
for patients, but the choice of these productsoisr pNewest and high-
tech technology is not affordable for the state.

f) Money under the table for compensating the lawrnmeof the doctors
and buying individual, private services in the stastitutions.’

g) In-patient over-capacity, outpatient capacity ig satisfactory (ine-

gualities, queuing, quality assurance problems) frestige of the
GPs®® Health sector has a strong social function, inepathealth care

16 The ,state health certificate” entitled the stael governmental leaders, the middle and high
leadership of the party and its youth organizatiod their employees, the senior civil ser-
vants, the journalists and the possessors of staters to avoid the compulsory referral sys-
tem and take the health care services in the CeBtad¢ Hospital (,Katvdlgyi”). The pay-
ment of the hospital was twice as much than theageesto other facilities not only in the
'80s, but also in the reformed payment regime urgf6.

Money under the table is called ,gratitude monesy,parasolventia”, which is a euphemistic
name of this tip. The 1972 health law literally Ipildited it in the state health sector, but it
was tolerated without any sanctioning (before tiieoduction of the individual income tax,

it was a plus income accompanied by moral doomitlwaisn’t a hidden income followed by
a tax evasion)See also: Adam GyorgyAz orvosi halapénz Magyarorszagon, Magvet
Kdnyvkiadd, Budapest, 1986jalapénzbizottsaglelentés az orvosi halapésizrHelyzet-
elemzés és kovetkeztetések; Springer Orvosi Kidgtlg Budapest, 2000

Many GPs got into their panel from hospitals, mehthey had professional or ethical prob-
lems, or committed ,malpractice” and its sanctioasvthe ,exile” to the small village areas.
The GPs didn’t need to have a specialty board esantheir general knowledge was lower
than those in the hospital services. For this mredlsey belonged to a lower caste among the
physicians.

17
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facilities substitute the shortage of long-termecand institutional care
for aged and poor.

h) Shortage of health professionals in some areasnfthegratitude spe-
cialties), plenty of them at others, part-time ptévpractice of the clini-
cians.

i) Lack of home-care capacity, the basic nursing, halbit is not solved
to care the aged, sick, single in their homes. $h@tage in social care
functions is not really substituted by the hospitdlecause the chronic
and long-term care is not preferred by the proéesds, so “social indi-
cation” patients are laying on the active (intemeldicine) capacity’

i) Control mechanisms (professional performance arsliramce) are
weak; the direct state command system doesn’t nedéter an inde-
pendent control authority nor a state guided “selftrol” mecha-

: 20
nism:

2.3. Perspective of the reforms

“Equity” or “equality of access” would be the ovér@ming response if Euro-
pean legislators and businessmen were to be askekeir characterization of
the important values of the health care systems i&han approach, which can
readily be identified in government policy statemseacross Europe. The im-
portant issue, however, is that there is a priecipht the poor, disadvantaged
and chronically sick should not be financially rdhor socially excluded from
health care because of their life circumstanced,that this is accepted by so-
ciety. As always, there are differences betweencjpie and practice as evi-
denced by the increasing recognition of Europeareigonents that they have
to tackle the issues of widening inequalities iraltte care. In the socialist
countries “equality of access” was declared, batdlear inequalities were not
confessed. At the same time the “equality in pgVestas the basic character-
istic of the public health care system, and thetipally VIPs and the black-
market consuming rich ones stepped out from thaladty based uniform
pubic health services. The real equity and equaditggot only constitutional
right in the health accession, but also a pracpicablem of the structure of the
institutions, the quality of the care offered ire timstitutions and at the cost-

1% The poor social infrastructure still has a pressan the health care facilities to accept the
people only with nursing needs in hospitals, betfthancial burden of cost-effective care is
stronger now to resist.

The theoretical existence of civil liability fprofessional misconduct, the lack of the claims
for damages also led to weak control, in which dhly most extreme or severe cases were
examined and sanctioned by the authorities. Inetiidy '90s a relatively big number of
criminal cases was raised. The number declinedugtBdwhen the civil cases appeared in
front of the courts, and the patients preferredrtpersonal compensation to the official
sanctioning by the authorities.

20
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sharing mechanisms among the consumers of heakh The hypothesis, that
health care is a social good, and is accessibleuiittime, cost or other limita-
tions cannot be maintained any more. Some peopletisat the solidarity is
weakened after the socio-economic changes, andniek don't show solidar-
ity any more with those who are in need. On thesio8ide a big number of
free-riders live on the solidarity of the insuranmeemium payers. A huge
challenge for the decision-makers is to find a gand acceptable balance be-
tween solidarity and the fulfilling of extra persdmeeds.

At the opposite extreme of the social good condbpte is the view that health
care is essentially a private consumption goodafoich the individual is re-
sponsible, because many if not most modern disesagesooted somehow in
the individual's behavior. The doctrine of persoredponsibility for one’s own
health has always been present, but it has takeégher profile in recent years
as the pressure on health care resources hassadreand the attention has
been focused much more on prevention being a nfteetige and less costly
approach, than cure is. This is now stated cleanky specifically in govern-
ment publications on health strategy and publidthescross Europe. Poverty
and unhealthy lifestyle is in a close connectiotheD than information and
education, help and motivation to change could leathe deepening of the
gap between the lower social classes and the Tl sanctioning legislation is
not realistic in the countries in transition.

3. Socioeconomic changes and reforms
of the health care 1989-2007

Countries have developed a wide variety of strager policy intervention at
different levels of the health care system. Acr&sope four integrating
themes can be observed as instruments of the refbjective$'. The four are
as it follows:

* The changing roles of the state and the markétdrhealth care;

» Decentralization to the lower levels of the pulsictor or to the private

sector;
» Greater choice and empowerment of patients;
* The evolving role of public health.

2l saltman, Richard B and Figueras, JosEpropean Health Care Reform: Analysis of Current
Strategies; World Health Organization Regional @ffifor Europe, Copenhagen, 1997
(WHO Regional Publications European Series, No.739.p
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The Hungarian reform could also be analyzed froes¢haspects, but taking
into consideration the hot points of political dissions, | follow a bit different,
structural, five-element analysis and don’t pay mmach attention to the pres-
sure of health trends, ageing, mortality and mdtpidhallenge in Hungary.
None the less it is one of the strongest consgahthe long-term reform vi-
sion.

3.1. The five branches of reform:

It is hard to make a systematization of the refetaps, because so many ele-
ments are mixed in it, and so many external efféctsrests and circumstances
influenced the health care reform agenda. The keydtones reflect the politi-
cal, socio-economical changes, the pressure ofntieenational health policy
trends, the main problems and tension in our systedhthe repeatedly raised
questions and advise of the national and internatiexperts.

3.1.1. Social security

The free health care, total access and state geachmigh quality were the
three principles of the socialist health care. Hesveit was clear, that the three
together are impossible to be maintained, thiefakilief still exists among the
people. Some try to explain the text of the preggonistitution (right to possi-
ble highest level of health) in the way that it meshe free access to the total-
ity of highest level services. As we mentioned befdhe separation of the
Insurance Funds was one of the first steps of doma@mnic changes, and the
social security health system was put on a compulssurance pillar, with
special contribution (1992). The insurance pack#iye health plan of the citi-
zens in the framework of the compulsory insurameay defined, and the direct
state financing was reduced to the public heakhds. From 1992 the health
services are not free of charge, but the great nibajof the services are cov-
ered by a 100 percent third party payment — thdthiémsurance Funéf How-
ever, the legislation opens a broad door for tt@duction of co-payment, the
raising personal expenditure is seen only on tlamacy bills. As a result the
people (and sometimes also the decision makers) dwke a difference be-
tween the health care sector as a whole and théhhieraurance sector. The
health insurance sector covers 90-95% of the healttor, and the most costly
services are not available in the private heakimar

22 Representing international professional and ecémamganizations, e.g. the World Bank,
the IMF, the OECD, the Council of Europe, the WHQrdpean Union

2 One of the biggest problems with the acceptafiteeoreforms is that people don't feel, that
the contribution is their targeted money for thaltfecare, and they don’t know the costs and
the prices of the health care services.
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From the mid ‘90s the main slogan of the sociausgcreform is “growing
into real insurance system”. The revision of theumnance plan, the detailed
regulation of the insurance covered services, the of the co-payment and
patient-insurance administration connection has lwbated for more than a
decade now. The Bokros’ consolidation package &edhe revision of the
plans, and the insurance coverage was narrowedoddpational health ser-
vices are not paid by the Insurance Fund, the eratipn service coverage was
narrowed drastically — and this regulation stillsex The co-payment for the
dental care has been partially withdrélymnd the regulation of the symbolic
co-payment to the ambulance-transportation wasategebecause too much
administration, too strong resistance and too smathme was the one-year
experiencé’

The next revision of the plans was due to the nealth act and the new social
security health insurance act in 1997. At this timsystematization, a clearer
separation of the state financed, insurance fircgnaed third party financed

and consumer paid services has been done, buhgathanged. Some clarifi-

cation of the luxury service (or comfort serviceygayment was also added to
the legislation, but the next milestone of the s@mn was the year 2007. The
appointment fee and the daily in-patient contritaffi is a compulsory, general

co-payment, which reminds the insured patient, ilealth care is not free.

The possibility of voluntary supplementary healtistirance is also open to
people. For-profit forms and voluntary “mutual hbainsurance” enterprises
exist. These are not too popular for two reasonsthe one hand people’s
health awareness and the recognition of the impoetaf the supplementary
health savings is weak. On the other side uncdetréull coverage of the big
majority of possible care doesn’t leave servicebamffered beyond the com-
pulsory system’

24 On the rough estimate (the yearly statisticabrepystem response-rate) 70% of the dental
care is provided by private, not insurance conthctentist’s offices. Emergency and youth
health care remained free of charge in the comdaoffices. Thus the co-payment didn’t
have a real big effect on the consumers, but thisime an emblematic point of political de-
bates. Ministerial decree: 21/1995. (VI. 17.) NMdelet “a biztositottak altal téritésmente-
sen igénybe vehétfogorvosi ellatasokrol” and the changed servicekpge in the ministe-
rial decree: 48/1997. (XII. 17.) NM rendelet ,a &lé#z5 egészségbiztositas keretében igény-
be vehet fogaszati ellatasrol”

%100 HUF per transportation case fee was intradiigethe governmental decree: 69/1995.
(VI.17) Korm. rendelet, Section 1 Paragraph (2)tfoe execution of the social security act
and the modification of its executive decree

28300 HUF per appointment or per day with a maxinafr000 HUF per a year and reduction

and exempts for those in social or severe heakd.n&ct 83 of 1997, Section 10 and its ex-

ecutive decrees

Some opinions give a third point of view: the ragrunder the table is cheaper to by the

extras than to pay the supplementary insurancarfddollowing the rules of that contract.

27
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The other change is the narrowed service paékageme services were put
into the direct governmental responsibility (elge tleath detection and pathol-
ogy issues). Some services were excluded fromdhemon risk management
of the social security; it is not covered by thdidawity of the clients of the
national, compulsory health insurance (risk) comityuThe exclusion could
be much fairer, if the alternative payment chanmeld the people were pre-
pared to this change. The extreme sports represkind of personal responsi-
bility for the dangerous activities. The injuriesdahurts originated in connec-
tion with the extreme sport activity is not in tbeverage any more, so the tar-
geted sportsmen must save the medical costs otucta private insurance
contract.

The supervision of the service package set up &itleement to the basic care
services, like the life saving and emergency sesyithe care of the pregnant
women, newborn babies. When providing the senjicgbese cases, the pro-
vider doesn’t check the validity of the insuraneedcbefore the needed imme-
diate interventions. In the other cases — befoeentiedical intervention — the

existence of the insurance coverage is controlhebifat is not valid the patient

cannot be treated on a social security basis. Withovalid insurance card the
patient has to pay the (market) price of the serviheoretically the legislation

hasn't introduced a new entitlement or process.|&bislation is rather a clari-

fication of the not questioned basic treatmentasituns. But on the other hand
this is a revolutionary reform step forward for\éeg as an effective instru-

ment to catch the free-riders of the social seguyjistem. The income related
compulsory contribution has been in force for desadbut after the socio-eco-
nomic changes it hasn’'t operated well. The growimgnber of the self-em-

ployed, the weak control mechanisms have let am gpace for the contribu-

tion (and tax) evasion. It is not the legislatitanly” the executive measures to
make the law operate, this is the core elemenglialancing the Health Insur-
ance Fund and strengthening its insurance character

The next step, the involvement of the private emlsurance companies into
the social security health insurance is still moalfy decided, but needs a brand
new legislation of the insurance system.

2 Act 115 of 2006, modifying the Act 83 of 1997
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3.1.2. Ownership, decentralization, local governmen
3.1.2.1. Ownership — privatization

Hospitals are primary owned by local governm&ntmnd secondly by the state,
on behalf of which the Ministry of Health exercidee ownership rights over
university clinical departments and national ing&s. In Hungary a large num-
ber of hospitals are run by churches, foundatiosivate owners, although
the bed volume in such hospitals is low.

As part of the overall political transformationgetlystem of public administra-
tion was greatly decentralized during the 1990s thedcoordinating function
of the county governments was eliminated. Localegoments were given
responsibility for the development of their own ltfeeare infrastructure and
hospitals (among other state-owned assets) warsféraed to them (municipal
and county). As a result, significant duplicationdaexcess capacities have
become more prevalent, while available financiabtgces to operate existing
physical capacities have declined.

Financially, hospitals were exposed to an imbaldmeteveen the large catch-
ment areas (panels) they were meant to serve anaftén very small commu-
nities to which they belonged. Local governmenthauit specialty health care
services didn't pay any contribution to the runnamgd development costs of
the panel hospital, however, the possessors opdnel hospital didn't have
any targeted resources (e.g. from the central hydigethis purpose. A num-
ber of hospitals were unable to meet the demandsouti generating large
deficits. Part of the responsibility for these did lies with the local govern-
ments, who as owners, failed to exercise effeatimetrol over their hospitals
and were unable to finance the deficits themselessimultaneously refused
to give up ownership and cont8lAs a result, the central government has
been placed in the position of bailing out the liadpor letting them go bank-
rupt. Understandably, the former option was takart, this has generated a
serious moral hazard probletn.

Legal provisions allowing private services (alsapowate forms) to operate
have been in place since 1990 and, most notahixgtprprovision is now used
in a significant share of outpatient care. Contraett up by the National Health

2 85 % of the institutions belong to this categadnycal governments organize their institutions
into one, integrated system, so the ,hospital” nsethie local policlinics and other outpatient
specialty centers as well.

Local governments can't afford to employ a skilleealth administration staff. State control
mechanisms are weak, and the autonomy of the lp@atrnments limit the intervention
rights of the authorities or the central government

Eva Orosz and Andrew Burn$he Healthcare System In HungaBconomics Department
Working Papers No. 241, ECO/WKP (2000)14, on-linemnoecd.org/eco/eco

30

31



226 EVA KERESZTY

Insurance Fund Administration (NHIFA) involve a noen of private service

providers: family doctors; suppliers of outpatiequipment and office spaces;
pharmacies; and specialized medical providers,bhptaroviders of magnetic

resonance imaging and kidney dialysis. The presehtteese private providers
has contributed to increases in the amount of mdusidized private spending
on health. Figures for 2002 suggest about halfdtes outpatient spending was
either in this form of health spending or in co4ments for subsidized drugs or

“gratitude money®?

Privatization is the ultimate form of decentralieat in that is intended to re-
place direct public authority over decision makinigh corporate firms. The
market incentives for greater efficiency and higheality of the management
of the care providers can be the benefit of praaion. However, the disad-
vantages of privatization are also considerablee fidguired financial return
(which is consistent with the market economy) pess the owners to aban-
don the social character of health services tontmmally discriminating
against sick and vulnerable groups, who require.dar the first stage of the
Hungarian reform this questions were simplifiederthwas no need for in-
vestment or capital to become a health care micterprise, because the gov-
ernmental motivation of privatization aimed thecsdled “functional” privati-
zation™. The GP system started the privatization with e of operation
contract, they didn't need return of investmentease they didn’t have in-
vestments into the praxis, but they could easilgeraheir personal income,
through the self-employment income and tax regoumsti® The Hungarian
Medical Chamber issued several declarations in hvkhiey emphasized that
the micro-enterprises of the physicians or theeselployed physician (with the
office and the devices and total decision-makingtlement in this praxis and
employer role in relation with the assistance)rist“a privatization”, because
the personal profit is so small. Their oppositisrfacused against the privati-
zation of the outpatient cent&and hospitals, based on the profitability of the
institutions where the physicians would be emplgyee

32 Alessandro Goglioin Search of Efficiency: Improving Health Care irutgjary, OECD

Economics Department Study, ECO/WKP(2005)38p-line: www.olis.oecd.org/olis/
/2005doc.nsf/43bb6130e5e86e5fc12569fa005d004c/868bh23cbbdc1257091002¢937¢e/$
FILE/JT00190576.PDF

There is no legal or economic definition of tleigpression, which covers the contract of
operation. The state or the local government psssethe real estate and the medical de-
vices, and this is the infrastructure on whichghgsician operates the public (and additional
private) health service.

The tax-tricks were plainly promoted and examif@dthe GPs in the professional media
also by the mid-level senior management of thethemlministration. Seéindréka Bertalan

A haziorvosi vallalkozéas éhyei; Lege Artis Medicinae, LAM Melléklet, 1992. Nember
Policlinic type centers where numerous speckltierk under the coordinative management.
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After the 1989 gate-opener governmental decreaurtbdr steps were taken to
regulate the privatization of the service provid@r&eneral rules operated in
the sector sometimes with a lot of problems becafiglee differing interpreta-
tions. The two forms of privatization in the Hunigar health care are the fol-
lowing: private health providers conclude a coritnaith the NHIFA to pro-
vide public services, and optionally conclude atmt with the local govern-
ment for providing the services, which are in tlesponsibility of the local
government. The other form is the real privatizatiovhen a former public
owned and run institution changes to an enterpii$e. big majority of the
buildings, devices, real estates remained in theeoship of the local govern-
ments, the transformation was limited to the opematnd the management.
The health care property belongs to the limitedotiable possess category,
which in a different interpretation is understoadret negotiable, or “only for
health care use.” This misunderstanding is alsoketacle of the privatization
and needs some future clarificatign.

The privatization in the ‘90s was not only an optfor the physicians and the
investors, but also a need for the institutionanirthe mid ‘90s the growing
deficit of the health care providers alarmed theegoments to input more fi-
nancial resources to sustain the system. The Ist@iget was not able to ensure
the resources, so the government tended to getotrer from the private sec-
tor, from investors. From the point of ownershig af the contracts of pro-
viding public services the “first capacity &ttwas not discriminative for pri-
vate providers, the Health Act (1997) and the Hellsurance Act (1997) is
expressively neutral in this sense. Thus the spewoias privatization became
widespread: handbooks, manager information werdighgul, postgraduate
trainings started for the privatizing doctors. 1B0R the “theoretical value of
the praxis” was given (free of charge) to the GPthe form of “entitlement of
panel operation®? After a three-year preparation in 2001 the fimtt“on in-
stitutions” entered into foré® regulating the privatization, the role of the-pri
vate providers in the health sector and reguldatiegforms of self-employment.
Some points were in a strong crossfire in this s@t- keeping the majority of
the former regulation — in the next governmentalley new aét was voted

% The privatization of the pharmacies started i84,%nd the pharmacies were privatized and

given to pharmacists working there at the timehefprivatization. The pharmacy is not only
a health institution; it is also a unit of commerce

Kereszty Eva Dr.A helyi dnkormanyzatok és az egészségiigyi szelgitkapcsolata, Ma-
gyar Kézigazgatas, 1999. November, XLIX évf. 11nszap: 609-630

Act No. 63 of 1995 on the normative measure ofigolsory panel health care

Act No 2 of 2000 on individual medical praxis

Act No 107 of 2001 on public health care senpeeviding and the labor contract forms in
the health sector

41 Act 43 of 2003 on the health care providers
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for the purpose of introducing new types of opersl forms, already existing
in other fields of the economy (corporate forms)ontler to modernize the
health care system. The Institutional Act introdiidhe concept of public
health services (health service partly or fullyaficed by the budget), estab-
lished rules for the organization of public hea#rvices, determined the con-
ditions under which health service providers cavijate public health services,
and also defined responsibility for the organiaatior public health services.
The act also provides that local governments maigfgaheir obligation to
provide health services not only by operating tlosin health institution, but
also through contracts (health service contract), @defined the rules of such
contracts, too. The Constitutional Court declatéd &act anti-constitutional for
formal reasons, and annulled it, but did not exantire contents of the act at
all. The Ministry intended to cover the key elensenf the regulations con-
tainegizin the Institutional Act in other legal réafions on a lower legislative
level.

The State Audit Office (SAO) examined the privaii@a process in the health
sector in 2005; the report underlined the lackegjfidlation and the unreason-
able political talk on this issffe In the recent months some politicians ques-
tioned the privatization. Whatever legislation éslie prepared, the decision
makers must face the fact, that the Hungarian pui#alth service system is
based on a mixed ownership and in several fieldptivate sector ensures the
majority of the care. The proportion of the pubdiervices provided by pri-
vate/corporate health care institutions in 200prnssented in the next table
[Table 1**

42 Health and Social Services in Hungary, 2004-yiar of the change (Ministry of Health,

Social and Family Affairs), Ministry of Health, Satand Family Affairs, Budapest, 2004,
on-line: www .eum.hu/index.php? akt_menu=3511

Allami Szamvetszék: Jelentés az egészségiigyi szakellatasokipéisigianak elletirzésé-
rél, 2006. majugNo.:0609), on-line: www .asz.hu/ASZ/jeltar.nsf/0/

4 Source of data: SAO report No. 0609
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Table 1
The rate of public services provided by private/cqporate
institutions (2005) by payment contracts of the NHFA*
Service type Proportion of private/corporate provicer (%)
GP service 85
Dentistry 91
Patient transport 47
CT/MRI diagnostics 28,3
Professional nursing home care 93
Out-patient specialty services at all 14,3
In-patient specialty services at all 4,6

3.1.2.2. Decentralization

Decentralization is a central tenet of the headtta reform in many European
countries. It is seen as an effective measureiwkite improvements in ser-
vice delivery, to ensure better allocation of resesa (according to the needs),
to involve the community in priority setting, anal fiacilitate the reduction of
inequalities in health. Decentralization is atthazbecause it is difficult for the
central administration to be close enough to trersuand address appropriate
and sensitive responses to the local preferennealmost every country, the
same drawbacks of the centralized systems had igesnified: poor effi-
ciency, slowness of change and innovation, lackesponsiveness to local
changes in health and health care needs. The sudpealitical manipulation
in the centralized systems is also experiencedcasise of concern.

On the other side the autonomy of the local govemtsimay result in the ne-
glecting of the mainstream plans and steps of alytinitiated reforms and
may lead to a kind of political resistance oppoding new initiatives. In the
Hungarian experience these negative effects hase laken detected. The
economy incentives (performance related paymertesys the limitation of
working hours, the introduction of some qualitynstards could not press the
local governments to voluntarily change the stmectand profile of the care
system and to cooperate with each other on a lemy-tontractual basis. They
preferred lobbying for central budget subsidies @nadpostponing of the effect
of the legal standards.

% The operating contracts between the institutioeh the private provider to run one unit of the

institution are not listed here, for its statusefation to the NHIFA is one of a subcontractor.
A big proportion of the laboratory diagnostics ahd cytopathology are run by these sub-
contractors.

They were successful with their lobbying: repdatonsolidation programs” save the hospi-
tals and their owners from bankruptcy and the rtenial decree on the minimum require-
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Achieving equality of public services throughout gtountry is one of the most
important objectives in expanding central governtsiepowers. The regula-
tions, specific and general grants (and the clogeré European Union re-
sources of development projects) are used to oped#othe resources geo-
graphically, which conflicts the local interedtdn the Hungarian system the
local governments are legally equal, but countyegoments have more re-
sponsibilities for organizing the full spectrumgapfecialty health services, than
the municipal level. The latter is responsible ofdy the primary care to be
ensured, but the maintenance of anything more lisntarily undertaken. The
share of the responsibility, the ultimate decisimaking in debated questions in
not clear, the local prestige fights and politibatgaining overwrite the health
sector rationality. Central governments have irgirgdy tended to place re-
strictions on local governments. These restrictimmddn’t be effective enough
without the modification of the Act on Local Goveranté®, which is almost
impossible concerning the lack of the consensysadfamentary political par-
ties and the need of 2/3 majority votes.

Analyzing the trends after the political changessge a swing in the decen-
tralization and re-centralization of the decisioakimg. Similar trends are seen
in the governmental sector and civil sector refatibhe involvement and par-
ticipation of the NGOs, professional associatiottsambers, the controlling
and bodies in the health sector governing is peemiy changed, their com-
petency is disputed, their position in the systemat fixed. Most of them are
dependent from the state budget subsidies. Thigrarmd competence is more
or less only a declaration in the Acts, but dordivdrn an enforcement instru-
ment. The central government’s responsibility anldl duthority in the deci-
sion-making is not limited by the civil participati or the democratic consul-
tation before. The Constitutional Court also desdathis principle in a health
legislation casé’

The third element of the decentralization is thiakgovernmental authority
sharing, which has also been swinging. The autonointle Health Insurance
Fund never has become reality in the financial sem&l the shared authorities
between the government and the self-governing lwddjpe Funds were also

ments of health care providers (first issued in6)98 not fully operating in the public
(owned) health sector — which is a strange examilee discrimination between public and
private property.

4" The most tensioned conflict of interest in thisaais that the structural over-capacity and
over-representation of human resources of the Butl@pgitol health care system should be
redirected to the countryside, and the volume @fithecare consuming per person in the
capitol should be drastically cut.

8 Act No. 65 of 1990

4 Resolution No. 29/2006 (21st/06) on the Act 2@3@ on individual medical praxis
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temporary. From 1999 a strong, direct subordinatgbthe NHIFA has been
effected. There is a political competition on thimisterial level for the super-
visory authorities between the ministry of healtid dhe ministry of finance.
The doubled supervision system led to weak comvelr the NHIFA, which
has not changed in the last months by the estatdisf’ of a governmental
office, the Health Insurance Supervisory Bétly.

In the state administration one of the leading @pies is not to keep authori-
ties for the minister in individual administratigases. In the health sector the
general authority is the National Public Health auief Medical Officer's
Office, but several authorities manage the drugstedion, the registration of
the professionals, the ethical supervision of clhitrials, etc. After a step by
step decentralization a re-centralization is rdgeekxperienced, when some
decisions are redirected to the minister, recalthrgymemories of direct state
intervention and command system instead of legiglajovernance. Parallel to
these, the de-concentration of the system is reshdpe regional level takes
over the county administrations. In the NHIFA theherity of the de-concen-
trated county agencies was disputed, some genarsgers tended to concen
trate a strong personal authority, others let tlstrappropriate local admini-
stration to exercise the decision-making on thein.o

The Regional Health Councifscould be the example of a decentralized and
de-concentrated mixed decision-making platfSrrbut the above mentioned
rigidity of the Act on Local Governments restrictee potential authority of
these bodie¥' In 2006 the Councils denied the dispute and dmtiprepara-
tion of the reductive capacity sharing plan of kiealth minister, and gave the
total responsibility back to the minister, who catited the final authority of
issuing the resolution. In this case the decemtitabn conveyed an impression
that the minister only wanted to push the politiedponsibility out from his
competency, but never prepared for a really deakréd decision-making.
The absolute little range of choice offered to ibgional bodies was the result
of the Act, which fixed the number of hospital bdysthe list of hospitals on
the highest parliamentary level, undertaking the emd responsibility of the

50 Act No. 116 of 2006 on the State Supervisiorhefitiealth Insurance

51 The Supervisory Body's activity is focusing on thatient-provider relation, not the legal
control of the NHIFA activity.

52 Act No. 154 of 1997, Sections 149/A-E

%3 See also the Informative Report to the Health Citteenof the Parliament of the Hungarian

Republic on the Establishment and Operation of thgidRal Health Councils, No: 8402-

2/05-0002STT, Ministry of Health, Budapest, May, 200 on-line. 84.206.43.83/

/index.php?akt_menu=2720

The capacity sharing in the region, the develagiregategies, the EU grants and other issues

are in the competency of advice and consultatiothefCouncils, where the local govern-

ments as owers and the state health authorities are repexsent
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Government in administrative and executive spheBesnmarizing the phe-
nomenon we can say, that there was decentralizédievolution) only on the
superficial institutional level, while the decisiomaking authority was central-
ized and taken to the highest possible level.

The types and forms of decentralization are colduif we want to systema-
tize it (focusing on the health sector) it is usafuuse the categories of de-
concentration, devolution or political decentrdiiaa, delegation and privati-
zation. During the heath care reform each of thppeared, and changed a lot.
Examining the health insurance system we can’tseelgig changes. The most
sensitive issue of the reform is whether a kinddle¥olution, delegation and
privatization (by detailed legislation and streregtbd state control) of the so-
cial health insurance is acceptable, or there isauial security without a total
and direct ownership and supervision of the insteaystem.

Each type of decentralization may be learnt in Hueopean Union member
states as well. There are plenty of experiencdsentfits and risks of decen-
tralizatior?®. Devolution results in a lack of political controk in local govern-
ment political control opposing the governmentalngl. Delegation has the risk
that on the lower level the professionalism is migds, as it is seen in the local
governments administrative staff, where they cafford even to have con-
tracted experts. The risk of privatization is threeegence of monopolies that
may exploit their power (market failure), as thcewasation was targeted to the
hemodialysis service provider owners or to the girbed laboratories — and
sometimes this really could happen.

The next table Table 3 shows the decentralization map of the health care
system in four time ranges from the political chesgntil now.

% Saltman, Richard B and Figueras, JosEpropean Health Care Reform: Analysis of
Current Strategies; World Health Organization Ragio Office for Europe,
Copenhagen, 1997 (WHO Regional Publications) Ewanieries, No.72, pp: 43-58.
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3.1.3. Structure of the health care system

The most important structural problem of the Hurggahealth care system is
its hospital centered structure and the hospitateted legislation: very often
and without any specific reason, care often takasepat the highest and most
costly level of the system, as if bypassing thenpriy health and/or specialty
outpatient care. The most frequently, but not esigkly, mentioned problem is
the concentration of hospital capacities in Budapesarly 30% of all hospital
beds are situated in Budapest, with its 2-milli@pylation, which is one-fifth
of the total population of the country. The absogbcapacity of Budapest and
the fact that national tertiary-care inpatientiingions (top of progressive care)
are situated in Budapest explain the high volumieospital beds exceeding the
proportion of population, but the figures are diedily excessive. The central-
ized road railway map of the country also makesctgtal a collection point
for services.

In a European comparison, Hungary has relativelytfat large hospitals, with
an average number of 458 beds per hospital. I1966s and 1970s the level
of development of the health system was measurtidtiaé number of hospital
beds, in addition to the doctor/population ratiothbin the western and eastern
parts of the world. However, in the 1980s it wasognized in the west that the
number of beds is higher than the required numdned, the surplus capacity
only increased expenditure Therefore they begaeduace the number of hos-
pital beds. Hungary started to follow this trendyom 1995. Although one-
fifth of the hospital beds have disappeared, thalbar of hospital beds is still
higher than in several EU Member States, and tlietsire of the specialties is
behind the times.

The first capacity reduction through the discregioauthority of the ministry
and the NHIFA was unconstitutiordlThe complicated bargaining system of
the local governments on county level resultechinwished reduction in bed
number, but also resulted in unprincipled, unprsifasal compromises and
background contractions for their peaceful co-exis&’. The 2001 legisla-
tion°® was simply fixing the prior capacities and reguigthe contracting con-
ditions for new applicants. The execution of th& was double-sided: the pre-
paratory phase became more professional, a kingrafider's competition
started, but minister of health and the ministefirdince never kept the legal
terms and in some cases broke the professionatiarit In 2006 the reduction

% Constitutional Court Resolution No. 77/1995.

7 Act 63 of 1996

%8 Act 34 of 2001 on the Specialty Health Care PrimgidDbligations

% This can be followed in the Official Journal bietHealth Ministry, where the final list of
new contractors was published.
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covered the number and the strucflir@he professional preparations of the
decision are not known, the transparency of theslegpn is weak. The abso-
lutely centralized decision involving the Insurarfeend budgetary balance in
2007 seems to be effective, but the structuralsitats and the payment limits
together with the unlimited obligations of the hbatare providers and the
owners raise questions on the constitutional cherad the legislatiofi* The
legislation led to a rigid, frozen system, in whitte number of hospital beds
of named wards in named hospitals are fixed imattieso there is no place for
professional change, supervision is only possilevay of the modification of
the act. In my opinion this “shocking reductionitgtion” can only be a short-
term instrument to start a speedier phase of siraicteforms following the
prior, “small steps policy” reforms.

3.1.4. Professional organizations and civil initiaves, patient’s participa-
tion

Decentralization policy has a great impact on thle of the NGOs' in health
policy. The traditional patriarchic relation of tiphysicians and their patients
needs a longer time to be transformed into parigra personal treating rela-
tion, in the local and central health policy redas as well. Legal provisions
and the “introduction of patient’s rights” from omlay to the other are not
enough, the daily practice, the court cases togetlay lead to a changed rela-
tion of the actors. Following the political chandke newly established NGOs
were warmly welcomed on a general level, but noepted in the local, bilat-
eral level. Health care and the operation of igitations are not transparent,
the decisions are subjective, and doctors congfdanselves unquestionable.
For this attitude the NGOs were kept far from tmevjglers’ inner life. The
NGOs as lay people’s organizations were also @ttt when asking more
information and explanation on health care or headtlicy issues. Professional
organizations existed prior to the political chas@es well, but most of them
represented the scientific community and servea sgentific platform. Health
policy issues or advocates role for the membereiiabeen on the agenda.
The boom of the civil organization establishmemeared in the health sector
as well. The types of these organizations are l&snfe:

1. Professional organizations of medical professionals

a. Bodies endowed with public authority (chambers)

b. Associations of medical management interest grghpspital manag-
ers)

c. Medical associations of sciences

60 Act 132 of 2006 on the Development of the He@ltre System
51 The examination of the legislation by the Congitinal Court is in process.
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2. Patients’ organizations focusing on a special hepibblem (,diagnosis
organizations)

3. Organizations for healthy lifestyle, health promgtigroups and organiza-
tions

4. Interest groups, patients’ rights organizatjqretients’ advocate organiza-
tions

The short history of the NGOs makes it difficultibwolve them into the health
policy consultations, because it is hard to selketreally ,voicing” NGOs.
There are too many, separate organizations, toarfembers of them and the
nationwide umbrella organizations are extremelg.rdfiost of the NGOs are
not self-financed, they are absolutely dependertherstate budget, and are in
competition with each other for the resources. €quently the selection for
partnership is based on the lobby capacity andntiiéual political confi-
dence®® The legal opportunity for partnerships in the teadolicy decision-
making is relatively rich. The Act on Legislatfdrstarted to give place for
participation and the Act on the Freedom of Elettrdnformatiori* ensured
also technically the transparency of the legistatiBlowever, the one-side
opinion forming is not a partnership in the prefiaraand execution of the
regulations. In the health sector the Health Atbishuced the representation of
the NGOs in the National Health Council and thetipigation of the local
patients’ organizations in the Hospital Supervis@guncils, but their role is
extremely weak. This is one cause of the low-leuadderstanding and
acceptance of the reforms.

Among the professional organizations the chambkxged a specific role in
the reform. When established the chamber was antalyassociation to have
a not clinical specialty based organization of jtigas (while the trade union
lost its attractiveness). In 1994 compulsory mersiierwas introduced and the
chamber was one of the clearest examples of daetization and delegation of
public authoritie$® That time the compulsory membership was argued eve
before the Constitutional ColftAfter 10-12 years the chambers acquired a
strong political profile in their advocate and hikagbolicy-influencing role but

— in the background — they set up a correct rggastd post-graduate training
registry system. The annulment of the mandatory beeship of chambers

52 Eva Kereszty Dr.The role of patients’ organizations in health ppinaking, Hungary 2000;

Presentation at ,Patient-Organizations and Eastt\@esoperation in Health Issues”, Con-
ference of the European Platform for Patients degaions, Science an Industry (EPPOSI),
European Parliament, Brussels, March 2000

63 Act 11 of 1987

%4 Act 90 of 2005

5 Act 28 of 1994 on the Hungarian Medical Chambet Aot 51 of 1994 on Hungarian Phar-
macists’ Chamber

% Constitutional Court Resolution No. 39/1997.
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(only in the health sector) cannot be regarded r&foam step; it is contrary to
the democratization and self-governance principfeke social reforms.

3.1.5. New public health

On the basis of the unfavorable public health pgsee of the last few decades,
the government assigns priority importance to thprovement of the public
health situation and recognizes the populationjseetation to gradually close
the gap between life expectancy at birth of Hurageriand the average of the
EU Member States. Any tangible improvement in tkalth status of people
and in the healthcare delivery system may only diéexed over a longer pe-
riod, covering several electoral cycles. Maintagnand promoting health can-
not be regarded as expenditure only, but the imphtation of the Public
Health Program is a productive investment, anceeeguisite for the social and
economic development. The weakest point of thermeie that these programs
are not considered to be important by the majaitthe decision-makers, and
they simply “don’t believe in” the importance ofgmention, screenifi§ influ-
encing of lifestylé® The flops of the programs originate in the hospfita
cused, treatment committed thinking, inherited fribv@ socialist value ranking,
where not the health itself, but the capacity ddltiecare facilities represented
the development in the sector.

The long-term public health programs have beenit®nrand changed fre-
quently, thus the programs can hardly be plannednfire than one year. The
lacks of the present public health programs detentine health problems of
the country for a twenty years time. From the poiriegislation the prevention
appears only in the protection of non-smokeasd in the numerous EU direc-
tives harmonized in the framework of “standardbedlth and safety at work.”

3.2. What have we reached?

If we want to prove that the governments followsarh other conducted huge
transformation of the Hungarian health system, a® compare some institu-
tional and legal characteristics. The great chamjethe 18-20 years of the
reform are shown inTlable 3, concentrating on the state and governmental
interest in the reforms.

57 See the financial shortage of the evidence bssegtning programs and the bad compliance

of the people.

In the top management of the health administmasimoking is still tolerated, smoking as a
-human right” is still argued for even in the publadministration. Our convergence
compared to the EU informal standards is still mig$n this sense.

% Act 42 of 1999

68
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Table 3

Main changes of the actors and main changes in thele
of the actors in the Hungarian health care systemrém the mid '80s

the health services

Elements of comparison Mid '80s 2006-
Responsibility for Generally: local government
organizing and maintaining State exceptionally: the state (liste

in the Health Insurance AZ)

Basic values

Egalitarianism

Equality, equity, cost-
effectiveness

Professional supervision

Direct governmental
supervision, ministerial orde
are compulsory

Supervision and control by
law and administrative

S

leading role professional
colleges

Organizational supervision

Direct governmental
supervision, the ,agents” of
the compulsory ministerial
orders are the local council

Legal norms for supervision
and the owner’s supervisio

b

Ownership

Exclusive state ownership

Measuring efficiency

Volume of infrastructure

development, number of

hospital beds, number of
physicians

Budgetary balance, hospita

and quality standards

lessening of the nursing day

proportion of the one-day
surgery

Competency
of the management

Low competence physician
are the leading managers

Management board with a
5 responsible general managgé
wide range of competence i

local decisions

o

procedure, self-governance
through the by-laws and the

Mixed system of ownership

S

°r,

Education
of the management

Medical education and
political dependability

Education in health
management, frequently
political dependability

Financial resources

State budget

Compulsory health insurang
contribution and health t&

[}

mandatory co-payment (feg

70 Act 83 of 1997, Section 18 - revised text isarck as of January 1, 2007

71

Hungarian Heath Care Standardtagyar Egészségugyi Ellatasi Standardok (MEES)

kézikbnyve 1.0 valtozat, Egészségiigyi Minisztérium, 200@n-line: www.eum.hu/
/index.php?akt_menu=5236
72 Act 80 of 1997 — reformed regulation in forceodg\pril 1, 2007
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for appointment and fee fo
in-patient day}®

Informal (political)

Informal (political) negotiations in the Parliament
Development, payment nego_tiations, discretional | mixed with open application
’ decisions of the central system, EU systems of
administration application for development
resources

—

Slow move to the out-patien
and one-day surgery, slow|
move to the necessity based
services (geriatrics, hospice,
long-term nursing,
rehabilitation)

Health service structure Hospital care centered

Licensing of the providers on
the basis of minimal
requirement, compulsory
liability insurance, medical
inspectorate, supervision b
the health insurance
administration and its
Supervisory Authority,
mandatory quality
management systems at th

providers

No systematic quality contro],
national institutions play a
leading role also in ranking

Quality control in the the institutions; strong

system administrative and
professional control of
communicable diseases and
epidemiological situation

[0

Public service employees fqg
low, fix income, money unde
the table, at the same time
possibility of private health
enterprises

=

Employee for low, fix
income, money under the
table, part-time private office
after the working hours

=

Position of the physicians

Paternalistic, almost Legally based patient’s right

B,
hierarchic connection with thefree choice of physician (GR)
staff and the institution, and the care provider,
narrow competence for restrictions of the service
Position of the patients decision-making, some choice in the framework of
criminal accusation and compulsory insurance,
practically none of liability growing number of
suits for professional malpractice lawsuits with
misconduct more damages

™ Introduced: February 15, 2007. This fixed sumyisbolic in value, but helps to put restraint

to the over-consuming of health services. Thistigogcal measure, which was presented as a
basic pillar of the new reform, but it is clearles, that it does not fit in the definition of the
reform. It is ,only” an important intervention inthe patients’ bad consuming habits. Legal
background: 217/1997 Governmental Decree for thecktkon of the Act 83 of 1997, Sec-
tion 5/C-5/H

" Introduced: July 1, 1996
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Professional organizations
and interest representation

The monopolistic position o
the only trade union with
relatively weak capacity of

interest representation

The professional chambers
had a compulsory
membership with strong

rights and competencies in
decision-making. In 2007 th
mandatory membership ha
been terminated. Now there
no generally accepted ,one
voice” professional
organizatiof®.

Civil organizations, NGOs

Practically not existing

Miscellaneous structure witl
only a few NGOs covering
the whole country, their
financial resources primarily

from the state budget.

"D

Civil control and
participation in the
operation of the health care
providers and supervision

There’s no civil participation

The health committees of th

local governments and the|
hospital supervisory boartfs
are present in the system wi
weak competencies, and th
National Health Coundil on

is

th

[¢)

the governmental level

4. Phases of legislative reforms and its connection

with the EU accession

4.1. Chronology of the reform legislation

The chronology tableTjable 4 shows the picture of the returning elements of
the reform, which were never implemented eitherabee of the budgetary
shortage, or because of the short-term interestseotlecision makers (public
health programs). It is clearly seen, that thetjgali changes and governmental
political changes were also mirrored in the helggfislation.

S Act 970f 2006

76 Act 154 of 1997 Section 148-149
7T Act 154 of 1997 Section 156
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Table 4

First freely elected government

1990 | Health careon compulsory insurance basis
1990 Ownership of health facilities transferred to logaernments -Act on Local
Governments
1991 | National Public Health and Chief Medical Officer's &vice(formation act)
1991 | Private investment§pharmacies, etc.) — contracting for public sexsic
Act on the protection of conceptiofregulating also the legal conditions
1992 s .
for artificial abortion)
1992 Health Insurance Fundseparated from the Pension Fund (tri-partite
self-governing body elections in 1993) — healthurasice cartf
1992 Act on Public Employees staff of the local governmental and state health
facilities become public employees
1992 | Functional” privatization of GP, capitation in thepayment
Paying reformof the Health Insurance (performance related sbased payment
1993 .
changes the global budgeting)
1993 Mutual Health Insurance Fundsfor non-for-profit, supplementary health
services are authorized
1994 Reform oprofessional organizationgcompulsory membership in Chambers)
1994 | National Health Promotion Strategys adopted by the government
Bokros-package
1995 | Co-paymentregulation (dentistry, patient transportation)
1995 | Insurance packagechanges: occupational health withdrawn from thekpge
1995 Capacity reduction starts (unconstitutional for limiting the locahggnment'’s
autonomy)
1996 | Act on Normative Capacity of Public Health Facilities 20% reduction

78

Social security health insurance card with thec#j identity number, called ,TAJ” card
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The new Health Act, Health Insurance Act
and other “big legislation”

1997 NewHealth Act
1997 New Health InsuranceAct, 1997 first steps forinsurance package”
1997 Act onData Protection ofHealth
1996, 1997 ssglﬁ?gzgucigﬁgglic capacity: licensing and minimeduirements,
1998 Act onPharmaceutical Products
1998 Act onthe protection of non-smokers
1998 Abolition of the Health Insurance Self-Government
1998 Introduction ofixed additional health contribution
1998 Healtrcontribution is collected by the tax administration
1999 Managed carepilot project
Fragmented legislation: GP praxis, capacity,
hospital and privatization and the failed legislaton
2000 GPs’ right of autonomogsactice management,
2000 Act on Mediation in the Health Sector
2001 Capacitylegislation changes
2001 Nationahealth promotion strategy right-wing government
2001 Firstinstitutional and personnehct
2002 Nationalhealth promotion strategy (left-wing government)
2002 Act on ratification of the Oviedo Bioethics Converibn
2002 Ministerial decree on tleme-day surgery
2003 Seconéhstitutional act

2003

Act onHealth Personnel
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21 steps form “100 steps” program and the reform
under free-democrat leadership of the Ministry of Health

New legislation ominimal standards of health care services

[

2004 reformed license system, new license for each gesvih the country
2004 Reform of the professional inspectorate system
2004 National professional guideline revision programissuing the first 100 pieces
until the end of 2005
2004 Reform and reelection of theofessional colleges
“100 Governmental Steps” Program21“Health Steps - main strands:
» Reform of emergency services
* National complex program against cancer
« Primary care and out-patient service changes: mmeg®mnal program,
Group-praxis, centralized on-call services, perfamoe related paymen
2005 S
(Apri) in primary care
P *  Generic drug program, reform of prescription anohpotion
« Equality of access, strengthening the quality antr
» Insurance contribution system: quitting free-riding
» Fairness of the system: insurance package conteiftaation, market
elements for the extra personal needs
2005 NationalOncologyDevelopment ProgramFuture of our Nation” Program
(pediatrics)
2006 Act on Professional Medical Chambe(gct 97 of 2006) — abolition of public
authorities
2006 Act on the Economic and Safe Supply Of PharmaceutiPabducts And Medica
Devices(Act 98 of 2006)
Act on the Supervising Authority over the Health Insance Sector(Act 116 of
2006
2006)
Act on the structural development of the health cazgstem(Act 132 of 2006) —
2006 . : S >
capacity reduction and structural redistributiorcapacities
2007 Fixed co-payment per attendance of out patient services, peatlay-patient
facilities
2007 | Reduction of health insurance servicgextreme sports not covered)
2007 | 'ntroduction of a public insurance entitlement coribution payment monitoring

system

4.2. Accession to the European Union

In a Europe that is becoming more integrated, theepof health care in Euro-

pean law is increasingly unclear. From the earti

munity, health care has been seen as a nationtdniiat

of the European Com-

® Martin McKee, Elias Mossialios and Rita Baetéfhe Implications of European Law for

Health Care; The Impact of EU Law on Health Care &yst(Martin McKee, Elias Mos-

sialios and Rita Baeten eds), P.1.E.- Peter Lang,98ts2002, pp: 13-23
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From a European perspective the health care systeraso basic elements of
the economy system of the countries. “One of tleaigst paradoxes of public
health in the European Community nowadays is thatewthe population has
never been healthier, the demand on Member Sthésdth systems and thus
on the tendency towards increased expenditure/esgrowing. The expendi-
ture on health is being constantly forced upwardse Community’s public
health strategy has been developed against thiglmamd and is designed to
reflect and respond to the problems which are mpyitpressure on Member
States’ health services: pressure which is likelppécome even greater in the
future.”™ In Hungary the mortality and morbidity situatisorse that in the
majority of the Member States, so the professiandl financial burden is even
more expressed.

The paradox of the EU accession was, that finaneisburces (Phare Pro-
grams) were exclusive for the health issues, buited the modernization of
the systems, which were supervised by the minaftéealth®’ The health pol-
icy and the public health reform was on the harmation list with so impor-
tant regulatory measures, such as

» Protection of non-smokers

e Chemical safety, environmental health
* Food safety

* Health and safety at work

« Consumer protection.

The harmonization of 200 directives and other lagige instruments had some
elements, which can be regarded as a reform. Thierda Public Health and
Chief Medical Officer's Office had to change mosttieir proceedings, the
specialty training and exam system was changeddtbg registry system
changed a lot, just to mention a few examples lipaideep impact on the care
system.

The scope of the Amsterdam Trétyovers more health care issues than ever
before. The general protection of health was unuetl and the “free move-
ments” were helped also in the health sector ak Welv the cell, tissue, organ
transplantation, the blood transfusion issues aneered by directives, the
European Center of Disease Control (EuroCDC) hagdle of a supranational

8 Ppublic Health in EuropeEuropean Communities, Office for Official Publicatio of the
European Communities, 1997

The same behavior was experienced in the Hunggogernmental policy, where the health
needs were denied even for harmonization, becteseare system is not a Community pol-
icy issue.

82 Consolidated Version Of The Treaty Establishing Buropean Community, Article 152

81
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epidemiological information center and clearing $®muhe central registration
of numerous pharmaceutical products, the Europeasergency card for the
health service accession of the member state m#tiferms a partial health
(care) policy in the EU.

4.3. The ongoing reform — denial of the prior regsland continuity

The permanent budgetary deficit of the Health lasae Fund, the lack of the
individual insurance elements in social securityg ahe malfunctions of the
Health Insurance Administration might lead to timepiession that nothing
changed in the Hungarian health system, and “THE®®M” is still missing.
We presented, that huge steps were made to chhrgkasic structure and
behavior of the health actors, however, thereistil gap between the legisla-
tive, administrative, health policy and constitat modernization and the
modernization of the health care infrastructure dedices which was more
modest, than the needs of a high quality care sy&iday.

For the financial burden of the Fund the stronggssion for the government is
the sustainability of the budgetary balance of theabntributions and expen-
diture, which has been unsuccessful from the ggetifrthe Fund. When we try
to find the intervention points, we can see thatréations of the health sector
actors changed a lot in the provider-patient cotime@nd in the Health Insur-
ance Administration-provider connection, too. Peatbn’t feel the big reform,

because the insured patient-Health Insurance Agtréttion connection hasn't
changed. Some new technical elements were introd{ecg. the social insur-

ance personal code number and the insurance ieatitl), but the budgetary
correction of 1995 could only reach a small resultemporary changes (su-
pervision of the services, introduction of co-papmetc.). The motivation of

the government for the big (shocking) interventiorts the patient’s insurance
contract is understandable; but the actual stepbeajuestioned.

The next tableTable § shows the health insurance actors’ relations sorde
important reform measures in their connection. Tdraptiest side” of the so-
cial security relation triangle is the patient-iresace administration side. On
this table two basic actors cannot be seen: thergavent and the local gov-
ernments, we've examined them before. Analyzingrétierm process we see,
that the former stages of the insurance systenmrmsfdried to close the gap
between the income of the fund (free riders) angeasiture of the fund (ca-
pacity control, slight revision of the insurancevimes). Now we cannot see the
result, the instrument of the potentially bettestesffectiveness became the
goal of the reform: a limited and controlled markethe social health insur-
ance sector with the multiplied and somehow competisurance administra-
tions under the umbrella of the uniform social sigginealth insurance system,
flat rate of contribution, and centralized redistion.



LEGISLATIVE REFORM OF THE HUNGARIAN HEALTH CARE 249

Comparing the main messages of the health progfahe 100 steps” project
and the Green Book of the reform program in 200@pmtradiction can be
seen. There are more conceptual elements in the stps” with small steps
towards them, while the Green B8dks rather a list of measures to correct
several dysfunctional points in the operation. €hetements are mixed in the
document: reform elements for the health sectar,itlstruments to reach the
goals of the Program of Financial Convergence ofiddmy and the practical
tasks of the health administration. The problemd @@ present situation is
presented in details, the measures to be takeprasented in a “list to do”
form, but the planned new situation is not defin€dis may have happened
because the main political and professional quedtie radical, market ori-
ented reform of the social health insurance systexsn’t blueprinted and de-
cided. Without the broader sense, it was imposdibléormulate a coherent
program.

Some say, that the blueprint of the reform of tieirance was even formulated
in a draft form of a bilf* | don’t agree with this opinion. The document didn
have any detailed explanatory text, or impact eration annexes, or even
alternatives at some points. It didn't present ithiteractions with other ele-
ments of the health system, so it was rather aomfdr discussion, than a bill
to vote for. This bill recalled the text of the flea bill on the “Regional Man-
aged Care Systé which failed on the governmental discussion leirel
2005°. The same problems are not solved in the two deatsrand the same
guestions are not answered. The reform legislatiast answer them in 2007
and in the following years.

The re-born illusions (“health is not for busingsabout the state health system
guestion not only the ongoing reform steps andglant the whole two-dec-
ade reform. The re-nationalization of private owvatized institutes or only
those in the ownership of non-medical professignaisthe only corporate
forms would be discriminative thus unconstitutioima market economy and
practically impossible.

Without the clear vision of the reformed systenisithard to determine the
competencies and the limitations of the marketracas well as the long-term
state responsibility for the health system.

8  Magyar Egészségiigy — Z6ld Kényv: Tébben, jobbavébb — Egészségiigyi Minisztérium,

2006, on-line: www.eum.hu

Az SZDSZ egészségbiztositokrol szolo torvényjatason-line: www.szdsz.hu

It was also a kind of privatization act in theumance relations, excluding the participation of
care providers.

Hattéranyag az egészséglgyi ellatas-szervidzzaio tarsadalmi vitahoz, Egészséglgyi Mi-
nisztérium, 2005.,0n-line: www.eum.hu
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5. Deficits of the two-decade reform, lack of legisladn

In 1989 neither the patients nor the health pradests were satisfied with the
operation of the Hungarian health care system. Wastbeen changed?

We listed many elements of the sector which hawn lmhanged, but the over-
all feelings, the general (negative) opinion alibet care system remained the
same. There are subjective and objective causethéoppinions. The most
important subjective cause is that people were @®unto enjoy the free of
charge, high quality and accessible care in thabksicregime, and they want
to get it irrespective of the new social, econondaditions. The other element
is that the professionals evaluate quality by thmiper of complications, the
lessening of nursing days, the availability of gatidgnostic and therapeutic
technologies, but the patients evaluate on growfidse health facility build-
ings, the toilets, the comfort, and in this fieha tboreakout has been being can-
celled. The health staff was underpaid in the digtieegime, and this is the
situation even now (the gratitude money is onehefrnost stabile elements in
the sector).

The [Table § shows the negative elements or unsolved problantise health
insurance actors’ relation. Beyond those a fewdiiasues can be raised to be
solved in the close future.

Difference between health system and health insurarsystem

People and the decision makers do not take intsideration, that there is an
expanding health care market partially buffering trealth insurance sector.
The uniform health insurance regulations may fingaknce in offering good

quality services to all, in a regulated, but chealtfined non-insurance service.
This could be based on the evidence based medidimeples.

State’s role

In the reform the only redefinition of the state&sponsibility in the health
sector was the legislation of the Health Act. Withthe supervision of the role
none of the reforms could be successfully finalized

Long-term thinking instead of lack of continuum

The health reforms need long-term planning, conseigexecution, permanent
monitoring. In the Hungarian reform history nonetbé& programs followed

this scheme: the preventive programs didn’'t geréiseurces for execution and
programs were changed frequently, nobody rememthers after 10 years,

when the first results should be seen.
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Lack of professionalism

In the EU countries managers, economists, lawyehsinistrative profession-
als are trained in public health, and they nevetkwdgthout the help of profes-
sional health organizations or expert physiciansthe Hungarian reform the
professional expertise, the evidence based medisintocols and medical
ethics are accidentally used by decision makerg Whak professional in-
spectorate leads to a slow recognition of unwaatistts of the decisions.

The unclear status of the NHIFA

The NHIFA is over-centralized, it operates like aurthority, the contracts are
one-sided and in a lot of cases there is no oppitytdior appeal against its
decisions, which aren’'t formulated in a resolutiont even in a written form.
There's no effective control over the NHIFA.
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6. Conclusions

The practice of medicine in the modern era is begét unprecedented

challenges in virtually all cultures and societi&#gese challenges center on
increasing disparities among the legitimate needpatients, the available

resources to meet those needs, the increasing dieps: on market forces to
transform health care systems, and the temptatiorpliiysicians to forsake

their traditional commitment to the primacy of atis’ interests.

In the (relatively well) developed countries thesibgprinciples of an optimal

health care haven't been changed in the recentldecaonsequently the main,
general goals of the reforms to fulfill these piptes are also similar. The
instruments to reach these aims can be and shauldidputed and the
interactions of the different measures should baréxed before voting and
executing the reform legislatith

The Hungarian health care reform is not a storguaicess. It is not accidental
that (together with the Minister of Finance) thealtle ministers spent the
shortest time in ministerial position. In most mefiodocuments we find a
detailed characterization of the present situasometimes we find the general
goals (equity, cost-effectiveness, etc.) and ndwemnalysis and consequences
of the former (unsuccessful?) reform steps.

As we listed the acts of the last 18-20 years veetkat really weight matters
were voted in extremely short time. Thus the bawkgd consensus or the
detailed, well-organized discussions before, amdrglconvincing explanations
for the execution are missing as well as the adequaparatory period for the
execution of the new regulation.

The steps forward and back, the frequent modificatif the legislation results
in instability in the sector, and the “legally lalgkalth professionals easily deny
the execution of these short-term legal pieces. Tésistance of the
professionals is not only a practical impedimentalso generates a “reform
burnout syndrome” or skepticism, although therecissensus on the need of a
reform. To maintain the fidelity of medicine’s sakicontract during this
turbulent time, physicians must reaffirm their wetdedication to the principles
of professionalism, which not only entails theirgmnal commitment to the
welfare of their patients, but also collective effoto improve the health care
system for the welfare of soci€fy.Decision makers should relay on this
dedication.

8 Jordan J. Cohen, MD; Sylvia Cruess, MD; Christopheviison, MB:Alliance Between

Society and Medicine — The Public's Stake in MddirafessionalismJournal of American
Medical Association, JAMA 2007; 298:6 pp: 670-673

Medical Professionalism in the New Millennium:Physician Charter Project of the ABM

Foundation, ACP-ASIM Foundation and European Feiteratf Internal Medicine; Annals
of Internal Medicine, Vol 136:3, 2002, pp:243-246
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A framework for the structured assessment of hgadilicy reform is needed
and should include development of standards img¢hkms of health outcomes,
access, and income spent on health care as aml isitep. Such an
“accountability for policy making” approach coulelp enhance evidence-
based policy comparisons, promote a safety netdimerable populations, and
hasten quality improvement. Without it, assessmeilt continue to be
arbitrary, and unintended consequences will go tentied®

To have a better health system it is not enougimforce the execution of the
reform acts, but a reform in the management prock#ise planning, deciding
and executive measures is also needed.
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SUMMARY

Legislative Reform of the Hungarian Health Care

EVA KERESZTY

The essay discusses the reform of health care mgaty, which was an-
nounced prior to the transition (1989-90), from #tandpoint of regulation,
legislation and administration, and not from anrexoic or medical angle,
which is so common in relevant literature.

The author reviews some topical priorities of teform process; certain meas-
ures that have not yielded the required effectsveemken one another; and the
considerable number of steps that have producedpmmng changes — and have
had legislative consequences — and have justified@¢form as a whole. The
study also speaks of the shortcomings of the pdtb 120 years: on the one
hand, numerous radical changes have occurred imethonship of patients
and health service providers, and the relationsigfgveen the health service
providers and the financing institutions has fundatally transformed, on the
other hand, little has changed in the content amiations involved in the
health insurance legal relationship, and its pewatd public-law components
have almost remained unchanged. As a consequenpelap expectations
towards the health service have remained unreahstd financially unafford-
able. The essay also sheds light on those commpénhe health service re-
form that contradict those of the overall sociegfbrms.

The tables and diagrams included in the essay ayeriod of twenty years.
They present the achievements and shortcomingsiaaiessive waves of the
reform; decentralization and re-centralization tsrades in health service deci-
sion-making; periods when a legion of new ruledaof related to health care
were issued; and changes that have occurred ireldiitons of the stakeholders
of social insurance.

The essay traces developments down to the presea and current measures
of the reform process. It offers a comprehensivkaitical analysis of the past
twenty years of health care reform in Hungary.
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RESUMEE

Reform des ungarischen Gesundheitswesens

EVA KERESZTY

Die Studie stellt den vor der Wende verkiindeteroRefprozess auf dem Ge-
biet des Gesundheitswesens — abweichend von deerirFachliteratur ge-
wohnten 6konomischen und medizinischen Ansétzeonn-der Seite der Re-
gelung, der Gesetzgebung und der Verwaltung vor.

Die im Reformprozess vernehmbaren aktuellen Péient, die einander
schwéchenden, verschlechternden Schritte werdemsebeorgestellt, wie die
in ziemlich bedeutender Menge erscheinende undbetelentscheidende Ver-
anderungen mit sich bringende Reihe von Entschgiglundie auch einen
rechtlichen Rahmen gewinnen, und die die ,Bestagguwer verwirklichten
Reformen bedeuten. Es wird uns zugleich jedoch aashDefizit vor Augen
geflihrt, mit dem uns die vergangenen 18-20 Jahmaldig geblieben sind:
wahrend es im Zusammenhang mit der Beziehung zessd¢batienten und
Gesundheitsversorgern zahlreiche radikale Verandgeru gab und sich die
Beziehung zwischen Versorgern und Finanziererndiegend anderte, blieben
der Inhalt und die Verpflichtungen des VersichemssRgchtsverhaltnisses,
dessen zivile und 6ffentlich-rechtliche ElementeWesentlichen unverandert.
Dies flihrte dazu, dass die irrealen und wirtscishftinzulassigen Erwartungen
gegenuber dem Gesundheitswesen aufrechterhaltedemuZudem werden
diejenigen Elemente der Reform analysiert, die @allgemeinen gesellschatftli-
chen Reformen widersprechen.

Die Tabellen und Abbildungen der Studie stellen Eigebnisse und Mangel
der Reformen, die Dezentralisierungs- und Rezésigalingsprozesse der Ent-
scheidungsfindung im Gesundheitswesen, die Zeitmpales Dumpings an
neuen Gesetzen und die Verdnderungen in den Begjehuwler Protagonisten
der Sozialversicherung in einem Zeitraum von inage<20 Jahren vor.

Die Arbeit fuhrt uns im Grunde zur Periode der déigen Reformen und der
derzeitigen Malinahmen, wobei sie das umfassenderrRiafd, das sich in-
folge der detaillierten Studie der vergangenen zigadahre abzeichnet, einer
kritischen Analyse unterzieht.





