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A NŽpegŽszsŽg•gy foly•irat jelen ± a szok‘sosn‘l lŽ-
nyegesen terjedelmesebb ± lapsz‘m‘ban a NŽpegŽsz-
sŽg•gyi KŽpzŒ- Žs Kutat•helyek Orsz‘gos Egyes•lete 
<NKE> ‘ltal 201? j“liusa Žs 2018 j“liusa k•z•tt eltelt 
egy esztendŒben5 magyar Žs angol nyelven5 elkŽsz’tett 
Nemzeti NŽpegŽszsŽg•gyi Program <NNP> 2018±2030 
szakpolitikai stratŽgia tervezetet adjuk k•zre.

Szakmai k•r•kben j•l ismert5 hogy haz‘nk utols• 
nŽpegŽszsŽg•gyi programja ± a 4672003. <IV. 16.> OG_ 
hat‘rozat az EgŽszsŽg `vtizedŽnek Nemzeti Program-
j‘r•l ± 2013 ‘prilis‘ig volt jogilag ŽrvŽnyben. A Sem-
melweis Terv 2011-ben “j5 ¹paradigmav‘lt•º nŽpegŽsz-
sŽg•gyi programot ’gŽrt5 ¹amely a nŽpegŽszsŽg•gyi 
cŽlok elŽrŽse ŽrdekŽben mozg•s’tani k’v‘nja az egŽsz 
nemzetetº5 s ¹melynek keretŽben sor ker•l a nŽpegŽsz-
sŽg•gyi intŽzmŽnyrendszer meg“j’t‘s‘ra5 s a fenntart-
hat• Lnansz’roz‘s megteremtŽsŽreº5 majd az ¹EgŽszsŽ-
ges Magyarorsz‘g 2014±2020 EgŽszsŽg•gyi )gazati Stra-
tŽgiaº5 ± melyet az 10397201=. <II. 10.> korm‘nyhat‘ro-
zat hagyott j•v‘5 ± ismŽtelten kil‘t‘sba helyezte ¹“j NŽp- 
egŽszsŽg•gyi Program megalkot‘s‘tº5 ¹mely a nŽp- 
egŽszsŽg•gyi stratŽgiai cŽlok Žs az elŽrŽsŽhez sz•ksŽ-
ges cselekvŽsek Žs erŒforr‘sok kereteit fogja megadniº 
± de nŽpegŽszsŽg•gyi program nem sz•letett.

Ezt a mulaszt‘st Žszlelve az Emberi ErŒforr‘sok Mi-
nisztŽriuma <EMMI> EgŽszsŽg•gyŽrt FelelŒs )llamtit-
k‘rs‘ga <k•zel egy Žven ‘t tart• ¹elŒkŽsz’tŽsº-t k•vetŒ-
en> 201?. j“lius 19-Žn megb’z‘st adott <rŽszletezŒ kŽt-
oldal“ meg‘llapod‘s keretŽben> az orsz‘g akkor har-
mincegy nŽpegŽszsŽg•gyi oktat•7kutat• intŽzetŽt t•m•-
r’tŒ NKE-nek az NNP strat!giai tervezetŽnek megal-
kot‘s‘ra.

Ezt a tevŽkenysŽget “gy az )llamtitk‘rs‘g5 mint az 
NKE a nŽpegŽszsŽg•gyi program-alkot‘s elsŒ lŽpŽsŽ-
nek sz‘nta5 s eszerint Žp•lt be a tevŽkenysŽg a magyar 
Korm‘ny kŽpviseletŽben elj‘r• EMMI Žs a WHO Eu-
r•pai Region‘lis Irod‘ja k•z•tt lŽtrej•tt ¹Biennial Col-
laborative Agreement 2018±2019º <BCA 2018±2019> 
egyik alprogramj‘ba is.

Egy nemzeti nŽpegŽszsŽg•gyi program megalkot‘-
sa t•bblŽpcsŒs folyamat5 melyben 
<1> a stratŽgiai tervezet lŽtrehoz‘s‘t 
<2> annak szakpolitikai egyeztetŽse5 
<3> a szakpolitikai egyeztetŽs javaslatai alapj‘n
      a tervezet ‘tdolgoz‘sa5 

<4> a stratŽgiai keretprogram t‘rsadalmas’t‘sa5 
<=> annak korm‘nyzati elfogad‘sa5 Žs 
<6> jogszab‘lyi r•gz’tŽse k•veti.
NŽpegŽszsŽg•gyi akci€program ± relev‘ns szemŽlyi 

•sszetŽtelq munkacsoportok ‘ltal ± csak ezt k•vetŒen 
kŽsz’thetŒ5 melyben m‘r a nŽpegŽszsŽg•gyi problŽm‘k-
ra re{ekt‘l• konkrŽt tevŽkenysŽgek neves’tŽsre ker•l-
nek5 ezekhez megval•s’t•kat Žs forr‘st rendelve5 a szak-
mai kompetenci‘k5 a v‘rhat• egŽszsŽgnyeresŽg Žs k•lt-
sŽghatŽkonys‘g fegyelembe vŽtelŽvel.

Ezzel a szakmai gyakorlattal •sszhangban terjesz-
tett•k elŒ a program-alkot‘s elsŒ lŽpŽsekŽnt az NNP 
stratŽgiai tervezetŽt 2018. j“lius 1?-Žn az emberi erŒ-
forr‘sok miniszterŽnek5 az egŽszsŽg•gyŽrt felelŒs ‘llam-
titk‘rnak5 s a BCA 2018±2019-ben r•gz’tett k•telezett-
sŽg•nknek eleget tŽve5 a WHO Eur•pai Region‘lis Iro-
d‘j‘nak. A WHO a stratŽgiai tervezetet a BCA 2018±
2019 alprogramj‘ban r•gz’tett ¹nemzeti nŽpegŽszsŽg-
•gyi stratŽgia tervezet elkŽsz’tŽseº feladat teljes’tŽsekŽnt 
elfogadta5 s az egŽszsŽg•gyŽrt felelŒs ‘llamtitk‘r je-
lezte a szakpolitikai egyeztetŽs kezdetŽt az NKE |II. 
kongresszus‘n 2018. augusztus 29-Žn. Az akkori ‘llam-
titk‘r t‘voz‘sa •ta hivatalos t‘jŽkoztat‘st a tervezet sor-
s‘r•l nem kaptunk.

}gy vŽlj•k5 nemcsak magunknak tartozunk azzal5 
hogy a tervezet <v‘ltoztat‘s nŽlk•li5 de arra kŽsz> k•z-
read‘s‘val jelezz•k5 hogy a magyar nŽpegŽszsŽg•gyi kŽp-
zŽs Žs kutat‘s ter•letŽn munk‘lkod• szakemberek nem 
nŽztŽk5 s nem nŽzik tŽtlen•l haz‘nk lakoss‘g‘nak ag-
gaszt• nŽpegŽszsŽg•gyi helyzetŽt5 de a professzionaliz-
mus szab‘lyai szerint tenni is akarnak a helyzet jav’t‘-
s‘Žrt. Hisz•nk abban5 hogy a dokumentum k•zread‘-
s‘val elŒmozd’tjuk a magyar nŽpegŽszsŽg•gyi prog-
ram-alkot‘s •gyŽt5 s szolg‘ljuk a nemzet Žp•lŽsŽt.

Debrecen5 2019. janu‘r 28.

az NKE vezetŒsŽge

El#sz$
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K•sz%lt
az Emberi Er#forr€sok Miniszt•riuma (EMMI) Eg•szs•g%gy•rt Felel#s &llamtitk€rs€ga •s
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Vezet•i €sszefoglal•

Haz nk!1981!"ta!az!#n.!fogy"!n$pess$g%!orsz gok!k&z$!tartozik,!ami!egyr$szt!a!sz'let$sek!alacsony,!m sr$szt!
a!hal loz s!magas!sz m ra!vezethet(! vissza.!A!gyermekv llal st! etikus!eszk&z&kkel!&szt&nz(! korm nyzati!
politika!mellett!elengedhetetlen!a!hal loz s!±!ezen!bel'l!kiemelten!a!korai!hal loz s!±!$rdemi!cs&kkent$se.!
)ltal nosan!elfogadott,!hogy!lakoss g nak!eg$szs$gi! llapota!egy!orsz g!gazdas gi!teljes*tm$ny$t,!verseny-
k$pess$g$t!jelent(s!m$rt$kben!befoly solja,!ez$rt!az!eg$szs$gi! llapot!jav*t s t,!a!betegs$gek!megel(z$s$t!
c$lz"!hat$kony!n$peg$szs$g'gyi!programok!+nansz*roz s t!az!&sszes!fejlett!orsz gban!az!eg$szs$gbe!val"!
befektet$snek!tekintik.
Az!Emberi!Er(forr sok!Miniszt$riuma!/EMMI0!Eg$szs$g'gy$rt!Felel(s!)llamtitk rs ga!$s!a!N$peg$szs$g'gyi!
K$pz(-!$s!Kutat"helyek!Orsz gos!Egyes'lete!k&z&tt!2417.!j#lius!19-$n!j&tt!l$tre!az!a!meg llapod s,!mely!a!Nem-
zeti!N$peg$szs$g'gyi!Program!/NNP0!tervezet$nek!megalkot s t!c$lozza.!Ez!a!tev$kenys$g!az!EMMI!$s!a!WHO 
Eur•pai Region€lis Irod€ja! k&z&tt! l$trej&tt!Biennial Collaborative Agreement 2018±2019-be! is! be$p*t$sre!
ker'lt.
Az!NNP!tervezete!az!aktu lis!magyar!n$peg$szs$g'gyi!helyzetre!reag l,!ugyanakkor!az!univerz lis,!fenntart-
hat"! fejl(d$st!garant l"! $rt$kekre!$p*t.!Az Eg!szs!g"gyi Vil€gszervezet Eur•pai Irod€j€nak Eg!szs!g 2020!
eg$szs$gpolitikai!keretprogramja!$s!strat$gi ja!az! ltal nos!$s!a!konkr$t!c$lkit%z$sek!szintj$n!olyan!$rt$keket!
$s!feladatokat!fogalmaz!meg,!mellyel!az!Eur"pai!R$gi"!mind!az!53!tagorsz ga,!k&zt'k!haz nk,!korm nyzata!
azonosult.!Az!Eg$szs$g!2424,!s!*gy!az!ennek!nemzeti!adapt ci"j ra!v llalkoz"!NNP! ltal nos!c$lkit%z$se,!hogy!
minden!ember!kapjon! felk$sz*t$st!arra!$s! t mogat st!ahhoz,!hogy!el$rje!$s! fenntartsa!a! lehet(s$g!szerinti!
legjobb!eg$szs$gi! llapotot!$s!j"ll$tet.!A!lakoss g!eg$szs$gi! llapot nak!$s!j"ll$t$nek!jav*t s hoz!elengedhe-
tetlen!a!m$lt nytalan!eg$szs$gegyenl(tlens$gek!cs&kkent$se,!a!n$peg$szs$g'gyi!szolg ltat sok!meger(s*t$-
se!$s!olyan!lakoss gk&zpont#!eg$szs$g'gyi!rendszerek!m%k&dtet$se,!melyek!magas!min(s$g%!szolg ltat sai!
mindenki!sz m ra!sz'ks$gletei!szerint!egyform n!el$rhet(k!$s!fenntarthat"k.!Ezen!c$lkit%z$sek!megval"s*t -
sa!&sszkorm nyzati!elk&telezetts$get,!#n.!eg•szs•gbar€t korm€nyzati politik€t!ig$nyel.
Az!Eg$szs$g!2424!program!megval"sul s t!nagym$rt$kben!seg*ti!az!a!legmagasabb!szint%!nemzetk&zi!k&te-
lezetts$gv llal s!a!fenntarthat"!fejl(d$s!$rdek$ben,!mely!az!ENSZ Agenda 2030!keretrendszerben!ker'lt!meg-
fogalmaz sra,!s!2415-ben!193!tag llama,!k&zt'k!Magyarorsz g,! ltal!egyhang#!elfogad sra.!A!dokumentum!
a!17!fenntarthat"!fejl(d$si!c$l!k&z&tt!egy$rtelm%en!neves*ti!az!eg$szs$get!$s!j"ll$tet,!az!eg$szs$ges!$let!lehe-
t(s$g$nek!biztos*t s t!mindenki!sz m ra,!minden!koroszt lyban.!A! fenntarthat"! fejl(d$si!c$lok!m&g&tt!az!
Eg$szs$g!2424!egyenl(tlens$gek!cs&kkent$s$t!c$lz"!alapkoncepci"ja!¹ne!hagyjunk!senkit!lemaradniº!elvk$nt!
fogalmaz"dik!meg.
Az!NNP!a!k$t!alapvet(!strat$giai!dokumentummal,!valamint!a!Nemzeti Er#forr€s Miniszt!rium Semmelweis 
Terv!vel!$s!az!EMMI Eg!szs!ges Magyarorsz€g 2014±2020 Eg!szs!g"gyi $gazati Strat!gi€j€val!&sszhangban!
f(!tev$kenys$gi!ter'letekk$nt!az!al bbiakat!jel&li!meg,!$s!ezekhez!rendel!programblokkokat:

±!Az!eg$szs$gi!  llapot! jav*t s ra! t&rekedni!kell!a! teljes!$lettartamon!  t!$s!az!eg$szs$ges!$let!
v laszt s ra!az!embereket!alkalmass !kell!tenni!±!¹Eg$szs$g!egy!$leten! tº.!

±!T&rekedni!kell!a!f(!eg$szs$gprobl$m k!lek'zd$s$re,!a!betegs$gek!megel(z$s$re!±!¹A!betegs$g-
teher!m$rs$kl$seº.!

±!Meg!kell!er(s*teni!a!k&z&ss$gi!orient ci"j#!eg$szs$g'gyi!ell t"rendszereket,!a!v$szhelyzetekre!
val"!felk$sz'lts$get,!$s!seg*teni!kell!a!probl$m k!megfelel(!kezel$s$re!k$sz!k&z&ss$gek!$s!t mo-
gat"!k&rnyezet!l$trej&tt$t!±!¹Eg$szs$get!t mogat"!k&rnyezet!kialak*t sa!$s!a!k&z&ss$gi!orient -
ci"j#!ell t"rendszerek!fejleszt$seº.

±!A!n$peg$szs$g'gyi!szolg ltat sokat,!az!eg$szs$gi! llapot!$s!az!azt!befoly sol"!t$nyez(k!moni-
toring!rendszer$t!fejleszteni,!s!az!eg$szs$ghat s-vizsg latokat!int$zm$nyes*teni!kell.!

Az!ENSZ!fenntarthat"!fejl(d$si!c$ljainak,!az!Eg$szs$g!2424!$s!a!magyar!eg$szs$gstrat$giai!dokumentumok!
alapvet(!c$lkit%z$seinek!szinergizmusa!a!Nemzeti!N$peg$szs$g'gyi!Program!megval"s*t s hoz!is!egyed'l l-
l"!felt$telrendszert!teremt.
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Bevezet!s

R g!ismert,!"ltal"nosan!elfogadott!t ny,!hogy!egy!orsz"g!lakoss"g"nak!eg szs gi!"llapot"t!a!t"rsadalmi-gaz-
das"gi!t nyez#k!±!k$zvetlen! s!k$zvetett!%ton!±!jelent#s!m rt kben!befoly"solj"k.!A!sz&let skor!v"rhat'!"tla-
gos! lettartam! s!az!egy!f#re!jut'!nemzeti!$sszterm k! rt ke!k$z$tti!f&ggv nykapcsolat!az!eg szs g-gazda-
s"gtan!alapvet#! felismer se.!Az!eg szs g!  s!a!gazdas"g!kapcsolata!nem!egyir"ny%.!Nemcsak!a!gazdas"gi!
t nyez#k!s%lya!jelent#s!egy!orsz"g!lakoss"g"nak!eg szs gi!"llapot"t!meghat"roz'!t nyez#k!sor"ban,!de!a!lakos-
s"g!eg szs gi!"llapota!is!meghat"roz'!befoly"ssal!van!egy!adott!orsz"g!gazdas"gi!teljes(tm ny re:!a!hum"n-!
er#forr"s!versenyk pess ge!ugyanis!alapvet#en!±!a!lakoss"g!iskol"zotts"gi!szintje!mellett!±!eg szs gi!"llapo-
t"nak!f&ggv nye.!Bloom! s!mtsainak!2001-ben!k$zreadott,!104!orsz"gra!kiterjed#!elemz se!igazolta,!hogy!
a!v"rhat'! lettartam!1! vvel!val'!meghosszabb(t"sa!a!GDP!4)-os!n$veked s t!eredm nyezi.!A!makrogazda-
s"g! s!az!eg szs g!viszony"nak!meg(t l se!ter n!*kiemelten!a!k$z p-eur'pai! s!k$z p-"zsiai!orsz"gokban+!
paradigmav"lt"st!s&rgettek:!az!eg szs g!nem!egyszer/en!a!gazdas"gi!fejl#d s!k$vetkezm nye,!hanem!a!gaz-
das"gi!fejl#d s!kulcst nyez#je,! s!ez rt!nem!hangs%lyozhat'!el gg ,!hogy!a!nemzeti!fejleszt si!strat gi"kban!
a!lakoss"g!eg szs gi!"llapot"nak!jav(t"sa!kiemelt!hangs%lyt!kell,!hogy!kapjon.
Haz"nk!j$v#je!gazdas"gi!versenyk pess g nek,! s!(gy!a!lakoss"g!eg szs gi!"llapot"nak!f&ggv nye.!Nemzeti!
sorsk rd s!teh"t,!hogy!a!lakoss"g!eg szs gi!"llapot"nak!jav(t"sa!alapvet#!strat giai!c lkit/z sk nt! jelenjen!
meg!%gy!a!tudom"ny-,!mint!az!eg szs gpolitika!szintj n,! s!az!egym"st!k$vet#!korm"nyok!az!eg szs gorien-
t"lt!d$nt s-el#k sz(t st! s!d$nt shoz"st!alapvet#!k$teless g&knek!tekints k! s!gyakorlatk nt! rv nyes(ts k.
A!lakoss"g!eg szs gi!"llapota! s!a!t"rsadalom!fenntarthat'!fejl#d se!sz"mos!ponton! rintkez st!mutat.!Az!
eg szs gbe!val'!befektet s!t"mogatja!a!t"rsadalmi,!gazdas"gi! s!k$rnyezeti!fenntarthat's"got,!mik$zben!az!
eg szs ges!k$rnyezetbe!val'!befektet s!fenntarthat'!n$veked ssel,!biztons"gos!t"rsadalommal!t"mogatja!
az!egy nek,!a!csal"dok! s!a!k$z$ss gek!eg szs g t! s!j'll t t.
Az!Eg szs g&gyi!Vil"gszervezet!*WHO+!Health!Evidence!Network!szint zis!jelent s ben!vizsg"lta!az!eg szs g-
be!t$rt n#!befektet sek!t"rsadalmi!megt r&l s t.!A!tudom"nyos!evidenci"k!alapj"n!az!al"bbi!h"rom!k$vet-
keztet s!vonhat'!le:

±!a!jelenlegi!befektet si!politik"k! s!gyakorlatok!*szok"sos!&zleti!tev kenys g+!nem!fenntartha-
t'k,!mivel!magas!k$lts gekkel!j"r!az!egy nek,!a!csal"dok,!a!k$z$ss gek,!a!t"rsadalom,!a!gazda-
s"g,!de!a!glob"lis!vil"g!sz"m"ra!is,

±!a!n peg szs g&gyi!politik"kba!val'!befektet s!hat kony,!eredm nyes! s!innovat(v!megold"so-
kat!k(n"l,!amelyeket! rt kek! s!bizony(t kok!hat"roznak!meg,! s!$szt$nzik!a!t"rsadalmi,!gazda-
s"gi! s!k$rnyezeti!fenntarthat's"got,

±!az!eg szs gre! s!a!j'll tre!ir"nyul'!beruh"z"s!a!fenntarthat'!fejl#d s!mozgat'rug'ja,! s!k pes-
s !teszi!az!embereket!arra,!hogy!el rj k!a!lehet#!legkedvez#bb!eg szs gi!"llapotot.

H"rom!%tvonalat!azonos(tottak,!amelyeken!kereszt&l!az!eg szs g&gyi! s!j'll ti!befektet sek!$szt$nzik!*k$z-
vetlen&l!az!eg szs g&gyi!szektoron!kereszt&l+,! s!lehet#v !teszik!*k$zvetetten!m"s!"gazatokon!kereszt&l+!a!fenn-
tarthat'!fejl#d st:

± az eg•szs•g •s biztons€g !tvonal!a!v"rhat'! lettartam!n$vel s vel,!az! letmin#s g!jav(t"s"val,!az!
emberi! t#ke! fejleszt s vel,!a!munka! termel kenys g nek!  s!aktivit"s"nak!n$vel s vel,!vala-
mint!a!nemzeti! s!glob"lis!eg szs gbiztons"g!megteremt s vel,

± a szoci€lis •s a m•lt€nyoss€gi !tvonal a!t"rsadalmi!csoportok! s!nemek!k$z$tti!egyenl#tlens -
gek!m rs kl s vel,!a!t"rsadalmi!t#ke!er#s(t s vel,!a!politikai!stabilit"s!megteremt s vel,!vala-
mint!a!n#k,!a!3atalok! s!a!legszeg nyebbek!foglalkoztat"si!es lyegyenl#s g nek!el r s vel,

± a gazdas€gi •s innov€ci"s !tvonal!a!k$zvetlen,!k$zvetett! s!induk"lt!gazdas"gi!hat"sok!r v n,!
mint!p ld"ul!a!foglalkoztat"s! s!a!megfelel#!munkahelyek!biztos(t"s"val,!k szs gek!fejleszt -
s vel,! infrastrukt%ra! l trehoz"s"val,!eszk$z$k!  s! technol'gi"k!beszerz s vel,! kommunik"ci',!
logisztika,!induk"lt!ad'-! s!t"rsadalombiztos(t"si!hozz"j"rul"sok!biztos(t"s"val,!versenyk pes!
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eg szs g!gyi"szolg#ltat#sok"l trehoz#s#val" s"a"technol$giai"%j&t#sokkal,"amelyek"a"fenntart-
hat$"termel st" s"fogyaszt#st"'szt'nzik.

Fentiek"alapj#n"a"WHO"Eur$pai"Region#lis"Bizotts#ga"az"al#bbi"12"n peg szs g!gyi"politikai"priorit#st"fogal-
mazta"meg"a"n peg szs g!gy" rt kteremt s vel"kapcsolatban:

±"foglalkozni"kell"az"eg szs g"t#rsadalmi,"gazdas#gi" s"k'rnyezeti"meghat#roz$ival"ar#nyos,"uni-
verz#lis"megk'zel&t sben,

±"biztos&tani"kell"a"nemek"k'z'tti"egyenl(s get,"a"n(k"jogait" s"a"felel(ss gv#llal#st,"valamint"az"
er(szak" s"a"vissza l sek"kezel s t,

±"a"legjobb" letkezd si"felt teleket"kell"biztos&tani:"egy"gyermeket"sem"hagyhatunk"mag#ra,
±"gondoskodni"kell"a"korai" s"i)%s#gi"oktat#sr$l,"az"eg szs gtudatoss#gr$l" s"a"megfelel("foglal-

koztat#sr$l,
±"biztos&tani"kell"az"eg szs ges" s"akt&v"'reged st,
±"m rs kelni"kell"a"doh#nyz#st,"az"alkoholfogyaszt#st,"az"elh&z#st,"az"eg szs gtelen"t#pl#lkoz#st"

 s"a"*zikai"inaktivit#st,
±"kiemelt"*gyelmet"kell"ford&tani"a"nem"fert(z(" s"a"fert(z("betegs gek"megel(z s re,
±"biztos&tani"kell"az"univerz#lis"eg szs g!gyi"ell#t#st" s"minimaliz#lni"kell"a"beteg"#ltal"k'zvetle-

n!l"*zetend("k'lts geket,
±"a"n peg szs g!gyi"rendszer,"kapacit#sok" s"szolg#ltat#sok"meger(s&t se,"a"nemzeti" s"glob#lis"

eg szs gbiztons#g"megteremt se,
±"az"eg szs g!gyi"munkaer("strukt%r#j#nak"#talak&t#sa,"b(v&t se" s"optimaliz#l#sa,
±"eg szs ges" s"eg szs gmeg(rz("helyek,"k'rnyezet" s"rugalmas"k'z'ss gek"l trehoz#sa,"bele-

 rtve"a"fenntarthat$"term szeti" s"v#rosi"k'rnyezetet,
±"z'ld" s"k'rk'r's"gazdas#g"biztos&t#sa"+hullad k" s"negat&v"hat#sok"minimaliz#l#sa/"fenntartha-

t$"termel ssel,"fogyaszt#ssal" s"beszerz ssel,
±"az"eg szs gi"#llapot"jav&t#s#t"c lz$"komplex"n peg szs g!gyi"intervenci$k"tudom#nyos"evi-

denci#kkal"al#t#masztottan"megfelel("megt r!l st"biztos&tanak"a"forr#sok"felhaszn#l#sa"tekin-
tet ben;"az"eg szs gbe,"illetve"eg szs g!gybe"eszk'z'lt"befektet sek"a"fenntarthat$"t#rsadal-
mi-gazdas#gi"fejl(d s"alapjait"er(s&tik.

Demogr•€ai helyzet

A"vil#g"fejlett"orsz#gait"+k'zt!k"mint"OECD"tagorsz#got,"haz#nkat"is/"jellemz("demogr#*ai"trendet"±"b#r"orsz#-
gonk nt"elt r("m rt kben"±"a"folyamatosan"n'vekv("sz!let skor"v#rhat$"#tlagos" lettartam" s"cs'kken("ter-
m kenys gi"mutat$k"hat#rozz#k"meg,"melyek"k'vetkezt ben"ezen"orsz#gok"lakoss#g#t"egy'ntet0en"az"el#re-
ged•s," s"±"abban"az"esetben,"ha"a"hal#loz#sok"sz#ma"meghaladja"a"sz!let sek"sz#m#t"±"a"term•szetes fogy€s"
jellemzi."Az"OECD"orsz#gokban"a"65" ven"fel!liek"ar#nya"1963-ban"m g"a"94-ot"sem" rte"el,"de"2315-ben"m#r"
174"volt," s"a"n'veked s"m rt k t"el(rejelz("trendanal&zisek"2353-re"m#r"284-ot"prognosztiz#lnak."Az"OECD"
legfrissebb"el(rejelz se"szerint"a"fejlett"orsz#gok"lakoss#g#nak"el'reged se"egyre"ink#bb"a"83" ven"fel!li"lakos-
s#g"ar#ny#nak"dr#mai"n'veked s ben"nyilv#nul"meg;"ez"a"napjainkban"54-hoz"k'zel&t("ar#ny"2353-re"meg"
fogja"haladni"a"134-ot."
Haz#nkban"a"hal#loz#sok"sz#ma"1981"$ta"meghaladja"a"sz!let sek"sz#m#t,"az$ta"az"orsz#g"helyzet t"a"term -
szetes"fogy#s"jellemzi,"ami"2333"$ta" vi"<1"333±=2"333"k'z'tti"n pess gsz#m-cs'kken sben"nyilv#nul"meg."
>sszess g ben"meg#llap&that$,"hogy"1981"$ta"napjainkig"t'bb"mint"1"333"333-val"lett!nk"kevesebben."A"n pes-
s gfogy#st"haz#nkban"is"a"lakoss#g"korstrukt%r#j#nak"v#ltoz#sa"k&s ri,"198<"$ta"a"65" ven"fel!li"lakoss#g"ar#-
nya"egyre"n'vekszik,"az"ezredfordul$n"jellemz("154-r$l"2315-re"184-ra"n'vekedett.
Egy"orsz#g"lakoss#g#nak"eg szs gi"#llapota"els("megk'zel&t sben"a"korai"±"azaz"a"65." let v"bet'lt se"el(tt"
bek'vetkezett"±"hal#loz#sok"m rt k vel" s"hal#loki"strukt%r#j#val"jellemezhet(."A"korai"hal#loz#son"bel!l"saj#-
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tos kateg!ria az els" #let#v sor$n bek%vetkez" hal$loz$sok %sszess#g#t mag$ban foglal! csecsem"hal$loz$s, 
mely alapvet"en nem a lakoss$g eg#szs#gi $llapot$t, hanem az eg#szs#g&gyi ell$t$s sz'nvonal$t t&kr%zi. A cse-
csem•hal€loz€s alakul$s$t haz$nkban 1970 !ta folyamatosan cs%kken" trend jellemzi, 1997-ben 10½ al$ cs%k-
kent, 2015-ben 4,2½-nek bizonyult. Az elm(lt #vtizedek kedvez" trendje el#gedetts#gre azonban nem adhat 
okot, hisz elmarad$sunk nemcsak az e t#ren vezet" eur!pai orsz$gok mutat!it!l, de az OECD $tlagt!l is jelen-
t"s. A csecsem"hal$loz$st!l eltekintve a 0±64 !ves koroszt€ly hal€loz€sa (az "n. korai hal€loz€s) d%nt" m!don 
az eg#szs#gi $llapotot befoly$sol! kock$zati t#nyez"k, ill. azok #rv#nyes&l#s#nek m#rt#ke $ltal meghat$ro-
zott, ez#rt ± valamint a s(lyozottan #rv#nyes&l" t$rsadalmi teher miatt ± a n#peg#szs#g&gyi szakirodalom 
jellemz" m!don e koroszt$ly hal$loz$s$t elemzi kiemelten. 
Haz$nkban a 0±64 #ves lakoss$g hal$loz$sa az 1970-es #vek elej#n az EU15-tagorsz$gok hal$loz$si $tlag$t alig 
haladta meg mind a f#r)ak, mind a n"k eset#ben; csak az #vtized k%zep#n kezd"d%tt el a f#r)ak hal$loz$s$ban 
az a p#ld$tlan meredeks#g* n%veked#s, amely 1993-ban tet"z%tt. Ez a n%veked#s p$rhuzamosan zajlott az EU15- 
tagorsz$gok korai hal$loz$si mutat!inak t%retlen javul$s$val, #s 'gy elszakad$sunk az EU15 $tlagt!l egyre 
m#ly&lt. 1993 !ta a korai hal$loz$s alakul$s$t egy#rtelm* cs%kken" trend jellemzi, de ez a cs%kken#s nem el#g 
er"teljes ahhoz, hogy a korai hal$loz$s relat'v kock$zat$t jelz" hazai $tlag/EU15 $tlag viszonysz$m #rt#k#t 
#rdemben befoly$solja. A korai hal$loz$s relat'v kock$zata a kering#si rendszer betegs#gei miatt mintegy 3 #s 
f#lszerese az EU15-orsz$gok lakoss$ga $tlag$nak, m'g a daganatos betegs#gek eset#ben a kock$zat $tlagosan 
k#tszeres. 
A korai hal$loz$s m#rt#k#nek cs%kkent#s#re ir$nyul! intervenci!k tervez#se szempontj$b!l d%nt" fontoss$-
g( a hal€loki strukt"ra ismerete. A magyar feln"tt lakoss$g korai hal$loz$s$nak strukt(r$j$t a n"k eset#ben a rossz-
indulat" daganatos betegs!gek er"s +47,58:, m'g a f#r)ak eset#ben viszonylag m#rs#kelt +35,<8: dominanci$-
ja jellemzi, a sz#v-!rrendszeri betegs!gek a n"k eset#ben 24,38-os, a f#r)ak eset#ben 31,98-os korai hal$loki 
reprezent$ci!ja mellett. E k#t f" hal$loki kateg!ria mellett igen jelent"s az em#szt"rendszeri betegs#gek +f#r)-
ak eset#ben 9,68, n"k eset#ben 7,58: #s a k&ls" okok +f#r)ak eset#ben 11,58, n"k eset#ben 6,48: s(lya. 
A 90-es #vek eleje !ta a f" hal$loki kateg!ri$kban jellemz"en, mindk#t nem eset#ben, cs%kken" trend #szlel-
het", kiv#telt k#pez a daganatos betegs#gek okozta hal$loz$s alakul$sa, mely a n"k eset#ben #rdemi cs%kke-
n#st napjainkig nem mutatott, #s a f#r)ak eset#ben sem #ri el a cs%kken#s m#rt#ke a 208-ot. Mindk#t nem 
eset#ben a daganatos betegs#gek okozta korai hal$loz$sban a t&d"r$k okozta hal$loz$s vezet, amelyet f#r)ak 
eset#ben az ajak, sz$j&reg, garat #s a vastagb#l, v#gb#l daganatos betegs#gei okozta hal$loz$s, m'g n"k ese-
t#ben az eml" #s a vastagb#l, v#gb#l daganatai okozta hal$loz$s k%vet. A korai hal$loz$s relat'v kock$zata daga-
natt'pusonk#nt elt#r" m#rt#kben ugyan, de valamennyi eset#ben l#nyegesen kedvez"tlenebb az EU15-orsz$-
gok $tlag$n$l= t%bb mint 2 #s f#lszeres a t&d"r$k, a sz$j&regi daganatok miatt mindk#t nem, valamint f#r)ak 
eset#ben a vastagb#l #s v#gb#l daganatai, n"k eset#ben a m#hnyakr$k miatt. 
A magyar f#r)ak #s n"k korai hal$loz$s$t jellemz" mutat!k m%g%tt jelent"s t#rs#gi egyenl"tlens#gek h(z!dnak meg. 
Az Orsz$gos K%zeg#szs#g&gyi Int#zet legut!bbi +2016: Eg#szs#gjelent#se szerint a j$r$sok szintj#n elv#gzett 
hal$loz$si elemz#s sor$n nyert legmagasabb hal$loz$si #rt#k a legalacsonyabb #rt#k mintegy hatszorosa a kerin-
g#si rendszer betegs#gei okozta korai hal$loz$s eset#n, de t%bb mint k#t #s f#lszeres a rosszindulat( daganatos 
betegs#gek okozta korai hal$loz$s eset#n is.

Epidemiol"giai helyzet 

B$r a legut!bbi eg#szs#gfelm#r#s +2014: kapcs$n a feln"tt lakoss$g t%bb mint 608-a j!nak vagy nagyon j!nak 
min"s'tette eg#szs#gi $llapot$t, nem hagyhat! )gyelmen k'v&l az a t#ny, hogy a 20±64 #ves lakoss$g k%zel 
708-a centr$lisan elh'zott, k%zel 508-$nak magas a v#rnyom$sa. A cukorbetegs#g kock$zat$t vagy fenn$ll$-
s$t jelz" emelkedett #homi v#rcukorszint a lakoss$g t%bb mint 158-a, m'g az #relmeszesed#s kock$zat$t jelz" 
cs%kkent HDL-koleszterin-szint 368-a eset#ben $llap'that! meg. Az $ltal$nos lakoss$gra meg$llap'tott el"for-
dul$si gyakoris$gn$l mind az emelkedett #homi v#rcukorszint, mint a cs%kkent HDL-koleszterin-szint l#nyege-
sen gyakrabban fordul el" a magyar cig$nys$g k%r#ben +278 #s 548:. 
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A!magyar!t"rsadalmat! s!csal"dokat!s%jt'!betegs gteher!szempontj"b'l!a!sz(v- rrendszeri!betegs gek,!a!daga-
natos!betegs gek,!az!em szt#rendszeri! s!az!anyagcsere-betegs gek!jelent#s ge!k$zismert.!K$z$tt&k!a!magas 
v•rnyom€s! s!a!cukorbetegs•g!s%lya!kiemelked#.!A!magas!v rnyom"s!el#fordul"si!gyakoris"ga!a!H"ziorvosi!
Morbidit"si!Adatgy/jt si!Program!adatszolg"ltat"s"ban!r szt!vev#!megy kben!m"r!az!55±64! ves!korcsoport-
ban!f r3ak!eset ben!85±50),!n#k!eset ben!pedig!42±62)!k$z$tt,! s!az!id#sebb!korcsoportokban!f r3ak!ese-
t ben!50±90),!n#k!eset ben!pedig!60±;0)!k$z$tt!van.!A!cukorbetegs g!gyakoris"ga!szint n!sz les!tarto-
m"nyban!vari"l'dik,!az!55±64! ves!korcsoportban!f r3ak! s!n#k!eset ben!egyar"nt!10±16)!k$z$tt!van,!a!65!
 ven!fel&li!lakoss"g!k$r ben!jellemz#en!meghaladja!a!15)-ot.!Egy!kor"bban!elv gzett!%n.!rejtett!morbidit"s!
vizsg"lat!eredm nyei!szerint!ezek!a!gyakoris"g rt kek!nem!eg szen!mutatj"k!a!probl ma!s%ly"t,!mert!val'-
sz(n/s(thet#,!hogy!minden!negyedik!magasv rnyom"s-! s!minden!harmadik!cukorbetegs g!csak!k s#i,!sz$-
v#dm nyes!st"diumban!ker&l!felismer sre.!
A!2014.! vi!Eur'pai!Lakoss"gi!Eg szs gfelm r s!*ELEF!2014+!jelent s b#l!a!magyar!lakoss"g!k$r ben!az!eg sz-
s gi!"llapotot!negat(van!befoly"sol'!t nyez#k!el#fordul"si!gyakoris"gai!k$z&l!kiemelend#,!hogy!a!lakoss"g!
k$zel!harmada!*2;)+!doh"nyzik,! s!t$bb!mint!huszada!*5,4)+!$nbevall"s!alapj"n!is!nagyiv'nak!min#s(thet#,!
k tharmada!*67)+!nem!sportol!m g!napi!10!percet!sem.
<sszess g ben!meg"llap(that',!hogy!a!magyar!lakoss"g!eset ben!azonos(that'!n peg szs g&gyi!probl m"k,!
b"r! a! mutat'k!  rt k nek! alakul"s"t! tekintve! orsz"gspeci3kusak,! jelleg&ket! tekintve! nem! k&l$nb$znek! az!
Eg szs g&gyi!Vil"gszervezet!Eur'pai!R gi'j"ban!azonos(tott!probl m"kt'l,!melyekre!koncepcion"lis!v"laszt!
a!2012!szeptember ben!haz"nk!"ltal!is!elfogadott!Eg•szs•g 2020!eur'pai!eg szs gpolitikai!keretprogram! s!
strat gia!ad.!
Az!Eg szs g!2020!az!"ltal"nos! s!a!konkr t!c lkit/z sek!szintj n,!majd!a!kit&ntetett!jelent#s g/!tev kenys gi!
ter&letek!azonos(t"sa!kapcs"n!is!olyan! rt keket! s!feladatokat!fogalmaz!meg,!amellyel!az!Eur'pai!R gi'!mind!
az!58!tagorsz"ga!azonosult,! s!igyekszik!nemzeti!eg szs gpolitik"j"t!az!Eg szs g!2020!szellemis g vel!$ssz-
hangban!megalkotni.!
Az Eg•szs•g 2020 !ltal!nos c•lkit"z•se,  hogy minden ember kapjon felk•sz!t•st arra •s t"mogat"st ahhoz, 
hogy el•rje •s fenntartsa a lehet#s•g szerinti legjobb eg•szs•gi "llapotot •s j$ll•tet, •s az adott orsz"gok 
%n"ll$an •s egy&ttesen arra t%rekszenek, hogy az egyenl#tlens•geket cs%kkents•k. A lakoss"g eg•szs•gi 
"llapot"nak •s j$ll•t•nek jav!t"s"hoz elengedhetetl en az eg•szs•gegyenl#tlens•gek cs%kkent•se, a n•p- 
eg•szs•g&gyi szolg"ltat"sok meger#s!t•se •s olyan lakoss"gk%zpont' eg•szs•g&gyi rendszerek m(k%d-
tet•se, melyek magas min#s•g( szolg"ltat"sai mindenki sz"m"ra sz&ks•gletei szerint egyform"n el•rhe-
t#ek •s fenntarthat$ak. 
Az!Eg szs g!2020!hangs%lyozza,!hogy!ezen!c lkit/z sek!megval's(t"sa!$sszkorm"nyzati!elk$telezetts get,!
%n.!eg•szs•gbar€t korm€nyzati politik€t! ig nyel.!F#! tev kenys gi! ter&letekk nt!a!strat giai!dokumentum!az!
al"bbiakat!jel$li!meg:

±!Az!eg szs gi! "llapot! jav(t"s"ra! t$rekedni!kell!a! teljes!  lettartamon! "t,!  s!erre!az!embereket!
alkalmass"!kell!tenni.!

±!T$rekedni!kell!a!f#!eg szs gprobl m"k!lek&zd s re,!%gy!a!nem!fert#z#,!mint!a!fert#z#!betegs -
gek!megel#z s re.!

±!Meg!kell!er#s(teni!a!k$z$ss gi!orient"ci'j%!eg szs g&gyi!ell"t'rendszereket,!a!n peg szs g-
&gyi!szolg"ltat"sokat,!v szhelyzetekre!val'!felk sz&lts get,!az!eg szs gi!"llapot! s!az!azt!befo-
ly"sol'!t nyez#k!monitoring!rendszer t,! s!a!v"laszk szs get!fejleszteni!kell.

±!A!probl m"k!megfelel#!kezel s re!k sz!k$z$ss gek! s!t"mogat'!k$rnyezet!l trehoz"sa!sz&ks ges.

Az!Eg szs g!2020!program!megval'sul"s"t!nagym rt kben!seg(ti!az!a!legmagasabb!szint/!nemzetk$zi!k$te-
lezetts gv"llal"s!a!fenntarthat'!fejl#d s! rdek ben ,!amely!az!ENSZ Agenda 2030!keretrendszerben!ker&lt!meg-
fogalmaz"sra,! s!2015-ben!1;8!tag"llama!"ltal!egyhang%!elfogad"sra.!A!dokumentum!a!17!fenntarthat'!fejl#-
d si!c l!k$z$tt!*8.!c lk nt+!egy rtelm/en!neves(ti!az!eg szs get! s!j'll tet,!biztos(tva!az!eg szs ges! letet! s!
el#mozd(tva!a!j'll tet!mindenki!sz"m"ra!minden!koroszt"lyban.!T%lz"s!n lk&l!"ll(that',!hogy!a!m"sik!16!c lki-
t/z s!megval's(t"sa! is!egy$ntet/en!az!eg szs gi! "llapot! jav(t"s"nak! ir"ny"ba!hat.!A! fenntarthat'! fejl#d si!
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c lok!m$g$tt!az!Eg szs g!2020!egyenl#tlens gek!cs$kkent s t!c lz'!alapkoncepci'ja!¹ne!hagyjunk!senkit!
lemaradniº!elvk nt!fogalmaz'dik!meg.!Az!ENSZ!fenntarthat'!fejl#d si!c ljainak! s!az!Eg szs g!2020!alapvet#!
c lkit/z seinek!szinergizmusa!egy!Nemzeti!N peg szs g&gyi!Program!megval's(t"s"hoz!is!egyed&l"ll'!felt -
telrendszert!teremt.!

A n!peg!szs!g#gyi tev!kenys!g m$ltja !s jelene haz%nkban

A! lakoss"g! eg szs gi! "llapot"nak! jav(t"sa! ter n! sikeres,! kedvez#!n peg szs g&gyi! mutat'kkal! rendelkez#!
orsz"gok! eg szs gpolitikai! gyakorlat"ban! egys gesen!  rv nyes&l,! hogy! eg szs gfejleszt si,! n peg szs g-
&gyi!tev kenys g&ket!strat gi"k!ment n,!konkr t!n peg szs g&gyi!programok!akci's(t"s"val!val's(tj"k!meg,!
tekintettel!a!n peg szs g&gyi!ciklus!m/k$d s nek!saj"toss"gaira.!Hat kony,!eredm nyes!n peg szs g&gyi!
tev kenys g!akkor!  s! csak!akkor!val'sulhat!meg,!ha!a! lakoss"g!eg szs gi! "llapot"nak! jellemz s vel!  s!az!
eg szs gi!"llapot!v"ltoz"s"nak!monitoroz"s"val!a!probl m"k!rendre!azonos(t"sra!ker&lnek.!A!probl m"k!s%ly"-
nak,!az!%n.!eg szs gterheknek!a!jellemz s re! s!rangsorol"s"ra!nemcsak!az rt!kell,!hogy!sor!ker&lj$n,!mert!a!n p-!
eg szs g&gyi!beavatkoz"sokra! ford(that'! k$lts gvet si! keret!m g!a! leggazdagabb!orsz"gokban! is!mindig!
korl"tozott,! s!(gy!az!eg szs gnyeres g!maximaliz"l"s"hoz!ez!n lk&l$zhetetlen,!hanem!az rt!is,!hogy!a!bizony(-
tottan!hat"sos! s!k$lts ghat kony!n peg szs g&gyi!i ntervenci'k!is!azonos(t"sra! s!alkalmaz"sra!ker&ljenek.!
B"r!az!elm%lt!h"rom-n gy! vtizedben!sz"mos!kezdem nyez s!t$rt nt!n peg szs g&gyi!program!alkot"sra,!
ezek!nem!vezettek!"t&t#!erej/!v"ltoz"sokhoz.!M"r!1;97-ben![1068=1;97.!*XII.!10.+]!minisztertan"csi!hat"rozat!
sz&letett!az!eg szs gmeg#rz s!hossz%!t"v%!t"rsadalmi!programj"r'l,!amely!az!Eg szs g&gyi!Vil"gszervezet!
Ottawai!Kart"j"nak!alap rt keit!jelentette!meg!korm"nyzati!program!szintj n!els#sorban!a!nem!fert#z#!beteg-
s gek!t"rsadalmi!$sszefog"sban!magval'sul'!visszaszor(t"s"ra!f'kusz"lva.!A!hat"rozat!sz&let s t!k$vet#!id#-
szak!ismert!hazai!politikai!t$rt n sei!az!elk sz&lt!feladatterv!megval's(t"s"ra!m"r!es lyt!sem!adtak.!A!rend-
szerv"lt"s! id#szak"ban!  letre!h(vott!>llami!N peg szs g&gyi!  s!Tisztiorvosi!Szolg"lat! t$rv nyben!r$gz(tett!
feladatai!k$z$tt!megjelent!az!eg szs gfejleszt s! s!a!n pbetegs gek!megel#z se,! s!1;;4-ben!elfogad"sra!
ker&lt!az!1080=1;;4.!*IV.!2;.+!Korm.!hat"rozat!a!hossz%!t"v%!eg szs gfejleszt si!politika!alapelveir#l!is,!de!a!prog-
ramban! neves(tett! nemzeti! c lok!  s! feladatok! megval's(t"sa! a! gazdas"gilag! egyre! ink"bb! destabiliz"l'd'!
Magyarorsz"gon!el!sem!kezd#dhetett.!Az!ezredfordul't!k$vet#en!az!1066=2001.!*VII.!10.+!Korm.!hat"rozat!a!2001±!
2010.!  vekre!sz'l'!Eg szs ges!Nemzet rt!N peg szs g&gyi!Program!alapelveir#l!egy!%j!n peg szs g&gyi!
program!ind(t"s"t!jelentette,!melynek!l"that'! s!fennmaradt!eredm nye!az!eml#sz/r si!program!elind(t"sa,!
illetve!az!ehhez!sz&ks ges!sz/r#h"l'zat!ki p(t se.!A!2002.! vi!korm"nyv"lt"st!ez!a!program!alapvet#en!t%l lte,!
hisz!b"r!a!46=2008.!*IV.!16.+!OGY!hat"rozat!az!Eg szs g!?vtized nek!Johan!B la!Nemzeti!Programj"r'l!cselek-
v si!programj"ban!hangs%lyeltol'd"sokat!hajtott!v gre,!a!k t!program!k$z$tt!a!folytat'lagoss"gi!kapcsolat!
egy rtelm/en!megmaradt.!A!Program!a!n peg szs g&gyi!programok!saj"tosan!magyar!%tj"t!j"rva!innovat(v!
 s!sikeres!kezdem nyez seket!k$vet#en!korm"nyzati!t"mogat"s! s!3nansz(roz"s!n lk&l!maradt.!B"r!a!Program!
2018!"prilis"ig!jogilag! rv nyben!volt,!a!Semmelweis!Terv!2011-ben!%j,!¹paradigmav"lt'º!programot!(g rt,!mely-
nek! keret ben! sor! ker&l! a! n peg szs g&gyi! int zm nyrendszer! meg%j(t"s"ra,! a! fenntarthat'! 3nansz(roz"s!
megteremt s re,! s!amely!az!eg szs g&gyi!ell"t'rendszeren!t%l!is!mozg's(tani!k pes!forr"sokat.!Ugyan!a!ter-
vezetnek!megfelel#en!2018-t'l!%j!n peg szs g&gyi!program!nem!k sz&lt,!de!megsz&letett!az!¹Eg szs ges!
Magyarorsz"g!2014±2020!Eg szs g&gyi!>gazati!Strat giaº,!melyet!az!108;=2015.! *II.!10.+!korm"nyhat"rozat!
hagyott! j'v".!Ez!a!strat giai!dokumentum!kil"t"sba!helyezte!¹%j!N peg szs g&gyi!Program!megalkot"s"tº,!
¹mely!a!n peg szs g&gyi!strat giai!c lok! s!az!el r s hez!sz&ks ges!cselekv sek! s!er#forr"sok!kereteit!fogja!
megadniº,!mely!a!jelen!Program!kapcs"n!val'sul!meg.
!
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Anya- •s gyermekeg•szs•g€gyi ell•t•s fejleszt•se

Helyzetelemz•s

Az!Eg szs g&gyi!Vil"gszervezet!*WHO+!meg"llap(t"sa!szerint!a!gyermekek!eg szs ges!fejl#d s nek!t"moga-
t"sa!a!ma!befektet se!a!holnap!t"rsadalm"ba,!a!j$v#!t"rsadalmi! s!gazdas"gi!fejl#d s nek!z"loga.!A!gyerme-
kek!j'!eg szs gi!"llapot"nak!biztos(t"sa!a!fogamz"st'l!a!serd&l#korig!terjed#!szakmai! s!t"rsadalmi!feladat.
A!gyermekv"llal"s!ter&let n!kedvez#tlen!tendenci"k! rv nyes&ltek!az!ut'bbi!id#ben.!Az!!lvesz"let!sek sz€ma!
folyamatosan!cs$kkent,! s!az!elm%lt! vekben!igen!alacsony!szinten!stagn"lt!*2016-ban!;5!861! lvesz&let s+.!A!teljes!
term kenys gi!ar"nysz"m!igen!alacsony,!a!2011.! vi!m lypont!*1,81+!ut"n!emelked#!tendenci"t!mutatott!*2016-
ban!1,4;+,!de!jelent#s!ter&leti!k&l$nbs gek!vannak!a!magasabb!*?szak-Magyarorsz"g@!?szak-Alf$ld+! s!az!alacso-
nyabb!*K$z p-Magyarorsz"g+! rt kkel!jellemezhet#!r gi'k!k$z$tt.!A!javul'!tendencia!ellen re!az!EU-tag"lla-
mok!k$z$tt!haz"nk!a!21.!helyen!"ll.!A!n#k!gyermekv"llal"si! letkora!kitol'dott,!ezzel!besz/k&lt!a!propagat(v!
 lettartam@!a!magasabb! iskolai!v gzetts g/!any"k!"ltal"ban!kevesebb!gyermeket!v"llalnak.!N$vekedett!az!
 lett"rsi!kapcsolatokban!v"llalt!gyermekek!ar"nya!*2014-ben!49)+,!az!1000! lvesz&let sre!jut'!m/vi!terhes-
s gmegszak(t"sok!sz"ma!*400+!k tszerese!az!EU!"tlagnak.
Az!alacsony!gyermeksz&let si!adatok!mellett!tov"bbi!probl m"t!jelent!a!vesz!lyeztetett terhess!gek !s a kora-
sz"l!sek!magas!ar"nya.!A!korasz&l sek!ar"nya!az!ut'bbi! vekben!n$vekedett!*2018-ban!;,0)+,!az!alacsony!
testt$meggel!*C2500!g+!sz&letett!%jsz&l$ttek!ar"nya!az!1;;0-es! vekt#l!stagn"l,! s! rt ke!*9-;)+!az!egyik!leg-
rosszabb!az!EU!tag"llamai!k$z$tt.!A!korasz&l sek!ar"nya!k&l$n$sen!a!h"tr"nyos!helyzet/!lakoss"gcsoportok!
k$r ben!kedvez#tlen.
A!csecsem#haland•s€g!az!ut'bbi! vekben!jelent#sen!javult,! s!2015-ben!el rte!az!EU!"tlag"t!4,2½-kel.!Az!
orsz"gon!bel&l!azonban!jelent#s!ter&leti!egyenl#tlens g!3gyelhet#!meg,!mely!els#sorban!a!magasabb!kora-
sz&l si!ar"nnyal!mutat!$sszef&gg st.!
A!0±5 !ves kor% gyermekek!haland's"gi!mutat'i! jelent#sen!javultak!haz"nkban,!azonban!az!5! ven!aluliak!
1000! lvesz&let sre!jut'!hal"loz"sa!*6,5+!l nyegesen!meghaladja!az!EU-orsz"gok!"tlag"t!*5,2+.!Az!ut'bbi!id#-
ben!m"r!ebben!az! letkorban!is!n$vekszik!a!hal"loz"s,!az!elhanyagol"s! s!a!gyilkoss"gok!sz"ma.!Az!1±4! ves!
gyermekek!hal"loz"s"nak!k$zel!egyharmada!balesetek!  s!gyermekb"ntalmaz"s!k$vetkezm nye.!2010-ben!
1;1!ezer!vesz lyeztetett!gyermeket!tartottak!nyilv"n!az!OGYEI!adatai!szerint.!Ezek!k$z$tt!ezres!nagys"grend-
ben!vannak!3zikailag,!  rzelmileg! s=vagy!szexu"lisan!b"ntalmazott,!  s! t(zezres!nagys"grendben! rzelmileg!
 s=vagy!3zikailag!elhanyagolt!gyermekek.!Ez!azonban!csak!a!j ghegy!cs%cs"t!mutatja:!haz"nkban!egy!felt"rt!
esetre!szak rt#i!becsl sek!szerint!25!rejtett!eset!jut.!A!100!000!0±14 !ves gyermekre!jut'!gyermekb"ntalmaz"s,!
elhanyagol"s! miatti! hal"lesetek! vonatkoz"s"ban! az! OEQD-orsz"gok! rangsor"ban! a! 4.! legrosszabb! helyen!
"llunk,!mely!a!jelenlegi!jelz#rendszer!nem!megfelel#!m/k$d s re!utal.!
A!gyermekeket! rint#,! letkorhoz!k$t$tt!k$telez#!v d#olt"si!rendszer!"tgondoltan!kialak(tott,!igen!j'l!m/k$-
dik,!az!"toltotts"g!el ri!a!;;)-ot.!Ennek!k$sz$nhet#,!hogy!a!v d#olt"ssal!megel#zhet#!fert#z#!betegs gek!
nem,!vagy!csak!igen!alacsony!sz"mban!fordulnak!el#!a!gyermekek!k$r ben.!

F! c•lkit"z•s

Az!es lyegyenl#s g!biztos(t"s"val!a!demogr"3ai!helyzet!jav(t"sa,!a!gyermekek!j'll t nek!integr"lt!megk$zel(-
t s vel!a!kora!gyermekkori!fejl#d s!jobb! s!igazs"gosabb!t"mogat"sa.!
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Konkr•t c•lkit€z•sek

 �y Komplex t!rsadalmi t!mogat!si programot kell kidolgozni "s bevezetni a gyermekv!llal!si haj-
land#s!g n$vel"se "rdek"ben; el kell "rni, hogy az !ltal!nos term"kenys"gi ar!nysz!m lega-
l!bb 20%-kal n$vekedjen, ugyanakkor hangs&lyozni kell, hogy a n"pess"gfogy!s meg!ll't!s!-
hoz ez nem elegend(. Jav'tani kell a v"d(n(i ell!t!son bel)l a n(v"delmi "s v!rand#sgondoz!-
si tev"kenys"g min(s"g"t, el kell "rni, hogy a v!rand#s-tan!csad!son val# !tlagos megjelen"-
sek sz!ma legal!bb hat legyen azon v!rand#sok eset"ben is, akikn"l valamilyen h!tr!ltat# 
eg"szs"gi "s/vagy szoci!lis ok !ll fenn.

 �y A korasz)l"si ar!nysz!mot 8% al! kell cs$kkenteni. 

 �y Integr!lt t!rsadalmi program bevezet"s"vel jav'tani kell a gyermekb!ntalmaz!sok "s elhanya-
gol!sok felder't"s"t, "s komplex kezel"s)kkel cs$kkenteni kell a h!tr!nyos k$vetkezm"nyek 
sz!m!t. 

 �y N$velni sz)ks"ges a kora gyermekkori fejl(d"si elt"r"sek felder't"s"nek ar!ny!t, a korai fejlesz-
t"sben r"szt vev(k sz!m!t a megl"v( ter)leti egyenl(tlens"gek cs$kkent"s"vel.

Javasolt intervenci!k

 �ƒ A n"pesed"spolitikai t!mogat!sok rendszer"nek hat!sait "rt"kelni, sz)ks"g eset"n m#dos'ta-
ni, a t!mogat!si form!kat b(v'teni kell.

 �ƒ A v!rand#sok eset"ben a magzat fejl(d"s"t k!rosan befoly!sol# eg"szs"gmagatart!si szok!-
saik megv!ltoztat!s!ra ir!nyul# programokkal el kell "rni a korasz)l"sek ar!ny!nak cs$kken"s"t. 

 �ƒ A kora gyermekkori *0±7 "ves+ fejl(d"si elt"r"sek felder't"s"nek ar!ny!t "s a korai fejleszt"sben 
r"szes)l(k sz!m!t n$velni kell. 

 �ƒ Sz)ks"ges a gyermekkori fejl(d"s komplex t!mogat!sa, az eg"szs"ges "letkezdet "s a sikeres 
iskolakezd"s t!mogat!sa, a gyermekek fejl(d"s"nek nyomon k$vet"se, a fejl(d"s kock!zati 
t"nyez(inek felt!r!sa, valamint az elt"r( fejl(d"st mutat# gyermekek azonos't!sa "s a megfe-
lel( fejleszt"si ell!t!sba ir!ny't!sa.

 �ƒ Jav'tani kell a fejl(d"si elt"r"sek "szlel"s"ben r"szt vev( szolg!latok egy)ttm3k$d"s"t. B(v'te-
ni kell a Biztos Kezdet h!l#zatot "s annak szolg!ltat!sait ig"nybevev(k sz!m!t.

 �ƒ A gyermekb!ntalmaz!s "s elhanyagol!s felder't"si ar!ny!t a jelz(szolg!latok hat"konyabb 
egy)ttm3k$d"s"vel fokozni sz)ks"ges, mely megalapozza egy hat"kony intervenci#s t!rsadal-
mi program kidolgoz!s!t "s bevezet"s"t.

 �ƒ Mozg# Szakorvosi Szolg!lat &jraszervez"se "s/vagy gyermekkori mobil sz3r(vizsg!latok meg-
szervez"se.

El"rehalad#s, megval!sul#s monitoroz#sa

 �Å Teljes term"kenys"gi ar!nysz!m alakul!sa.
 �Å Korasz)l"si ar!nysz!m alakul!sa.
 �Å Kora gyermekkori fejl(d"si elt"r"sek ar!nya.
 �Å Korai fejleszt"sben r"szt vev(k sz!ma.
 �Å A felder'tett gyermekb!ntalmaz!si, gyermekelhanyagol!si esetek sz!ma. 
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Partners!gi kapcsolatok

 �Ê Emberi Er#forr€sok Miniszt•riuma (kiemelten Eg•szs•g%gy•rt Felel#s &llamtitk€rs€g, Csal€d- 
•s Ifj+s€g%gy•rt Felel#s &llamtitk€rs€g, Oktat€s•rt Felel#s &llamtitk€rs€g, Szoci€lis "gyek•rt •s 
T€rsadalmi Felz€rk$z€s•rt Felel#s &llamtitk€rs€g)

 �Ê P•nz%gyminiszt•rium
 �Ê Innov€ci$s •s Technol$giai Miniszt•rium
 �Ê &llami Eg•szs•g%gyi Ell€t$ K'zpont 
 �Ê Nemzeti Eg•szs•gbiztos*t€si Alapkezel# 
 �Ê Orsz€gos K'zeg•szs•g%gyi Int•zet 
 �Ê Megyei Korm€nyhivatalok n•peg•szs•g%gyi f#oszt€lyai 
 �Ê Alapell€t$ Orvosok Orsz€gos Sz'vets•ge 
 �Ê Magyar Orvost€rsas€gok •s Egyes%letek Sz'vets•ge 
 �Ê Magyar V•d#n#k Egyes%lete
 �Ê Eg•szs•g%gyi Szakmai Koll•gium
 �Ê Gyermekv•delmi alapell€t€s int•zm•nyrendszere
 �Ê Gyermekv•delmi szakell€t€s int•zm•nyrendszere
 �Ê M$dszertani Gyermekv•delmi Szakszolg€lat
 �Ê N•peg•szs•g%gyi K•pz#- •s Kutat$helyek Orsz€gos Egyes%lete tagint•zm•nyei
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Az i•€s•g eg‚szs‚gfejleszt‚se

Helyzetelemz‚s

A gyermekek !s "atalok eg!szs!gi #llapot#ra vonatkoz$ adatokat a jogszab#lyban el%&rt iskola-eg!szs!g'gyi 
vizsg#latok szolg#ltatj#k, melyek eredm!ny!r%l az !ves iskola-eg!szs!g'gyi jelent!sek adnak t#j!koztat#st. 
A 2015/16-os tan!vr%l 2017. #prilisban k!sz&tett jelent!s szerint az iskola-eg!szs!g'gyi szolg#latok #ltal a leg- 
gyakrabban azonos&tott probl!m#k a mozg#sszervi elt!r!sek !s a f!nyt(r!si hib#k; a magas v!rnyom#s gyako-
ris#ga megt&zszerez%dik a 2. !s a 12. !vfolyam adatainak (sszehasonl&t#sa szerint )2,9½-r%l 2,6*-ra n%+, az 
elh&z#s ar#nya mindegyik vizsg#lt !vfolyamon 10-12*, a cukorbetegs!g el%fordul#sa a korral n%, a 12. !vfolya-
mon 4,3½, az asztma gyakoris#ga 2,5-3*. A szint!n jogszab#lyban el%&rt, tudom#nyos alapokon #ll$, korszer8 
!s egys!ges "zikai "tts!gm!r% tesztsorozatot )Net"t+ a testnevel%k 2015 m#jusa $ta v!gzik minden tan!vben 
egyszer, !s ennek online adatait !vente elemzik. A Net"t eredm!nyei szerint 2015 !s 2017 k(z(tt a tanul$k 
k(r!ben a t:ls:ly !s elh&z#s 20*-r$l 30*-ra emelkedett; m&g a vizsg#lt h#rom esztend%ben az #ll$k!pess!gi 
ingafut#sban a tanul$knak csup#n 57,6, 61,<, illetve 60,5*-a, t(rzsemel!stesztben pedig 46,6, 51,0 !s 52,4*-a 
teljes&tett az :n. eg!szs!gz$n#ban. A gyermekek, "atalok eg!szs!gm8velts!g!nek m!r!s!re a k(znevel!sben 
semmilyen eszk(zzel nem ker'l sor. 
A sz'l%k sz'l%i k!pess!gei nem mindig szolg#lj#k ide#lisan a gyermek testi-lelki-szellemi fejl%d!s!t. E k!pes-
s!g !rt!kel!se #tt!telesen az eg!szs!gm8velts!g vizsg#lat#val lehets!ges )a n!peg!szs!g'gyi kommunik#ci-
$r$l sz$l$ fejezet mutatja be+. T(bb m#s feladat mellett a sz'l%i k!pess!gek fejleszt!s!t is szolg#lja a k(zel-
m:ltban a Csal#d- !s I=:s#g'gy!rt Felel%s >llamtitk#rs#g h#tt!rint!zm!nyek!nt l!trej(tt Kopp M#ria Int!zet 
a N!pesed!s!rt !s a Csal#dok!rt )KINCS+. 
N!peg!szs!g'gyi szempontb$l a min!l kor#bbi !letkorban kezd%d% !s folyamatosan fenntartott fejleszt% 
beavatkoz#sok hozz#k a legnagyobb eg!szs!gnyeres!get. Az $vod#ba j#r#s k(telez%v! t!tele 3 !ves kort$l 
jelent%s int!zked!s a gyermekek es!lyegyenl%s!g!nek, &gy eg!szs!gfejleszt!s!nek jav&t#sa szempontj#b$l is.
A k(znevel!s int!zm!nyei )$vod#k, iskol#k, koll!giumok+ r!sz!re a k(znevel!si int!zm!nyek m8k(d!s!r%l !s 
n!vhaszn#lat#r$l sz$l$ 20/2012 EMMI rendelet 12<-131. paragrafusai el%&rj#k a teljes k(r8 int!zm!nyi eg!sz-
s!gfejleszt!st )TIE+ az int!zm!nyek mindennapi !let!be illesztve. Ennek megval$s&t#s#hoz t(bb nagy projekt 
keret!ben az iskol#k jelent%s seg&ts!get kaptak, azonban az $vod#k !s koll!giumok eddig nem r!szes'ltek 
hasonl$ t#mogat#sban. A mindennapos testnevel!st ± melynek k(telez%v! t!tele Eur$p#ban egyed'l#ll$ ± 
t#mogat$ sport#gazati projekt hossz: t#v: !s gyakorlati seg&ts!get ny:jtott a testnevel%k m$dszertani fejl%-
d!s!t szolg#l$ tov#bbk!pz!sek !s szakmai anyagok, valamint az orsz#gosan egys!ges, k(telez% Net"t kidol-
goz#sa !s m8k(dtet!se r!v!n. Az iskolafejleszt!sek keret!ben :j tornatermek, tanuszod#k !p'lnek, b#r m!g 
&gy is sz'ks!g van a testnevel%k kreativit#s#ra a testnevel!si $r#k tornatermen k&v'li hat!kony megold#s#ban. 
A TIE-t t(bb m#s jogszab#ly is t#mogatja )n!peg!szs!g'gyi term!kad$, nemdoh#nyz$k v!delm!r%l sz$l$ t(r-
v!ny szigor&t#sa, k(z!tkeztet!si rendelet, az !lelmiszerek ipari transzzs&rsav tartalm#nak cs(kkent!se+; azon-
ban e jogszab#lyok kell% !rv!nyes'l!s!t g#tolja a t#rsadalmi t#mogat#s r!szleges volta, valamint a hat$s#gi 
ellen%rz!sek el!gtelen gyakoris#ga. A TIE el%&r#ss# t!tele !s megval$sul#s#nak projektek #ltali seg&t!se jelen-
t%s n!peg!szs!g'gyi beavatkoz#s, amelyet a n!peg!szs!g'gynek a pedag$gusok szakmai seg&t!s!vel folya-
matosan t#mogatnia kellene, azonban ezt ± a nyomon k(vet!ssel egy'tt ± a n!peg!szs!g'gyi int!zm!ny-
rendszer jelenlegi hi#nyos szervezete !s m8k(d!s!nek esetlegess!ge megakad#lyozza. Ugyanakkor a k(zne-
vel!sb%l t(rt!n% lemorzsol$d#s cs(kkent!s!re, megel%z!s!re jelent%s k(znevel!si er%fesz&t!sek kezd%dtek 
t(bb nagy projekt keret!ben, melyek a TIE c!ljait is j$l szolg#lj#k. A k(znevel!s-ir#ny&t#s minden szintje nyitott 
a TIE-t seg&t% #gazatk(zi egy'ttm8k(d!sre, nem t#mogatj#k azonban az eg!szs!gtan mint (n#ll$ tant#rgy 
bevezet!s!t, valamint az eg!szs!gfejleszt!sben k!pzett pedag$gusok alkalmaz#s#nak el%&r#s#t, ami pedig 
jelent%s el%rel!p!st hozhatna. 
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Az egyetemi i!"s#g jobb eg$szs$g$t szolg#lja az eg$szs$gfejleszt% egyetemek l$trej&tt$t seg't% kezdem$nye-
z$s, ami azonban tov#bbi terjeszt$st $s t#mogat#st ig$nyel.

F! c•lkit"z•s

A gyermekekre $s (atalokra ir#nyul) eg$szs$gfejleszt$s hat$konys#g#nak fokoz#sa a csal#dokban $s az %ket 
nevel% int$zm$nyekben *)voda, #ltal#nos $s k&z$piskola, koll$gium, fels%oktat#si int$zm$ny+.

Konkr•t c•lkit"z•sek

 �y Az eg$szs$gm/velts$g jav't#sa a sz0l%k, pedag)gusok, gyermekek $s fiatalok k&r$ben.

 �y Az eg$szs$gmagatart#s kedvez% ir#ny" befoly#sol#sa ugyanezen c$lcsoportokban. 

Javasolt intervenci#k

 �ƒ A lakoss#g eg$szs$gm/velts$g$nek $s eg$szs$g$rt$s$nek jav't#sa.

 �ƒ A sz0l%k felk$sz't$se a gyermekek eg$szs$g$t tudatosan fejleszt% nevel$sre.

 �ƒ A mindennapos testnevel$s szakmai min%s$g$nek $s infrastruktur#lis felt$teleinek jav't#sa.

 �ƒ A min$l eredm$nyesebb TIE $rdek$ben az )vod#k, iskol#k $s koll$giumok szakmai seg't$se a n$p- 
eg$szs$g0gyi int$zm$nyrendszer #ltal.

 �ƒ A k&znevel$si #gazattal kialakult egy0ttm/k&d$s tov#bbfejleszt$se $s rendszeres $rv$nyes't$-
se2gyakorl#sa.

 �ƒ A pedag)gusk$pz$sben a hallgat)k $rz$keny't$se a holisztikus eg$szs$gszeml$letre alapozott 
testi $s lelki eg$szs$g $s az ezzel kapcsolatos nevel$si feladatok ir#nt; felk$sz't$s a TIE feladata-
ira; a pedag)gusok felv$rtez$se eg$szs$gfejleszt$si ismeretekkel. 

 �ƒ A testnevel% pedag)gusok k&telez%en saj#t'ts#k el $s v$geztess$k a speci#lis tart#sjav't) gya-
korlatokat minden gyermekkel-tanul)val.

 �ƒ Olyan pedag)gus szakemberek k$pz$se $s alkalmaz#sa, akik az iskolai eg$szs$gfejleszt$s min-
den ter0let$n *tan)rai, tan)r#n k'v0li $s iskol#n k'v0li keretek k&zt+ $s minden c$lcsoportj#ra 
ir#nyul)an *gyerekek, fiatalok, pedag)gusok, nem oktat) szem$lyzet, sz0l%k+ k$pesek $s alkal-
masak szerepet v#llalni *eg$szs$gfejleszt$s tan#r; szakvizsg#zott pedag)gus eg$szs$gfejleszt% 
ment#lhigi$nikus szakter0leten+.

 �ƒ Az eg$szs$gfejleszt% egyetemek mozgalom tov#bbi sz$les't$se, t#mogat#sa.

 �ƒ A k&znevel$sb%l kiker0lt fiatalok eg$szs$gfejleszt$se az ifj"s#gi #gazattal egy0ttm/k&dve, ifj"-
s#gi terek kialak't#sa $s ifj"s#gi programok ny"jt#sa, valamint a fiatalokat el$r% eg$szs$gkom-
munik#ci) r$v$n.

 �ƒ A k&z$tkeztet$s jav't#sa a helyi termel$s±helyi fogyaszt#s &sszekapcsol#s#nak t#mogat#s#val, 
a f%z%konyh#k szakmai seg't$s$vel, korszer/ f%z%eszk&z&k biztos't#s#val, a sz0l%k $s #ltal#ban 
a lakoss#g megnyer$s$vel, iskolakertek m/vel$s$vel.

El!rehalad•s, megval#sul•s monitoroz•sa

 �Å A fiatalok eg$szs$gmagatart#s#nak $s eg$szs$gi #llapot#nak v#ltoz#sa *iskolaeg$szs$g0gyi 
jelent$s, Netfit, HBSC, ESPAD+. Kiemelten: doh#nyz#sprevalencia 15 $ves kor"ak $s ann#l id%-
sebbek k&r$ben; a 15 $vesn$l id%sebbek fejenk$nti $ves alkoholfogyaszt#sa; a t"ls"ly $s elh'z#s 
prevalenci#ja a serd0l%k k&r$ben; a napi 63 percn$l kevesebb k&zepes $s intenz'v fizikai aktivi-
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t!st v"gz( serd)l(k ar!nya; a sz)l"s gyakoris!ga 1000 serd)l(kor& *10±14, ill. 15±19 "ves kor&+ 
n(re vonatkoztatva; 15±24 "vesek k$r"ben azok ar!nya, akik sem oktat!sban, sem munk!ban, 
sem tov!bbk"pz"sben nem vesznek r"szt.

 �Å A fiatalok eg"szs"gm3velts"g"nek alakul!sa *m"r(eszk$z fejleszt"se sz)ks"ges+.
 �Å A k$znevel"sb(l kiker)lt fiatalok eg"szs"gmagatart!s!nak v!ltoz!sa *ifj&s!gkutat!s+.
 �Å V"gzett, "s a v"gzetts"g"nek megfelel(en foglalkoztatott eg"szs"gfejleszt( pedag#gusok 

sz!ma.
 �Å Eg"szs"gfejleszt( egyetemek sz!ma.

Partners!gi kapcsolatok

 �Ê Emberi Er(forr!sok Miniszt"riuma *kiemelten Eg"szs"g)gy"rt Felel(s 6llamtitk!rs!g, Csal!d- 
"s Ifj&s!g)gy"rt Felel(s 6llamtitk!rs!g, Oktat!s"rt Felel(s 6llamtitk!rs!g, Sport"rt Felel(s 6llam-
titk!rs!g, Szoci!lis :gyek"rt "s T!rsadalmi Felz!rk#z!s"rt Felel(s 6llamtitk!rs!g+

 �Ê Agr!rminiszt"rium
 �Ê Az Eg"szs"g)gyi Szakmai Koll"gium mindazon tagozatai, melyek r"szt k'v!nnak venni a fiatalok 

eg"szs"gnevel"s"ben
 �Ê N"peg"szs"g)gyi K"pz(- "s Kutat#helyek Orsz!gos Egyes)lete tagint"zm"nyei
 �Ê A lakoss!g eg"szs"gm3velts"g"nek fejleszt"s"ben r"szt v!llal# szakmai civil szervezetek 
 �Ê Magyar Egyetemi-F(iskolai Sportsz$vets"g Eg"szs"gfejleszt( Egyetemek programja
 �Ê K$znevel"si int"zm"nyek
 �Ê Szakk"pz"si int"zm"nyek
 �Ê Fels(oktat!si int"zm"nyek
 �Ê N"peg"szs"g)gy int"zm"nyei "s szakemberei *korm!nyhivatalok n"peg"szs"g)gyi f(oszt!lyai, 

eg"szs"gfejleszt"si irod!k+
 �Ê Eg"szs"g)gyi alapell!t!s szakemberei
 �Ê Telep)l"si $nkorm!nyzatok
 �Ê Egyh!zak
 �Ê Kultur!lis int"zm"nyek
 �Ê Sz)l(ket, csal!dokat t!mogat# szervezetek *csal!d- "s gyermekj#l"ti szolg!latok, nevel"si 

tan!csad#k, pedag#giai szakszolg!latok+
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Id!sek eg•szs•gi •llapot•nak fejleszt•se

Helyzetelemz•s 

A k&l%nb%z" kult(r$k elt#r"en viszonyulnak az %reged#shez, #s elt#r" m!don is #lik meg azt. Szinte $ltal$no-
san jellemz" azonban, hogy tiszteletben tartj$k az #lettapasztalatot, a b%lcsess#get, #s igyekeznek a felhalmo-
z!dott tud$st meg"rizni #s a )atalok fel# tov$bb'tani. 
A demogr$)ai adatok v$ltoz$sa egy#rtelm*en jelzi, hogy a n#pess#g el%reged#s#nek a fejlett orsz$gokban 
vil$gszerte #rv#nyes&l" trendje haz$nk lakoss$g$ra is #rv#nyes. A 65 #ves korban eg#szs#gben v$rhat! #let-
tartam ± b$r haz$nkban is javul! tendenci$t mutat ± k%zel n#gy #vvel marad el az EU-tag$llamok $tlag$hoz 
k#pest. Az Orsz$ggy*l#s a <1/2009. +X. 2.: OGY hat$rozat$val ± a WHO Akt'v id"skor programj$val %sszhang-
ban ± elfogadta az Id"s&gyi Nemzeti Strat#gi$t a 2009±2034-ig terjed" id"szakra, abb!l az alaphelyzetb"l 
kiindulva, hogy ¹Magyarorsz$gon a 65 #ven fel&li f#r)ak #s n"k v$rhat!an csup$n 30-408-a sz$m'that h$tral#-
v" #veiben korl$toz$smentes #vekre, 22-308-uk #vei lesznek tart!s/kr!nikus betegs#gt"l mentesek, #s csu-
p$n 6-78 sz$m'that «j!» vagy «nagyon j!» $llapotban eltel" #vekre.º A n#peg#szs#g&gyi kutat$sok szerint 
magasabb iskolai v#gzetts#g #s az id"s szem#ly lak!hely#nek nagyobb lakoss$gsz$ma eset#n, nemekt"l f&g-
getlen&l, hosszabb #s jobb eg#szs#gi $llapotban elt%lt%tt #lettartam prognosztiz$lhat!.
Az Id"s&gyi Nemzeti Strat#gia megalkot$sakor a 60 #ves #s id"sebb n"k 50,48-a, valamint a 70 #ves #s az att!l 
id"sebb n"k 66,48-a %zvegyk#nt, egyed&l #lt. A KSH 2016. #vi jelent#se szerint az %zvegy n#pess#g ar$nya az 
elm(lt k#t #vtizedben #rdemben nem v$ltozott, 11±128 k%z%tt ingadozik. Az ezzel j$r! elmag$nyosod$st 
s(lyosb'tja, hogy ennek a koroszt$lynak m$r k%zel fele k&zd olyan mozg$s- #s #rz#kszervi k$rosod$ssal is, ami 
mindennapi #letvitel#ben korl$tozza, #s ennek k%vetkezt#ben gyakran m$sok seg'ts#g#re szorul. 
A leg(jabb kutat$sok azt mutatj$k, hogy az %reged#ssel jellemezhet" funkcion$lis #s )zikai k#pess#g cs%kke-
n#s csak kism#rt#kben kapcsol!dik az ember kronol!giai kor$hoz. Nem hat$rozhat! meg a ¹tipikusº id"s 
ember, mert az id"sek k#pess#geinek #s eg#szs#gi sz&ks#gleteinek sokf#les#g#t teljes meg#lt #let&k k&l%nf#-
le esem#nyei hat$rozz$k meg. Kiemelt jelent"s#ge van a kor$bbi #letvitelnek, mely az#rt is fontos az eg#szs#g 
szemsz%g#b"l, mert v$ltoztathat!, vagyis ezen kereszt&l a k&l%nb%z" egy#ni k#pess#gek befoly$solhat!k.
B$r a legt%bb id"s embern#l sz$mos eg#szs#gprobl#ma tapasztalhat!, de bizony'tott t#ny, hogy ez nem csak 
az #letkor f&ggv#nye. A leg(jabb evidenci$k )gyelembev#tel#vel az id"skor( lakoss$g eg#szs#gi $llapot$nak 
jav't$s$t n#peg#szs#g&gyi szempontb!l, a betegell$t$s #s gondoz$s fel"l a sz#lesebb prevent'v-eg#szs#gfej-
leszt" ir$nyba kell m!dos'tani. Ez azt jelenti, hogy megfelel" politik$val #s j!l szervezett szolg$ltat$sokkal a n#pes-
s#g el%reged#se nemcsak probl#mak#nt tekintend", hanem (j lehet"s#geket nyit meg az egy#nek #s a t$rsa-
dalom sz$m$ra is.

F! c•lkit"z•s

A program c#lja, hogy Magyarorsz$gon az Id"s&gyi Nemzeti Strat#gia hossz( t$v( c#lkit*z#sei megval!sul-
hassanak #s %sszhangba ker&ljenek a WHO glob$lis strat#gi$j$val #s akci!terv#vel, a Healthy Ageing program-
mal, mely az eg#szs#ges id"s%d#st helyezi a k%z#ppontba, felv$ltva a kor$bbi ¹Active Ageingº strat#gi$t. Az (j 
ir$nyelv a betegs#gek hi$nya helyett a funkcion$lis k#pess#gek megtart$s$ra helyezi a hangs(lyt az eg#szs#-
ges id"s%d#s sor$n, mely biztos'tja az id"s emberek sz$m$ra, hogy azt tegy#k #s (gy #ljenek, amit #s ahogy 
fontosnak tartj$k. Ennek megval!sul$s$ban nemcsak az egy#nek szem#lyes k#pess#geinek, hanem az "ket 
k%r&lvev" )zikai #s t$rsadalmi k%rnyezet saj$toss$gainak is fontos szerepe van. 
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Konkr•t c•lkit€z•sek

Az Eg"szs"ges id(s$d"s program c"lkit3z"seinek el"r"s"hez a WHO aj!nl!s!ban t'z priorit!st jel$ltek meg, 
melyekhez illeszkedve jelen Program az al!bbi konkr"t c"lkit3z"seket hat!rozza meg<

 �y A tapasztalatok "rt"kel"se "s m!s orsz!gokkal val# $sszehasonl'that#s!ga "rdek"ben sziszte-
matikus adatgy3jt"st kell v"gezni a programok sor!n nemzetk$zileg elfogadott "s egyeztetett 
m#dszerek alkalmaz!s!val. Rendszeresen "rt"kelni kell a v!ltoz!sokat "s az el(rehalad!st, egy-
r"szt a hi!nyos "s m"g fejleszt"sre szorul# ter)letek azonos't!sa "rdek"ben, m!sr"sz, hogy 
haz!nk is kapcsol#dni tudjon a WHO !ltal tervezett, 2020-ban esed"kes nemzetk$zi !llapotfel-
m"r"shez. 

 �y Ki kell alak'tani egy virtu!lis platformot *¹Age-Friendly Worldº+, ahol lehet(s"g ny'lik a hazai "s 
a nemzetk$zi szerepl(k k$z$tti egy)ttm3k$d"sre. Ez a port!l lehet(s"get biztos't a legjobb 
gyakorlatok "s bizony't"kok megismer"s"re. 

 �y Er(s'teni kell a glob!lis t!rsadalmi egy)ttm3k$d"st az ¹id(sbar!tº k$z$ss"gek kialak't!sa "s 
t!mogat!sa "rdek"ben. Mentorprogramok, online kurzusok szervez"se a programban r"szt vev( 
szakemberek sz!m!ra. Kis k$lts"gvet"s3 konferenci!kon lehet(s"get kell biztos'tani a tapasz-
talatok cser"j"re "s az egy)ttm3k$d( h!l#zatok ki"p't"s"re. 

 �y Fontos feladat a kapacit!sok n$vel"se< be kell vonni a programok kialak't!s!ba a legmagasabb 
szint3 politikai d$nt"shoz#kat is, a civil szervezeteket, "s az eg"szs"g)gy keretein k'v)lr(l is tov!b-
bi r"sztvev(ket kell az eg"szs"ges id(s$d"s el"r"se "rdek"ben a programba bevonni, kiemel-
ten a foglalkoztat!s "s az oktat!s ter)let"r(l.

 �y T!mogatni "s $szt$n$zni kell a r"sztvev(ket olyan kutat!sok v"gz"s"re, melyek a WHO !ltal meg-
hat!rozott ir!nyelvek alapj!n val#sulnak meg, "s szakmai bizony't"kokat szolg!ltatnak a politi-
kai d$nt"shoz#k sz!m!ra. 

 �y Kutat!sokat kell v"gezni arra vonatkoz#an, hogy az id(s$d( munkav!llal#k milyen hat!st gya-
korolnak az orsz!g munkaer(piac!ra. K)l$nb$z( k's"rleti programok seg'ts"g"vel fel kell m"rni 
a kapacit!sokat, "s a helyi sz)ks"gletekhez alkalmazkodva oktat!si "s k"pz"si programokat kell 
szervezni a kompetenci!k fejleszt"s"re. 

 �y Seg'teni kell az id(seket abban, hogy saj!t maguk is k"pesek legyenek jav'tani eg"szs"gi !lla-
potukat. Az eg"szs"g)gyi alapell!t!s tev"kenys"gi k$r"nek kisz"les't"s"vel kell biztos'tani 
ehhez az eszk$z$ket, !ltal!nos eg"szs"gi !llapotfelm"r"sekkel "s sz"les k$rben el"rhet( eg"sz-
s"gmeg(rz( programokkal, melyekkel az id(s$d( emberek mind testi, mind ment!lis kapaci-
t!saikat k"pesek karbantartani.

 �y Olyan gondoz!si rendszert kell kialak'tani p"nz)gyi "s technikai szempontb#l egyar!nt, amely 
hossz& t!von k"pes hat"konyan m3k$dni. Az eredm"nyes "s igazs!gos szolg!ltat!si rendszer 
megval#s't!sa "rdek"ben elengedhetetlen a jogszab!lyok "s finansz'roz!si mechanizmusok 
megv!ltoztat!sa, valamint az emberi er(forr!sok fejleszt"se.

 �y Glob!lis kamp!nyt kell szervezni az eg"szs"ges $reged"s "rdek"ben sz"les k$r3 t!j"koztat!s-
sal "s hat"kony kommunik!ci#val a t!rsadalmi v!ltoz!sok el"r"s"hez; &tmutat#k "s bizony't"-
kok $ssze!ll't!sa a d$nt"shoz#knak, hogy t!mogat!st kapjanak az eg"szs"g- "s szoci!lpolitikai 
v!ltoz!sok megalapoz!s!hoz.

 �y Meg kell ismerni az el$reged( n"pess"g t!rsadalmi-gazdas!gi k$vetkezm"nyeit ahhoz, hogy 
megalapozott politikai d$nt"seket lehessen hozni. A nemzetk$zi tapasztalatok alapj!n hossz& 
t!vra sz#l# finansz'roz!si modelleket kell kialak'tani. Olyan beruh!z!sokat kell megval#s'tani az 
eg"szs"g)gyi gondoz#i rendszerben, amelyek hossz& t!von gazdas!gi el(ny$kh$z juttatj!k a helyi 
k$z$ss"geken kereszt)l az eg"sz t!rsadalmat.
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 sszess!g!ben"teh#t"az"$j"n!peg!szs!g%gyi"program"konkr!t"c!lkit&z!se"az"id'skor$ak"eg!szs!gfejleszt!s!-
nek" !s"k(z(ss!gi"ell#t#s#nak"megszervez!se,"az"ezt"biztos)t*"munkak(r(k" !s"munkahelyek"megteremt!se,"
valamint"ezekhez"er'forr#sok"biztos)t#sa.

Javasolt intervenci•k

"�ƒ Eg!szs!gfejleszt!st"!s"k(z(ss!gi"ell#t#st"t#mogat*"kompetenciafejleszt'"k!pz!sek"alapell#t#s-
ban"dolgoz*k"sz#m#ra"+okleveles"#pol*,"eg!szs!gfejleszt',"ment#lhigi!n!"szakir#ny$"tov#bb-
k!pz!sek/

"�ƒ Az" eg!szs!g%gyi" !s" a" szoci#lis" szf!r#ban" dolgoz*k" k!pz!si0tov#bbk!pz!si" rendszer!ben" pont-
sz#mmal"elismert"eg!szs!gfejleszt!si"tov#bbk!pz!sek,"ezek"elv!gz!s!nek"(szt(nz!se,"elismer!se.

"�ƒ Eg!szs!gi"#llapotfelm!r!sek"szervez!se"az"alapell#t#s"keretein"bel%l"az"id's"ell#tottak"eg!sz-
s!gprobl!m#inak"azonos)t#sa"!s"kezel!se"!rdek!ben."

"�ƒ Az"eg!szs!gi"#llapotfelm!r!sekre"alapozott,"a"fizikai"#llapotnak"megfelel'"sport-,"illetve"moz-
g#sprogramok"megval*s)t#sa"a"helyi"k(z(ss!gek"szintj!n,"els'sorban"csoportos"form#ban.

"�ƒ C!lzott"eg!szs!gfejleszt!st"szolg#l*,"gyakorlatban"is"j*l"alkalmazhat*"aj#nl#sok"kidolgoz#sa"az"
eg!szs!gi" #llapot" meg'rz!s!nek" !s" jav)t#s#nak" lehet's!geir'l," helyi0k(z(ss!gi" eg!szs!gna-
pok,"vagy"m#s"kis"k(lts!gvet!s&"rendezv!nyek"szervez!se"!s"megval*s)t#sa."

"�ƒ F%ggetlen"!letvitelt"t#mogat*"csal#di,"bar#ti"vagy"egy!b"t#rsadalmi"kapcsolatok"seg)t!se,"(nk!n-
tes"fiatalok"bevon#s#val."

"�ƒ Integr#lt"!s"k(z(ss!gi"alap$"szolg#ltat#sok"biztos)t#sa,"melyek"igazodnak"a"helyi"adotts#gok-
hoz"!s"saj#toss#gokhoz,"az"egy!ni"!s"k(z(ss!gi"szint&"ig!nyekhez."

"�ƒ Akt)v"id'skort"t#mogat*"k(z(ss!gi"kezdem!nyez!sek,"ahol"az"id'sek"tal#lkozhatnak"egym#s-
sal"vagy"m#s"koroszt#llyal."

"�ƒ Az"id'sek"tud#s#nak,"tapasztalatainak"#tad#sa"a"feln(vekv'"gener#ci*nak."

"�ƒ Oktat*programok,"tanul#si"lehet's!gek"az"id'sek"sz#m#ra,"ahol"t(bbek"k(z(tt"megismerhetik"
az"internetalap$"kommunik#ci*"k%l(nf!le"lehet's!geit"!s"egy!b"$j"kompetenci#kra"tehetnek"
szert,"$j,"munkav!gz!shez"sz%ks!ges"ismereteket"is"elsaj#t)tva.

"�ƒ Otthoni"szak#pol#s" !s" telemedicina"+otthoni"monitoroz#s/,"valamint" t(bbl!pcs's"¹assziszt#lt"
!letviteliº"gondoz#si"otthonok"+kr*nikus"gondoz#si"oszt#lyok"!s"tranzitgondoz*k/"l!trehoz#s#-
nak"t#mogat#sa"annak"!rdek!ben,"hogy"ne"az"akut"eg!szs!g%gyi"ell#t#sra"h#ruljon"a"kr*nikus"
betegs!gekben,"!letviteli"neh!zs!gekben"!s"az"(nell#t#si"sz%ks!gletek"kiel!g)tetlens!g!ben"
gy(kerez'"gondoz#si"teher.

"�ƒ Az"id'skori"gondoz#st"komplex"m*don,"holisztikus"szeml!lettel"megval*s)tani"k!pes,"kiterjesz-
tett"hat#sk(r&"geri#triai"#pol*"+MSc/"k!pz!s"meghonos)t#sa.

El•rehalad!s, megval•sul!s monitoroz!sa

"�Å 65"!ves"korban"v#rt"#tlagos"!lettartam.
"�Å 65"!ves"korban"v#rt"eg!szs!gben"elt(lt(tt"!lettartam.
"�Å Az"eg!szs!gi"#llapot"szubjekt)v"meg)t!l!s!nek"v#ltoz#sa.
"�Å A"652"!vesek"k(z(tt"egyed%l"!l'k"ar#nya.
"�Å Az" id'sek" eg!szs!gi" #llapot#nak" jav)t#s#ra" f*kusz#l*" k!pz!sek," tov#bbk!pz!sek," valamint" a"

k!pzetts!get"szerz'k"!s"a"k!pzetts!g%knek"megfelel'"alkalmaz#sba"ker%ltek"sz#ma.
"�Å Az"eg!szs!gi"#llapotfelm!r!sek"sz#ma,"ar#nya"a"potenci#lis"sz%ks!glethez"k!pest.
"�Å Helyi"szervez!s&"!s"m&k(d!s&"eg!szs!gfejleszt!st"c!lz*"sportprogramok,"sportnapok,"eg!sz-

s!gnapok"sz#ma.
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 �Å Megszervezett, id!seket t"mogat# $nk%ntes csoportok sz"ma.
 �Å Megszervezett %s m&k$dtetett, k%pess%get %s kompetenci"kat fejleszt! k%pz%sek sz"ma.
 �Å Id!seket foglalkoztat" munkahelyek sz#ma.
 �Å Az id!sgondoz#st seg$t! assziszt#lt %letviteli otthonok %s bentlak"k sz#ma.
 �Å A tranzit#pol#st megval"s$t" eg%szs%g&gyi int%zm%nyek %s r%sztvev!k sz#ma.

Indik#torok:
± Alap- %s szakell#t#sok ig%nybev%tele.
± A lakoss#gi alap#llapot-sz'r%sen megjelentek sz#ma, ar#nya.
± A funkcion#lis #llapot %s az eg%szs%ghez kapcsolt %letmin!s%g (generikus %s speci)kus k%rd!$-

vekkel m%rve*.
± Mortalit#s, morbidit#s (sz$v- %s %rrendszeri, daganatos betegs%gek, cukorbetegs%g, gyomor- %s 

b%lrendszeri megbeteged%sek, csontritkul#s*.
± A mozg#sszervi betegek ell#t#s#nak k+lts%gt%nyez!i.
± Alkalmaz#sban #ll" nyugd$jasok sz#ma, ar#nya.

Partners•gi kapcsolatok

 �Ê Emberi Er!forr#sok Miniszt%riuma
± Eg%szs%g&gy%rt Felel!s /llamtitk#rs#g
± Szoci#lis, Csal#d- %s I01s#g&gy%rt Felel!s /llamtitk#rs#g
± Oktat#s%rt Felel!s /llamtitk#rs#g
± Kult1r#%rt Felel!s /llamtitk#rs#g

 �Ê Innov#ci"s %s Technol"giai Miniszt%rium
± Infokommunik#ci"%rt Felel!s /llamtitk#rs#g
± Infrastrukt1r#%rt Felel!s /llamtitk#rs#g

 �Ê P%nz&gyminiszt%rium
 �Ê N%peg%szs%g&gyi K%pz!- %s Kutat"helyek Orsz#gos Egyes&lete tagint%zm%nyei
 �Ê Orvos-eg%szs%gtudom#nyi k%pz%st, valamint pedag"gusk%pz%st folytat" egyetemek
 �Ê Agr#rminiszt%rium 

± Vid%kfejleszt%s%rt Felel!s /llamtitk#rs#g
± K+rnyezet&gy%rt Felel!s /llamtitk#rs#g
± 2lelmiszerbiztons#g%rt Felel!s /llamtitk#rs#g
± K+zigazgat#si /llamtitk#rs#g

 �Ê Orsz#gos K+zeg%szs%g&gyi Int%zet
 �Ê /llami Eg%szs%g&gyi Ell#t" K+zpont
 �Ê Eg%szs%gfejleszt%si irod#k h#l"zata
 �Ê 3nkorm#nyzatok
 �Ê Magyar V+r+skereszt
 �Ê Civil szervezetek
 �Ê Id!s&gyi tan#csok
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T!rsadalmilag vesz•lyeztetett csoportokra ir!nyul" c•lzott beavatkoz!sok

Helyzetelemz•s

Az elm!lt "vtizedekben sz#mos epidemiol$giai vizsg#lat t#masztotta al# azt a meg%gyel"st, hogy az eg"szs"-
gi egyenl&tlens"gek t#rsadalmi lejt&re illeszkednek, vagyis az iskol#zotts#g, foglalkoz#s, j'vedelem/anyagi 
helyzet alapj#n meghat#rozott t#rsadalmi-gazdas#gi poz(ci$ szerint legrosszabb helyzet) csoportok eg"szs"-
gi #llapota a legkedvez&tlenebb. A t#rsadalmi-gazdas#gi helyzet*k alapj#n vesz"lyeztetett csoportok pontos 
meghat#roz#s#t az Europe 2020 Strat"gia c"lkit)z"seinek nyomon k'vet"s"re megalkotott ¹szeg"nys"gi vagy 
t#rsadalmi kirekesztetts"gi kock#zatº fogalm#hoz rendelt, az Eurostat #ltal meghat#rozott mutat$k seg(tik. 
Idetartozik a szeg"nys"gi k*sz'b alatt "l&k ar#nya, az anyagi depriv#ci$ban "l&k ar#nya, valamint az alacsony 
munkaintenzit#s! h#ztart#sok ar#nya. Az iskol#zotts#got a j'vedelemtermel& k"pess"g egyik alapvet& meg-
hat#roz$jak"nt kell sz#mba venni az eg"szs"gi #llapot kirekesztetts"g szempontj#b$l t'rt"n& #ttekint"se 
sor#n is. A t#rsadalmilag vesz"lyeztetett csoportokon bel*l is fokozott eg"szs"gkock#zat!nak tekintend&k a sz"l-
s& "letkori csoportokhoz tartoz$k +gyermekek "s id&sek1, a kisebbs"gekhez tartoz$k, a fogyat"koss#ggal "l&k, 
valamint a t#rsadalmi kirekesztetts"g szempontj#b$l magas kock#zat!ak +migr#nsok, pszichoakt(v szert hasz-
n#l$k, hajl"ktalanok, fogvatartottak1. 
Az eg"szs"gi egyenl&tlens"gek, t!l azon, hogy m"lt#nytalanok "s kih(v#st jelentenek az EU-nak a szolidarit#s, 
emberi jogok "s t#rsadalmi koh"zi$ ir#nti elk'telezetts"g"vel 'sszhangban v"gzend& tev"kenys"g"re, bonyo-
lult mechanizmusokon kereszt*l vesz"lyeztetik a gazdas#gi "s t#rsadalmi fejl&d"st. Ennek ok#n az eg"szs"g-
gel foglalkoz$ nemzetk'zi szakmai "s politikai szervezetek "s int"zm"nyek kiemelt t"mak"nt foglalkoznak e k"r-
d"sk'rrel. Az Eg"szs"g*gyi Vil#gszervezet Eur$pai Region#lis Irod#j#nak 2032-ben elfogadott eg"szs"gstrat"-
gi#ja +Health20201 priorit#sk"nt hat#rozta meg az eg"szs"gi egyenl&tlens"gek cs'kkent"s"t. Az Eur$pai Uni$ 
2030-ben megalkotott Europe2020 strat"gi#ja innovat(v, fenntarthat$ "s befogad$ gazdas#gi fejl&d"st vizio-
n#lt, egyebek k'zt az eg"szs"gi egyenl&tlens"gek cs'kkent"se r"v"n. Az ehhez meghat#rozott 't c"l k'z*l 
h#rom az eg"szs"gi egyenl&tlens"gek szempontj#b$l kiemelt fontoss#g! kock#zati t"nyez&k cs'kkent"s"re 
ir#nyul +a 20±64 "vesek foglalkoztat#s#nak legal#bb 758-ra emel"se; a k'zoktat#sb$l v"gzetts"g n"lk*l kil"-
p&k ar#ny#nak 308-ra cs'kkent"se; a szeg"nys"gi k*sz'b alatt "l&k ar#ny#nak 258-kal val$ cs'kkent"se1.
Amint a fentiek alapj#n meg#llap(that$, a t#rsadalmi kirekeszt&d"s szempontj#b$l magas kock#zat! n"pess"g 
probl"m#inak kezel"s"t az #ltal#nos gazdas#gfejleszt"si szempontok egyik priorit#sak"nt kell tekinteni. 
Ugyanez "rv"nyes a n"peg"szs"g*gy ter*let"re is, amelynek strat"gi#j#ban kiemelt k"rd"sk"nt kell kezelni a t#r-
sadalmilag vesz"lyeztetett, a kirekeszt"s szempontj#b$l magas kock#zat! n"pess"get, mert az eg"szs"get 
befoly#sol$ t#rsadalmi-gazdas#gi t"nyez&k komplex hat#sai folyt#n e n"pess"gcsoportok eg"szs"gi #llapota 
"s eg"szs"gkock#zati magatart#sform#i t'rv"nyszer)en kedvez&tlenebbek az #tlaghoz k"pest. Ez t'bbletter-
het r$ a betegell#t#sra, mik'zben az egyenl&tlens"gek cs'kkent"s"t 'nmag#ban ez a szektor nem tudja el"r-
ni. Az eg"szs"g*gyi szolg#ltat#sokhoz val$ hozz#f"r"s biztos(t#s#n k(v*l ± ide"rtve a betegell#t#son k(v*l a meg-
el&z&, n"peg"szs"g*gyi ell#t#sokat is ± n"lk*l'zhetetlen azon t#rsadalmi "s gazdas#gi t"nyez&k kedvez& v#l-
toztat#sa is, amelyek az eg"szs"gi egyenl&tlens"geket k'z"p- "s hossz! t#von jelent&sen befoly#solj#k. 
A t#rsadalmi kirekesztetts"g szempontj#b$l kock#zatnak kitett csoportok k'z*l a roma nemzeti kisebbs"g 
magas t#rsadalmi "s eg"szs"gi vesz"lyeztetetts"g"t felismerve, az EU 2033-ben k*l'n keretrendszert alkotott 
tag#llamai sz#m#ra, nemzeti roma integr#ci$s strat"gi#k kidolgoz#s#t javasolva. Erre "p*lve elfogad#sra ker*lt 
a hazai strat"gia, amely a rom#kon k(v*l a t#rsadalmi kirekeszt&d"s #ltal fenyegetett egy"b csoportok, tart$s 
szeg"nys"gben "l& feln&ttek "s gyermekek integr#ci$j#t is c"lul t)zte ki.
Haz#nkban 2033-ben a 25 "ves korban v#rhat$ "lettartam az "retts"givel nem rendelkez& f"r%ak k'r"ben 
k'zel 39 "vvel, n&k k'r"ben 5,6 "vvel volt r'videbb a fels&fok! v"gzetts"g)ek hasonl$ korban v#rhat$ #tlagos 
"lettartam#hoz k"pest. Ugyanez az iskol#zotts#g szerinti k*l'nbs"g 65 "ves korban f"r%akn#l 4,2 "v, n&kn"l 
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1,5 !v volt 2013-ban, n"kn!l 25%-kal, f!r#akn$l 50%-kal elmaradva az EU $tlagait&l. Minden f"bb kr&nikus 
betegs!g eset!ben jelent"sek a t$rsadalmi k'l(nbs!gek: a legfeljebb alapfok) v!gzetts!g*ek k(r!ben a cukor-
betegs!g gyakoris$ga 50, a magas v!rnyom$s! 25, a l!gz"szervi panaszok! csaknem 100%-kal magasabb 
ar$nyban fordul el" a fels"fok) v!gzetts!g*ekhez k!pest. A leggyakoribb kock$zati magatart$sform$k k(vet-
kezm!nyei k(z'l a t)ls)ly !s az elh+z$s is (sszef'gg!st mutat az iskol$zotts$ggal, hab$r Magyarorsz$gon a t)l-
s)lyosak !s elh+zottak ar$nya a k(z!pfok) /nem az alapfok)4 v!gzetts!g*ek k(r!ben a legmagasabb. Az 
eg!szs!gi $llapot 2001 !s 2012 k(zti alakul$s$nak vizsg$lata alapj$n )gy t*nik, hogy a legkev!sb! iskol$zottak 
eg!szs!g szempontj$b&l t(rt!n" leszakad$sa az iskol$zottabbakt&l m$r a 35±66 !ves koroszt$lyban megkez-
d"dik. 
Az eg!szs!gi $llapotban nagyon jelent"s k'l(nbs!gek vannak j(vedelmi helyzet szerint is: a legmagasabb 
j(vedelmi (t(dbe tartoz& magyarok 78%-a j&nak vagy nagyon j&nak +t!lte a szubjekt+v eg!szs!gi $llapot$t; 
ezzel ellent!tben a legalacsonyabb j(vedelm*eknek csak 56%-a v!lte ugyan+gy; 10 /magas j(vedelm*ek4, illet-
ve 9%-kal /alacsony j(vedelm*ek4 elmaradva az EU $tlagt&l. A sz'l"k alacsony j(vedelme mint eg!szs!gkoc-
k$zati t!nyez" haz$nkban els"sorban a gyermekkoroszt$ly eg!szs!gi $llapot$t !rinti, akiknek 37,1%-a !l sze-
g!nys!gi kock$zatnak kitett csal$dokban /ellent!tben a 75 !ven fel'liek 19,1%-$val4. 
A t$rsadalmi kirekeszt"d!s ter'leti egyenl"tlens!gei az orsz$g megy!i !s r!gi&i k(zt is jelent"sek, p!ld$ul a f!r#-
ak korai sz+v-!rrendszeri hal$loz$sa szempontj$b&l, amelynek a f(ldrajzi depriv$ci&val egybev$g& mint$zata 
!szakkeleti-d!lnyugati tengely ment!n v$lasztja sz!t a jobb /nyugati4 !s rosszabb helyzet* /keleti4 ter'leteket. 
A ter'leti egyenl"tlens!gek Budapesten is kimutathat&ak. A f"v$ros ugyanazon ker'leteiben a legmagasabb 
a 25±76 !ves f!r#ak hal$loz$sa, amelyekben legmagasabb az alacsony iskol$zotts$g) !s magas munkan!lk'-
lis!ggel jellemzett feln"tt n!pess!g ar$nya.
A szeg!nys!gi kock$zatnak, materi$lis depriv$ci&nak kitett, magas t$rsadalmi kirekeszt"d!si kock$zattal jel-
lemzett n!pess!gnek az eg!szs!g'gyi szolg$ltat$sokhoz val& hozz$f!r!se is probl!m$s, ami nemcsak ezen 
csoportok eg!szs!g!nek jav+t$sa, hanem az ell$t$s szervez!se !s hat!konys$ga szempontj$b&l is fontos teen-
d"kkel szembes+t. A kiel!g+tetlen sz'ks!gletet t'kr(zi, hogy 2013-ban a legals& j(vedelmi (t(dbe tartoz&k 16,3%-a 
/k(zel (tsz(r t(bben, mint a legfels" j(vedelmi (t(dben4 esetenk!nt nem tudott ig!nybe venni eg!szs!g'gyi 
szolg$ltat$st, b$r sz'ks!ge lett volna r$. A legalacsonyabb j(vedelm*ek sz$m$ra az ell$t$s sor$n tov$bbi prob-
l!m$t okoz az (sszeg!szs!g'gyi kiad$son bel'l a mag$nkiad$sok fedez!se, amely az OECD orsz$gai k(z'l Magyar-
orsz$gon a m$sodik legmagasabb /32%4, t(bb mint 60%-kal meghaladja az OECD-$tlagot. Az ell$t$s min"s!-
g!t egyre kedvez"tlenebb'l befoly$solja a tart&san bet(ltetlen h$ziorvosi !s v!d"n"i k(rzetek magas !s egyre 
n(vekv" sz$ma, amely a gazdas$gilag legink$bb elmaradott megy!kben jelenti a legnagyobb probl!m$t. 

F• c€lkit•z€s

A t$rsadalmi kirekesztetts!g szempontj$b&l vesz!lyeztetett t$rsadalmi csoportok eg!szs!g'gyi ell$t$shoz 
val& hozz$f!r!s!nek, valamint a t$rsadalmi kirekesztetts!g h$tt!rt!nyez"inek, )gymint az !letk(r'lm!nyek-
nek, a kora gyermekkori fejl"d!s felt!teleinek, az iskol$zotts$gnak !s a foglalkoztat$snak /j(vedelemszerz" 
k!pess!gnek4 !rdemi jav+t$sa. 

Konkr€t c€lkit•z€sek

 �y Az eg!szs!g'gyi ell$t$shoz val& hozz$f!r!st akad$lyoz&, els"sorban a t$rsadalmi kirekesztett-
s!g kock$zat$nak kitetteket s)jt& ell$t&rendszeri probl!m$k jav+t$sa.

 �y <letk(r'lm!nyek jav+t$sa az abszol)t szeg!nys!gben !l" kisgyermekes csal$dok, kiskor) gyer-
meket nevel" hajl!ktalan sz'l"k, alkohol- !s drogf'gg"k bentlak$sos programj$t teljes+tett kli-
ensek sz$m$ra.
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 �y A magasabb iskolai v!gzetts!ghez sz"ks!ges kognit#v k!szs!gek kialakul$s$t akad$lyoz% testi 
!s !rz!kszervi t!nyez&k korai felismer!se !s elh$r#t$sa, k"l'n's tekintettel a kock$zatnak kitett 
kisgyermekek k'r!ben. 

 �y Az iskol$zotts$gban fenn$ll% f'ldrajzi-telep"l!si k"l'nbs!gek cs'kkent!se a pedag%gusk!p-
z!s !s az iskola-eg!szs!g"gyi szolg$lat teljes#tm!ny!nek jav#t$sa r!v!n.

Javasolt intervenci"k

 �ƒ Kirekesztetts!g szempontj$b%l vesz!lyeztetett !s eg!szs!g"gyileg ell$tatlan lakoss$gi csopor-
tok azonos#t$sa. 

 �ƒ Tart%san bet'ltetlen h$ziorvosi !s v!d&n&i k'rzetek felt!rk!pez!se, m(k'd!si !s k'rnyezeti 
felt!telek vizsg$lata, e k'rzetek sz"ks!gletfelm!r!se.

 �ƒ Eg!szs!g"gyi ell$t$si sz"ks!gleti t!rk!p l!trehoz$sa, a sz"ks!glet tartalmi !s t!rbeli v$ltoz$s$-
nak monitoroz$sa; progressz#v finansz#roz$si rendszer kidolgoz$sa ilyen k'rzetekre. 

 �ƒ Praxisk'z'ss!gek l!trej'tt!nek t$mogat$sa !s m(k'd!s"k kiemelt finansz#roz$sa a depriv$lt 
f'ldrajzi t!rs!gekben, eg!szs!gmedi$torok alkalmaz$s$val. 

 �ƒ )szt'nz&rendszer kidolgoz$sa !s bevezet!se a t$rsadalmi kirekesztetts!g szempontj$b%l koc-
k$zatnak kitett lakoss$g sz$m$ra az 51/1997. NM rendeletben foglalt sz(r&vizsg$latok ig!ny-
bev!tel!nek jav#t$s$hoz. 

 �ƒ A szeg!nys!gi kock$zattal, materi$lis depriv$ci%val !s alacsony munkaintenzit$ssal egyar$nt 
jellemezhet&, legnagyobb kock$zat* csal$dok, valamint kiskor* gyermeket nevel& hajl!ktalan 
sz"l&k !s gy%gyul% szerf"gg&k 
± lak$sk'r"lm!nyeinek jav#t$sa, 
± gyermekeinek iskol$ztat$si t$mogat$sa, 
± nyomonk'vet!si rendszer kidolgoz$sa a fenti int!zked!sek hat!konys$g$nak k'vet!s!re.

 �ƒ +jsz"l'ttek hall$s- !s l$t$svizsg$lat$nak k'telez&v! t!tele, ehhez sz"ks!ges k!pz!s !s eszk'z'k 
biztos#t$sa, magas kirekesztetts!gi kock$zat* csal$dok *jsz"l'ttjeinek ingyenes fejleszt!se/
eszk'z'k biztos#t$sa.

 �ƒ A v!d&n&i ell$t$s keret!ben v!gzett vizsg$latok eredm!nyeinek rendszeres elemz!se !s arra 
!p#tett, c!lzott beavatkoz$sok tervez!se: 
± gyermekek k'r!ben v!gzett tapint$sos golyvasz(r!s: golyv$s gyermekek tov$bbi vizsg$lata, 

sz"ks!g eset!n j%dp%tl$s,
± szomatikus fejletts!gi vizsg$latok: alult$pl$lt gyermekek tov$bbi vizsg$lata, sz$mukra ingye-

nes %vodai/iskolai !tkez!s vagy csal$djuknak rendszeres !lelmiszer-utalv$ny, fejl&d!s"k rend-
szeres ellen&rz!se, 

± pszichomotoros fejletts!gi vizsg$latok keret!ben a koroszt$lyukhoz k!pest elmaradt gyer-
mekek azonos#t$sa, tov$bbi vizsg$lata, tov$bbir$ny#t$sa ingyenes fejleszt& programba, 

± rendszeres adatgy(jt!s !s elemz!sek a pedag%gusok k!pzetts!ge !s a tanul%k iskolai teljes#t-
m!nye k'zti 'sszef"gg!sre,

± az iskola-eg!szs!g"gyi ell$t$s teljes#tm!nyalap* 0nansz#roz$s$nak kidolgoz$sa,
± a h$tr$nyos helyzet( !s kisebbs!gi t$rsadalmi csoportok eg!szs!gfejleszt!s!t szolg$l% szak-

emberek k!pz!se !s szakemberh$l%zat kialak#t$sa.



‡•‰•€•‚ƒ‚•€Š€„ / ‹Œ. ••Ž•…„•‘ ’. ‚ƒˆ‘ (“”’‹)

29†ˆ!‚•"•…‘#…•€ ••‚ƒ•…„•ƒ†•†•†† $‚•‰•!†•%!• #!ˆ‡„&…' $•…ƒ•†† *••••†%•ƒˆ‚•%

El•rehalad€s, megval•sul€s monitoroz€sa

 ltal!ban
"�Å Eg#szs#g$gyi"alapell!t!si"adatok"rendszeres"elemz#se"t!rsadalmi-gazdas!gi"st!tusz"szerint"

a"H!ziorvosi"Morbidit!si"Adatgy%jt#si"Program"alapj!n."
"�Å Orsz!gos"v#d&n&i"adatok"rendszeres"elemz#se.
"�Å A"hazai"n#pess#g"eg#szs#gi"!llapot!nak"rendszeres"nyomon"k'vet#se"(ELEF,"HBSC),"bele#rtve"

a" t!rsadalmi"kirekesztetts#g"szempontj!b*l"vesz#lyeztetett"alcsoportokra"vonatkoz*"adatok"
r#tegzett"bemutat!s!t"(t!rsadalmi-gazdas!gi"helyzet"szerinti"elemz#s).

Folyamatindik!torok:"
"�Å R#szletes"eg#szs#g$gyi"ell!t!si"depriv!ci*s/sz$ks#glet"t#rk#p."
"�Å Sz$ks#gletalap+"finansz0roz!si"rendszer"az"eg#szs#g$gyi"alapell!t!sban.
"�Å Teljes0tm#nyalap+"finansz0roz!si"rendszer"az"iskola-eg#szs#g$gyi"ell!t!sban.
"�Å Elv#gzett"sz%r&vizsg!latok"sz!ma"#s"ar!nya"gyermek-koroszt!lyonk#nt,"a"sz$l&k/csal!d"t!rsa-

dalmi-gazdas!gi"helyzete"szerint.
"�Å Vizsg!lattal"kiemeltek"ar!nya,"s"a"k'z$l$k"fejleszt&"programban"r#szt"vev&k"ar!nya"a"sz$l&k/

csal!d"t!rsadalmi-gazdas!gi"helyzete"szerint."
"�Å Iskol!b*l"kimarad*k"ar!ny!nak"v!ltoz!sa"#venk#nt,"a"sz$l&k/csal!d"t!rsadalmi-gazdas!gi"hely-

zete"szerint.

Kimeneti"indik!torok:"
"�Å Iskolai" tanul*k"k#szs#geinek"v!ltoz!sa"#venk#nt"(PISA)"a"sz$l&k/csal!d" t!rsadalmi-gazdas!gi"

helyzete"szerint.
"�Å Feln&ttek"k#szs#geinek"v!ltoz!sa"#venk#nt"(Survey"of"Adult"Skills"±"PIAAC,"Magyarorsz!g"jelen-

leg"nem"vesz"r#szt"benne),"t!rsadalmi-gazdas!gi"helyzet"szerint.
"�Å Leggyakoribb" betegs#gek" okozta" morbidit!s" #s" hal!loz!s" kist#rs#gi" eloszl!s!nak" alakul!sa"

#venk#nti"nyomon"k'vet#ssel,"t!rsadalmi-gazdas!gi"helyzet"szerint.
"�Å 18"#ven" fel$li," t+ls+lyos"#s"elh0zott" szem#lyek"korra"standardiz!lt"prevalenci!ja"nem,"kor"#s"

iskol!zotts!g"szerinti"bont!sban."
"�Å  ltal!nos"iskol!s"kor+,"de"nem"beiskol!zott"gyermekek"ar!nya."
"�Å Gini-egy$tthat*.
"�Å Az"alult!pl!lts!g"prevalenci!ja.
"�Å 15±24"#ves,"nem"tanul*"fiatalok"ar!nya.

Partners!gi kapcsolatok

A"c#lok"el#r#s#t"szolg!l*"r#szletes"program"kidolgoz!s!hoz"sz$ks#ges"a"Magyar"Nemzeti"T!rsadalmi"Felz!rk*-
z!si"Strat#gi!hoz"t'rt#n&"kapcsol*d!s"meghat!roz!sa."Az"!gazati,"illetve"!gazatk'zi"feladatok"meghat!roz!-
s!hoz"korm!nyzati"szint%"egyeztet#s"#s"r#szletes"cselekv#si" terv"sz$ks#ges," legal!bb"az"al!bbi"szervezetek"
bevon!s!val:"

"�Ê Emberi"Er&forr!sok"Miniszt#riuma"
±"minden"!llamtitk!rs!g
±" llami"Eg#szs#g$gyi"Ell!t*"K'zpont"
±"Oktat!si"Hivatal"

"�Ê P#nz$gyminiszt#rium"
"�Ê Innov!ci*s"#s"Technol*giai"Miniszt#rium"
"�Ê Agr!rminiszt#rium"
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 �Ê Bel!gyminiszt"rium 
 �Ê Minisztereln#ks"g
 �Ê Orvos-eg"szs"gtudom$nyi k"pz"st, valamint pedag%gusk"pz"st folytat% egyetemek
 �Ê MTA K#zgazdas$g- "s Region$lis Tudom$nyi Kutat%k#zpont 
 �Ê MTA T$rsadalomtudom$nyi Kutat%k#zpont 
 �Ê Orsz$gos K#zeg"szs"g!gyi Int"zet
 �Ê Eg"szs"gfejleszt"si irod$k h$l%zata
 �Ê Telep!l"si "s kisebbs"gi #nkorm$nyzatok
 �Ê Korm$nyhivatalok n"peg"szs"g!gyi f&oszt$lyai
 �Ê Civil szervezetek
 �Ê M"dia
 �Ê N"peg"szs"g!gyi K"pz&- "s Kutat%helyek Orsz$gos Egyes!lete tagint"zm"nyei
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Fert•z• betegs!gek megel•z!se !s kontrollja

Helyzetelemz!s

Haz nk!j rv ny"gyi!biztons ga!j#nak!mondhat#.!Az!elm$lt!%vekben!a!bejelentett!fert&z&!betegs%gek!sz ma!
az!Orsz gos!Szakfel"gyelet!Inform ci#s!Rendszer!(OSZIR)!adatai!szerint!%vente!65!%s!70!ezer!k'z'tt!volt.!A!meg-
beteged%sek!k'z"l!leggyakoribb!a!b•r•nyhiml€ !%s!a!skarl•t .!Az!enter•lis fert€z€ betegs!gek!ter%n!az!elm$lt!
%vekben!nem!t'rt%nt!l%nyeges!v ltoz s.!Ezek!k%tharmada!bakteri lis!eredet*!(salmonellosis!%s!campylobac-
teriosis).!Az!esetek!egyharmada!rotav+rus-gastroenteritisnek!bizonyult.!A!caliciv+rus!nem!bejelentend&,!el&-
fordul s ra!vonatkoz#an!nincs!adat.!A!hepatitis A!el&fordul si!gyakoris ga!az!1970-es!%vekt&l!kezd&d&en,!
a!higi%n%s!viszonyok!javul s nak!k'sz'nhet&en,!nagys grendileg!cs'kkent.!Az!ut#bbi!%vekben!a!lakoss g!
 tv%szelts%g%nek! cs'kken%se! k'vetkezt%ben! a! fog%konys g! n&tt,! emiatt! j rv nyok! alakultak! ki.! A! heveny!
hepatitis!B!%s!C!esetek!sz ma!az!ut#bbi!'t!%vben!stagn lt,!a!hepatitis!E!esetek!sz ma!fokozatosan!emelke-
dett.
A v!d€olt•ssal megel€zhet€ fert€z€ betegs!gek tekintet!ben a j•rv•ny"gyi helyzet !kiv l#,!az!%letkorhoz!k't'tt!
v%d&olt sok!ter%n!az! toltotts g!99,7±99,9/.!A!k'telez&,!illetve!'nk%ntesen!ig%nybe!vehet&!v%d&olt sok!k're!
folyamatosan!b&v"l,!rendre!kieg%sz+t%sre!ker"l.!A!gyermekb!nul•s!haz nkban!megsz*nt,!a!WHO!az!Eur#pai!
R%gi#t! 2002-ben! poliomyelitis-mentes! 'vezett%! nyilv n+totta,! hab r! a! szint%n! az! Eur#pai! R%gi#ba! sorolt!
K'z%p-3zsiai!T dzsikiszt nban!2010-ben!polioj rv ny!bontakozott!ki,!majd! tterjedt!a!szomsz%dos! llamokra!
is.!Egyes!orsz gok!olt si!fegyelm%nek!hanyatl sa!miatt!a!betegs%g!$jra!vesz%lyt!jelent.!A!rom niai!olt sellenes!
kamp nyok!eredm%nyek%nt!kialakult!kanyar#j rv ny! tterjed%se!miatt!Mak#n!%s!k'rzet%ben!2017-ben!impor-
t lt!%s!hazai!megbeteged%sek!fordultak!el&.!Meger&s+t%sre!ker"lt!a! fel"gyeleti! tev%kenys%g,!megt'rt%nt!az!
%rintett!eg%szs%g"gyi!dolgoz#k!szeroepidemiol#giai!vizsg lata,!valamint!a!fog%kony!szem%lyek!v%d&olt sa.!
A!l!g$ti fert€z€ betegs!gek!k'z"l!a!nagy!sz mban!el&fordul#!b r nyhiml&!%s!skarl t!mellett!sz molni!kell!az!
%vente!el&fordul#!in4uenzaj rv nyokkal.!A!j rv nyok!megel&z%se!c%lj b#l!a!korm ny!%vente!t%r+t%smentes!
olt#anyagot!biztos+t!azok!sz m ra,!akik!%letkoruk!vagy!eg%szs%gi! llapotuk!miatt!fokozottan!vesz%lyeztetet-
tek,!illetve!akik!ezen!csoportokat! polj k.!A!tuberkul#zis!elleni!j#l!szervezett,!kitart#!munka!eredm%nyek%nt!
Magyarorsz g!2018-ben!beker"lt!az!alacsonyan! tfert&z'tt!orsz gok!k'z%.!
A!szexu•lis $ton terjed€ fert€z€ betegs!gek!k'z"l!a!szi:liszes!esetek!sz ma!az!elm$lt!'t!%vben!folyamatosan!
emelkedett.!A!bejelentett!HIV-fert&z'tt!esetek!sz ma!2015-ig!emelkedett,!majd!2016-ban!cs'kkent!22;!eset<
%vre.!Az!AIDS!megbeteged%sek!esetsz ma!az!elm$lt!5!%vben!enyh%n!emelkedett,!2016-ban!5=!esetet!diag-
nosztiz ltak.!Haz nkban!%vente!  tlagosan!1500!$j!m!hnyakr•k !megbeteged%st!diagnosztiz lnak! [amelyek!
99/- ban!kimutathat#ak!a!HPV!magas!rizik#j$!(HR)!t+pusai],!s!a!hal lesetek!sz ma!500!k'r"li.!2018!#ta!a!7.!
oszt lyos!l nyok!eset%ben!a!sz"l&knek!haz nkban!is!lehet&s%g"k!van!ingyenes!HPV-ellenes!v%d&olt st!k%rni.!
A!v%d&olt s!hat sa!m%g!nem!%rz%kelhet&!a!morbidit sban,!de!Ausztr li ban!%s!az!USA-ban!=-5!%vvel!a!beve-
zet%st!k'vet&en!szigni:k nsan!(8;-92/)!cs'kkent!a!hum n!papillomav+rus!(HPV-)!asszoci lt!betegs%gek!el&-
fordul sa.!A!nemi!%rintkez%s!$tj n!vagy!v%rrel<v lad%kkal!is!terjed&!fert&z%sek!(pl.!hepatitis!B!%s!HIV)!felder+t%-
s%nek!akad lya,!hogy!jelenleg!nincsenek!megk'zel+t&!ismereteink!sem!az!intrav%n s!droghaszn lat!elterjedt-
s%g%r&l,!ez ltal!az!ilyen!m#don!terjed&!fert&z%sek!sz m r#l!%s!epidemiol#gi j r#l!sem.
Import•lt fert€z€ megbeteged!sek.!>vr&l!%vre!$j!fenyeget%sek,!$j!k#rokoz#k!jelentek!meg?!2009-2010!in4uen-
zapand%mia,! 2011-ben! EHEC! (enterohaemorrhagi s! Escherichia! coli),! 201=-ban! $j! coronav+rus,! 2018-ben!
Ebola,!2015-ben!Zika.!2018!novembere!%s!2015! febru rja!k'z'tt!$jabb!magas!patogenit s$!mad rin4uen-
za-j rv nykit'r%sek!voltak!a!vil g!t'bb!pontj n,!t'bb!eur#pai!orsz gban!%s!haz nkban!is.!Ezek!Magyarorsz g-
ra!t'rt%n&!behurcol s nak!lehet&s%ge!fenn ll!(2016.!%vben!2!Zika-l z,!illetve!2018!#ta!minden!%vben!1-2!Chi-
kungunya-l z! import lt!eset!ker"lt!bejelent%sre).! Illeg lis!bev ndorl#k!sz*r&vizsg lata!sor n!vesz%lyes!k#r-
okoz#k!(pl.!HIV,!hepatitis!B,!Mycobacterium tuberculosis, Salmonella typhi)!hordoz s t!mutatt k!ki.!Magyaror-
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sz gon!h rom!"j!hast#fuszos!eset!$s!n$gy!parat#fusz!fordult!el%!2012±2016-ban;!a!betegek!magyar! llampol-
g rok!voltak,!akik!k&lf'ld'n!fert%z%dtek.!
Az !ghajlatv•ltoz•s, a glob•lis felmeleged!s!miatt!sz m#tani!kell!arra,!hogy!eddig!nem!honos!fert%z%!beteg-
s$gek!bukkanhatnak!fel!Magyarorsz gon.!Olyan!meleg!$g'vi!fert%z$sek,!mint!a!Zika-v#rusfert%z$s!vagy!Den-
gue-l z!vektorai!m r!jelen!vannak!haz nkban.!
Eg!szs!g"gyi ell•t•ssal kapcsolatos fert€z!sek.!A!WHO!meg llap#t sa!szerint!az!eg$szs$g&gyi!ell t ssal!'ssze-
f&gg$sben!fell$p%!fert%z$sek!(E•F)!a!leggyakoribb!nemk#v natos!esem$nyek.!Jogos!elv r s,!hogy!aki!az!ell -
t*rendszer!b rmelyik!alrendszer$ben!gy*gyul,!eg$szs$g$t!min$l!el%bb!visszanyerje,!$s!k'zben!ne!szenvedjen!
el!az! pol ssal!kapcsolatban!fell$p%!fert%z$st.!Ezek!megakad lyoz s nak!fontoss g t!az!is!jelzi,!hogy!az!eg$sz-
s$g&gyi!ell t s!sor n!bek'vetkez%!eg$szs$gk rosod s!(nemcsak!a!nosocomialis!fert%z$s)!megel%z$s$t!a!szak-
ter&let!ma!m r!mint!negyedleges!prevenci*t!k&l'n#ti!el.!Nemzetk'zi!'sszehasonl#t sban!a!vil g!fejlett!eg$sz-
s$g&ggyel! rendelkez%!orsz gaiban!az!E•F!ar nya!4±11+.!Magyarorsz gon! jelenleg!a!webalap"! fel&gyeleti!
rendszer,!a!Nemzeti!Nosocomialis!Surveillance!Rendszer!(NNSR)!keret$ben!bejelent$sre!k'telezettek!a!k*rh zi!
j rv nyok;! az! eg$szs$g&gyi! ell t ssal! 'sszef&gg%! v$r ramfert%z$sek;! a! multirezisztens! k*rokoz*! okozta,!
eg$szs$g&gyi!ell t ssal!'sszef&gg%!fert%z$sek;!valamint!a!Clostridium di!cile!okozta!fert%z$s!(CDI).!K'telez%-
en!v laszthat*!a!m/t$ti!sebfert%z$sek,!valamint!a!feln%tt!$s!perinat lis!intenz#v!r$szlegeken!el%fordul*!fert%-
z$sek! jelent$se.! A! v$r ramfert%z$sek! bejelentett! esetsz ma! minim lis! cs'kken$st! mutat,! a! CDI! sz ma! az!
elm"lt!3!$vben!negyed$vel!cs'kkent.!A!multirezisztens!k*rokoz*k!okozta!fert%z$sek!sz ma!15+-kal!n%tt,!ami-
nek!egyik!oka,!hogy!38+-kal!n%tt!a!mikrobiol*giai!vizsg latok!sz ma,!ez ltal!javult!a!felder#t$s!hat$konys ga.!
A!k*rh zi!fert%z$sek!el%fordul s ra!k'vetkeztetni!lehet!az!5!$vente!v$gzett!pillanatfelv$teli!vizsg latok!(Eur*-
pai!Pont!Prevalencia!Vizsg lat!keret$ben)!eredm$ny$b%l,!ami!2012-ben!4,89+!volt.!Ebben!a!r$szv$tel!2017-t%l!
minden!k*rh z!sz m ra!k'telez%.
Hi nyzik!a!lakoss g!teljes!k'r/!$s!k'z$rthet%!t j$koztat sa,!aminek!k'vetkezt$ben!megrend&lt!a!bizalom!a!
hivatalos!orvosl sban!$s!a!j rv ny&gyi!szervek!munk j ban.!

F• c€lkit•z€s 

Magyarorsz g!kedvez%!j rv ny&gyi!helyzet$nek!meg%rz$se,!lehet%s$g!szerinti!tov bbi!jav#t sa!a!j rv ny&gyi!
fel&gyeleti!rendszer!fejleszt$s$vel.!

Konkr€t c€lkit•z€sek

!�y A!fert%z%!betegs$gek!$s!a!k*rh zi!fert%z$sek!monitoroz s ra!szolg l*!fel&gyeleti!(surveillance)!
rendszerek!kiterjeszt$se,!hat$konys g nak!n'vel$se.

!�y A!bejelent$sre!k'telezett!fert%z$sek!k'r$nek!b%v#t$se.

!�y A!k*rh zakban!a!magas!sz#nvonal",!sz&ks$g!eset$n!beteg gy!melletti!diagnosztika!id%korl to-
z s!n$lk&li!biztos#t sa!az!int$zm$nyen!bel&l.

!�y A!betegbiztons g!fokoz sa!az!E:F!kock zat nak!minimaliz l s val.!Ennek!l$p$sei
±!az!E:F!teljes!sz m nak!megismer$se!minden!eg$szs$g&gyi!int$zm$ny!minden! pol si!nap-

j n!minden!betegre!kiterjed%en,
±!a!nem!elker&lhet%!fert%z$sek!korai!felismer$s$nek!$s!a!hat$kony!beavatkoz sok!felt$teleinek!

 ltal noss !t$tele,
±!a!megel%zhet%!fert%z$sek!ar ny nak!cs'kkent$se!3+!al ,
±!az!'sszes!E:F!5+!al !szor#t sa.!

!�y Az!eg$szs$g&gyi!dolgoz*k!biztons g nak!fokoz sa.!



‡•‰•€•‚ƒ‚•€Š€„ / ‹Œ. ••Ž•…„•‘ ’. ‚ƒˆ‘ (“”’‹)

33Ž•!†+ƒ+ *•†•€‚•€•% ‘•€•…+ƒ•‚• •‚ %•‡†!•……,•

!�y Az!import lt!fert%z%!betegs$gek!elleni!hat$kony!v$dekez$s,!valamint!a!terjed$s!megakad lyo-
z sa!$rdek$ben!a!hat*s gok,!illetve!az!eg$szs$g&gyi!szolg ltat*k!folyamatos!k$sz&lts$gi! lla-
pot nak!biztos#t sa.!

!�y Folyamatosan!fenn!kell!tartani!a!kiv l*! toltotts got!ahhoz,!hogy!az!import lt!eseti!fert%z$sek!
ne!v lhassanak!j rv ny!kiindul si!pontj v ,!a!vil gba n!el%fordul*!kedvez%tlen!j rv ny&gyi!jelen-
s$gek!ne!vesz$lyeztethess$k!eddig!el$rt!eredm$nyeinket.!

!�y A!k'telez%!$s!aj nlott!v$d%olt sok!k'r$nek!b%v#t$se.!

!�y A!k*rh zi!fert%z$sek!korai!felismer$se,!szakszer/!ell t suk!$s!kontrolljuk!megval*s#t sa.

Javasolt intervenci•k

!�ƒ A!megfelel%!antibiotikum-politika!kialak#t sa!$rdek$ben!az!Orsz gos!Infekci*kontroll!$s!Anti-
biotikum! Bizotts g! (OIAB)!  ltal! meghat rozott! c$lkit/z$sek! megval*s#t sa! f%v rosi<megyei!
(MIAB)!$s!int$zm$nyi!(IIAB)!szinten.

!�ƒ A!fekv%beteg-ell t*!int$zm$nyekben!a!hat$kony!infekci*kontroll!felt$teleinek!jav#t sa.!A!k*r-
h zi! fert%z$sek! k'telez%! bejelent$s$nek! elmulaszt sa! eset$n! szankcion l s,! az! elv rhat*n l!
kevesebb!k*rh zi!fert%z$st!jelent%!int$zm$nyek!ellen%rz$se.

!�ƒ A!sz$les!k'r/,!id%ben!$s!t$rben!el$rhet%!mikrobiol*giai!diagnosztika!megteremt$se,!a!j rv ny&gyi!
mikrobiol*giai!h l*zat!vissza ll#t sa!legal bb!megyei!szint/!int$zetek!l$trehoz s val.!

!�ƒ Konzult l*!(klinikai)!mikrobiol*giai!szolg ltat s!kialak#t sa.

!�ƒ Beteg gy!melletti,!infektol*gus! ltal!vezetett!infekci*kontroll! ltal noss !t$tele.

!�ƒ A!sz"r sos-v g sos!balesetek!k'telez%!bejelent$s$nek!bevezet$se.

!�ƒ K'zpontilag!szervezett!felvil gos#t*!kamp nyok!a!k'zm$dia!hangs"lyos!r$szv$tel$vel!a!fert%z%!
betegs$gekr%l,!a!j rv nyokr*l,!az!antibiotikum-alkalmaz sr*l,!a!rezisztencia!terjed$s$r%l!r'vid,!
k'z$rthet%!megfogalmaz sban,!n$pszer/!form ban.

!�ƒ Hat$kony!fell$p$s!az!olt smegtagad sra!biztat*kkal!szemben.

!�ƒ =j!v$d%olt sok!(pl.!meningococcus,!varicella!elleni!v$d%olt s)!bevezet$se,!a!HPV-olt s!kiter-
jeszt$se!a!12.!$v&ket!bet'lt'tt!fi"kra!is.

!�ƒ Az!influenzaj rv nyok,!illetve!a!sz'v%dm$nyes!betegs$gek!megel%z$se!$rdek$ben!a!65!$ven!
fel&liek!k'r$ben!el$rni!a!WHO! ltal!aj nlott!75+-os! toltotts gi!ar nyt,!illetve!n'velni!az! tol-
totts got!az!eg$szs$g&gyi!dolgoz*k!k'r$ben.

El•rehalad€s, megval•sul€s monitoroz€sa

!�Å A!fert%z%!betegs$gek!morbidit si!adatai.!Kiemelten>!1000!lakosra!sz m#tott!"j!HIV-fert%z'ttek!
sz ma!nem,!kor!$s!rizik*csoportok!szerinti!bont sban;!tuberkul*zisincidencia!100!000!lakosra!
vonatkoztatva;!hepatitis!B!incidencia!100!000!lakosra!sz m#tva.

!�Å A!fert%z%!betegs$gek!mortalit si!adatai.
!�Å K'z'ss$gi!j rv nyok!el%fordul sa!$s!kiterjed$se.
!�Å Az!E:F!betegs$gek!adatai!(kezdetben,!a!bejelent$si!k'telezetts$g!kiterjeszt$s$t!$s!betart s t!

k'vet%en!jelent%s!emelked$s,!majd!a!hat$kony!kontroll!eredm$nyek$ppen!a!fert%z$sek!sz -
m nak!cs'kken$se!v rhat*).

!�Å A!v$d%olt sok!adatai! ( toltotts g,!olt st!megtagad*k!sz ma).!Kiemelten>!kanyar*! (egy!adag!
k$t$ves!korig),!rubeola!(egy!adag!k$t$ves!korig),!polio!(h rom!adag!az!els%!$vben),!HepB!(a!
nemzeti!olt si!program!szerint),!HPV!(a!nemzeti!olt si!program!szerint).!

!�Å A!nemzeti!v$d%olt si!programban!szerepl%!valamennyi!v$d%olt s!eset$ben!az! toltotts g!ar -
nya!a!c$lpopul ci*ban.!
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 �Å A hepatitis B-v'russal szembeni $toltotts$g a HepB olt%anyag harmadik d%zis$val (HepB3) is 
oltott gyerekek sz$ma/ar$nya alapj$n.

 �Å A mikrobiol%giai (diagnosztikai "s kontroll) vizsg$latok adatai.

Partners•gi kapcsolatok

 �Ê Emberi Er&forr$sok Miniszt"riuma (kiemelten Eg"szs"g!gy"rt Felel&s *llamtitk$rs$g, Csal$d- 
"s Ifj+s$g!gy"rt Felel&s *llamtitk$rs$g, Oktat$s"rt Felel&s *llamtitk$rs$g, Szoci$lis 0gyek"rt "s 
T$rsadalmi Felz$rk%z$s"rt Felel&s *llamtitk$rs$g), Klebelsberg Int"zm"nyfenntart% K#zpont

 �Ê Korm$nyhivatalok N"peg"szs"g!gyi f&oszt$lyai
 �Ê 1nkorm$nyzatok
 �Ê Orsz$gos K#zeg"szs"g!gyi Int"zet
 �Ê Nemzetk#zi olt%k#zpontok
 �Ê Fekv&beteg-ell$t% int"zm"nyek
 �Ê H$ziorvosok szervezete
 �Ê V"d&n&i h$l%zat
 �Ê Relev$ns szakmai "s tudom$nyos t$rsas$gok
 �Ê Tudom$nyos Ismeretterjeszt& T$rsas$g
 �Ê Ismeretterjeszt& szervezetek
 �Ê Hajl"ktalanok, szenved"lybetegek sz$m$ra ell$t$st ny+jt% civil "s egyh$zi szervezetek
 �Ê M"dia
 �Ê K#znevel"si "s fels&oktat$si int"zm"nyek
 �Ê N"peg"szs"g!gyi K"pz&- "s Kutat%helyek Orsz$gos Egyes!lete tagint"zm"nyei
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Hat•kony fell•p•s a kock!zati eg•szs•gmagatart!s-form!k 
gyakoris!g!nak cs#kkent•se •rdek•ben

Helyzetelemz•s

K(zismert, hogy a kock$zati eg!szs!gmagatart$s-form$k sz$mos kr&nikus nem fert"z" betegs!g /pl. sz+v-!r-
rendszeri betegs!gek, daganatos betegs!gek, cukorbetegs!g4 kialakul$s$ban meghat$roz& szerepet j$tsza-
nak, !s a fert"z" betegs!gek kialakul$s$hoz is hozz$j$rulnak. Az eg!szs!gtelen !letm&d (sszetev"inek pre-
valenci$ja a magyar popul$ci&ban igen magas, r$ad$sul a kock$zati t!nyez"k t$rsul$sa egy!nek>csoportok 
eset!ben $ltal$nos jelens!g.
A doh•nyz•s  a legfontosabb elker'lhet" kock$zati t!nyez" !s a korai hal$loz$s els" sz$m) oka az Eur&pai Uni-
&ban, ahol !vente mintegy 900 000 korai hal$leset!rt tehet" felel"ss!, t(bbs!g!ben kering!si, daganatos !s 
kr&nikus l!gz"rendszeri betegs!gek k(vetkezt!ben. A doh$nyz$s a magyar lakoss$g eg!szs!gvesztes!g!nek 
16%-$!rt /n"kn!l 10%, f!r#akn$l 18%4 volt felel"ss! tehet" 2015-ben. A 2016-es Eur&pai Lakoss$gi Eg!szs!g-
felm!r!s /ELEF4 szerint a hazai feln"tt lakoss$g 2=%-a doh$nyzik, d(nt" t(bbs!g'k, a lakoss$g 28%-a /n"kn!l 
21%, f!r#akn$l 32%4 rendszeres doh$nyz&. F!r#akn$l a 18±36 !ves koroszt$lyban a doh$nyz$s prevalenci$ja 
62% volt, k(z!pkor)akn$l /35-76 !v4 35%, id"sebbekn!l pedig 28% volt. N"k k(r!ben mindezek a k(vetkez"-
k!ppen alakultak: 18±36 !v: 2=%, 35±76: 29%, 75?: 9%. A 200= !s 2016 k(z(tti v$ltoz$sok is kedvez"tlenek; 
a 2000-es !vek elej!nek cs(kken" tendenci$j$val szemben ebben az id"szakban els"sorban a #atal korosz-
t$lyban kifejezett n(veked!s volt tapasztalhat& /a 18±36 !vesek k(z(tt f!r#akn$l 7%-os, n"kn!l 6%-os emel-
ked!s az (t !v alatt4. Az OECD adatai szerint a napi szinten doh$nyz&k teljes n!pess!gben m!rt 25,8%-os 
ar$ny$val az Eur&pai Uni& legrosszabb helyzet* orsz$gai k(z(tt vagyunk. Igen nagy k'l(nbs!gek mutatkoz-
nak haz$nkban az iskolai v!gzetts!g szerinti doh$nyz$si gyakoris$gokban, !s jelent"s region$lis elt!r!seket is 
tal$lunk az orsz$g !szakkeleti ter'leteinek rov$s$ra.
Tov$bbi aggodalomra ad okot, hogy m$r serd'l"k k(r!ben is meglehet"sen magas a doh$nyz$s prevalenci$-
ja. A Health Behaviour in School-Aged Children /HBSC4 vizsg$lat szerint 2016-ben a =. !vfolyamos #)knak !s 
l$nyoknak 65,2, illetve 67,6%-a m$r kipr&b$lta a doh$nyz$st !s 20,2%-uk doh$nyzott heti legal$bb egy alka-
lom rendszeress!ggel. Azoknak a =. !vfolyamosoknak, akik m$r kipr&b$lt$k a doh$nyz$st, 31,1%-a 16 !vesen 
tette ezt el"sz(r, 19%-a 13 !vesen, 12,9%-a 12 !vesen !s 10,1%-a m$r 11 !vesen vagy m!g kor$bban. Ebben 
a korcsoportban a napi rendszeress!ggel doh$nyz&k ar$nya /15%4 k!tszerese az eur&pai $tlagnak.
A k(rnyezeti doh$nyf'st-expoz+ci& jelent"s!ge a nemdoh$nyz&k v!delm!r"l sz&l& t(rv!ny hat$s$ra egyes 
ter'leteken cs(kkent, de tov$bbra is jelent"s probl!ma az otthoni, illetve a g!pkocsiban elszenvedett expoz+-
ci&. A HBSC felm!r!s adatai szerint a megk!rdezett gyerekek mintegy harmad$nak az !desanyja !s hasonl& 
ar$nyban az !desapja doh$nyzik otthon naponta.
K(zvetlen eg!szs!ghat$sai mellett e k$ros szok$s kedvez"tlen'l befoly$solja a foglalkoztat$st, n(veli a mun-
k$b&l val& hi$nyz$st !s cs(kkenti a termel!kenys!get.
A t lzott!alkoholfogyaszt•s  az alkohollal szoros (sszef'gg!sben lev" m$jbetegs!geken /steatosis, m$jgyulla-
d$s, m$jzsugor, m$jtumor4 k+v'l m$s, a hal$loki strukt)r$ban jelent"s r!szesed!s* betegs!geknek is er"s koc-
k$zati t!nyez"je /pl. magas v!rnyom$s, koszor)!r-betegs!g, sz!l't!s, cukorbetegs!g, sz$mos daganat4, illetve 
a ment$lis betegs!gek /pl. demencia4 kialakul$s$ban is l!nyeges szerepet j$tszik. Az OECD adatai szerint a 2016-
es magyarorsz$gi 10,= liter>f">!v alkoholfogyaszt$ssal /15 !vesn!l id"sebbek k(r!ben4 az Eur&pai Uni& k(z!p-
mez"ny!ben helyezked'nk el. A kor$bbi id"szak adataival (sszevetve kedvez" ir$ny) trend rajzol&dik ki: 
1==0: 13,= liter>f">!v, 2000: 12 liter>f" >!v, 2011: 11,6 liter>f">!v, b$r a 2011-es !s a kor$bbi adatok nem teljesen 
(sszehasonl+that&ak az alkoholterm!kek el"$ll+t$s$val !s kereskedelm!vel kapcsolatos jogszab$lyok v$ltoz$-
sa miatt. A 2016-es ELEF vizsg$lat adatai alapj$n a nagyiv&k ar$nya 2,8% volt Magyarorsz$gon. A ¹WHO Global 
status report on alcohol and health 2016º alapj$n a 2008±2010 k(z(tti id"szakban haz$nkban az egy f"re jut& 
!vi alkoholfogyaszt$s 13,3 liter volt /a 15 !vn!l id"sebb lakoss$g k(r!ben4, ami a f!r#ak $tlagosan 20,6 liter>f" 
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 s!a!n"k!7,1!liter/f"!fogyaszt#s#b$l!tev"d%tt!%ssze.!A!s&lyos,!alkalomszer'!iv#s!(legal#bb!60!g!t%m ny!szesznek!
megfelel"!alkoholos!ital!elfogyaszt#sa!legal#bb!egyszer!a!megel"z"!30!napon)!gyakoris#ga!f r*akn#l!az!alko-
holt! fogyaszt$k!52,1+-#n#l!volt! jelen,!m4g!n"k!eset ben!13,2+-ukn#l.!Az!alkoholbevitel!36+-a!sz#rmazott!
s%rb"l,!30+-a!borb$l!  s!38+-a!t%m ny!szeszes!italokb$l,!ami!kifejezetten!kedvez"tlen!megoszl#s!(Olaszor-
sz#gban!p ld#ul!ez!rendre!23+,!66+! s!11+).!A!megel"z"!12!h$nap!alatt!absztinensek!ar#nya!f r*akn#l!18,6+,!
n"kn l!22,2+!volt.
Az!alkoholos!m#jbetegs gek!#ltal!okozott!hal#loz#s!m rt ke!alapj#n!felt telezhet",!hogy!a!hazai!alkoholfo-
gyaszt#s!a!hivatalos!statisztikai!adatok!#ltal!mutatottn#l!sz#mottev"en!magasabb!lehet.
A!HBSC!2018!vizsg#lat!adatai!szerint!a!9.! vfolyamos!*&k!havi!alkoholfogyaszt#si!prevalenci#ja!59,6+,!a!l#nyo-
k !pedig!5:+,!a!heti!szint'!alkoholfogyaszt$k!gyakoris#ga!k%r;kben!36,9+,!illetve!23,3+!volt.!Az!alkoholt!m#r!
kipr$b#lt!tanul$k!12,3+-a!11! ves!kor#ban!vagy!ezt!megel"z"en!fogyasztott!el"sz%r!alkoholt.!Az! let;kben!m#r!
legal#bb!k tszer!r szeg!9.! vfolyamos!tanul$k!ar#nya!39,6+!volt.!Az!els"!r szegs g!a!m#r!legal#bb!egyszer!
ler szegedettek!valamivel!t%bb!mint!50+-a!eset ben!18! ves!korban!vagy!ann#l!*atalabb!korban!k%vetkezett!be.
A!t•pl•lkoz•s !a!nem!fert"z"!betegs gek!t%bb!mint!h#romnegyed vel!szoros!kapcsolatban!van.!R szben!k%z-
vetlen;l,! r szben! k%zvetetten! (pl.! az! elh4z#son! kereszt;l)! a! daganatos! betegs gek! legfontosabb! kock#zati!
t nyez"je,! s!ugyancsak!a!vezet"!rizik$faktorok!k%z%tt!van!a!sz4v-! s! rrendszeri!betegs gek!kialakul#s#ban.
A!magyar!feln"tt!lakoss#g!t#pl#lkoz#s#r$l!a!2018-es!ELEF,!illetve!az!ennek!keret ben!v gzett!Orsz#gos!T#pl#l-
koz#s! s!T#pl#lts#gi!<llapot!Vizsg#lat!(OT<P)!eredm nyei!alapj#n!alkothatunk!k pet,!a!gyermekek!t#pl#lkoz#-
s#t!illet"en!pedig!a!HBSC!felm r s!szolg#l!adatokkal.!A!f r*ak!energiabevitele!#tlagosan!271:!kcal/nap,!a!n"k !
pedig!2038!kcal/nap=! s!t%bbek!k%z%tt!a!t&ls&lyos! s!elh4zott!emberek!ar#nya!is!mutatja,!hogy!ez!meghaladja!
az!energiafelhaszn#l#s!alapj#n!sz;ks ges! rt ket.!A!makronutrienseket!illet"en!a!feh rjebevitel!megfelel"nek!
tekinthet",!a!zs4rbevitel!viszont!jelent"sen!meghaladja!az!aj#nlottat!( rtelemszer'en!a!sz nhidr#tok!r szese-
d se!±!de!nem!a!mennyis ge!±!pedig!kisebb!az!aj#nlottn#l).!F r*akn#l!az!%ssz-energiabevitel!3:,8+-a,!m4g!
n"kn l!37,3+-a!sz#rmazott!zs4rokb$l.!Az!aj#nl#snak!megfelel"!30!energia+!alatti!r szesed s!mind%ssze!a!f r*-
ak!8+-#ra,!m4g!a!n"k!9+-#ra!volt!jellemz".!Ugyancsak!kedvez"tlen!volt!a!zs4rsav%sszet tel!is=!a!tel4tett!zs4rsavak!
t&lzott!bevitele,!illetve!az!>-3!sorozat&!t%bbsz%r%sen!tel4tetlen!zs4rsavak!el gtelen!fogyaszt#sa!volt!jellemz".!
Az! lelmi!rostok!bevitele!a!napi!25!g-os!aj#nl#s!alatt!maradt!(f r*ak!eset ben!28,7!g,!n"k!eset ben!21,1!g),!a!kolesz-
terinbevitel!viszont!magasabb!volt!a!javasolt!max.!300!mg-n#l!(858,:!mg,!ill.!313,2!mg).!T%bbsz%r%sen!megha-
ladta!az!aj#nlott!napi!5!g-ot!a!s$bevitel!(f r*ak!15,9!g,!n"k!11,2!g).!A!helyzetet!tov#bb!rontotta,!hogy!a!k#lium-
bevitel!viszont!(3!g,!ill.!2,6!g)!sz#mottev"en!alacsonyabb!volt!az!aj#nlottn#l!(3,5!g).!Meg#llap4that$!volt!m g!a!kal-
ciumbevitel!javasoltn#l!kisebb!mennyis ge,!illetve!n"k!eset ben!sz#mos!mikroelem!±!kiemelten!a!vas!±!el g-
telen!bevitele.!A!vitaminok!k%z;l!a!D-vitamin-,!folsav-,!pantot nsav-! s!biotinbevitel!volt!k;l%n%sen!alacsony.
Ha!nem!t#panyagok,!hanem!az!elfogyasztott! lelmiszerek!szintj n!vizsg#ljuk!a!t#pl#lkoz#s!jellegzetess geit,!
akkor!mindenekel"tt!a!kellet n l!alacsonyabb!z%lds g-gy;m%lcs!fogyaszt#st!kell!kiemelni.
A!gyerekek,!serd;l"k!t#pl#lkoz#sa!is!sz#mos!eg szs gtelen!von#st!mutatott.!A!gy;m%lcs%t!naponta!fogyasz-
t$k!ar#nya!az!5.! vfolyamt$l!a!11.-ig!folyamatosan!cs%kkent,!az!ut$bbiak!k%r ben!a!*&k!22,6+-a,!m4g!a!l#nyok!
27,9+-a!fogyasztott!csak!naponta!gy;m%lcs%t.!Hasonl$!tendencia! s! rt kek!jellemezt k!a!z%lds gf l k!fogyasz-
t#s#t!is.
A! zikai!inaktivit•s !r szben!az!elh4z#s!kialakul#s#n,!r szben!k%zvetlen!mechanizmusokon!kereszt;l!felel"s!sz#-
mos!betegs g!kock#zat#nak!jelent"s!emelked s  rt.!A!2018-es!ELEF!felm r s!szerint!a!munkatev kenys g!
(bele rtve!a!h#zimunk#t,!tanul#st!is)!sor#n!a!magyar!f r*ak!82,1+-a,!a!n"k!89,:+-a!t%bbnyire!#ll!vagy!;l.!A!sza-
badid"s!mozg#s-!vagy!sporttev kenys g!messze!elmarad!az!optim#lisnak!tekinthet"!szintt"l=!a!lakoss#g!67+-a!
napi!10!percn l!kevesebbet!sportol,! s!mind%ssze!8,5+!v gez!napi!rendszeress ggel!szabadid"s!mozg#s-!vagy!
sporttev kenys get.!Izomer"s4t"!gyakorlatokat!a!lakoss#g!76+-a!egy#ltal#n!nem!v gez,!napi!rendszeress g-
gel!pedig!mind%ssze!3,2+-uk.!A!lakoss#g!15+-a!egy#ltal#n!nem,!53+-a!pedig!napi!f l!$r#n#l!kevesebbet!gya-
logol.!A!feln"tt!n pess g!60+-a!nem!ker kp#rozik,!s!csak!mintegy!10+-a!teszi!ezt!napi!rendszeress ggel.!Ut$b-
biak!fele!#tlagban!kevesebb!mint!30!percet!ker kp#rozik.
A!2018-es!HBSC!felm r s!alapj#n!a!helyzet!a!gyerekekn l,!serd;l"kn l!is!rossz,!b#r!kev sb ,!mint!a!feln"ttek-
n l.!A!teljes!hazai!mint#ban!(5.,!7.,!9.! s!11.! vfolyamosok)!saj#t!meg4t l s;k!szerint!a!*&k!25,:+-a,!m4g!a!l#nyok!
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13,5%-a fejtett ki elegend" #zikai aktivit$st. Ugyanakkor egy$ltal$n nem vagy igen keveset mozgott a #)k 
36,2%-a !s a l$nyok 21,9%-a. Az egyes !vfolyamok !rt!keinek (sszehasonl+t$sa rendk+v'l kedvez"tlen tenden-
ci$t mutatott; folyamatosan cs(kkent az eleget /#)kn$l az 5. !vfolyamon m!rt 36,7%-r&l 20,2%-ra, l$nyokn$l 
25%-r&l 8,6%-ra4, !s n"tt /#)kn$l 18%-r&l 29,7%-ra, l$nyokn$l 22,1%-r&l 67,5%-ra4 az igen keveset mozg&k 
ar$nya. Ugyanakkor kedvez"nek tekinthet", hogy a tanul&k majdnem fele /6=%-a4 legal$bb heti k!t &r$t inten-
z+ven edz.

F• c€lkit•z€s 

Az eg!szs!ges !letm&d elterjed!s!nek t$mogat$sa a teljes n!pess!g k(r!ben.

Konkr€t c€lkit•z€sek

 �y A doh$nyz$s prevalenci$j$nak 10%-kal val& cs(kkent!se a feln"ttek k(r!ben.

 �y A gyermekkori doh$nyz$s prevalenci$j$nak cs(kkent!se legal$bb 15%-kal.

 �y A doh$nyz$st 16 !ves korban vagy fiatalabban kipr&b$l&k ar$ny$nak cs(kkent!se legal$bb 15%-kal.

 �y Az otthon !s g!pkocsiban passz+v doh$nyz$st elszenved"k ar$ny$nak !s a passz+v doh$nyz$s 
id"tartam$nak cs(kkent!se.

 �y A sohasem doh$nyzott !s a tart&san nem doh$nyz& /legal$bb 10 !ve4 lakoss$g ar$ny$nak eme-
l!se legal$bb 5%-kal.

 �y A doh$nyz$s t$rsadalmi elfogadotts$g$nak cs(kkent!se.

 �y A feln"ttkori alkoholfogyaszt$s prevalenci$j$nak, m!rt!k!nek cs(kkent!se !s (sszet!tel!nek 
megv$ltoztat$sa /=,5 liter>f">!v c!l!rt!k, a t(m!ny szeszes italok ar$ny$nak 30% al$ cs(kkent!-
se, s)lyos alkalomszer* iv$si epiz&dok sz$m$nak 10%-kal val& cs(kkent!se4.

 �y A gyermekkori alkoholfogyaszt$s prevalenci$j$nak cs(kkent!se !s az els" fogyaszt$shoz ren-
delhet" !letkor emel!se /a heti, ill. havi szint* fogyaszt$s prevalenci$j$nak 10%-kal val& cs(k-
kent!se a tanul&k k(r!ben4.

 �y Az alkoholfogyaszt$ssal (sszef'gg" balesetek sz$m$nak cs(kkent!se legal$bb 15%-kal.

 �y Az eg!szs!ges t$pl$lkoz$ssal kapcsolatos ismeretek terjeszt!se, az attit*d(k megv$ltoztat$sa 
/min"s!gbiztos+t$s a programok v!grehajt$s$n$l4.

 �y Az anyatejes t$pl$l$s fontoss$g$nak tudatos+t$sa.

 �y A n!pt$pl$lkoz$si szok$sok kedvez" ir$ny) v$ltoztat$sa /energiabevitel 5%-os cs(kkent!se, 
zs+rbevitel 30 E% al$ szor+t$sa, a tel+tett zs+rokb&l sz$rmaz& energia 15%-os cs(kkent!se, !lelmi 
rostok bevitel!nek 10%-os n(vel!se, koleszterinbevitel 10%-os cs(kkent!se, z(lds!g-gy'm(lcs 
fogyaszt$s ter!n a 600 g>nap aj$nl$s el!r!se, a s&fogyaszt$s cs(kkent!se legal$bb 20%-kal, tej- 
!s tejterm!kek fogyaszt$s$nak 10%-os n(vel!se, a 7 h&napos korig kiz$r&lag anyatejjel t$pl$lt 
csecsem"k ar$ny$nak 10%-os n(vel!se4.

 �y A k(z!tkeztet!sben az !rv!nyes rendelet betartat$sa mellett az eg!szs!gmeg"rz!st seg+t" !te-
lek elfogadtat$sa, fogyaszt$suk rendszeress! v$l$s$nak el!r!se.

 �y Az eg!szs!ges t$pl$lkoz$st el"seg+t" gazdas$gi k(rnyezet kialak+t$sa /az agr$ripar, !lelmiszer-
ipar !s a kereskedelem ter!n; ad&k !s t$mogat$sok rendszer!vel4.

 �y A hat$r!rt!k feletti koleszterinszinttel !l"k ar$ny$nak 15%-os cs(kkent!se.

 �y A t)ls)ly>elh+z$s prevalenci$j$nak 10%-kal val& cs(kkent!se feln"ttek !s gyermekek k(r!ben 
egyar$nt.

 �y A fizikai aktivit$s fokoz$sa feln"ttekn!l !s gyerekekn!l egyar$nt, els"sorban a szabadid"s !s 
sporttev!kenys!g fokoz$s$val /feln"ttekn!l a napi legal$bb 10 percet sportol&k !s az izomer"-
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s#t%!gyakorlatokat!v$gz%k!ar ny nak!emel$se!10+-kal,!az!aj nlott!heti!legal bb!150!perc!k'ze-
pes!fizikai!aktivit st!v$gz%k!ar ny nak!n'vel$se!legal bb!10+-kal).

!�y Az!$lsport!mellett!a!t'megsport!felt$teleinek,!anyagi!t mogat s nak!jelent%s!jav#t sa.

!�y Az!iskolai!mindennapos!testnevel$s!gyakorlat nak!k'vet$se,!felt$telrendszer$nek!fejleszt$se!
(termek,!p ly k,!mozg si!lehet%s$gek!fejleszt$se,!illetve!a!pedag*gusok!k$pz$se).

Javasolt intervenci"k

!�ƒ A!kock zati!t$nyez%k!prevalenci j nak!cs'kkent$s$re!ir nyul*!prevent#v!programok!v$grehaj-
t sa!k&l'nb'z%!sz#ntereken!(k'zoktat si!int$zm$nyek,!lak*hely,!munkahely,!egy$b)!$s!csopor-
tokban!(pl.!t"ls"lyosak!sz m ra).

!�ƒ Az!eg$szs$g!szempontjainak!$rv$nyes#t$se!a!telep&l$sfejleszt$sben.

!�ƒ Komplex!eg$szs$gfejleszt$si!programok!k&l'nb'z%!sz#ntereken.!

!�ƒ Az!eg$szs$gm/velts$g!fejleszt$se.!

!�ƒ A! teljes! k'r/! int$zm$nyi<iskolai! eg$szs$gfejleszt$s! (TIE)! n$gy! eg$szs$gfejleszt$si! alaptev$-
kenys$g$nek!(az!eg$szs$ges!t pl lkoz s,!a!mindennapos!testnevel$s!$s!egy$b!testmozg s,!a!
lelki!eg$szs$get!el%seg#t%!pedag*giai!m*dszerek!$s!a!m/v$szetek!alkalmaz sa,!valamint!az!
eg$szs$gismeretek! k$szs$gg$! v l*!  tad sa)! min$l! hat$konyabb! seg#t$se! eg$szs$gfejleszt%!
szakemberek!k$pz$s$vel!$s!alkalmaz s val.

!�ƒ A!c$lcsoportokra!szabott!(s$r&l$keny!t rsadalmi!csoportok,!fiatalok,!k'zalkalmazottak),!visel-
ked$sorient lt,!a!doh nyz sra!val*!r szok st!megel%z%!$s!a!leszok st!seg#t%!eg$szs$gnevel$si!
tev$kenys$g!intenz#vebb$!t$tele.

!�ƒ Mozg sprogramok,!rendezv$nyek!szervez$se.

!�ƒ Az!e-health!eszk'zeinek!alkalmaz sa,!k&l'n's!tekintettel!a!f$lrevezet%,!hamis!inform ci*k!elle-
ni!k&zdelemre.

!�ƒ Kort rsoktat si!programok!t mogat sa.

!�ƒ A!WHO!Doh nyz sellenes!Keretegyezm$ny$nek!megfelel%en!az!MPOWER!int$zked$scsomag!
cselekv$si! ter&leteihez!kapcsol*d*! intervenci*k!hat$konys g nak!er%s#t$se!nemzeti doh!ny-
z!sellenes strat"gia!keret$ben.

!�ƒ A!doh nyz sr*l!val*!leszok s!t mogat s nak!er%s#t$se!az!alapell t sban!$s!a!szakell t sban.!
A! leszok st mogat s,! minim lis! intervenci*! teljes#tm$ny$rt$kel$si! krit$riumk$nt! val*! figye-
lembev$tele!az!alapell t sban!$s!a!j r*beteg-,!valamint!k*rh zi!szakell t sban!is.

!�ƒ A!doh nyz sr*l!val*!leszok st!t mogat*!int$zm$nyrendszer,!leszok s!t mogat*!ambulanci k!
l$trehoz sa.

!�ƒ Az!alapell t s!nagyobb!m$rt$k/!bevon sa!a!prevenci*s!feladatokba!(Alapell t si!Modellprog-
ram!tapasztalatai!alapj n),!szem$lyi!felt$telek!jav#t sa!az!alapell t sban.

!�ƒ Az!$lelmez$ssel! kapcsolatos!gazdas gi! 'szt'nz%k!  ttekint$se!$s! fel&lvizsg lata!h rom$ven-
k$nt.

!�ƒ Dietetikai!$s!$letm*d-tan csad si!programok,!konzult ci*s!lehet%s$gek!biztos#t sa!$s!a!lakos-
s gi!ig$ny!felkelt$se.

!�ƒ A!m$di val!val*!hat$kony!egy&ttm/k'd$s!$s!kommunik ci*.

!�ƒ A!k'z$tkeztet$s!anyagi!felt$telrendszer$nek!jav#t sa.

!�ƒ Az!eg$szs$ges!$letm*d!v laszt s ra!felk$sz#t%!$letm*d-tan csad*!szakemberek!k$pz$se.

!�ƒ :nseg#t%!csoportok!l$trehoz s nak!t mogat sa
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El•rehalad€s, megval•sul€s monitoroz€sa

!�Å Doh nyz*k,!alkoholfogyaszt*k!ar nya,!t pl lkoz si!szok sok,!elh#zottak!ar nya,!fizikai!aktivit s!
(ELEF,!OT?P,!HBSC,!COSI).!Kiemelten>!a!doh nyz s!prevalenci ja!15!$ves!$s!ann l!id%sebbek!k'r$-
ben;!egy!f%re!jut*!alkoholfogyaszt s!egy!napt ri!$ven!bel&l!a!15!$ves!$s!ann l!id%sebb!n$pes-
s$g!k'r$ben;!az!el$gtelen,!azaz!napi!60!percn$l!kevesebb!k'zepes!$s!intenz#v!fizikai!aktivit st!
v$gz%!serd&l%k!prevalenci ja;!a! t"ls"ly!$s!elh#z s!prevalenci ja!nemenk$nti!$s!korcsoportos!
bont sban.

!�Å A!rizik*faktorokkal!kapcsolatos!prevenci*s!programok!tartalma,!sz ma!(int$zm$nyi,!szervezeti!
besz mol*k).

!�Å Eg$szs$gfejleszt$si!programok!tartalma,!sz ma!(int$zm$nyi,!szervezeti!besz mol*k).
!�Å A!doh nyz sr*l!val*!leszok st!el%seg#t%!intervenci*k!sz ma!az!alapell t sban!$s!a!szakell t sban.
!�Å A!doh nyz sr*l!val*!leszok st!t mogat*!int$zm$nyrendszer!l$trej'tte.
!�Å A!nem!doh nyz*k!ar nya!a!k'zvetlen!betegell t sban!$s!a!k'znevel$sben!dolgoz*k!k'r$ben.
!�Å Dietetikusi!szolg ltat sok!sz ma!$s!azok!ig$nybev$tele.!
!�Å @letm*d-tan csad*i!szolg ltat sok!sz ma!$s!azok!ig$nybev$tele.!
!�Å K'zleked$si!baleseti!$s!szab lys$rt$si!statisztik k.
!�Å Alkohollal!$s!doh nyz ssal!kapcsolatos!betegs$gek!morbidit sa,!mortalit sa.!
!�Å K'z$tkeztet$s>!c$lzott,!reprezentat#v!vizsg latok!(ig$nybev$tel,!el$gedetts$g).
!�Å Ker$kp rutak!hossz"s ga,!uszod k!sz ma,!sportol sra!alkalmas!szabadon!hozz f$rhet%!eszk'-

z'k!$s!p ly k!sz ma.
!�Å Laborat*riumi!markerek!(koleszterinszint,!lipidparam$terek)!v ltoz sa.
!�Å M$diafigyel$s>!az!eg$szs$ges!$letm*ddal!foglalkoz*,!tartalm ban!megfelel%!cikkek,!m/sorok!

sz ma,!id%tartama.

Partners!gi kapcsolatok

!�Ê Emberi!Er%forr sok!Miniszt$riuma!(kiemelten!Eg$szs$g&gy$rt!Felel%s!?llamtitk rs g,!Csal d-!
$s!Ifj"s g&gy$rt!Felel%s!?llamtitk rs g,!Oktat s$rt!Felel%s!?llamtitk rs g,!Szoci lis!Ggyek$rt!$s!
T rsadalmi!Felz rk*z s$rt!Felel%s!?llamtitk rs g)

!�Ê P$nz&gyminiszt$rium
!�Ê Innov ci*s!$s!Technol*giai!Miniszt$rium
!�Ê Agr rminiszt$rium
!�Ê Igazs g&gyi!Miniszt$rium
!�Ê Korm nyhivatalok!n$peg$szs$g&gyi!f%oszt lyai
!�Ê Nemzeti!Eg$szs$gbiztos#t si!Alapkezel%
!�Ê Egyetemek!  ltal nos! orvostudom nyi! karai,! eg$szs$gtudom nyi,! illetve! n$peg$szs$g&gyi!

karai,!int$zetei
!�Ê Sporttudom nyi!k$pz$st!(is)!folytat*!fels%oktat si!int$zm$nyek!$rintett!karai
!�Ê Orsz gos! int$zetek,! int$zm$nyek! (pl.! Orsz gos! Qy*gyszer$szeti! $s! @lelmez$s-eg$szs$g&gyi!

Int$zet,!Orsz gos!Qerincgy*gy szati!K'zpont)
!�Ê H ziorvosok
!�Ê Eg$szs$g&gyi!Szakmai!Koll$gium!tagozatai,!tan csai
!�Ê Szakmai!t rsas gok!(pl.!Magyar!Elh#z studom nyi!T rsas g,!N$peg$szs$g&gyi!K$pz%-!$s!Kuta-

t*helyek!Orsz gos!Egyes&lete)
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!�Ê Eg$szs$gfejleszt$si!Irod k
!�Ê :nkorm nyzatok
!�Ê Civil!szervezetek
!�Ê @lelmiszergy rt*k!$s!-keresked%k
!�Ê Vend$gl t sban,!k'z$tkeztet$sben!r$szt!vev%k,!illetve!k'zrem/k'd%k
!�Ê K'z'ss$gi!m$dia
!�Ê H#rk'zl%!m$dia
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Prevenci! a fog"szati ell"t"s ter#let€n

Helyzetelemz€s

A legismertebb, fog$szati prevenci&val befoly$solhat& betegs!gek a fogszuvasod$s, az +nygyullad$s !s fog$gy-
betegs!g, valamint a sz$j'regi r$k. A fogszuvasod$s !s a fog$gybetegs!g k(vetkezt!ben kialakul& f$jdalom, 
illetve fogveszt!s alapvet"en befoly$solja az !letmin"s!get. A hazai lakoss$gra reprezentat+v mint$n megis-
m!telt vizsg$lat /1=8=-ben =857 f", 2005-ben 5623 f" r!szv!tel!vel4 alapj$n ismert, hogy a feln"tt lakoss$g 28 
fog$b&l /a b(lcsess!gfogakat #gyelmen k+v'l hagyva4 $tlagosan 16 fog hi$nyzik, !s mind(ssze csak a fele /az 
is $ltal$ban csak nagykiterjed!s* foghi$nyok eset!n4 ker'l p&tl$sra. A marad!kfogak 15±20%-a szuvas vagy 
t(m!ssel ell$tott. Parodontol&giai st$tusz tekintet!ben sem kedvez"bb a helyzet; a lakoss$g 80%-a szorul olyan 
probl!m$k miatt kezel!sre, amelyek 90%-a j& sz$jhigi!n!vel megel"zhet" lenne. A vizsg$latb&l az is kit*nt, 
hogy a megk!rdezettek t(bb mint 90%-a csak panasz eset!n fordul fogorvoshoz /a rendszeresen kontrollra 
j$r&k a 20±32 !ves korcsoportb&l tev"dnek ki4. A kereskedelmi adatok alapj$n !vente egy lakosra f!l fogkefe !s 
2,6 tubus fogkr!m jut. Az OECD legfrissebb adatai szerint a 12 !ves gyermekek k(r!ben !szlelt foghi$ny>t(m(tt 
fog>szuvas fog tekintet!ben a magyar adatokn$l csak Lettorsz$g !s Mexik& adatai kedvez"tlenebbek.
A sz$j'regi r$k k(vetkezm!nye enn!l s)lyosabb, a betegs!g az !letet is vesz!lyezteti. K(zismert, hogy a sz$j'-
regi rosszindulat) daganatok tekintet!ben mind el"fordul$s$t, mind mortalit$s$t tekintve haz$nk ¹!len j$rº, 
2017-ban a sz$j'regi daganatok okozta hal$loz$s gyakoris$g$t tekintve csak @j-Guinea !s Banglades adatai 
voltak a magyar hal$loz$si mutat&n$l /10,81>100 0004 is kedvez"tlenebbek.
M!g mindig nem el!gg! k(zismert, pedig a szakirodalomban sz$mos k(zlem!ny tan)s+tja, hogy a sz$jban 
zajl& gyullad$s, a beteg fog$gy az eg!sz szervezetre k$ros hat$st is kifejt. Kimutathat&, hogy az agyv!rz!s, a sz+v-
infarktus, a cukorbetegs!g, de m!g a korasz'l!s !s az alacsony sz'let!si s)ly kock$zat$t is l!nyegesen n(veli 
a fog$gybetegs!g. Megfelel" prevenci&s !s ter$pi$s beavatkoz$sokkal !leteket lehetne megmenteni jelent"s 
k(lts!gmegtakar+t$s mellett. A hat$sos fog+nykezel!s cs(kkenti a kardiovaszkul$ris betegs!gek kock$zat$t, el"-
ny(sen befoly$solja $ltal$ban a daganatos betegs!gek kialakul$s$t, k'l(n(sen a hasny$lmirigy-, nyel"cs"-, 
gyomor- !s t'd"daganatok!t. A folyamatos parodont$lis prevenci&val, gondoz$ssal cs(kkenthet" a II. t+pus) 
cukorbetegs!gben szenved"k k&rh$zi kezel!seinek sz$ma, ezzel egy'tt annak k(lts!ge. Statisztikailag bizony+t-
hat& a fog$gybetegs!g h$tr$nyos hat$sa a korasz'l!sek kock$zat$nak !s sz$m$nak alakul$s$ra is. Az id"s bete-
gek eset!n az egyik vezet" hal$lok a f!lrenyel!s okozta t'd"gyullad$s, mely szoros (sszef'gg!st mutat a sz$j-
higi!n!vel, a sz$jfert"tlen+t!s elmarad$s$val.
A fog$szati prevenci& sor$n t(bb mint egymilli$rd forintot k(lt'nk !vente a biztos+tott betegekre, de ez az 
(sszeg a jelenlegin!l sokkal hat!konyabb lenne, ha a fog$szati tev!kenys!g ellen"rz(tten !s $tgondoltabban 
folyna. S)lyos probl!ma, hogy nemhogy a prevenci&hoz, hanem a de#nit+v fog$szati ell$t$shoz sem megfele-
l" a hozz$f!r!s egyes ter'leteken. Az 'resen $ll& rendel"kbe fektetett jelent"s (sszegek k$rba vesznek a lakos-
s$g ell$t$sa szempontj$b&l /jelenleg 2== alapell$t& praxis bet(ltetlen4. 

F• c€lkit•z€s

Hat!kony fog$szati prevenci& megval&s+t$sa, az ahhoz sz'ks!ges szervezeti !s #nansz+roz$si h$tt!r kialak+t$-
sa, eg!szs!gtudatoss$gra val& nevel!s.
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Javasolt intervenci"k

 �ƒ Hat!kony fog$szati prevenci% minden !letkorban sz"ks!ges, ez!rt a v•d€n€kh•z hasonl‚ szer-
vezet kialakƒt„sa lenne c•lszer…, amelyben dent„lhigi•nikusok v•gezn•k a prevenci‚s munk„t 
orvosi/fogorvosi ir$ny#t$s alatt. Ennek fedezet!t jelent&s r!szben a fog$szati kassza nem j%l 
felhaszn$lt prevenci%s kiad$sai adhatn$k. Munk$jukat nemcsak a gyermekfog$szati !s iskola-
fog$szati rendel!seket seg#tve, hanem ak$r a gyermekgy%gy$szati rendel!seken is v!gezhet-
n!k, r!szid&ben pedig a h$ziorvosok, a diabetol%giai rendel!sek, k%rh$zak 4k"l'n'sen az inten-
z#v oszt$lyok8, az id&sotthonok, valamint a terhesgondoz$s munk$j$ba kapcsol%dhatn$nak be. 
Megfelel&en k!pzett !s magas szinten motiv$lt sz$jhigi!nikusok rendelkez!sre $llnak, de ritka-
s$gsz$mba mennek az olyan munkahelyek, ahol hasznos tev!kenys!g"ket hat!konyan ki is 
tudn$k fejteni. Ezzel p$rhuzamosan a fog$szati rendel&kben v!gzett prevenci%t is l!nyegesen 
magasabb szinten kellene t$mogatni az elv!gzett munka szigor* kontrollja mellett, mert a fog$gy-
betegs!gben szenved&k ak$r <=>-$nak $llapot$t is karban lehetne tartani a fog$szati alapell$-
t$s keretein bel"l, ha a rendszeres fogk&elt$vol#t$s *gy lenne t$mogatva, hogy az motiv$ln$ a fog-
orvosokat annak rendszeres elv!gz!s!re.

 �ƒ A prevenci%t mindenki sz$m$ra el!rhet&v! kell tenni, ennek megval%s#t$s$ra k"lf'ld'n m$r j%l 
bev$lt, !s itthon is ismert m%dszer a speci$lisan e feladatra felszerelt buszok alkalmaz$sa. Ilye-
nek rendszerbe $ll#t$s$val az orsz$g legt$volabbi r!sz!re is el lehetne jutni. 

A sz$j"regi r$kos betegs!gek okozta hal$loz$s k"l'n'sen dr$mai m!rt!ke indokolja a sz$j"regi daganatsz(r!s 
0nansz#roz$s$nak *jragondol$s$t. A legvesz!lyeztetettebbek a t$rsadalom perif!ri$j$ra szorult hajl!ktalanok, 
akik m!g az $tlaglakoss$gn$l is kev!sb! jutnak megfelel& fog$szati ell$t$shoz, #gy eset"kben szinte mindig 
k!s&i a diagn%zis. A kor$n felismert !s id&ben a megfelel& ell$t%centrumba k"ld'tt esetekn!l a bek"ld& fog-
orvos premiz$l$s$val lehetne a jelenlegi $llapoton jav#tani.
Sz"ks!ges egy orsz$gos fog$szati prevenci%s program beind#t$sa el&zetesen elv!gzett pilot projektek adatai-
ra !s a nemzetk'zi j% gyakorlatra t$maszkodva, amely alapvet&en h$rom r!szb&l tev&dik 'ssze:

 �ƒ lakoss$g k'zeli sz(r&vizsg$latok, 

 �ƒ ismeretterjeszt& el&ad$sok gyermekek !s feln&ttek sz$m$ra,

 �ƒ tov$bbk!pz!s fogorvosok sz$m$ra.

A sz(r&vizsg$latok alatt !rtend&:

 �ƒ sztomatoonkol%giai sz(r!s,

 �ƒ DMFT- 4szuvas, hi$nyz%, t'm'tt fogak8 sz$m meghat$roz$sa, !s annak eld'nt!se, hogy or$lis 
betegs!gek szempontj$b%l fokozott kock$zat* betegr&l van-e sz%,

 �ƒ parodont$lis vizsg$lat !s kezel!si sz"ks!gletek felm!r!se [periodontal screening and recording 
4PSR-8 index felv!tel!vel],

 �ƒ kock$zati korcsoportokba tartoz%kn$l !s kismam$kn$l S. mutans teszt, ny$l±pH- !s pufferkapa-
cit$s-m!r!s,

 �ƒ temporomandibularis #z"leti 4TMI8 sz(r!s,

 �ƒ fog$szati rendelleness!gek felismer!se, Angle-oszt$ly meghat$roz$sa.

Az ismeretterjeszt!s a megel&z& m%dszerek individu$lis k'zvet#t!s!t&l a legsz!lesebb k'rben hat% m!di$ig 
terjedne, lefedve az iskolai eg!szs!gfejleszt!st !s a feln&tteket megc!lz% eg!szs!gkommunik$ci%t egyar$nt. 

A szakorvosi tov$bbk!pz!sek tematik$ja:

 �ƒ sztomatoonkol%giai sz(r!s,

 �ƒ modern cariesdiagnosztika,

 �ƒ kock$zatmeghat$roz$s,
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"�ƒ prevenci*s"beavatkoz!sok,

"�ƒ TMI-diagnosztika,

"�ƒ fogszab!lyoz!s"±"diagnosztikai"alapismeretek.

El•rehalad€s, megval•sul€s monitoroz€sa

"�Å DMFT-sz!m"v!ltoz!sa"korcsoportos"bont!sban.
"�Å Sztomatoonkol*giai"sz%r#sek"sz!ma.
"�Å Sz!j$regi"sz%r#s"gyakoris!g!nak"v!ltoz!sa"a"v!rand*sok"k'r#ben.

Partners!gi kapcsolatok

"�Ê Emberi"Er&forr!sok"Miniszt#riuma"(kiemelten"Eg#szs#g$gy#rt"Felel&s" llamtitk!rs!g,"Csal!d-"
#s"Ifj+s!g$gy#rt"Felel&s" llamtitk!rs!g,"Oktat!s#rt"Felel&s" llamtitk!rs!g,"Szoci!lis"6gyek#rt"#s"
T!rsadalmi"Felz!rk*z!s#rt"Felel&s" llamtitk!rs!g)"

"�Ê Nemzeti"Eg#szs#gbiztos0t!si"Alapkezel&
"�Ê  llami"Eg#szs#g$gyi"Ell!t*"K'zpont
"�Ê Orsz!gos"Onkol*giai"Int#zet
"�Ê Orvos-eg#szs#gtudom!nyi"k#pz#st,"valamint"pedag*gusk#pz#st"folytat*"egyetemek
"�Ê N#peg#szs#g$gyi"K#pz&-"#s"Kutat*helyek"Orsz!gos"Egyes$lete"tagint#zm#nyei
"�Ê Eg#szs#g$gyi"Szakmai"Koll#gium
"�Ê Szakmai"#s"civil"szervezetek
"�Ê Hajl#ktalan,"szoci!lis"ell!t*"rendszerek"
"�Ê 9nkorm!nyzatok,"kisebbs#gi"'nkorm!nyzatok
"�Ê K'znevel#si"#s"fels&oktat!si"int#zm#nyek
"�Ê M#dia
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A BETEGS•GTEHER M•RS•KL•SE
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Sz"v-!rrendszeri betegs!gek megel•z!se

Helyzetelemz!s

Napjainkban a sz+v-!rrendszeri betegs!gek els"dleges meghat$roz&i mind a morbidit$si, mind a mortalit$si 
viszonyoknak. Az Eg!szs!g'gyi Vil$gszervezet /WHO4 adatai szerint 2015-ben glob$lisan a hal$loz$s 90%-a, 
3=,5 milli& hal$leset sz+v-!rrendszeri betegs!gek miatt k(vetkezett be. A WHO 2015-(s rangsora szerint az 
ischaemi$s sz+vbetegs!g a leggyakoribb hal$lok vil$gszerte /15,5%4, ami 8,97 milli& ember hal$l$t okozta, m+g 
m$sodik a hal$loki rangsorban a stroke /11,1%4, ami 7,26 milli& ember hal$l$!rt volt felel"s.
Magyarorsz$gon 2015-ben mindk!t nem eset!ben az (sszhal$loz$s legnagyobb r!sz!t a kering!si rendszer 
betegs!gei tett!k ki /n"k: 55%; f!r#ak: 65%4. 2013-ban ± a legutols& !vben, amikor az EU15 adatai (sszevethe-
t"k a magyar adatokkal ± a kering!si rendszer betegs!gei okozta korai hazai hal$loz$s t(bb mint h$romszoro-
sa, a daganatok! k(zel k!tszerese volt az EU15-orsz$gok lakoss$ga korai hal$loz$s $tlag$nak. A sz+v-!rrendsze-
ri betegs!geknek meghat$roz& szerepe van az elvesztett eg!szs!ges !let!vek /Disability-Adjusted Life Years, 
DALY4 alakul$s$ban. A fejlett orsz$gokban a DALY 83%-$!rt a kr&nikus nem fert"z" betegs!gek ± 21% kardio-
vaszkul$ris betegs!gek, 19% daganatok !s 12% ment$lis probl!m$k ± tehet"k felel"ss!. 2015-ben Magyaror-
sz$gon az elvesztett eg!szs!ges !let!vek /EL<V4 sz$ma 3 305 185 volt, amely !rt!k m!g mindig jelent"sen, 
22%-kal meghaladja az EU-ban meg#gyelhet" !rt!ket. A kering!si rendszer betegs!gei felel"sek az elvesztett 
eg!szs!ges !let!vek 21%-$!rt, ezen bel'l az eg!szs!gvesztes!gek t(bb mint fel!!rt az ischaemi$s sz+vbeteg-
s!gek, m+g egynegyed!!rt az agy!rbetegs!gek /stroke4 felelnek. A ¹Global Burden of Disease Study 2017º 
/GBD 20174 eredm!nyei szerint Magyarorsz$gon a korai hal$loz$s legf"bb okai az ischaemi$s sz+vbetegs!g, 
a stroke, egyes daganatok /t'd", vastagb!l-v!gb!l, eml"4, a kr&nikus obstrukt+v t'd"betegs!g /COPD4, az 
(ngyilkoss$g !s az alkoholos m$jzsugor.
Haz$nkban a 75 !ves kor el"tt bek(vetkez" hal$loz$sok k!tharmad$t a daganatos betegs!gek !s a kering!si 
rendszer betegs!gei okozt$k. 2015-ben a n"k (sszes hal$loz$s$nak 17%-$t kitev" korai hal$loz$s tekintet!ben 
az els" helyen a daganatok /65%4, m$sodik helyen a kering!si rendszer betegs!gei /26%4 $lltak, ezzel p$rhu-
zamban a f!r#ak (sszes hal$loz$s$nak 33%-$t tette ki a korai hal$loz$s, mely a hal$loki megoszl$s sorrendj!-
ben nem, de ar$nyaiban jelent"sen elt!rt a n"kn!l meg#gyeltt"l /daganatok 33%, kering!si rendszer betegs!gei 
32%4. 2016-ben az ischaemi$s sz+vbetegs!gek okozta korai hal$loz$s gyakoris$ga k(zel 6,5-szerese, m+g az agy!r-
betegs!gek okozta korai hal$loz$s gyakoris$ga t(bb mint 2,5-szerese volt az EU15-orsz$gok $tlag$nak.
A kr&nikus nem fert"z" betegs!gek h$tter!ben t(bb, j&l ismert !letm&dbeli /doh$nyz$s, #zikai inaktivit$s, eg!sz-
s!gtelen t$pl$lkoz$s, t)lzott alkoholfogyaszt$s, t)ls)ly-elh+z$s4 !s biol&giai [v!rzs+rszint-elt!r!s /dyslipidaemia4, 
magas v!rnyom$s, inzulinrezisztencia] t!nyez", befoly$solhat& rizik&faktor azonos+that&. A feln"tt lakoss$g 
k(r!ben az eg!szs!ges !let!v vesztes!g d(nt" t(bbs! g!t, vil$gszerte t(bb mint 7 milli& hal$loz$st, az akt+v doh$ny-
z$s okozza. A WHO adatai szerint a #zikai inaktivit$s !vente 3,2 milli&, az eg!szs!gtelen t$pl$lkoz$s /ezen bel'l 
a t)lzott s&fogyaszt$s4 pedig 1,9 milli& ember hal$l$!rt /az (sszes hal$loz$s 2,8%-a4 tehet" felel"ss! a vil$gon. 
A GBD 2015 adatai szerint Magyarorsz$gon a legnagyobb eg!szs!gvesztes!get okoz& t!nyez" a magas v!r-
nyom$s, ezt k(veti a doh$nyz$s, a magas testt(megindex, az emelkedett koleszterin- !s v!rcukorszintekben meg-
nyilv$nul& zs+r- !s sz!nhidr$tanyagcsere-zavar, a t)lzott alkoholfogyaszt$s, az el!gtelen teljes ki"rl!s* gabona 
!s z(lds!g>gy'm(lcs fogyaszt$s, valamint a t)lzott s&bevitel.
A kardiometabolikus betegs!gek sz*r!se Magyarorsz$gon nem kell" rendszeress!ggel t(rt!nik, annak ellen!-
re, hogy a megfelel" gyakoris$ggal v!gzett hipert&nia-, cukorbetegs!g- !s zs+ranyagcsere-sz*r!s bizony+tot-
tan hat!kony beavatkoz$sok. Magyarorsz$gon !vente 2,1 milli& v!rnyom$ssz*r!s, 1,7 milli& cukorbetegs!g-
sz*r!s !s 2,9 milli& zs+ranyagcsere-sz*r!s marad el. A sz*r!sek elmarad$sa, illetve a lehets!gesn!l k!s"bbi 
st$diumban megkezdett gondoz$si tev!kenys!g biztosan !s jelent"s m!rt!kben j$rul hozz$ a rendk+v'l ked-
vez"tlen hazai sz+v-!rrendszeri hal$loz$si helyzethez. A The European Society of Cardiology /ESC4 aj$nl$sa 
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szerint a sz#vizominfarktus korai diagn%zisa, a prehospit$lis ell$t$s !s a revaszkulariz$ci%s kezel!s k'z'tt eltelt 
id& jelent&sen befoly$solja a betegs!g mortalit$s$t. Az aj$nl$snak megfelel&en 2=1? %ta 6= percen bel"l el!r-
het& egy sz#vkat!teres labor Magyarorsz$g b$rmely pontj$r%l. Az akut sz#vizominfarktust k'vet& 3=, 9= !s 365 
napon bel"li hal$loz$si ar$nyok orsz$gos cs'kken& trendje ellen!re l!nyeges ter"leti k"l'nbs!gek tapasztal-
hat%k. A ter"leti egyenl&tlens!gek a betegpopul$ci% t$rsadalmi-gazdas$gi helyzet!vel, a beteg-egy"ttm(k'-
d!s elt!r& m!rt!k!vel, valamint a k%rh$zi ell$t$st k'vet& tov$bbi ell$t$shoz val% hozz$f!r!s k"l'nbs!geivel 
magyar$zhat%. A kardiol%giai rehabilit$ci%nak meghat$roz% szerepe van a sz#vizominfarktuson $tesett bete-
gek j'v&beli !letmin&s!g!nek jav#t$s$ban !s t$rsadalmi, gazdas$gi aktivit$s$nak vissza$ll#t$s$ban. Nemzet-
k'zileg !s Magyarorsz$gon is tapasztalhat%, hogy akut sz#vizominfarktust k'vet&en a rehabilit$ci%n r!sztve-
v&k ar$nya nagyon alacsony, 2=1?-ben alig 31> volt. A kardiol%giai rehabilit$ci%ra ker"l& betegek ar$nya, az 
akt#v sz#vizominfarktusos esem!nyt k'vet&en 9= napon bel"l rehabilit$lt betegekn!l az akut esem!ny 4akut 
ell$t$s v!ge8 !s a rehabilit$ci% kezdete k'z'tt $tlagosan eltelt id&, valamint a fekv&beteg-rehabilit$ci% $gysz$-
ma tekintet!ben jelent&s ter"leti egyenl&tlens!gek 0gyelhet&ek meg. A ter"leti k"l'nbs!gek val%sz#n(s#the-
t& okai lehetnek: a beutal$si gyakorlat, a megfelel& protokollok vagy a kezel&orvos prevenci%s szeml!let!nek 
hi$nyoss$gai, ugyanakkor itt is fontos t!nyez& a betegpopul$ci% t$rsadalmi-gazdas$gi st$tusza, a beteg-egy"tt-
m(k'd!s kifog$solhat% volta !s a kardiol%giai rehabilit$ci%hoz val% hozz$f!r!s korl$tozotts$ga. 

F• c€lkit•z€s

A n!peg!szs!g"gyi rendszer fejleszt!s!vel, a sz#v- !s !rrendszeri betegs!gek megel&z!s!re ir$nyul% sz(r&vizs-
g$latok rendszeres, hat!kony alkalmaz$s$val a sz#v-!rrendszeri betegs!gek okozta korai hal$loz$ssal j$r% eg!sz-
s!gvesztes!gek jelent&s m!rt!k( cs'kkent!se, ez$ltal a sz"let!skor v$rhat% !lettartam !s az eg!szs!gben elt'l-
t'tt !vek sz$m$nak n'vel!se, a lakoss$g eg!szs!gi $llapot$nak jav#t$sa.

Konkr€t c€lkit•z€sek

A c!lkit(z!sek a rizik%$llapotok !s a kedvez&tlen betegs!gkimenetel gyakoris$g$nak cs'kkent!s!re ir$nyulnak.

 �y Koszor*!r-betegs!g okozta korai hal$loz$s cs'kkent!se 2=>-kal.

 �y Stroke okozta korai hal$loz$s cs'kkent!se 1=>-kal.

 �y Sz!l"t!sek miatti maradand% k$rosod$sok gyakoris$g$nak cs'kkent!se 15>-kal.

 �y Cukorbetegs!g !s elh#z$s n'vekv& gyakoris$g$nak meg$ll#t$sa.

 �y Akut sz#vizominfarktust k'vet& 3=/9=/365 napon bel"li hal$loz$s m!rt!k!nek cs'kkent!se.

 �y Akut sz#v-!rrendszeri betegs!gek ell$t$s$nak miel&bbi megkezd!se, az akut ell$t$s v!ge !s a reha-
bilit$ci% megkezd!se k'z'tt eltelt id& cs'kkent!se.

 �y Eg!szs!ges t$pl$lkoz$s el&seg#t!se.

 �y Rendszeres testmozg$st v!gz&k sz$m$nak !s a fizikai aktivit$ssal t'lt'tt id&tartam n'vel!se 1=>-kal.

 �y A doh$nyz$s gyakoris$g$nak 3=>-kal, a t*lzott alkoholfogyaszt$s gyakoris$g$nak 1=>-kal val% 
cs'kkent!se. 

 �y Cukorbetegs!g sz(r!s!nek !s kezel!s!nek jav#t$sa.

 �y Emelkedett koleszterin- !s trigliceridszint, cs'kkent HDL-koleszterin-szint sz(r!s!nek !s kezel!-
s!nek jav#t$sa.

 �y Magas v!rnyom$s prevalenci$j$nak 25>-os cs'kkent!se, a betegs!g sz(r!s!nek !s kezel!s!-
nek jav#t$sa.

 �y Prevent#v gy%gyszeres kezel!sben r!szes"l&k sz$m$nak n'vel!se.
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Javasolt intervenci•k

!�ƒ A!kock zati!t$nyez%k!id%ben!t'rt$n%!felismer$se,!el%fordul si!gyakoris guk!hat$kony!cs'kken-
t$se,!esetleg!elimin l suk!$rdek$ben!rendszeres!sz/r%vizsg latok!v$gz$se.

!�ƒ Az!alapell t s!szintj$n!v$gzett!eg$szs$gi! llapot!felm$r$sek,!kardiometabolikus!sz/r$sek,!rizi-
k*becsl$sek,!a!prevent#v!jelleg/!szolg ltat sok!hat$kony!megszervez$se,!biztos#t sa,!¹kapu%riº!
szerep$nek!meger%s#t$se,!valamint!a!szakell t ssal!t'rt$n%!optim lis!egy&ttm/k'd$s!kialak#-
t sa,!amely!kiterjed!a!kock zati!t$nyez%k< llapotok!sz/r$s$re,!a!hazai!$s!nemzetk'zi!ir nyelvek!
szerinti!optim lis!gy*gyszeres!kezel$sre,!$letm*d-v ltoztat sra!$s!a!rehabilit ci*ra!egyar nt.!
Az!eseti<alkalmi!jelleg/!primer!$s!szekunder!prevenci*s!tev$kenys$g!hat$konys g nak!jav#t -
sa.

!�ƒ A!sz/r%vizsg latok!c$lzott,!motiv l*!finansz#roz sa.!

!�ƒ A!sz/r$sek!dokument ci*j nak,!jelent$si!$s!monitoring!rendszer$nek!ki$p#t$se.!

!�ƒ N$peg$szs$g&gyi!szakemberek!bevon sa!az!alapell t sba!az! tsz/rts$g!m$rt$k$nek!n'vel$se!
$rdek$ben.!

!�ƒ A!megl$v%!betegs$gspecifikus!regiszterek!(Magyar!Hipert*nia!Regiszter,!Nemzeti!Sz#vinfarktus!
Regiszter)!fejleszt$se!a!kezel$st!$s!a!t"l$l$st!befoly sol*!t$nyez%kre!f*kusz lva.!

El•rehalad€s, megval•sul€s monitoroz€sa

A!hazai!gyakorlatban!kor bban!is!alkalmazott!h ziorvosi!t'rzskarton!n$peg$szs$g&gyi!szeml$let/!tov bbfej-
leszt$s$vel!olyan!korszer/!eszk'zk$nt!szolg lhat,!amely!seg#ti!a!lakoss g!eg$szs$gi! llapot nak!monitoroz -
s t,!a!prevenci*s!szolg ltat sok!ig$nybev$tel$nek!$s!a!h ziorvosi!prevent#v!szolg ltat sok!eredm$nyess$g$-
nek!$rt$kel$s$t,!valamint!az!alapell t s!szintj$n!t'rt$n%!beavatkoz sok!hat$konys g nak!m$r$s$t.
A!28<2017!(X.!25)!EMMI!rendeletbe!foglaltak!szerint!a!h rom$vente!friss#tett!t'rzskarton!adataib*l!sz rmazta-
tott!folyamatindik torokkal!jellemezhet%>

!�Å A!lakoss g!kardiometabolikus!vesz$lyeztetetts$g$nek!m$rt$ke!$s!a!megel%z$st!c$lz*!interven-
ci*k! gyakoris ga! ( tsz/rtek! ar nya,! t"ls"lyosak! $s! elh#zottak! ar nya,! prevent#v! gy*gyszeres!
ter pi ban!r$szes&l%k!ar nya,!magasv$rnyom s-!$s!cukorbetegs$g-sz/r$sen!r$szt!vettek!ar -
nya,!doh nyz sr*l!val*!leszok st!t mogat*!minim lis!intervenci*ban!r$szes&ltek!ar nya).

!�Å Az!optimaliz lt!szakell t ssal!t'rt$n%!egy&ttm/k'd$s!eredm$nyess$ge!(a!koszor"$r-betegs$g,!
a! stroke! okozta! korai! hal loz s! ar nya,! az! akut! sz#vizominfarktust! k'vet%! 30<90<365! napon!
bel&li!hal loz si!ar ny,!az!akut!ell t s!v$ge!$s!a!rehabilit ci*!megkezd$se!k'z'tt!eltelt!id%tar-
tam).!

A!beavatkoz•sok!hat"konys•g•nak!"rt"kel"s"re!alkalmas!indik•torok

!�Å Koszor"$r-betegs$g!okozta!korai!hal loz s!ar nysz ma.
!�Å Stroke!okozta!korai!hal loz s!ar nysz ma.
!�Å Akut!sz#vizominfarktust!k'vet%!30<90<365!napon!bel&li!hal loz si!ar ny.!
!�Å Akut!sz#v-$rrendszeri!betegs$g!ell t s nak!v$ge!$s!a! rehabilit ci*!megkezd$se!k'z'tt!eltelt!

id%tartam.
!�Å SCORE-$rt$k!sz m#t s hoz!sz&ks$ges!adatok!k'z&l!megl$v%k!ar nya.
!�Å ?tsz/rtek!ar nya!(magas!v$rnyom s,!cukorbetegs$g,!magas!v$rzs#rszint).
!�Å A!gondozott!betegekn$l!a!k&l'nb'z%!rizik*faktorok!('sszkoleszterin-,!HDL-koleszterin-,!LDL-ko-

leszterin-,!triglicerid-!$s!$homi!v$rcukorszint,!v$rnyom s,!BMI)!eset$ben!a!c$l$rt$kek!el$r$s$-
nek!ar nya.
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Az !letm#d-v•ltoztat•st c!lz# beavatkoz•sok eredm!nyess!g!t jelz€ indik•torok

"�Å T+ls+lyosak/elh0zottak"ar!nya.
"�Å Napi"rendszeress#ggel"doh!nyz*k"ar!nya.
"�Å Doh!nyz!sleszok!st"t!mogat*"minim!lintervenci*ban"r#szes$ltek"ar!nya.
"�Å WHO"!ltal"aj!nlott"m#rt#k%"testmozg!st"v#gz&k"ar!nya."
"�Å T+lzott"m#rt#kben"alkoholt"fogyaszt*k"ar!nya.
"�Å K*ros"koleszterin-,"v#rnyom!s-"#s"#homi"v#rcukorszinttel"#l&k"ar!nya.
"�Å Prevent0v"gy*gyszeres"kezel#sben"r#szes$l&k"ar!nya.
"�Å Cukorbetegs#g"sz%r#s#nek"#s"kezel#s#nek"ar!nya.

Partners•gi kapcsolatok

"�Ê ;rintett"szakmai"h!tt#rint#zm#nyek"#s"ter$leti"szerveik
"�Ê 9nkorm!nyzatok
"�Ê K'zoktat!si"int#zm#nyek
"�Ê Iskola-eg#szs#g$gyi"szolg!lat
"�Ê V#d&n&k
"�Ê Munkahelyek
"�Ê Foglalkoz!s-eg#szs#g$gyi"szolg!latok
"�Ê Eg#szs#gfejleszt#si"irod!k
"�Ê Eg#szs#gfejleszt#ssel"foglalkoz*"civil"szervezetek
"�Ê M#dia
"�Ê Alapell!t!son"bel$li,"illetve"a"szakell!t!ssal"t'rt#n&"egy$ttm%k'd#s
"�Ê Praxisk'z'ss#gek
"�Ê Csoportpraxisok
"�Ê N#peg#szs#g$gyi"K#pz&-"#s"Kutat*helyek"Orsz!gos"Egyes$lete"tagint#zm#nyei
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Daganatos betegs!gek megel•z!se

Helyzetelemz!s

A fejlett orsz$gok t(bbs!g!ben ± +gy Magyarorsz$gon is ± a daganatok k!pezik a m$sodik leggyakoribb hal$l-
okot. Az id" el"tti hal$loz$s !s az ennek k(vetkezt!ben elvesztett eg!szs!ges !let!vek tekintet!ben azonban 
a daganatos betegs!gek a vezet" helyen $llnak haz$nkban.
Magyarorsz$gon !vente k(zel 100 000 )j daganatos megbeteged!ssel sz$molhatunk, a hal$loz$sok sz$ma pedig 
32 000±33 000 k(r'l van. Az Eur&pai Uni& /EU4 tag$llamai k(z'l mind f!r#akn$l, mind n"kn!l haz$nkban volt 
a legmagasabb a daganatos betegs!gek okozta hal$loz$s az Eurostat adatai szerint. A vastag- !s v!gb!ldaga-
natok okozta hal$loz$s ter!n 2016-ben mind f!r#akn$l, mind n"kn!l az els" helyen $lltunk az Uni&ban, a t'd"r$k 
okozta hal$loz$s eset!ben pedig f!r#akn$l az els", n"kn!l a m$sodik helyen. A n"i eml"r$k okozta hal$loz$st 
tekintve Magyarorsz$g a negyedik legrosszabb helyzetben van az EU-n bel'l. A WHO 2016-es, minden tagor-
sz$gra kiterjed" adatai alapj$n a daganatos betegs!gek okozta hal$loz$s tekintet!ben Magyarorsz$g ± Jrm!ny-
orsz$g !s Zimbabwe ut$n ± a vil$g harmadik legkedvez"tlenebb helyzetben l!v" orsz$ga. Haz$nkban a leg-
magasabb a t'd"r$k, valamint a vastag- !s v!gb!lr$k okozta hal$loz$s, m$sodik helyen $ll Magyarorsz$g a has-
ny$lmirigyr$k, s harmadik helyen a sz$j'regi daganatos betegs!gek okozta hal$loz$si sorrendben. 
A t'd"r$k incidenci$j$t tekintve haz$nk helyzete eur&pai uni&s viszonylatban a mortalit$shoz hasonl&; f!r#ak-
n$l az els", n"kn!l a m$sodik helyen $llunk. Vastag- !s v!gb!lr$k ter!n a f!r#ak m$sodik, a n"k pedig a negye-
dik legmagasabb incidenci$val jellemezhet"k, m+g az )j eml"r$kos esetek el"fordul$s$t tekintve Magyaror-
sz$g az alacsonyabb incidenci$j) EU-tagorsz$gok k(z! tartozik.
A vezet" daganatos hal$lokokat illet"en a hazai mortalit$si trendek kedvez"tlenek. Jt-t+z !ves t$vlatban a hal$-
loz$si mutat&k l!nyeg!ben stagn$lnak /illetve a n"i t'd"r$kos hal$loz$s jelent"sen emelkedik4, egyed'l a f!r#-
ak t'd"r$k okozta hal$loz$sa cs(kkent sz$mottev"en.
A korai daganatos hal$loz$s relat+v kock$zata a legfejlettebb /EU154 EU-tagorsz$gok $tlag$hoz viszony+tva az 
elm)lt !vtizedekben /gyakorlatilag 1=80 &ta4 szinte minden daganatos betegs!g eset!ben tov$bb emelkedett. 
Napjainkban a daganatos betegs!gek okozta korai hal$loz$s kock$zata az EU15-orsz$gokban !l"k kock$zat$-
nak k!tszerese. 
A daganatok kialakul$s$ban szerepet j$tsz& legfontosabb kock$zati t!nyez"k a doh$nyz$s, a t)lzott alkohol-
fogyaszt$s, az eg!szs!gtelen t$pl$lkoz$s, az el!gtelen #zikai aktivit$s !s egyes fert"z!sek. Az elemz!sek sze-
rint a daganatos megbeteged!sek 62%-a, m+g a daganatos hal$loz$sok 65,1%-a tudhat& be az al$bbi kock$-
zati t!nyez"k valamelyik!nek, de m!g ink$bb kombin$ci&j$nak: doh$nyz$s /akt+v !s passz+v4, t)lzott alkohol-
fogyaszt$s, t)ls)ly>elh+z$s, #zikai inaktivit$s, el!gtelen z(lds!g-gy'm(lcs fogyaszt$s, alacsony !lelmirost-bevi-
tel, feldolgozott h)sk!sz+tm!nyek fogyaszt$sa, v(r(s h)sok fogyaszt$sa, el!gtelen kalciumbevitel, UV-su-
g$r-expoz+ci&, illetve Helicobacter pylori-, HPV-, HBV-, HCV-, HIV- !s HHV8-fert"z!sek. Becsl!sek szerint a fel-
n"tt magyar lakoss$g 70±75%-a Helicobacter pylori fert"z(tt.
Magyarorsz$g a daganatos betegs!gek okozta hal$loz$sok tekintet!ben a vil$granglist$n, valamint az EU- !s 
az OECD-statisztik$k alapj$n is rosszabb helyzetben van, mint azt az )j daganatos megbeteged!sek el"fordu-
l$si gyakoris$ga indokoln$. A Nemzeti N!peg!szs!g'gyi Program legfontosabb priorit$sa ± t(bbek k(z(tt a fenn-
tarthat&s$g ok$n is ± a daganatos betegs!gek prevenci&ja, valamint a magas hal$loz$si mutat&k m(g(tt 
kimutathat& m!lt$nytalan t!rs!gi !s t$rsadalmi egyenl"tlens!gek megsz'ntet!se.
Az onkol&giai ell$t$st illet"en az int!zm!nyi !s szem!lyi felt!telek alapvet"en rendelkez!sre $llnak, de ezek 
folyamatos fejleszt!se sz'ks!ges az Orsz$gos Onkol&giai Int!zet szakmai ir$nymutat$sa alapj$n. A vastag- !s 
v!gb!lr$ksz*r!s bevezet!se kapcs$n pontosan tiszt$zni kell a betegutakat, !s megfelel" anyagi, t$rgyi !s sze-
m!lyi felt!teleket kell biztos+tani a sz*r"vizsg$lattal pozit+vnak bizonyult szem!lyek tov$bbi ell$t$s$hoz. A daga-
natmegel"z!s int!zm!nyi !s szem!lyi felt!telei jelent"s fejleszt!sre szorulnak. A f" kock$zati t!nyez"kre f&ku-
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sz!l*"prevenci*s"programok,"illetve"komplex"eg#szs#gfejleszt#si"programok"sz#les"k'r%"v#grehajt!s!nak"nin-
csenek"meg"a"felt#telei."Egyel&re"a"korl!tozott"kapacit!sok"miatt"a"gy*gy0t*"ell!t!s"keret#ben"n#h!ny"kiv#tel-
t&l" (pl." doh!nyz!ssal" kapcsolatos" minim!lintervenci*)" eltekintve" nincs" lehet&s#g" igaz!n" hat#kony" primer"
prevenci*s"tev#kenys#gre,"illetve"a"hazai"k*rh!zak"eset#ben"a"k$lf'ld'n"nem"ritka"k'z'ss#g#p0t#si"tev#keny-
s#gek"l#nyeg#ben"nincsenek."Int#zm#nyes,"szisztematikus"prevenci*ra,"eg#szs#gfejleszt#sre"sz#les"k'rben"az"
Eg#szs#gfejleszt#si"Irod!k"(EFI),"illetve"a"Korm!nyhivatalok"n#peg#szs#g$gyi"f&oszt!lyai"!ltal"ker$lhet"sor."Az"
EFI-k"eset#ben"a"szakmai"kontroll"#s"koordin!ci*"er&s0t#se,"a"n#peg#szs#g$gyi"f&oszt!lyok"eset#ben"az"anyagi"
#s"szem#lyi"felt#telek"l#nyeges"fejleszt#se"sz$ks#ges"a"Nemzeti"N#peg#szs#g$gyi"Program"keret#ben.

F• c€lkit•z€s

A"magyar"lakoss!g"legf&bb"korai"hal!loz!si"terh#t"jelent&"daganatos"betegs#gek"incidenci!j!nak"#s"mortali-
t!s!nak"sz!mottev&"cs'kkent#se.

Konkr€t c€lkit•z€sek

"�y A" daganatos" betegs#gekkel" 'sszef$gg&" kock!zati" t#nyez&k" prevalenci!j!nak" jelent&s" cs'k-
kent#se.

"�y A"daganatokkal"kapcsolatos"szervezett"n#peg#szs#g$gyi"sz%r&vizsg!latok"mindegyik#n"(eml&r!k,"
vastagb#lr!k,"m#hnyakr!k)"legal!bb"7<=-os"r#szv#teli"ar!ny"el#r#se."Az"alapell!t!s"monitoring"
tev#kenys#g#nek"er&s0t#se"a"sz%r#sen"val*"r#szv#tel"#s"a"kiemeltek"eset#ben"az"ell!t!s"(diag-
nosztikus"#s"ter!pi!s)"k'vet#se"#rdek#ben.

"�y A"sz%r#si"koroszt!lyokban"az"eml&r!k,"vastagb#lr!k"#s"m#hnyakr!k"okozta"hal!loz!s"#rdemi"
cs'kkent#se.

"�y A"daganatos"hal!loz!sban"mutatkoz*"ter$leti"k$l'nbs#gek"cs'kkent#se"#rdek#ben"(tekintettel"
az"incidencia/mortalit!s"elt#r#sek"egyenl&tlens#geire"is)"az"orsz!gos"!tlagn!l"magasabb"hal!-
loz!si"ar!nysz!mmal"jellemezhet&"t#rs#gekben"a"sz%r#si"#s"a"gy*gy0t*"ell!t!s"kiemelt"fejleszt#se."

"�y A"HPV"elleni"!toltotts!gi"ar!ny"tov!bbi"n'vel#se"a"fiatal"l!nyok"k'r#ben"(c#l#rt#k:">5=).

Javasolt intervenci!k

"�ƒ A"daganatmegel&z#ssel"kapcsolatos"inform!ci*k"min#l"sz#lesebb"k'rh'z"val*"eljuttat!sa,"daga-
natprevenci*s" programok" v#grehajt!sa" k$l'nb'z&" sz0ntereken" (iskola," lak*hely," munkahely,"
t'megt!j#koztat!s).

"�ƒ Az"ismeret!tad!s"mellett"a"kock!zati"attit%d'k"#s"az"eg#szs#gmagatart!s"megv!ltoztat!sa."

"�ƒ Az"e-health"lehet&s#geinek"kiakn!z!sa"az"eg#szs#gfejleszt#sben,"daganatprevenci*ban.

"�ƒ A"KSH"hal!loz!si"adatok"#s"a"Nemzeti"R!kregiszter"adatainak"'sszekapcsol!sa,"a"sz%r#si"#s/vagy"
ell!t!si"hi!nyoss!gra"utal*"morbidit!s/mortalit!s"mutat*k"alapj!n"a"kiemelt"intervenci*s"ter$-
letek"azonos0t!sa.

"�ƒ A"daganatos"betegs#gek"sz%r#si"rendszer#nek"korszer%s0t#se.

"�ƒ Az"onkol*giai"gy*gy0t*"ell!t!s"sz0nvonal!nak"#s"felt#telrendszer#nek"egys#ges0t#se,"fejleszt#se"
a"Nemzeti"R!kellenes"Program"elvei"alapj!n.

"�ƒ Az"egyes"daganatos"betegs#gek"ell!t!s!t"v#gz&"int#zm#nyek"#sszer%"k'r#nek"meghat!roz!sa"
az"ell!t!s"hat#konys!g!nak"elemz#se"alapj!n.

"�ƒ A"HPV"elleni"v#d&olt!s"bevezet#se"fi+k"r#sz#re"'nk#ntes"alapon.
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!�ƒ A!t&d%r k!korai!kimutat s ra!alkalmas!alacsony!d*zis"!CT-vizsg lat!sz/r$si!bevezet$s$hez!sz&k-
s$ges!pilot!$s!k'lts$ghat$konys g-vizsg latok!elv$gz$se,!hazai!sz/r$si!aj nl sok!k$sz#t$se!$s!a!sz/-
r$s!bevezet$se.

!�ƒ A!melanoma-,!prosztata-!$s!sz j&regi!daganatsz/r$sre!vonatkoz*an!az!"jabb!eredm$nyek!nyo-
mon!k'vet$se,!$s!amennyiben!megfelel%!szint/!evidencia! ll!rendelkez$sre,!a!szervezett!sz/r%-
vizsg latok!alapj ul!szolg l*!szakmai!ir nyelvek!kidolgoz sa,!a!szervezett!sz/r$sek!el%k$sz#t$-
se;!a!szervezett!sz/r$s!bevezet$s$t!indokl*!evidenci k!h#j n!az!alkalmi!$s!magas!kock zat"!cso-
portokban!v$gzett!sz/r$sek!k'vetkezetes!megval*s#t sa.!

!�ƒ A!v$d%n%i!m$hnyaksz/r$si!tev$kenys$g!tov bbi!fejleszt$se,!a!m$hnyaksz/r$ssel!kapcsolatos!
nyilv ntart sok!egys$ges#t$se.

!�ƒ A!Sv jci-Magyar!Alapell t s-fejleszt$si!Modellprogram!eredm$nyei!alapj n!az!alapell t sban!
v$gzett!prevenci*s!tev$kenys$g!kiterjeszt$se,!fejleszt$se.

!�ƒ Onkol*giai!beteg"tszervez$s,!OnkoNetwork!modell!megyei!onkol*giai!k'zpontokba!val*!kiter-
jeszt$se.

!�ƒ A!sz/r$ssel!$s!primer!prevenci*val!kapcsolatos!alapell t si!tev$kenys$g!teljes#tm$ny$rt$kel$si!
rendszer$nek!fejleszt$se,!a!prevenci*s!tev$kenys$ghez,!kiemelten!a!sz/r$smonitoringhoz!tel-
jes#tm$nyalap"!finansz#roz s!rendel$se.

El•rehalad€s, megval•sul€s monitoroz€sa

!�Å Sz/r%vizsg lati!r$szv$tel!adatai.!Kiemelten>!m$hnyaksz/r$sen!legal bb!egyszer!r$szt!vev%k!ar -
nya!a!30±49!$ves!kor"!n%k!k'r$ben.!

!�Å A!rizik*faktorok!prevalenci ja.
!�Å Prevenci*s!c$l"!programok!tartalm nak!$s!sz m nak!elemz$se!az!$rintett!szervezetek,!int$z-

m$nyek! ltal!$vente!tov bb#tott!adatok!$s!jelent$sek!alapj n.
!�Å V$d%olt sok!nyilv ntart si!adatainak!elemz$se!$vente.
!�Å H ziorvosi!indik torok!elemz$se.
!�Å Daganatos!hal loz s!ter&leti!alap"!nyomon!k'vet$se!(K'zponti!Statisztikai!Hivatal,!Nemzeti!Eg$sz-

s$gbiztos#t si!Alapkezel%)
!�Å Daganatincidencia! (Nemzeti!R kregiszter)! $s!mortalit s! (K'zponti!Statisztikai!Hivatal)! daga-

natt#pusonk$nt,!100!000!f%re!vonatkoztatva,!valamint!ezek!viszony nak!nyomon!k'vet$se!t$r-
informatikai!rendszer!seg#ts$g$vel.

!�Å Az!onkol*giai!ell t s!indik torainak!nyomon!k'vet$se.

Partners!gi kapcsolatok

!�Ê Emberi!Er%forr sok!Miniszt$riuma! llamtitk rs gai!(kiemelten!az!Eg$szs$g&gy$rt!Felel%s!?llam-
titk rs g)

!�Ê P$nz&gyminiszt$rium
!�Ê ?llami!Eg$szs$g&gyi!Ell t*!K'zpont
!�Ê Nemzeti!Eg$szs$gbiztos#t si!Alapkezel%
!�Ê Korm nyhivatalok!n$peg$szs$g&gyi!f%oszt lyai
!�Ê Orsz gos!K'zeg$szs$g&gyi!Int$zet
!�Ê Orsz gos!Onkol*giai!Int$zet
!�Ê Egyetemek! orvostudom nyi,! eg$szs$gtudom nyi,! n$peg$szs$g&gyi! $s! fogorvos-tudom nyi!

karai,!int$zetei
!�Ê H ziorvosok
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 �Ê Fogorvosi alapell!t!sban r"szt vev# fogorvosok
 �Ê Eg"szs"g$gyi Szakmai Koll"gium tagozatai/tan!csai
 �Ê Szakmai t!rsas!gok 
 �Ê Eg"szs"gfejleszt"si Irod!k
 �Ê Daganatmegel#z"ssel foglalkoz% civil szervezetek
 �Ê Betegszervezetek, betegklubok
 �Ê &nkorm!nyzatok
 �Ê M"dia
 �Ê N"peg"szs"g$gyi K"pz#- "s Kutat%helyek Orsz!gos Egyes$lete tagint"zm"nyei
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Anyagcsere-betegs•gek megel€z•se

Helyzetelemz•s

A k!l"nb"z# anyagcsere-k$rk%pek komoly betegs%gterhet jelentenek a magyar popul&ci$ban. Kezel%s!k 
jelent#sen terheli az eg%szs%g!gyi ell&t$rendszert, annak kapacit&s&t %s p%nz!gyi forr&sait. 
Egyes idetartoz$ betegs%gek, pontosabban sz"v#dm%nyeik nagyfokban rontj&k az %letmin#s%get, n"velik a keze-
l%s k"lts%geit, s a korai hal&loz&s alakul&s&ban is szerepet j&tszanak. Ezen k$rk%pek k"z!l a legfontosabb a cukor-
betegs%g, annak is a 2. t'pusa. B&r egyre t"bb ismerettel rendelkez!nk az (n. 1. t'pus kialakul&s&r$l, sokkal ered-
m%nyesebben kezelj!k, mint kor&bban, de megel#z%s%re, korai felder't%s%re megb'zhat$, popul&ci$s szinten 
alkalmazhat$ sz)r%si lehet#s%ggel nem rendelkez!nk. 
Sz&mos irodalmi adat, epidemiol$giai vizsg&lat t&masztja al& viszont, hogy a 2-es t•pus€ cukorbetegs•g kialaku-
l&sa megel#zhet#, de legal&bbis jelent#sen k%sleltethet#. A megel#z%s ma ismert leghat%konyabb m$dja a rend-
szeres %s akt'v testmozg&s, term%szetesen az %letkori saj&toss&gok *gyelembev%tel%vel. Mindezek mellett l%nye-
ges a norm&lis testt"megindex megtart&sa. Azt is igazolt&k vizsg&latok, hogy elh'zott szem%lyekn%l a m&r kiala-
kult cukorbetegs%get a hat%kony tests(lycs"kkent%s meg tudja &ll'tani +ak&r az elh'z&s kezel%s%re v%gzett 
seb%szi beavatkoz&ssal is/, a v%rcukorszint a norm&lis %rt%kre is cs"kkenthet#, a szok&sos antidiabetikus ter&-
pia elhagyhat$. A diab%tesz f# eg%szs%gkock&zat&t a sz"v#dm%nyek jelentik, a ver#%rrendszer fokozott %s 
gyorsabb elmeszesed%se k"vetkezt%ben kialakul$ agyv%rz%s, sz'vizominfarktus, vaks&g, veseel%gtelens%g, a v%g-
tagi kering%szavar k"vetkezt%ben kialakul$ diab%teszes l&b.
A cukorbetegs%g korai felismer%s%t a h&ziorvosok rendszeres sz)r%si tev%kenys%ge nagyfokban seg'theti, ennek 
jogszab&lyi felt%telei %s m$dszertani le'r&sai adottak. Ez a szekunder prevenci$s forma sokkal hat%konyabb, 
mint a k"z"ss%gi sz'ntereken, esetenk%nt l&tv&nyos m%dianyilv&noss&g mellett v%gzett sz)r%si kamp&nyok. 
Eredm%nyess%g%t fokozhatja a foglalkoz&s-eg%szs%g!gyi rendszerben v%gzett sz)r%s, ugyanakkor megoldan-
d$ a k%t alapell&t&si rendszer k"z"tti szab&lyozott inform&ci$&raml&s. A jelenlegi hazai ell&t$rendszerben nincs 
+%s nem is sz!ks%ges/ diab%teszre f$kusz&l$ int%zm%ny, ugyanakkor viszonylag j$l ki%p'tett diabetol$giai h&l$-
zat m)k"dik, orsz&gosan jelent#sen elt%r# kapacit&ssal %s szakmai sz'nvonalon. L%tezik ¹diabetol$giai licencº, 
az ehhez sz!ks%ges k%pz%sben f#leg belgy$gy&szok, (jabban egyre t"bb h&ziorvos vesz r%szt.
Az anyagcsere-betegs%gek k"r%be tartoznak egyes endokrin betegs•gek, k!l"n"sen a pajzsmirigy m)k"d%sza-
varai, a mell%kvese endokrin t!netekkel j&r$ betegs%gei, a petef%szkek, az agyalapi mirigy m)k"d%s%nek zavarai. 
Egyre gyakoribb a popul&ci$ban a lakt$zintolerancia, m%g ma is el#fordulnak haz&nkban t&pl&lkoz&si hi&nybe-
tegs%gek +feh%rje-energia hi&nyos alult&pl&lts&g %s egyes vitaminok hi&nya/. Nagyar&ny( el#fordul&suk miatt 
l%nyegesek a lipid- %s a purinanyagcsere zavarai, end%mi&s j$dhi&nyos ter!leteken a golyva.
Az endokrin betegek ell&t&s&t orsz&gosan igen elt%r# ± de &ltal&ban sz)k ± kapacit&s( szakrendel%sek seg'tik.
N%peg%szs%g!gyi szempontb$l azonban k%ts%gk'v!l az elh•z!s a legjelent#sebb k$rk%p. Az elh'z&s ugyan lehet 
r%sze, illetve k"vetkezm%nye t"bb endokrin k$rk%pnek, lehet gy$gyszeres kezel%s mell%khat&sa is, de az ese-
tek t(lnyom$ t"bbs%g%ben egyszer) energetikai oka van, azaz a t&pl&l%kkal bevitt energia +l%nyegesen %s tar-
t$san/ meghaladja a felhaszn&lt energia mennyis%g%t.
K"zismert, hogy f#leg a v&roslak$ emberek energiafelhaszn&l&sa l%nyegesen kevesebb, mint el#deink% volt, de 
t&pl&lkoz&si szok&saink nem igazodtak a cs"kkent ig%nyhez. A t"bbletenergia-bevitel els#sorban b#s%gesebb 
%lelmiszeradagok, energiad(sabb %telek, magas energiatartalm( italok fogyaszt&s&nak k"vetkezm%nye. Ma a fel-
n#ttkor( magyar lakoss&g k"r!lbel!l k%tharmad&nak testt"megindexe k$ros +egyharmaduk t(ls(lyosnak, tov&b-
bi egyharmaduk elh'zottnak tekinthet#/. 
Az elh'z&s gyakran az (n. metabolikus betegs%g +kor&bban metabolikus szindr$ma/ t!netegy!ttese keret%ben 
jelenik meg. A k"vetkezm%nyek k"z% tartozik els#sorban a cukorbetegs%g, a zs'ranyagcsere zavarai %s sz"v#d-
m%nyeik, a magasv%rnyom&s-betegs%g, az art%ri&s rendszer fokozott elmeszesed%s%hez k"thet# koszor(%r- %s 
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agy%rbetegs%gek, az als$ v%gtag ver#ereinek sz)k!lete, az (n. mikrovaszkul&ris betegs%gek +a vese %s a retina 
erein/, a sz"v#dm%nyes idegrendszeri k&rosod&s +neuropathia/, de a vissz%rbetegs%g +varicositas/ is. Elh'zott 
emberekn%l nagyobb ar&nyban %s kor&bban haszn&l$dnak el az als$ v%gtag nagy 'z!letei +t%rd, cs'p#/, gyako-
ribbak m&s mozg&sszervi betegs%gek is, %s k"r!kben gyakoribb bizonyos daganatos betegs%gek +az eml# %s 
a m%hnyak, f%r*akn&l a prosztata, mindk%t nemben a vastagb%l tumorai/ el#fordul&sa. T"bb elh'zott ember az 
alv&si apnoe, s#t a vizeletinkontinencia t!neteit#l is szenved. A felsorolt "sszef!gg%sek csak a legk"zismer-
tebb, orvosilag egy%rtelm) kapcsolatokat jelentik, de nem mer'tik ki az elh'z&s k&ros k"vetkezm%nyeinek tel-
jes k"r%t. Az elh'zott ember szoci&lisan %s gazdas&gi %rtelemben is h&tr&nyosabb helyzetbe ker!lhet cs"kkent mo- 
bilit&sa, k"lts%gesebb ruh&zati ig%nye, gyakoribb orvosi kezel%se k"vetkezt%ben, s#t stigmatiz&lva lehet a mun-
kaer#piacon is.
Az elh'z&s kezel%se bizonyos m%rt%ken t(l m&r orvosi k"zrem)k"d%st ig%nyel; sz"v#dm%nyei szinte mindig, a meg-
el#z%s azonban sohasem. A gy$gyszeres kezel%s nem kock&zatmentes, t"bbnyire nem tart$s %s az %rintettek 
sz&m&ra k"lts%ges. Az elh'z&s megel#z%se t&rsadalmi ig%ny, ami jelent#s ismeretterjeszt%si, oktat&si, nevel%si 
feladatokat gener&l. 
A jelenlegi hazai ell&t$rendszerben nincs erre f$kusz&l$ int%zm%ny vagy h&l$zat. A kor&bbi orsz&gos centru-
mokat bez&rt&k vagy m&s pro*lt kaptak. L%tezik ugyan ¹obezitol$giai licencº, de a k%pz%sen r%szt vev#k k"r%-
b#l a h&ziorvosok ± szakmailag nem magyar&zhat$ m$don ± kimaradtak.

F• c€lkit•z€s

A magyarorsz&gi cukorbetegs%g- %s elh'z&sprevalencia n"veked%s%nek meg&ll't&sa.

Konkr€t c€lkit•z€sek

 �y Eg%szs%ges t&pl&lkoz&ssal kapcsolatos ismeretek %s k%szs%gek jav't&sa.

 �y A szabadid#sport lehet#s%g%nek jav't&sa.

 �y Az eg%szs%gk&ros't$ %lelmiszerek forgalmaz&s&nak jogi korl&toz&sa.

 �y Az elh'zottak lefogy&s&t %s testt"megkontrollt szervezetten t&mogat$, szakmai bizony't%kokon 
alapul$ szolg&ltat&sok fejleszt%se az eg%szs%g!gy"n bel!l %s k'v!l.

Javasolt intervenci!k

Az ismeret&tad&s %s k%szs%gkialak't&s sz'nterei szerint: 

 �ƒ Iskolai sz!nterek: Az iskolai tananyagban nagyobb teret, $rasz&mot kell szentelni az eg%szs%ges 
t&pl&lkoz&ssal kapcsolatos ismeretek &tad&s&ra, k%szs%gek kialak't&s&ra. A tanul$k kapjanak t&r-
gyi ismereteket az %lelmiszerek "sszetev#ir#l, az eg%szs%gesnek tekintett konyhatechnika saj&-
toss&gair$l, az %lelmiszer-biztons&g alapfogalmair$l, a ker!lend# +vagy csak minim&lisan fogyaszt-
hat$/ %telekr#l, italokr$l, megmagyar&zva ennek ok&t is. Az oktatott ismeretekhez kell igaz'tani 
az iskolai b!f%k, menz&k k'n&lat&t, %s biztos'tani kell a kultur&lt v'zfogyaszt&si k"r!lm%nyeket. 
Az oktathat$ ismeretek (jabb, innovat'v forr&sa a Magyar Dietetikusok Orsz&gos Sz"vets%ge 
&ltal kidolgozott OKOST0NY3R5 program, amelynek %telv&laszt%ka teljesen a hazai viszonyok-
hoz adapt&lt %s m&r van gyermekek sz&m&ra k%sz!lt verzi$ja is. 
Az iskolai tananyagnak tartalmaznia kell a folyamatos, akt'v *zikai tev%kenys%g el#nyeir#l sz$l$ 
inform&ci$kat is. Az ut$bbi %vek jelent#s pedag$giai el#rel%p%se a mindennapos testnevel%s 
$rarendbe iktat&sa. Ezt nem mindenhol siker!lt m%g egys%gesen megval$s'tani, de az iskol&k 
folyamatos szem%lyi %s infrastruktur&lis fejleszt%se seg'ti majd a hossz( t&v( fenntart&st %s fej-
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leszt st.!Ma!is!l tezik!m g!az!a!t"lhaladott!pedag#giai!gyakorlat,!hogy!az!als#!oszt$lyos!gyere-
kekt%l!is!elv$rj$k!a!tan#ra!¹v gig&l s tº.!A!gyermekek! lettani!ig nye!a!mozg$s,!ennek!teret!kell!
engedni,! s!nem!korl$tozni!azt,!mert!ha!ez!az!ig ny!elv sz,!a!k s%bbiekben!m$r!nehezebben!
$ll'that#!helyre.!

 �ƒ Telep"l#si $nkorm%nyzatok:! A! szabadid%sport! kultur$lt! felt teleinek,! infrastrukt"r$j$nak!
kialak't$sa,!els%sorban!(de!nem!kiz$r#lag)!az!iskol$k!b$zis$n,!a!telep&l si!*nkorm$nyzatok!k*z-
rem+k*d s vel,!alkalmazkodva!a!helyi!lehet%s gekhez,!ig nyekhez.!

 �ƒ &lelmiszeripar #s -kereskedelem:!Az! lelmiszergy$rt#k! s!-forgalmaz#k!*szt*nz se!(a!partner-
s g!er%s't s vel,!de!a!jogalkot$s!eszk*zeivel!is)!az!eg szs ges!*sszet tel+!term kek!gy$rt$s$ra!
 s!forgalmaz$s$ra.

 �ƒ M#dia:!A!magyar!lakoss$g!sz$m$ra!az!orsz$gosan!el rhet%!TV-! s!r$di#csatorn$k!fontos!inform$ci#-
forr$st!jelentenek.!A!m+sorid%ben!sug$rozhat#!(eg szs ggel,!betegs gmegel%z ssel!kapcsola-
tos)!hirdet sek!k*lts gesek!lehetnek!a!kereskedelmi!m di$ban,!de!a!k*zm di$ban!m g!b%ven!
vannak!kihaszn$lhat#,!inform$ci#tov$bb't#!kapacit$sok,!m+sorhelyek,!vagy!azok!kialak'that#k!
megfelel%!korm$nyzati!t$mogat$ssal.!C lszer+!ezeknek!ugyanazt!az!&zenetet!hordozni,!szezon$-
lisan!aktualiz$lva.!Hangs"lyos!&zenetek!a!s#-! s!a!finom'tott!cukor!fogyaszt$s!cs*kkent se,!keve-
sebb!zs'r!fogyaszt$sa,!az! tkez sek!megfelel%!&temez se! s!ar$nya,!az! lelmiszer-biztons$g!jav'-
t$sa,!a!cukrozott!&d't%k!helyett!v'z!fogyaszt$sa,!a!megfelel%!fizikai!aktivit$s!el%nyei,!el rhet%!
form$i.!A!gyermekc lcsoportra!ir$nyul#! lelmiszerrekl$mok!szab$lyoz$sa.

 �ƒ Jogalkot%s:!Az!eredm nyes!m diamegjelen sek!felt teleit!jogalkot$ssal!lehet!kialak'tani,!elv$-
r$sk nt!megfogalmazva!a!m+sorid%!vagy!a!nyomtatott!fel&let!meghat$rozott!h$nyad$nak!elk&-
l*n't s t!eg szs gnevel sre.
A!k*zismerten!eg szs gk$ros't#! telek/italok!egy!r sz nek!forgalmaz$sa/fogyaszt$sa!jogsza-
b$lyi!korl$toz$s!al$!esett!m$r!az!elm"lt! vekben.!A!WHO!Noncommunicable!Diseases!Progress!
Monitor!2017!szerint!haz$nknak!az!eg szs gtelen!t$pl$lkoz$s!visszaszor't$sa! rdek ben!teen-
d%i!vannak!a!s#fogyaszt$s!cs*kkent se! s!az!anyatejet!helyettes't%!k sz'tm nyek!marketingj -
nek!nemzetk*zi!k#dex ben!m$r!t*bb!mint!harminc! ve!megfogalmazott! s!valamennyi!WHO-tag-
$llam!$ltal!elfogadott!elv$r$sok!teljes't se!ter n!is.

 �ƒ Int#zked#sek az elh!zottak t%mogat%s%ra:!A!megel%z s!n peg szs g&gyi!jelent%s ge!vitat-
hatatlan,!ugyanakkor!az!elh'zottak!t$mogat$sa!(r szben!*szt*nz se!a!norm$lis!tests"ly!el r -
s re,!r szben!t$mogat$suk!ebb li!t*rekv s&k!el r s ben)!szint n!t$rsadalmi! rdek.!Az!eg sz-
s ges!t$pl$lkoz$st!t$mogat#! s!c lzott!di t$s!programok,!magatart$ster$pia,!sz&ks g!eset n!
gy#gyszeres!  s! seb szi! ter$pia! megfelel%! alkalmaz$s$t! a! nemzetk*zi! j#! gyakorlatok! hazai!
adapt$l$s$val!meg!kell!oldani.!!
A!m diat$mogat$s!c lja!nem!puszt$n!a!tests"lykontroll-programok!(kiemelten!a!k*z*s!moz-
g$sprogramok)!megismertet se! s!t$mogat$sa,!de!a!negat'v!testk p rz kel s!keltette!szoron-
g$s!old$sa!is.

El€rehalad!s, megval"sul!s monitoroz!sa

!�Å Eg szs ges!t$pl$lkoz$st!megval#s't#!programban!r szt!vev%!iskol$k!sz$m$nak!v$ltoz$sa.
!�Å Testmagass$g,!tests"ly! s!hask*rfogat!v$ltoz$sa.
!�Å Az!elh'z$s! s!hasi!elh'z$s!gyakoris$g$nak!alakul$sa!szociodemogr$fiai!r tegenk nt,!nemenk nt!

 s!korcsoportokk nt.!
!�Å Elh'z$s!k*vetkezt ben!kialakul#,!"jonnan!felismert! s!az!ell$t#rendszerben!k#dolt!betegs gek!

(hipert#nia,!stroke,!ischaemi$s!sz'vbetegs g,!akut!sz'vinfarktus,!diab tesz,!epeh#lyag!betegs -
gei,!policiszt$s!ov$rium!szindr#ma,!elh'z$ssal!*sszef&gg%!daganatos!betegs gek,!nem!alkoho-
los!zs'rm$j,!k*szv ny,!t rd-,!cs'p%'z&leti!kop$s,!gerincbetegs gek)!incidenci$j$nak!v$ltoz$sa.
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Partners•gi kapcsolatok

 �Ê Emberi Er#forr!sok Miniszt"riuma !llamtitk!rs!gai (kiemelten az Eg"szs"g$gy"rt Felel#s 'llam-
titk!rs!g)

 �Ê Agr!rminiszt"rium
 �Ê Nemzeti *lelmiszerl!nc-biztons!gi Hivatal
 �Ê P"nz$gyminiszt"rium
 �Ê 'llami Eg"szs"g$gyi Ell!t% K+zpont
 �Ê Nemzeti Eg"szs"gbiztos.t!si Alapkezel#
 �Ê Korm!nyhivatalok n"peg"szs"g$gyi f#oszt!lyai
 �Ê Orsz!gos K+zeg"szs"g$gyi Int"zet
 �Ê Orsz!gos Onkol%giai Int"zet
 �Ê Orsz!gos Gy%gyszer"szeti "s *lelmez"s-eg"szs"g$gyi Int"zet
 �Ê Egyetemek orvostudom!nyi, eg"szs"gtudom!nyi "s n"peg"szs"g$gyi karai, int"zetei
 �Ê H!ziorvosok
 �Ê Eg"szs"g$gyi Szakmai Koll"gium tagozatai/tan!csai
 �Ê Magyar T!pl!lkoz!studom!nyi T!rsas!g
 �Ê Magyar Dietetikusok Orsz!gos Sz+vets"ge
 �Ê Magyar Elh.z!studom!nyi T!rsas!g 
 �Ê Eg"szs"gfejleszt"si Irod!k
 �Ê *lelmiszergy!rt%k "s szakmai szervezeteik
 �Ê K+z"tkeztet"s szervez#i, szerepl#i
 �Ê Betegszervezetek, betegklubok
 �Ê &nkorm!nyzatok
 �Ê M"dia
 �Ê N"peg"szs"g$gyi K"pz#- "s Kutat%helyek Orsz!gos Egyes$lete tagint"zm"nyei
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L€gz•rendszeri betegs€gek megel•z€se

Helyzetelemz€s

A kr!nikus l"gz#rendszeri betegs"gek jelentik a harmadik leggyakoribb hal$lokot vil$gszerte, az Eur!pai Uni!-
ban (EU) "s haz$nkban egyar$nt; Magyarorsz$gon a n#k %sszes hal$loz$s$nak 6&-$t, a f"r'ak"nak 7&-$t okoz-
t$k 2015-ben. A hazai korai hal$loz$s negyedik legfontosabb hal$loki t"nyez#je (r"szesed"s*k 7& n#k "s 6& f"r'-
ak eset"ben). A l"gz#rendszeri betegs"gek okozta hal$loz$s jelent#s r"sz""rt (>40&-$"rt) a kr!nikus obstruk-
t+v t*d#betegs"gek (COPD) felel#sek Eur!pa-szerte, megel#zve a t*d#gyullad$s, asztma "s in/uenza hal$loki 
s3ly$t. A COPD okozta hal$loz$si ar$ny D$nia ut$n Magyarorsz$gon volt a legmagasabb 2018-ban az EU-tagor-
sz$gok k%z%tt. A l"gz#rendszeri betegs"gek okozta korai hal$loz$s tekintet"ben Rom$nia ut$n a m$sodik legked-
vez#tlenebb helyzetben volt Magyarorsz$g 2014-ben az EU-n bel*l. Az EU-orsz$gokt!l val! lemarad$sunk 2000 
!ta n%vekedett a kr!nikus l"gz#rendszeri betegs"gek okozta %ssz- "s korai hal$loz$s tekintet"ben egyar$nt, mind-
k"t nem eset"ben. A kr!nikus l"gz#rendszeri betegs"gek egyike annak a n"gy betegs"gcsoportnak, amelyek 
a megel#zhet# hal$loz$s t3lnyom! r"sz""rt felel#sek.
Az asztma n"lk*l sz$m+tott kr!nikus als! l"g3ti betegs"gek gyakoris$ga feln#ttek k%z%tt $tlagosan 4& az EU orsz$-
gaiban a 2014-es Health Interview Survey eredm"nyei alapj$n, mellyel megegyezik a magyar "rt"k (4,1&). A fel-
n#ttek $tlagosan 6&-$n$l fordul el# asztma az EU-ban, melynek gyakoris$ga haz$nkban 4,9&. A gyermekek 
k%r"ben az asztma a legfontosabb %n$ll! kr!nikus megbeteged"s. A kr!nikus l"gz#rendszeri betegs"gekhez kap-
csol!d! eg"szs"gvesztes"g az elvesz+tett eg"szs"ges "let"vek 8&-$t tette ki mindk"t nem eset"ben 2015-ben 
Magyarorsz$gon, melynek jelent#s h$nyad$t a kr!nikus obstrukt+v t*d#betegs"gek okozt$k, az asztma "s egy"b 
kr!nikus l"gz#rendszeri betegs"gek el#tt. M+g a t*d#daganatokhoz kapcsol!d! eg"szs"gvesztes"gben cs%k-
ken"s tapasztalhat! 2000 !ta, addig a kr!nikus obstrukt+v t*d#betegs"gek okozta eg"szs"ges "let"v veszte-
s"g emelked"s ut$n t"rt vissza a kiindul$si szintre.
A k!rh$zi felv"telek egyik leggyakoribb ok$t a kr!nikus l"gz#rendszeri betegs"gek adt$k 2014-ben az EU-ban; 
a COPD "s asztma miatti k!rh$zi felv"telek korra "s nemre standardiz$lt gyakoris$ga feln#ttek k%r"ben :ror-
sz$g ut$n Magyarorsz$gon volt ekkor a legmagasabb. A potenci$lisan elker*lhet# k!rh$zi felv"telekhez, a cukor-
betegs"g "s a pang$sos sz+vel"gtelens"g mellett, a kr!nikus obstrukt+v t*d#betegs"gek "s az asztma j$rultak 
hozz$ legnagyobb m"rt"kben.
A kr!nikus l"gz#rendszeri betegs"gek legfontosabb k!roki t"nyez#i a doh$nyz$s, az $ltal$nos k*lt"ri "s a bel-
t"ri l"gszennyez"s, a munkahelyek l"gtereinek szennyez#i, valamint a gyermekkori als! l"g3ti fert#z# beteg-
s"gek. A legfontosabb elker*lhet# kock$zati t"nyez#nek tekinthet# doh$nyz$s a korai hal$loz$s els# sz$m3 
oka az Eur!pai Uni!ban. Haz$nkban a doh$nyz!k ar$nya "s a doh$nyz$shoz kapcsol!d! betegs"gteher is magas-
nak sz$m+t az EU-tagorsz$gok k%z%tt. (A doh$nyz$s hazai helyzet"nek r"szletes jellemz"se ¹A legf#bb eg"sz-
s"gkock$zati "letm!dt"nyez#k kedvez# befoly$sol$saº c+m< fejezetben tal$lhat!.) A l"gszennyez"s a kr!nikus 
l"gz#rendszeri betegs"gek m$sik jelent#s kock$zati t"nyez#je. Az $ltal$nos szervetlen l"gszennyez#k (k%zt*k 
a 'nom sz$ll! por, PM2,5), valamint t%bbek k%z%tt a n%v"nyi pollenek alkotta k*lt"ri "s az "p*letek leveg#j"-
ben tal$lhat!, sok esetben pen"szesed"shez k%thet#, belt"ri szerves szennyez#k a kr!nikus obstrukt+v t*d#-
betegs"gek "s asztma kialakul$s$hoz nagym"rt"kben j$rulnak hozz$. A k*l- "s belt"ri l"gszennyez"s r"szletes 
jellemz"se a ¹Lak!- "s telep*l"si k%rnyezet fejleszt"seº c+m< fejezetben tal$lhat!.

F• c€lkit•z€s

A kr!nikus l"gz#rendszeri megbeteged"sekhez kapcsol!d! betegs"gteher cs%kkent"se az els#dleges meg-
el#z"s, korai felismer"s "s gondoz$s jav+t$s$val.
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Konkr•t c•lkit€z•sek

!�y A!kr#nikus!obstrukt'v!t&d%betegs gek!miatti!korai!hal$loz$s!cs*kkent se!204-kal.

!�y A!kr#nikus!obstrukt'v!t&d%betegs gek!gyakoris$g$nak!cs*kkent se!84-kal.

!�y A!kr#nikus!obstrukt'v! t&d%betegs gek!miatti!hospitaliz$ci#!  s!s&rg%ss gi!k#rh$zi! felv telek!
sz$m$nak!cs*kkent se!204-kal.

!�y A!kr#nikus!obstrukt'v!t&d%betegs gek!miatt!bek*vetkez%!funkci#roml$s!m rs kl se.

!�y Az!asztma!miatti!korai!hal$loz$s!cs*kkent se!204-kal.

!�y Az!asztmagyakoris$g!n*veked s nek!m rs kl se.

!�y Az!asztma!miatti!hospitaliz$ci#! s!s&rg%ss gi!k#rh$zi!felv telek!sz$m$nak!cs*kkent se!84-kal.

!�y Az!asztma!miatt!iskol$b#l!vagy!munkahelyr%l!hi$nyz#k!ar$ny$nak!cs*kkent se.

Javasolt intervenci!k

!�ƒ A!doh$nyz$sr#l!val#!leszok$s!t$mogat$s$nak!er%s't se!a!pulmonol#giai!szakell$t$sban.!Tov$b-
bi!doh$nyz$sellenes!int zked sek!megtal$lhat#k!¹A!legf%bb!eg szs gkock$zati! letm#dt nye-
z%k!kedvez%!befoly$sol$saº!c'm+!fejezetben.

!�ƒ K&l-! s!belt ri!l gszennyez s!m rt k nek!cs*kkent s  t!c lz#!int zked sek!±!megtal$lhat#k!a!¹Lak#-!
 s!telep&l si!k*rnyezet!fejleszt seº!c'm+!fejezetben.

!�ƒ A!kr#nikus!obstrukt'v!t&d%betegs gek!korai!diagn#zis$nak!biztos't$sa!az!eg szs g&gyi!ell$t#-
rendszer!k&l*nb*z%!szintjeinek!(h$ziorvosi,!foglalkoz$s-eg szs g&gyi,!t&d%gy#gy$szati)!bevo-
n$s$val.

!�ƒ A!kr#nikus!obstrukt'v!t&d%betegs gek!adekv$t!gondoz$sa!a!szakmai!ir$nyelvek!korszer+s't -
s vel,!a!h$ziorvosi!kompetencia!meger%s't s vel,!oktat$ssal,!a!betegek!szakszer+!k*vet s vel! s!
a!betegek!egy&ttm+k*d s nek!fokoz$s$val.

!�ƒ A!gyermekkori!asztma!min l!kor$bbi! felfedez se!az!eg szs g&gyi!ell$t#rendszer!k&l*nb*z%!
szintjeinek!(h$ziorvosi,!iskolaorvosi,!t&d%gy#gy$szati)!bevon$s$val.

!�ƒ A!gyermekkori! s!feln%ttkori!asztma!adekv$t!gondoz$sa!a!szakmai!ir$nyelvek!korszer+s't s -
vel,!a!h$ziorvosi!kompetencia!meger%s't s vel,!oktat$ssal,!a!betegek!szakszer+!k*vet s vel,!a!bete-
gek!egy&ttm+k*d s nek!fokoz$s$val.

!�ƒ Kutat$si!tev kenys g!t$mogat$sa!a!doh$nyz$s! s!a!l gszennyez s!betegs gterhe,!a!doh$ny-
z$sellenes!int zked sek!(els%sorban!a!c lcsoport-specifikus,!r$szok$st!megel%z%! s!a!leszok$st!
seg't%!eg szs gnevel si!tev kenys g),!a!l gszennyez s!(els%sorban!a!gyermekeket! rint%!bel-
t ri!l gszennyez s),!a!COPD! s!az!asztma!korai!felfedez se! s!hat kony!gondoz$sa,!valamint!a!l g-
z%rendszeri!betegs gek!$ltal!okozott!eg szs gi!egyenl%tlens gek!cs*kkent se!t mater&leteken.

!�ƒ T&d%sz+r%-gondoz#!h$l#zat!"jraszervez se! s!meg"j't$sa,!f#kuszcsoportok!kijel*l se.

El"rehalad#s, megval!sul#s monitoroz#sa

!�Å Kr#nikus!l gz%rendszeri!betegs gek!miatti!*sszes! s!korai!hal$loz$si!ar$nysz$m!v$ltoz$sa.
!�Å Kr#nikus!obstrukt'v!t&d%betegs gek! s!asztma!miatti!*sszes! s!korai!hal$loz$si!ar$nysz$m!v$l-

toz$sa.
!�Å Kr#nikus!obstrukt'v!t&d%betegs gek! s!asztma!megbeteged si!ar$nysz$m!v$ltoz$sa.
!�Å Kr#nikus!obstrukt'v!t&d%betegs gek! s!asztma!miatti!hospitaliz$ci#! s!s&rg%ss gi!k#rh$zi!fel-

v telek!sz$ma.
!�Å Kr#nikus!obstrukt'v!t&d%betegs gek!miatt!megv$ltozott!munkak pess g!gyakoris$ga.
!�Å Asztma!miatt!iskol$b#l!hi$nyz#k! s!munkahelyr%l!betegszabads$gon!l v%k!sz$ma.
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!�Å A!kr#nikus!obstrukt'v!t&d%betegs gek! s!az!asztma!korai!diagn#zis$ba! s!korszer+!gondoz$s$-
ba!bevont!eg szs g&gyi!szolg$ltat#k.

!�Å Kidolgozott!szakmai!protokollok.

Partners•gi kapcsolatok

!�Ê Emberi!Er%forr$sok!Miniszt riuma!(kiemelten!az!Eg szs g&gy rt!Felel%s!9llamtitk$rs$g! s!az!
Oktat$s rt!Felel%s!9llamtitk$rs$g)

!�Ê Agr$rminiszt rium!K*rnyezet&gy rt!Felel%s!9llamtitk$rs$g
!�Ê Orsz$gos!Kor$nyi!Pulmonol#giai!Int zet
!�Ê Orsz$gos!K*zeg szs g&gyi!Int zet
!�Ê 9llami!Eg szs g&gyi!Ell$t#!K*zpont
!�Ê Nemzeti!Eg szs gbiztos't$si!Alapkezel%
!�Ê Korm$nyhivatalok!n peg szs g&gyi!f%oszt$lyai
!�Ê :nkorm$nyzatok
!�Ê Eg szs g&gyi!Szakmai!Koll gium!t&d%gy#gy$szati,!h$ziorvostani,!foglalkoz$s-orvostani,!meg-

el%z%!orvostani!tagozatai
!�Ê Egyetemek!orvostudom$nyi,!eg szs gtudom$nyi! s!n peg szs g&gyi!karai,!int zetei
!�Ê Hazai! s!nemzetk*zi!szakmai!szervezetek
!�Ê M dia
!�Ê N peg szs g&gyi!K pz%-! s!Kutat#helyek!Orsz$gos!Egyes&lete!tagint zm nyei

!
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Mozg!szervi betegs•gek megel€z•se

Helyzetelemz•s

2015-ben Magyarorsz!gon az "sszes elvesztett eg#szs#ges #let#v (EL$V) 3 305 185 #v volt. B!r az ut%bbi #vek-
ben cs"kken& tendencia volt meg'gyelhet& a magyar eg#szs#gvesztes#g alakul!s!ban, a hazai #rt#k m#g 
mindig jelent&sen, 22*-kal meghaladja az EU-orsz!gok !tlag!t. Az EL$V okai k"zt els& helyen a kering#si 
betegs#gek !llnak (21*), ezt k"vetik a daganatos betegs#gek (k"zel 20*), harmadik legfontosabb ok pedig a moz-
g!sszervi betegs#gek csoportja (10*). Ebben a betegs#gcsoportban a nyaki #s h!ti gerincf!jdalmak okozta vesz-
tes#gek !llnak az #len, a n&k k"r#ben t"bb vesztes#get (9*) okozva, mint a f#r'ak#ban (6*). Az ELEF 2014 adatai 
szerint a mozg!sszervi betegs#gek, k+l"n"sen a h!t- #s der#kf!jdalom a feln&tt lakoss!g 21*-!t, a nyaki f!j-
dalom, illetve egy#b nyaki eredet/ panasz a feln&tt lakoss!g 11*-!t, az 7z+leti kop!s pedig 1:*-!t #rinti, m7g 
az 55 #ven fel+li n&k negyede csontritkul!sban szenved. A f#r'ak 6,4*-a, a n&k 9,9*-a nagy neh#zs#ggel vagy 
egy!ltal!n nem k#pes 500 m#tert gyalog, s7k terepen, seg#deszk"z n#lk+l megtenni. Az Orsz!gos Eg#szs#gbiz-
tos7t!si P#nzt!r kimutat!sa szerint 2003 #s 2015 k"z"tt az esetek 24±28*-!ban valamilyen csont-izom rend-
szeri betegs#g miatt ker+ltek t!pp#nzes !llom!nyba a munkav!llal%k. 2003-ban a der#kf!j!s okozta 6,5 milli% 
keres&k#ptelen napra ki'zetett t!pp#nz "sszege 14,2 milli!rd Ft volt.
A mozg!sszervi betegs#gek, k"zt+k is els&sorban a degenerat7v gerinc- #s 7z+leti betegs#gek, valamint az osteo-
porosis civiliz!ci%s n#pbetegs#gg# v!l!s!t az +l&, mozg!sszeg#ny #letm%d, illetve t"bbf#le munkahelyi !rta-
lom magyar!zza. 
Jelent&s beavatkoz!sok t"rt#ntek az elm;lt k#t #vtizedben Magyarorsz!gon a mozg!sszervi betegs#gek meg-
el&z#se #s hat#konyabb kezel#se #rdek#ben<

± 1995 %ta m/k"dik az Osteoporosis Centrum H!l%zat. Ez a korszer/ diagnosztika #s gy%gyszeres 
kezel#s megszervez#se mellett t!j#koztat!si kamp!nyokat #s a rendszeres gy%gytorna kereteit 
biztos7t% osteoporosis klubokat szervez. R#szben ennek k"sz"nhet&, hogy a proximalis femur-
t"r#sek sz!ma harmad!val cs"kkent.

± 1995-ben indult a Magyar Gerincgy%gy!szati T!rsas!g prevenci%s programja. Ennek jelent&s 
szerepe volt a mindennapos testnevel#s t"rv#nnyel t!mogatott bevezet#s#ben, valamint hoz-
z!j!rult ahhoz, hogy ma m!r minden tanul% sz!m!ra biztos7tani kell a tart!skorrekci%s gyakor-
latok v#gz#s#t a testnevel#s %r!k keret#ben. A leend& testnevel&k k#pz#s#ben azonban csak 
esetlegesen oktatj!k a tart!skorrekci%t, ez#rt a testnevel&k k#pz#se, valamint szakmai seg7t#se 
#s ellen&rz#si rendszere meger&s7t#sre szorul.

± 2004 %ta m/k"dik az Arthritis Centrum H!l%zat, melynek eredm#nyek#ppen a korai arthritisek, 
illetve spondylarthritisek indokolt eseteiben haz!nkban is alkalmazni tudj!k a betegs#glefo-
ly!st enyh7t& biol%giai ter!pi!t.

± A mozg!sszervi m/t#tek v!r%list!i az elm;lt 1-2 #v korm!nyzati beavatkoz!sai eredm#nyek#p-
pen cs"kkentek.

± A betegoktat!s #s betegt!j#koztat!s fontoss!g!t egyre t"bben ismerik fel. A legjobban bev!lt 
m%dszerek elterjeszt#se azonban m#g el&tt+nk !ll% feladat.

± A mozg!sszervi betegs#gek gy%gy7t!s!ban, m!sodlagos #s harmadlagos megel&z#s#ben a gy%gy- 
torn!sznak kulcsszerepe van, m#gis a gy%gytorn!hoz a Nemzeti Eg#szs#gbiztos7t!si Alapkeze-
l& (NEAK) !ltal t!mogatott hozz!f#r#s messze elmarad a sz+ks#gletekt&l. Ezt a probl#m!t 
ismerte fel #s megold!s!t modellezte a praxisk"z"ss#gek szervez#s#n alapul% Alapell!t!s-fej-
leszt#si Modellprogram, aminek tapasztalatai alapj!n az alapell!t!sban el#rhet& gy%gytorn!sz 
szolg!ltat!s megszervez#se #s 'nansz7roz!sa m#g az eg#szs#gpolitika megoldand% feladata.



• €•‚•ƒ„…ƒ‚•†•‡ ˆ…‡„…‰Š…„•

‹…Œ•ƒ…„•„…ƒŽƒ• / •‘. …’“”Š••ˆ •. „•–ˆ (—˜••)

62

± A mozg!sszervi betegs#gek m!sodlagos #s harmadlagos megel&z#s#ben a dietetikusnak #s a pszi-
chol%gusnak is fontos szerepe van. Ennek megold!s!t is tartalmazta a praxisk"z"ss#gek szervez#s#n 
alapul% alapell!t!si modellprogram. A dietetikusok #s eg#szs#gpszichol%gusok alapell!t!sban t"rt#-
n& el#rhet&s#g#nek megszervez#se #s 'nansz7roz!sa m#g az eg#szs#gpolitika megoldand% feladata.

F• c€lkit•z€s

A mozg!sszervi betegs#gek okozta egy#ni #s t!rsadalmi terhek m#rs#kl#se.

Konkr€t c€lkit•z€sek

 �y A prevenci%s tev#kenys#gek hat#konys!g!nak jav7t!sa<
± a lakoss!g #s a betegek eg#szs#g#rt#s#t jav7t% k#pz#si programok tov!bbfejleszt#se,
± az %vodai #s iskolai testnevel#s prevent7v hat!s!nak jav7t!sa,
± az edz&k k#pz#s#nek jav7t!sa a sportol%k mozg!sszervi v#delme #rdek#ben,
± munkahelyi eg#szs#gfejleszt#s hat#konys!g!nak jav7t!sa.

 �y Az eg#szs#g+gyi ell!t!s hat#konys!g!nak jav7t!sa<
± h!ziorvosi k#pz#s tov!bbfejleszt#se,
± lakoss!gk"zeli gondoz!s felt#teleinek jav7t!sa,
± szakell!t% centrumok tov!bbfejleszt#se.

Javasolt intervenci!k

 �ƒ A mozg!sszervi eg#szs#gmeg&rz#ssel kapcsolatos tud!s, eg#szs#gm/velts#g #s eg#szs#g#rt#s 
jav7t!sa a lakoss!g k"r#ben.

 �ƒ A betegek saj!t betegs#g+kkel kapcsolatos ismereteinek #s k#szs#geinek jav7t!sa.

 �ƒ A betegek t!mogat!sa ;n. ¹"ngy%gy7t%º tennival%ik rendszeres v#gz#s#ben, az ehhez sz+ks#-
ges eg#szs#g+gyi szakdolgoz%k (gy%gytorn!sz-fizioterapeuta, dietetikus, pszichol%gus) lakos-
s!gk"zeli m/k"d#s#nek biztos7t!sa.

 �ƒ A t;ls;lyos #s a mozg!sszervi panaszos lakoss!g r#sz#re rendszeres gerinc- #s 7z+letk7m#l& test-
mozg!s lehet&s#g#nek biztos7t!sa gy%gytorn!sz !ltal vezetett programokkal.

 �ƒ A sportol%k t;lterhel#ses mozg!sszervi betegs#geinek megel&z#se az edz&k megfelel& tov!bb-
k#pz#s#vel.

 �ƒ A feln&ttkori porckop!sos gerincbetegs#gek megel&z#se #rdek#ben a speci!lis tart!skorrekci% 
oktat!sa a testnevel&-k#pz#sben, valamint az %v%- #s tan7t%k#pz#sben= a testnevel& pedag%-
gusok !ltal minden gyermekkel, tanul%val v#gzend& hat#kony, speci!lis tart!sjav7t!s szakmai 
seg7t#se az alapell!t!sban el#rhet& gy%gytorn!sz seg7ts#g#vel.

 �ƒ Munkahelyi eg#szs#gfejleszt#s keret#ben a gerinc- #s 7z+letv#delem m%dszereinek terjeszt#se 
#s szakmai t!mogat!sa.

 �ƒ A mozg!sszervi betegs#gek megel&z#s#nek #s ell!t!s!nak oktat!sa a h!ziorvos-k#pz#sben, 
illetve annak jav7t!sa.

 �ƒ A gyullad!sos mozg!sszervi k%rk#pek korszer/, hat#kony gy%gyszeres kezel#s#nek megfelel& 
finansz7roz!sa= a megl#v& rendszer fenntart!sa, fejleszt#se.

 �ƒ A j%l m/k"d& arthritiscentrum-h!l%zat tov!bbi fenntart!sa #s m/k"dtet#se.

 �ƒ Az osteoporosis kezel#s#nek eredm#nyess#g#t jav7t% centrumh!l%zat tov!bbi fejleszt#se, m/k"d-
tet#se.
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 �ƒ A mozg!sszervi betegell!t!s v!rakoz!si idej"nek tov!bbi cs#kkent"se m$t"ti "s nem m$t"ti 
ter%leteken egyar!nt
± szakorvosi "s k"palkot& vizsg!latok eset"n a f#l#sleges ig"nybev"tel cs#kkent"se a betegek, 

illetve a lakoss!g mozg!sszervi betegs"gekkel kapcsolatos eg"szs"g"rt"s"nek fokoz!s!val,
± mozg!sszervi seb"szeti m$t"t ut!ni k&rh!zi-szanat&riumi rehabilit!ci& kapacit!sainak n#ve-

l"se. 

El€rehalad!s, megval"sul!s monitoroz!sa

 �Å Elvesztett eg"szs"ges "let"vek sz!ma.
 �Å Nem szteroid gyullad!scs#kkent' gy&gyszerek fogyaszt!s!nak "s az !ltaluk okozott s(lyos mel-

l"khat!sok sz!m!nak alakul!sa.
 �Å T!pp"nzes napok sz!ma.
 �Å Csigolya- "s cs)p't!ji t#r"sek gyakoris!ga.
 �Å Mozg!sszervi szakell!t!si v!rakoz!si id' hossza.

Partners•gi kapcsolatok

 �Ê Eg"szs"g%gyi Szakmai Koll"gium megfelel' tagozatai
 �Ê Relev!ns szakmai t!rsas!gok
 �Ê Orvostudom!nyi, eg"szs"gtudom!nyi, n"peg"szs"g%gyi "s sporttudom!nyi karok, int"zetek
 �Ê A megfelel' orsz!gos int"zetek
 �Ê Alapell!t!s
 �Ê Korm!nyhivatalok n"peg"szs"g%gyi f'oszt!lyai
 �Ê Eg"szs"gfejleszt"si irod!k
 �Ê Orsz!gos Sporteg"szs"g%gyi Int"zet 
 �Ê Edz'k szakmai szervezetei
 �Ê Testnevel'k szakmai szervezetei
 �Ê Munk!ltat&i szervezetek
 �Ê K#znevel"si int"zm"nyek
 �Ê Pedag&gusk"pz' fels'oktat!si int"zm"nyek
 �Ê Civil szervezetek
 �Ê M"dia
 �Ê N"peg"szs"g%gyi K"pz'- "s Kutat&helyek Orsz!gos Egyes%lete tagint"zm"nyei
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Ment!lis zavarok megel€z•se

Helyzetelemz•s

A ment!lis eg#szs#gnek kiemelt szerepe van mind az egy#n, mind a t!rsadalom !ltal!nos j%ll#te szempontj!b%l, 
ez#rt a ment!lis eg#szs#g v#delm#t #s fejleszt#s#t kiemelt n#peg#szs#g+gyi priorit!sk#nt kell kezelni. R!mu-
tatva, hogy 2015-ben k"zel 800 000 ember halt meg a vil!gon "ngyilkoss!g k"vetkezt#ben, a Sustainable 
Development Agenda 3. fenntarthat% fejl&d#si c#lj!nak teljes+l#s#hez a ment!lis eg#szs#g probl#m!k meg-
el&z#s#t #s kezel#s#t kiemelt beavatkoz!si ter+letk#nt jel"li meg.
2016-ban a k"z#p-eur%pai r#gi% orsz!gai k"z"tt Magyarorsz!gon volt a negyedik legmagasabb a ment!lis beteg-
s#gek, alkohol, illetve illeg!lis drogok haszn!lata miatti, rokkants!ggal korrig!lt elvesz7tett #let#vek ar!nysz!ma 
(DALY= 2154>100 000). Ennek h!tter#ben vezet& helyen a depresszi% okozta hazai #let#vvesztes#g (605>100 000) 
!llt, mely eset#ben Szlov#ni!t #s Horv!torsz!got k"vetj+k a r#gi%s rangsorban. A szorong!sos zavarok minden 
orsz!gban hasonl% #rt#ket mutattak, n!lunk 348>100 000 az !ltaluk okozott DALY. Az alkohollal kapcsolatos 
#let#vvesztes#g (334>100 000) szempontj!b%l !tlagos r#gi%s orsz!gg! v!ltunk, pedig a 90-es #vek k"zep#n 
n!lunk voltak a legmagasabbak az #let#vvesztes#g-#rt#kek, a droghaszn!lat miatti #let#vvesztes#g pedig 
viszonylag alacsony (156>100 000) volt. Szkizofr#nia (166>100 000) szempontj!b%l is !tlagos r#gi%s orsz!g 
vagyunk. Az autizmus (119>100 000), a t!pl!lkoz!si zavarok (2:>100 000), a hiperaktivit!s (:>100 000), a viselke-
d#szavarok (55>100 000), az #rtelmi fogyat#koss!g (33>100 000) kisebb n#peg#szs#g+gyi s;lyt k#pviselnek 
Magyarorsz!gon.
A Hungarostudy felm#r#sek eredm#nyei szerint a k"zepes #s s;lyos depresszi%s t+netekkel rendelkez&k ar!nya 
az 1988-ban m#rt :,5*-r%l 2013-ra t"bb mint k#tszeres#re, 16,:*-ra emelkedett. Az ELEF 2014 eredm#nyei alap-
j!n a 18 #v feletti feln&ttek k"r#ben a depresszi% gyakoris!ga 8,8* volt. N&k k"z"tt l#nyegesen magasabb volt a pre-
valencia (11,1*), mint f#r'ak eset#ben (6,2*). Az #letkorral emelkedett a depresszi% gyakoris!ga, a 18±34 #vesek 
k"r#ben 2,6*, k"z#pkor;ak k"r#ben 8,4*, a 65 #v felettiek k"r#ben pedig 1:,4* volt a becs+lt #rt#ke.
A ment!lis betegs#gek t"bbs#ge az #letmin&s#get rontja tart%san #s jelent&s m#rt#kben, de k"zvetlen+l nem 
vezet hal!loz!shoz. A ment!lis betegs#gek okozta hal!loz!s r#szesed#se 2016-ban Magyarorsz!gon az "ssz-
hal!loz!son bel+l 2,6* volt. A hal!loki statisztik!kban k+l"n szerepel az "ngyilkoss!g, ami 2016-ban a hal!lo-
z!s tov!bbi 1,4*-!#rt volt felel&s. Ennek ± h!ttere komplex, kultur!lis meghat!roz%k mellett ± legfontosabb 
kock!zati t#nyez&je a depressz7v hangulatzavar. Magyarorsz!gon detekt!lt!k a legmagasabb "ngyilkoss!g 
miatti hal!loz!st a vil!gon a 60-as #s :0-es #vekben. Az 1988-t%l 2006-ig gyorsan, az%ta lassabban cs"kken& 
trend k"vetkezt#ben sem glob!lisan, sem Eur%p!n bel+l nem Magyarorsz!g vezeti m!r a statisztikai list!kat, 
b!r a hal!loz!s magas maradt, 2014-ben az EU-s !tlag 1:4*-a volt. A jelent&s javul!s minden koroszt!lyt #s 
minden f"ldrajzi r#gi%t #rint, de f#r'akn!l l#nyegesen kisebb m#rt#k/, mint n&k k"r#ben. A javul% trend 
magyar!zhat% r#szben a t!rsadalmi v!ltoz!sokkal, r#szben az "ngyilkoss!g legfontosabb kock!zati t#nyez&j#-
nek, a depresszi%nak, jelent&s m#rt#kben javul% gondoz!si hat#konys!g!val.
Mindezeken t;l a ment!lis betegs#gek n"velik a fert&z& #s nem fert&z& betegs#gek kialakul!s!nak kock!zat!t, 
balesetekhez, er&szakos cselekm#nyekhez vagy "ngyilkoss!ghoz vezethetnek, #s !ltal!ban kedvez&tlen+l befo-
ly!solj!k a kr%nikus gondoz!st ig#nyl& betegs#gek progn%zis!t, valamint az !ltaluk okozott gazdas!gi terheket.
A ment!lis #s magatart!si zavarok gyakoriak a 'atalok k"r#ben is. A gyerekek 10±20*-a szenved legal!bb egy 
ment!lis vagy magatart!si zavart%l, a serd+l&k egy"t"de #s a 'atalok legal!bb 20±25*-a tapasztal valamilyen 
ment!lis eg#szs#gprobl#m!t. A feln&ttkori zavarok csaknem fele serd+l&korban kezd&dik, a gyermekkori ked-
vez&tlen ment!lis eg#szs#g kapcsolatba hozhat% a feln&ttkori #rzelmi, magatart!si #s s;lyos pszichi!triai 
zavarok magasabb prevalenci!j!val. A 15±39 #ves magyar f#r'ak k"r#ben az er&szakos okok, k"zt+k az "ngyil-
koss!g, a vezet& hal!lok #vek %ta.
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A 2014-es Iskol!skor" gyermekek eg#szs#gmagatart!sa kutat!s hazai eredm#nyei szerint a $"k k%zel negye-
d#re, a l!nyok mintegy harmad!ra jellemz& a depressz'v hangulat, a l!nyok minden #vfolyamon nagyobb ar!ny-
ban ker(lnek a depressz'v hangulat" csoportba, #s a v!laszad)k 25,3*-!nak m!r volt %ngyilkoss!gi gondolata.
A $atalok kedvez&tlen ment!lis eg#szs#ge gyakran rosszabb tanulm!nyi eredm#nnyel, szerhaszn!lattal, %ngyil-
koss!ggal, er&szakkal, valamint a reprodukt'v #s a szexu!lis #let zavaraival t!rsul.
A ment!lis probl#m!k s"lya #s komoly k%vetkezm#nyei ellen#re az aktu!lisan ment!lis probl#m!kkal #l&k keve-
sebb mint fele kap szakell!t!st, a megel&z& szolg!ltat!sok el#rhet&s#ge/ig#nybev#tele szempontj!b)l pedig 
ez az ar!ny m#g alacsonyabb. Ehhez az is hozz!j!rulhat, hogy a lelki els&seg#ly telefonszolg!latok jelenlegi h!l)-
zata el#gtelen #s az orsz!gos lefedetts#g egyenetlen, korl!tozott a pszichoter!pi!s szolg!ltat!shoz val) hoz-
z!f#r#s, valamint a gyermekek ell!t!s!ra nem !ll rendelkez#sre hat#kony ell!t!st biztos't) szakemberh!l)zat 
#s infrastrukt"ra. Mindezt az is al!t!masztja, hogy a pszichi!tria #s a gyermek- #s i+"s!gpszichi!tria is hi!ny-
szakm!nak sz!m't #s a szakdolgoz)i hi!ny is jelent&s.

F• c€lkit•z€s

A ment!lis betegs#gek okozta betegs#gteher cs%kkent#se az els&dleges megel&z#s, korai felismer#s, ell!t!s 
#s gondoz!s jav't!s!val.

Konkr€t c€lkit•z€sek

 �y Az %ngyilkoss!g okozta hal!loz!s cs%kkent#se 25*-kal.

 �y Depresszi), k!b't)szer- #s probl#m!s alkoholfogyaszt!s megel&z#se #s kezel#se.

 �y A ment!lis eg#szs#g pozit'v aspektusaira #s az eg#szs#ges #letm)dra ir!nyul) eg#szs#gfejlesz-
t#si tev#kenys#g megval)s't!sa a j)ll#t #s az ellen!ll) k#pess#g n%vel#se #rdek#ben.

 �y A s#r(l#keny csoportok 6h!tr!nyos helyzet7, fogyat#kos szem#lyek, pszichi!triai #s szenved#ly-
betegek8 stigmatiz!ci)j!nak #s kirekeszt#s#nek cs%kkent#se, jogaik tisztelete, az es#lyteremt#s 
er&s't#se; e csoportok ell!t!sba ker(l#s#nek, valamint gondoz!s!nak fejleszt#se.

 �y A ment!lis betegs#gek megel&z#se #rdek#ben k%nnyebb hozz!f#r#st kell biztos'tani a lelki 
eg#szs#gfejleszt#si szolg!ltat!sokhoz, valamint kiemelt figyelmet kell ford'tani a k%z%ss#gi lelki 
eg#szs#gnevel#sre, a ment!lis eg#szs#g meg&rz#s#re #s fejleszt#s#re a munkahelyeken, k%z-
nevel#si #s fels&oktat!si int#zm#nyekben.

 �y A t!rsadalom minden r#tege sz!m!ra el#rhet&, biztons!gos #s hat#kony szolg!ltat!sok kialak'-
t!sa. A ment!lis eg#szs#g(gyi ell!t!s keretein bel(l is hangs"lyt kell fektetni a k%z%ss#gi alap" 
ell!t!s !tfog) megszervez#s#re #s integr!lt ir!ny't!si m)dszerek kidolgoz!s!ra.

 �y A ment!lis eg#szs#gre vonatkoz) adatok rendszeres gy7jt#se, a ment!lis eg#szs#g fejleszt#s#-
vel kapcsolatos tud!s, t#nyanyag #s bev!lt m)dszerek min#l sz#lesebb k%rben t%rt#n& terjesz-
t#se, ment!lis eg#szs#g programok megval)s't!sa.

 �y A ment!lis eg#szs#g szempontjai az %sszes szakpolitik!ba #p(ljenek be, t%bb !gazatra kiterje-
d& egy(ttm7k%d#s val)suljon meg #s az eredm#nyes egy(ttm7k%d#s el&seg't#s#re partners#-
gi kapcsolatok alakuljanak ki.

Javasolt intervenci!k

 �ƒ A h!ziorvosi #s a foglalkoz!s-eg#szs#g(gyi ell!t!s prevenci)s szeml#let7 !talak't!sa n#peg#sz-
s#g(gyi, pszichol)gus #s ment!lhigi#n#s, eg#szs#gfejleszt& ment!lhigi#n#s szakemberek 
bevon!sa r#v#n, illetve ehhez kapcsol)d)an a v#d&n&i prevent'v tev#kenys#g b&v't#se. 



• €•‚•ƒ„…ƒ‚•†•‡ ˆ…‡„…‰Š…„•

‹…Œ•ƒ…„•„…ƒŽƒ• / •‘. …’“”Š••ˆ •. „•–ˆ (—˜••)

66

!�ƒ A!h$ziorvosi!rendel%kh*z!kapcsol#d#!alacsony!k&sz*b+,!prevent'v!jelleg+!pszichol#giai!ell$t$s!
 s!pszichoter$pia!biztos't$sa,!a!ment$lis!zavarban!szenved%!betegek!k*z*ss gi!ell$t$s$nak!fej-
leszt se.!

!�ƒ K*z*ss gi!alap"!szolg$ltat$sok!int zm nyi!ell$t$shoz!viszony'tott!ar$ny$nak!n*vel se.

!�ƒ Az!e-health-ben!rejl%!lehet%s gek!kiakn$z$sa.!A!feln%ttkori!*ngyilkos!magatart$s!megel%z se!
szempontj$b#l! fontos!a! rizik#faktorok! (pl.! pszichi$triai! betegs gek)!miel%bbi! felismer se!  s!
kezel se,!az!*ngyilkoss$gvesz ly!elh$r't$sa,!melyet!el%seg't!a!h$ziorvosok!  s!m$s!eg szs g-
&gyi!szakemberek!rendszeres!tov$bbk pz se,!k*z*ss gi!alap"!programok!szervez se! s!meg-
val#s't$sa,!a!¹kapu%r*kª!(pl.!lelki!els%seg ly!telefonszolg$lat!munkat$rsai,!pedag#gusok,!papok/
lelk szek,!rend%r*k)!oktat$sa! s!a!hozz$tartoz#k!bevon$sa,!t"l l%k!seg't se.

!�ƒ Az!eg szs g&gyi! s!szoci$lis!ell$t$s!t$mogat$sa,!az!$ltal$nos! letsz'nvonal!emel se,!a!munka-
n lk&lis g!cs*kkent se.

!�ƒ Gy#gyszerbiztons$g!jav't$sa,!kev sb !toxikus!gy#gyszerek/vegyszerek!forgalmaz$sa.

!�ƒ Szigor"bb!fegyver-,!alkohol-,!drog-! s!doh$nyz$sellenes!int zked sek!bevezet se,!hozz$f r s!
korl$toz$sa.!

!�ƒ Biztons$gos!k*rnyezet!kialak't$sa! s!fenntart$sa,!melyben!az!*ngyilkoss$g!eszk*zei!nem,!vagy!
csak!korl$tozott!m rt kben!hozz$f rhet%ek.

!�ƒ Az!*ngyilkoss$g!t mak*r nek!szakszer+!megjelen't se!a!m di$ban.

!�ƒ :ngyilkoss$gi!kr'zis!felismer s nek!jav't$sa,!annak!azonnali!kezel se!lehet%s g!szerint!multi-!
diszciplin$ris!teamek!$ltal.!A!fiatalok!lelki!eg szs g nek!fejleszt se! rdek ben!korai!beavatko-
z$sra!lehet%s get!ad#!rendszerek!kialak't$sa!a!k*zoktat$s!keretei!k*z*tt.!

!�ƒ A!sz&l%i!k szs geket!t$mogat#!programok!kialak't$sa.!

!�ƒ A!lelki!eg szs ggel! s!lelki!j#ll ttel!foglalkoz#!szakemberek!k pz s nek!t$mogat$sa.

!�ƒ A!fiatalok!b$ntalmaz$s$nak,!illetve!a!t$rsadalmi!kirekeszt snek!a!megel%z s t!szolg$l#!szak-
emberh$l#zat,!infrastrukt"ra! s!programok!l trehoz$sa.

!�ƒ A!gyermekpszichi$triai!ell$t#helyek! s!szakemberek,!valamint!az!iskolapszichol#gusok!sz$m$-
nak!n*vel se,!a!gyermekaddiktol#giai!szakell$t$s!fejleszt se.!K&zdelem!a!megb lyegz s! s!a!
t$rsadalmi!kirekeszt s!ellen!c lzott!kamp$nyok! s!tev kenys gek!t$mogat$s$val!a!lelki!zava-
rokban!szenved%!emberek!integr$ci#j$nak!el%seg't se! rdek ben.

!�ƒ A!lelki!eg szs gi!probl m$kkal!k&szk*d%!emberek!akt'v!t$rsadalmi!befogad$s$nak!t$mogat$-
sa,!bele rtve!a!megfelel%!foglalkoztat$shoz,!k pz shez! s!oktat$si!lehet%s gekhez!val#!hozz$-
f r st<!az! rintettek! s!csal$djuk,!illetve!gondoz#ik!bevon$sa!a!relev$ns!szakmapolitikai,!politi-
kai! s!d*nt shozatali!folyamatokba.!A!ment$lis!eg szs g!szempontjainak!be p't se!valameny-
nyi! szakpolitikai! ter&letbe,! interszektori$lis! egy&ttm+k*d sek! megval#s't$sa,! k*z*ss gek!  s!
civil!szervezetek!bevon$sa.!

!�ƒ A!ment$lis!eg szs g!t$rsadalmi!determin$nsait!megc lz#!beavatkoz$sok!kidolgoz$sa,!ment$-
lis!eg szs gm+velts g!fejleszt se,!a!megval#s't$shoz!sz&ks ges!eszk*z*k!biztos't$sa! s!tud$s-
b$zis!l trehoz$sa.

!�ƒ (A!lelki!eg szs g!munkahelyi!k*rnyezetben!t*rt n%!jav't$s$nak!lehet%s geivel!a!¹Munkahelyi!
k*rnyezet!fejleszt seº,!m'g!az!id%sek!lelki!eg szs g nek!fejleszt s vel!¹Az!id%sek!eg szs gi!$lla-
pot$nak!fejleszt seº!c.!fejezet!foglalkozik).

El€rehalad!s, megval"sul!s monitoroz!sa

!�Å A!ment$lis!betegs gteherben!±!incidencia,!prevalencia,!DALY,!hal$loz$s!(pl.!ment$lis! s!viselke-
d szavarok!vagy!*ngyilkoss$g!okozta!hal$loz$s,!depresszi#!prevalenci$ja)!±!bek*vetkez%!v$l-
toz$s.
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 �Å Ment!lis eg"szs"g felm"r"s"re ir!nyul% kutat!sok sz!ma0
 �Å A j% ment!lis eg"szs"gben l"v#k ar!ny!nak v!ltoz!sa0
 �Å Alkohol- "s k!b.t%szerfogyaszt!sban bek+vetkez# v!ltoz!s az eg"szs"gfelm"r"sek "s a statisz-

tikai adatok (pl0 egy f#re jut% alkoholfogyaszt!s) alapj!n0
 �Å Ment!lis eg"szs"g fejleszt"s"t, ment!lis zavarok kialakul!s!nak megel#z"s"t c"lz% programok 

sz!ma az egyes sz.ntereken0
 �Å K+z+ss"gi alap2 ell!t!st biztos.t% szolg!ltat!sok sz!ma0
 �Å Ell!t!shoz val% hozz!f"r"s biztos.t!sa (pl0 ter$leti egyenl#tlens"gek cs+kkent"se, gyermekpszi-

chi!triai "s -addiktol%giai ambulanci!k sz!ma, telefonos lelki els#seg"ly szolg!lathoz "rkez# 
h.v!sok)0

 �Å Hum!n er#forr!s fejleszt"se (pl0 gyermekpszichi!terek, pszichol%gusok, iskolapszichol%gusok, 
csal!dterapeut!k, ment!lhigi"nikusok, eg"szs"gfejleszt# ment!lhigi"nikusok, gerontopszi-
chol%giai ell!t!st ny2jt%k sz!ma 133 333 lakosra sz!m.tva)0

 �Å Finansz.roz!sban bek+vetkez# v!ltoz!sok (pl0 elk$l+n.tett k+lts"gvet"si keret a programele-
mek megval%s.t!s!ra, gy%gyszerk+lts"gek v!ltoz!sa)0

 �Å Foglalkoztatotts!gi adatok (pl0 a ment!lis betegek foglalkoz!si rehabilit!ci%j!nak meg.t"l"se, 
t!pp"nzes napok sz!m!ban bek+vetkezett v!ltoz!s)0

 �Å Szakmai ir!nyelvek "s protokollok kidolgoz!sa0

Partners•gi kapcsolatok

 �Ê Emberi Er#forr!sok Miniszt"riuma !llamtitk!rs!gai (kiemelten az Eg"szs"g$gy"rt Felel#s 'llam-
titk!rs!g)

 �Ê P"nz$gyminiszt"rium
 �Ê 'llami Eg"szs"g$gyi Ell!t% K+zpont
 �Ê Nemzeti Eg"szs"gbiztos.t!si Alapkezel#
 �Ê Korm!nyhivatalok n"peg"szs"g$gyi f#oszt!lyai
 �Ê Orsz!gos K+zeg"szs"g$gyi Int"zet
 �Ê Fels#oktat!si int"zm"nyek, kiemelten egyetemek orvostudom!nyi, eg"szs"gtudom!nyi, n"peg"sz-

s"g$gyi karai, int"zetei
 �Ê Eg"szs"gfejleszt"si Irod!k
 �Ê Lelki Eg"szs"g K+zpontok
 �Ê K!b.t%szer$gyi Egyeztet# F%rumok
 �Ê Praxisk+z+ss"gek
 �Ê Munk!ltat%k
 �Ê Pedag%gusok
 �Ê Iskola- "s foglalkoz!s-eg"szs"g$gyi ell!t%k
 �Ê H!ziorvosok
 �Ê V"d#n#k
 �Ê &nkorm!nyzatok
 �Ê Civil szervezetek
 �Ê Egyh!zak
 �Ê M"dia
 �Ê Hazai "s nemzetk+zi, lelki eg"szs"ggel foglalkoz% szakmai szervezetek
 �Ê N"peg"szs"g$gyi K"pz#- "s Kutat%helyek Orsz!gos Egyes$lete tagint"zm"nyei
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Baleseti s€r"l€sek €s er•szakos cselekm€nyek megel•z€se

Helyzetelemz€s

A v#letlen balesetek #s a sz!nd#kos er&szakos cselekm#nyek az emberi szervezetet #rt egyszeri k+ls& hat!sra, 
a s#r+lt akarat!t%l f+ggetlen+l hirtelen vagy r"vid id& alatt j"nnek l#tre, melyek kialakul!s!ban szerepe van a ter-
m#szeti #s t!rsadalmi k"rnyezetnek, a s#r+lt>s#rtett 'zikai #s pszich#s !llapot!nak.
V#letlen balesetek #s er&szakos cselekm#nyek miatt a WHO Eur%pai R#gi%j!ban #vente mintegy 550 000 
ember hal meg= ez az "sszes hal!loz!s 6,1*-a. Kiemelend&, hogy a 'atal, 5±49 #ves korcsoportban a balesetek 
#s az er&szakos esem#nyek vezet& hal!lok. A balesetek terh#t tov!bb n"veli, hogy sokszor #lethosszig tart% rok-
kants!ggal j!rnak, #s a DALY 10,5*-!#rt felel&sek.
Az Eurostat adatai szerint az EU orsz!gaiban 2014-ben 151 561 ember vesztette #let#t k+ls& okok (baleset vagy 
er&szak) k"vetkezt#ben. A 100 000 f&re standardiz!lt adatok szerint az EU-ban 30,6= Magyarorsz!gon 40,4 a 
k+ls& okok miatti hal!loz!si ar!nysz!m. M7g a 65 #v alatti koroszt!lyban a magyar mutat% jobb, mint az EU-or-
sz!gok !tlaga (12,1 vs. 13,: sz!zezrel#k), a 65 #v feletti koroszt!lyban l#nyegesen magasabb a hazai #rt#k (124,4 
vs. 100,1 sz!zezrel#k). Az id&skori es#sek k+l"n is 'gyelmet #rdemelnek, hiszen a f#r'ak es#s miatti hal!loz!si 
ar!nya haz!nkban dupl!ja az EU !tlagnak.
A balesetek gyakoris!ga jelent&s elt#r#st mutat korcsoportonk#nt #s nemenk#nt. Az 5±19 #ves #s 80 #v felet-
ti koroszt!lyokban magas a baleset k"vetkezt#ben ell!t!st ig#nyl&k sz!ma, a hal!los kimenetel/ balesetek 
k+l"n"sen a 15±39 #vesek k"r#ben gyakoriak. H!romszor t"bb f#r' szenved k"zleked#si balesetet, mint n&.
A k"z;ti s#r+l#sek gazdas!gi k"lts#gvonzata a GDP 2*-a haz!nkban, ez megfelel az EU-tagorsz!gok !tlag!-
nak. Az er&szak miatti hal!lesetekb&l 2016-ban :83 esettel kevesebb volt, mint 2010-ben. A v#letlen balesetek 
miatti hal!lesetek sz!ma 526-tal cs"kkent 2010-r&l 2016-ra.
A hal!los kimenetel/ k"zleked#si balesetek sz!ma 2008-ra 1000 f& al! cs"kkent, #s az elm;lt : #vben a trend 
folytat%dott, de jelenleg is 800 f&n#l (6,3>100 000) t"bben halnak meg k"zleked#si balesetben #vente. A k"z-
leked#si balesetek 62*-!t szem#lyg#pkocsival, 11*-!t ker#kp!rral, 10*-!t teherg#pkocsival, 6*-!t gyalogos-
k#nt, 4-4*-!t seg#dmotoros ker#kp!rral #s motorker#kp!rral okozt!k 2014-ben. Az es#sek okozta hal!loz!s 
"sszess#g#ben cs"kken& tendenci!t mutat, 2010-hez k#pest 2016-ban 240 f&vel kevesebb hal!lesetet regiszt-
r!ltak. Egy#b k+ls& okok miatti (v7zbef;l!s, t/zeset, m#rgez& anyagok) v#letlen hal!lesetek sz!ma #venk#nt 
350 eset k"r+l alakul #s cs"kken& gyakoris!got mutat. A hazai gyakorlatban a k"zleked#si balesetekr&l a rend-
&rs#g, a munkabalesetekr&l a munkav#delemi hat%s!g, a m#rgez#sekr&l az Eg#szs#g+gyi Toxikol%giai T!j#-
koztat% Szolg!lat (ETTSZ) v#gez rendszeres adatgy/jt#st. A rend&rs#g adatsora azt mutatja, hogy az elm;lt 
: #vben a k"zleked#sb&l ered& hal!lesetek sz!ma cs"kkent, de a kedvez& tendencia meg!llt az "sszes baleset 
#s az "sszes s#r+l#s tekintet#ben is. A bejelentett m#rgez#si esetek sz!ma a 2010. #vi 15 466-r%l 2015-re 24 999-
re n&tt. A m#rgez#sek megoszl!sa !talakult= m7g 2010-ben a bejelentett eseteknek 64,2*-a gy%gyszerm#rge-
z#s volt, ez az ar!ny 2015-re 33,5*-ra cs"kkent. A bejelentett k!b7t%szer-m#rgez#sek ar!nya a 2010-es 5,4*-os 
r#szesed#sr&l 2015-re 8,6*-ra n&tt. A gyermekek #rintetts#ge jelent&s= az 1±9 #ves koroszt!lyban #vente 
mintegy 1200±1300 kisgyermek szenved v#letlen+l m#rgez#st, #s a 10±19 #ves korcsoportban ehhez tov!bbi 
550±600 v#letlen eset is ad%dik.

F• c€lkit•z€s

Folyamatosan cs"kkenjen a baleseti s#r+l#sek sz!ma #s a baleseti hal!loz!s m#rt#ke.



‹…Œ•ƒ…„•„…ƒŽƒ• / •‘. …’“”Š••ˆ •. „•–ˆ (—˜••)

69€•Š•„•‚$ „…‡ŽŠ…„•‰ …„ •‡"„••‰”„ !„•Š•‰ˆ…‹••‰ ˆ•ƒ•Š"•…„•

Konkr•t c•lkit€z•sek

 �y A multiszektori!lis egy%ttm$k#d"s felt"teleinek jav)t!sa.

 �y Gyerekekre "s id'sekre f&kusz!l& prevent)v programok tov!bbfejleszt"se.

 �y Alkohol- "s drogfogyaszt!s-megel'z"s hat"konys!g!nak jav)t!sa.

 �y Seg"lyvonalak szolg!ltat!sainak tov!bbfejleszt"se.

Javasolt intervenci!k

K•zleked€si balesetek megel•z€se

 �ƒ Megfelel' k#zleked"sszervez"s, balesetmentes k#rnyezet kialak)t!sa, a k#zleked"si ismeretek 
oktat!sa, a k#zleked"si kult(ra jav)t!sa. Alkohol- "s drogfogyaszt!s-megel'z"si programok.

 �ƒ Id'sek sz!m!ra baleset-megel'z"si programok, az aut&vezet"shez sz%ks"ges orvosi enged"ly 
k#r%ltekint' kiad!sa.

M€rgez€sek megel•z€se

 �ƒ A leend' sz%l'k felk"sz)t"se m!r a v!rand&ss!g alatt a baleset-megel'z"s m&djaira. 

 �ƒ A m"rgez"smegel'z"s j& gyakorlat!nak terjeszt"se &vod!sok "s kisiskol!sok k#r"ben.

 �ƒ A megfelel' v"delemmel "s feliratoz!ssal el nem l!tott m"rgez' anyagok kitilt!sa a piacr&l.

 �ƒ A f%gg's"get okoz& m"rgez' anyagok *drog, alkohol+ fogyaszt!s!nak megel'z"s"t c"lz& okta-
t!s az iskol!kban. Az Eg"szs"g%gyi Toxikol&giai T!j"koztat& Szolg!lat *ETTSZ+ z#ld vonal h)v&-
sz!m!nak ismertt" t"tele a nevel'k, sz%l'k k#r"ben.

!g€si s€r"l€sek megel•z€se

 �ƒ A v!rand&sok sz%l"s el'tti t!j"koztat!sa, a k#rnyezet folyamatos megfigyel"se, kiemelten a szo-
ci!lisan h!tr!nyos k#rnyezetben "l'k csoportj!ban.

 �ƒ Es"sek "s azok k#vetkezm"nyeinek megel'z"se.

 �ƒ Az id'skori es"sek megel'z"se "rdek"ben biztons!gos k#rnyezet kialak)t!s!nak t!mogat!sa 
*id'skor(ak lak!s!nak !talak)t!sa+, illetve a balesetet okoz& kock!zati t"nyez'k minimaliz!l!sa 
*t(lzott gy&gyszerfogyaszt!s, sz"d%l"st okoz& gy&gyszerek, sz"d%l"st, egyens(lyveszt"st 
okoz& betegs"gek azonos)t!sa+. Egyens(lyt jav)t& torna, gy&gytorna terjeszt"se.

 �ƒ Csontritkul!s megel'z"se, kezel"se *r"szletek a ¹Mozg!sszervi betegs"gek megel'z"seº feje-
zetben+.

V#zbef$l%s megel•z€se

 �ƒ Biztons!gi korl!tok, a kijel#lt f%rd'helyek fokozott ellen'rz"se, a szakk"pzett v)zi ment'k sz!-
m!nak n#vel"se.

 �ƒ Az (sz!s "s ment"s megtanul!s!nak biztos)t!sa minden !ltal!nos iskol!s gyermek sz!m!ra.

 �ƒ A sz%l'k t!j"koztat!sa/k"pz"se a gyermekbalesetek megel'z"s"r'l.

El"rehalad#s, megval!sul#s monitoroz#sa

 �Å Az Elektronikus Eg"szs"g%gyi Szolg!ltat!si T"r *ETTSZ+ lehet's"geinek kihaszn!l!sa a balese-
tek k#vetkezm"nyeinek n"peg"szs"g%gyi "rt"kel"s"re.

 �Å K#zleked"si baleseti adatok a rend'rs"g !ltal v"gzett adatgy$jt"s alapj!n, valamint a s%rg'ss"-
gi ell!t!si adatok elemz"se a ment"s hat"konys!g!nak, hat!soss!g!nak "rt"kel"se "rdek"ben.

 �Å M"rgez"si esetek sz!ma az ETTSZ adatgy$jt"s alapj!n.
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!�Å =g si!s r&l sek!sz$m$nak,!s"lyoss$g$nak!alakul$sa!(regisztere!kialak'tand#).
!�Å Es sek,!k&l*n*sen!az!id%skori!es sek,!valamint!az!es sekb%l!ered%!t*r sek,!k&l*n*sen!a!cs'p%-

t$ji!t*r sek!sz$m$nak!alakul$sa.!
!�Å V'zbef"l$s!esetsz$m$nak!alakul$sa!a!hal$loki!statisztika! s!a!ment si!adatok!elemz s vel.!

Partners•gi kapcsolatok

K•zleked€si balesetek megel•z€se
!�Ê Rend%rs g
!�Ê :nkorm$nyzatok
!�Ê K*znevel si!int zm nyek
!�Ê Motoros!g pj$rm+oktat$st!v gz%!szervezetek
!�Ê Ker kp$ros!egyes&letek
!�Ê Biztos't#k
!�Ê Orsz$gos!h$l#zattal!rendelkez%!id%sszervezetek,!nyugd'jasklubok
!�Ê Az!aut#vezet shez!sz&ks ges!orvosi!enged ly!kiad$s$ rt!felel%s!szervek

M€rgez€si esetek megel•z€se
!�Ê V d%n%k
!�Ê Pedag#gusok
!�Ê A!megfelel%!v delemmel! s!feliratoz$ssal!el!nem!l$tott!m rgez%!anyagok!piaci!kisz+r s t!ell$t#!

hat#s$gok
!�Ê Rend%rs g
!�Ê Ment$lhigi n s,!eg szs gfejleszt%!ment$lhigi n s!szakemberek

!g€si s€r"l€sek megel•z€se
!�Ê V d%n%k
!�Ê T+zolt#k

Es€sek megel•z€se
!�Ê :nkorm$nyzatok
!�Ê Orsz$gos!h$l#zattal!rendelkez%!id%sszervezetek,!nyugd'jasklubok,!betegszervezetek
!�Ê Gy#gytorn$szok,!gy#gytestnevel%k

V#zbemer"l€s megel•z€se 
!�Ê F&rd%helyek,!uszod$k!&zemeltet%i,!fel&gyel%i
!�Ê V'zi!ment%k
!�Ê >sz$soktat#k
!�Ê N peg szs g&gyi!K pz%-! s!Kutat#helyek!Orsz$gos!Egyes&lete!tagint zm nyei
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EG•SZS•GET T€MOGAT•  K‚RNYEZET KIALAKƒT€SA •S 
A K‚Z‚SS•GI  ORIENT€CI•J„  

EG•SZS•G…GYI ELL€T•RENDSZEREK FEJLESZT•SE
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T!rsadalmi k"rnyezet fejleszt•se

Helyzetelemz•s

A t!rsadalmi #s ezzel szorosan "sszef+gg& eg#szs#gi egyenl&tlens#gek felsz!mol!sa sz!mos nemzetk"zi #s 
hazai szakmapolitikai dokumentum meghat!roz% eleme. A WHO Health 2020 strat#gi!j!nak f& c#lja a lakos-
s!g eg#szs#gi !llapot!nak, j%ll#t#nek szigni'k!ns jav7t!sa, az eg#szs#gegyenl&tlens#gek cs"kkent#se, a n#peg#sz-
s#g+gy #s az emberk"zpont; eg#szs#g+gyi ell!t!s er&s7t#se. A WHO hangs;lyozza, hogy b!r "sszess#g#ben 
az eg#szs#gi !llapot sokat javult az ut%bbi #vtizedekben, ez nem mindenhol #s nem mindenkit #rint egyenl& 
m#rt#kben, ami elfogadhatatlan= jelent&s a h!tr!nyos helyzet/ csoportok sz!ma, m#rete #s az ilyen csopor-
tokba sorolhat% lakoss!gi h!nyad a n#pess#gen bel+l, a gazdas!gi, eg#szs#gi egyenl&tlens#gek az Eur%pai 
R#gi%ban (is) orsz!gokon bel+l #s orsz!gok k"z"tt is n&nek.
Az eg#szs#gegyenl&tlens#gek annak a t!rsadalomnak a saj!toss!gaib%l erednek, amelyben az emberek sz+-
letnek, feln&nek, #lnek, dolgoznak #s "regszenek, ezeket a saj!toss!gokat az eg#szs#g t!rsadalmi meghat!ro-
z%inak tekintj+k. Ezek magukba foglalj!k a kora gyermekkori t"rt#n#seket, a gazdas!gi helyzetet, a foglalkoz-
tatotts!got, a lak%helyi, k"rnyezeti jellemz&ket #s az ell!t%rendszerek megel&z& #s betegell!t% tev#kenys#g#-
nek sz7nvonal!t. Ezen t#nyez&k jav7t!sa mind a h!tr!nyos helyzet/, s#r+l#keny csoportok, mind a teljes lakos-
s!g szempontj!b%l sz+ks#ges az igazs!gos, gazdas!gilag produkt7v #s eg#szs#ges t!rsadalom #rdek#ben.
A t!rsadalmi gradiens az eg#szs#gi !llapotban azt jelenti, hogy az eg#szs#g fokozatosan javul, ahogy javul az 
emberek #s>vagy k"z"ss#gek t!rsadalmi-gazdas!gi helyzete. ?gy az eg#szs#gegyenl&tlens#gek mindenkit #rin-
tenek. Az eg#szs#gi !llapotban meg'gyelhet& k+l"nbs#gek szorosan kapcsol%dnak az eg#szs#gmagatart!s-
hoz (ami mag!ban foglalja a doh!nyz!st, alkoholfogyaszt!st, t!pl!lkoz!st #s 'zikai aktivit!st), valamint a men-
t!lis probl#m!khoz.
Az eg#szs#gi !llapot tekintet#ben mutatkoz% t!rsadalmi egyenl&tlens#gek orsz!gon bel+l is meg'gyelhet&-
ek, h!tter+kben az eg#szs#get meghat!roz% t!rsadalmi-gazdas!gi t#nyez&k, az eg#szs#g alapfelt#teleinek (pl. 
j"vedelem, lakhat!s) egyenl&tlens#gei !llnak.
A K"zponti Statisztikai Hivatal legut%bbi jelent#se szerint, b!r a h!ztart!sok egy f&re jut% #ves !tlagos brutt% 
#s nett% j"vedelme 2015-ben az el&z& #vhez viszony7tva egyar!nt n"vekedett (az !tlagos brutt% j"vedelem 
1,44 milli% forint, a nett% j"vedelem pedig 1,15 milli% forint volt, az el&bbi 4,8, az ut%bbi 4,6 sz!zal#kkal maga-
sabb a 2014. #vin#l), a magyar lakoss!g 26,3*-a, azaz 2 milli% 541 ezer ember, a szeg#nys#g vagy kirekeszt&d#s 
legal!bb egy dimenzi%ja szerint m#gis h!tr!nyos helyzet/nek min&s+lt, azaz relat7v j"vedelmi szeg#nys#gben, 
s;lyos anyagi depriv!ci%ban #s>vagy nagyon alacsony munkaintenzit!s; h!ztart!sban #lt.
2015-ben a j"vedelmi szeg#nys#gi ar!ny 14,5* volt, 0,4 sz!zal#kponttal kevesebb, mint 2014-ben, a s;lyos anya-
gi depriv!ci%ban #l&k ar!nya 2015-ben 16,2* volt, 3,2 sz!zal#kponttal alacsonyabb a 2014. #vin#l, m7g az alacsony 
munkaintenzit!s; csal!dban #l&k ar!nya a 0±59 #ves kor; n#pess#g k"r#ben 6,1* volt, 1 sz!zal#kponttal keve-
sebb, mint 2014-ben. 
A j"vedelmi egyenl&tlens#gek orsz!gos szint/ jellemz#s#re alkalmas Gini-egy+tthat% #rt#ke 2012 #s 2015 k"z"tt 
28,2 volt, ami alapj!n haz!nk eur%pai viszonylatban a k"zepesen egyenl&tlen orsz!gok k"z# sorolhat%.
A 2011±2015 k"z"tti id&szakban cs"kkent a legfeljebb alapfok; v#gzetts#ggel rendelkez&k, #s n&tt a diplo-
m!sok ar!nya. 2015-ben a teljes lakoss!g 16,8*-a alapfok;, 59*-a k"z#pfok;, 24,2*-a pedig fels&fok; v#g-
zetts#g/ volt. 2015-ben az alapfok; v#gzetts#ggel vagy semmilyen v#gzetts#ggel nem rendelkez&k 43,1*-a, 
m7g a fels&fok; v#gzetts#g/eknek 9,9*-a volt kit#ve a szeg#nys#g vagy kirekesztetts#g kock!zat!nak. Kieme-
lend& az is, hogy az egysz+l&s #s a t"bb mint k#t gyermeket nevel& csal!dok nagyobb m#rt#kben vannak 
kit#ve a szeg#nys#g vagy t!rsadalmi kirekeszt&d#s kock!zat!nak= 2015-ben az egysz+l&s h!ztart!sok 62,3*-a, 
a h!rom vagy ann!l t"bb gyermekes h!ztart!sok 38,4*-a volt #rintett= a roma n#pess#g k"r#ben pedig ez az 
ar!ny (82,8*) h!romszorosa az orsz!gos !tlagnak.
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Az eg%szs%g t&rsadalmi meghat&roz$inak vizsg&lata %s kedvez# befoly&sol&sa strat%giai fontoss&g( a lakoss&g 
eg%szs%gi &llapot&nak jav't&sa szempontj&b$l, mivel a t&rsadalmi t%nyez#k hat&rozz&k meg legink&bb az %let-
m$dot, de az eg%szs%g!gyi ell&t&shoz val$ hozz&jut&st is. Az egy%nek t&rsadalmi st&tuszukt$l f!gg#en elt%r# 
m%rt%kben vannak kit%ve az eg%szs%get vesz%lyeztet# kock&zati t%nyez#knek, de az eg%szs%g!gyi ell&t&s 
ig%nybev%tel%ben is nagyok a t&rsadalmi k!l"nbs%gek. Az Eur$pai Lakoss&gi Eg%szs%gfelm%r%s +ELEF/ 2<14 ada-
tai szerint az iskol&zotts&gi mutat$k javul&s&val az eg%szs%gmagatart&shoz k"thet# kock&zatoknak kitett 
lakoss&g ar&nya +a legfeljebb nyolc &ltal&nost v%gzettek prevalenciamutat$it a fels#fok( v%gzetts%ggel ren-
delkez#k k"r%ben tapasztalt prevalenci&hoz viszony'tva/ cs"kken ± doh&nyz&s +=1,<> vs. 12,7>/, nagyiv&s 
+6,<> vs. 4,<>/, t(ls(ly %s elh'z&s +?7,1> vs. 49,<>/, m'g az eg%szs%gre pozit'v hat&s( magatart&sform&k, mint 
a napi rendszeress%g) z"lds%g-gy!m"lcs fogyaszt&s +61,?> vs. 7?,<>/ vagy a WHO aj&nl&s&nak megfelel# 
*zikai aktivit&s +6,1> vs. 18,<>/ gyakoris&ga a lakoss&g k"r%ben az iskolai v%gzetts%g emelked%s%vel n#. 
A t&rsadalmi-gazdas&gi helyzettel "sszef!gg%sben a sz!let%skor v&rhat$ %lettartam +azaz a hal&loz&s/ region&lis 
egyenl#tlens%gei is kimutathat$ak; a leghosszabb %lettartamra a k"z%p-magyarorsz&gi lakosok, a legr"videbbre 
az %szak-magyarorsz&giak sz&m'thatnak. Ugyancsak jelent#s ter!leti egyenl#tlens%gek mutathat$k ki a hal&loz&s 
korcsoportonk%nti elemz%se +2<1<±2<14/ sor&n: a csecsem#haland$s&g igen jelent#s elt%r%st mutatott j&r&son-
k%nt: a legmagasabb %rt%k k"zel 12-szerese volt a legalacsonyabb %rt%knek. A f"ldrajzi@ter!leti egyenl#tlens%gek 
kapcs&n kiemelend#, hogy ezek nem a f"ldrajzi hely, hanem a r%gi$ gazdas&gi fejletts%ge &ltal meghat&rozottak.

F• c€lkit•z€s

A t&rsadalmi egyenl#tlens%gek ± ez&ltal az eg%szs%gmagatart&s %s az eg%szs%gi &llapot egyenl#tlens%geinek 
± cs"kkent%se, az eg%szs%gszakad%k m%rs%kl%se.

Konkr€t c€lkit•z€sek

A t%rsadalmi k•rnyezet szempontj%b&l:

 �y A 2?±64 %v k"z"tti n%pess%g iskolai v%gzetts%g szerinti megoszl&s&nak kedvez#bb% t%tele, a leg-
feljebb alapfok( v%gzetts%ggel rendelkez#k ar&ny&nak cs"kkent%se, a fels#fok( v%gzetts%ggel 
rendelkez#k ar&ny&nak n"vel%se.

 �y Szeg%nys%g vagy t&rsadalmi kirekeszt#d%s kock&zat&nak kitettek ± relat'v j"vedelmi szeg%ny-
s%gben %l#k, s(lyos anyagi depriv&ci$ban %l#k, nagyon alacsony munkaintenzit&s( h&ztart&s-
ban %l#k ± ar&ny&nak cs"kkent%se.

 �y A h&ztart&sok egy f#re jut$ %ves &tlagos j"vedelm%nek n"vel%se.

 �y A j"vedelmi egyenl#tlens%gek cs"kkent%se.

 �y A lakoss&g els#seg%ly-ny(jt&si hajland$s&g&nak %s kompetenci&inak er#s't%se.

Az eg€szs€gi %llapotban €s az eg€szs€gmagatart%sban kimutathat& egyenl•tlens€gek cs•kkent€se €rdek€ben:

 �y A sz!let%skor v&rhat$ &tlagos %lettartam tov&bbi n"vel%se, a t&rsadalmi csoportok k"z"tti 
k!l"nbs%g cs"kkent%s%vel.

 �y A t(ls(lyosak %s elh'zottak ar&nya tov&bbi n"veked%s%nek megakad&lyoz&sa a 18 %ves %s id#-
sebb lakoss&g k"r%ben. 

 �y A WHO aj&nl&s&nak megfelel# rendszeres testmozg&st v%gz#k ar&ny&nak n"vel%se a 18 %ves %s 
id#sebb lakoss&g k"r%ben, a t&rsadalmi csoportok k"z"tti k!l"nbs%g cs"kkent%se.

 �y A naponta z"lds%get %s@vagy gy!m"lcs"t fogyaszt$k ar&ny&nak n"vel%se a 18 %ves %s id#sebb 
lakoss&g k"r%ben, a t&rsadalmi csoportok k"z"tti k!l"nbs%g cs"kkent%se.

 �y A naponta cigarett&z$k ar&ny&nak cs"kkent%se a 18 %ves %s id#sebb lakoss&g k"r%ben, a t&rsa-
dalmi csoportok k"z"tti k!l"nbs%g cs"kkent%se.
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!�y A!t"lzott!alkoholfogyaszt#k!ar$ny$nak!cs*kkent se!a!18! ves! s!id%sebb!lakoss$g!k*r ben,!a!
t$rsadalmi!csoportok!k*z*tti!k&l*nbs g!cs*kkent se.

Javasolt intervenci"k

A!WHO!az!egyenl%tlens gek!cs*kkent se/felsz$mol$sa! rdek ben!h$rom!ter&leten!javasol!beavatkoz$sokat?!
a!mindennapi! letfelt telek!jav't$sa<!a!hatalom,!a!p nz! s!az!er%forr$sok!egyenl%tlen!eloszt$sa!elleni!k&zde-
lem<!a!h$tt rben!$ll#!probl m$k!felt$r$sa,!folyamatos!m r se! s!az!ezekkel!kapcsolatos!tud$s!sz les!k*rben!
val#!terjeszt se.!Ezek!a!c lkit+z sek!az!ENSZ!Fenntarthat#!Fejl%d s!Agenda!2030!dokumentum$nak!c lrend-
szer ben!is!megfogalmaz$sra!ker&lnek,!"gymint!az!alacsony!j*vedelm+!lakoss$g!j*vedelm nek!nagyobb!ar$-
ny"!n*vel se<!a!t$rsadalmi,!gazdas$gi,!politikai!beilleszked s!jav't$sa!kort#l,!nemt%l,!etnikai!hovatartoz$st#l,!
vall$si,!gazdas$gi!stb.!st$tuszt#l!f&ggetlen&l<!az!egyenl%!lehet%s gek!biztos't$s$nak!t$mogat$sa,!az!egyenl%t-
lens gek!cs*kkent se!a!j*vedelem,!a!t*rv nyek,!politik$k!stb.!tekintet ben,!amelyek!*sszhangban!vannak!a!Health!
2020!$ltal!megjel*lt!f%bb!ter&letekkel.
Az!egyenl%tlens gek!cs*kkent s re!ir$nyul#!beavatkoz$sok!els%sorban!korm$nyzati!szinten!tudnak!megval#-
sulni,!a!f%bb!ter&leteket!az!Eg szs ges!Magyarorsz$g!2016±2020!Eg szs g&gyi!9gazati!Strat gia!is!kiemeli?!

!�ƒ Az! eg szs gi! $llapot! meghat$roz#it! kedvez%! ir$nyba! befoly$sol#,! "n.!¹eg szs gbar$tº! kor-
m$nyz$s! a! korm$nyzati! politika! minden! (nemzetk*zi,! nemzeti,! region$lis!  s! helyi)! szintj n,!
valamennyi!$gazatban!(politik$k,!befektet sek! s!szolg$ltat$sok)! s! rdekelt!f llel!($llami,!mag$n!
 s!*nk ntes)!val#!fokozott!*sszehangol$sa.

!�ƒ Szakpolitikai!int zked sek,!a!t$rsadalmi!meghat$roz#kra!ir$nyul#,!mindenki!eg szs g nek!jav'-
t$s$t!szolg$l#!egyetemes!politik$k!kidolgoz$sa.

!�ƒ Szakpolitikai!int zked sek,!c lzott!beavatkoz$sok!a!t$rsadalmi-gazdas$gi!h$tr$ny!szempontj$-
b#l!legink$bb! rintettekre!kiemelt!figyelmet!ford'tva.

!�ƒ Az!eg szs gtudatos!magatart$st!el%seg't%!fizikai,!t$rsadalmi,!gazdas$gi! s!jogi!k*rnyezet!biz-
tos't$sa!(pl.!az!eg szs ges!t$pl$lkoz$st!t$mogat#!$r-,!ad#int zked sek).!

!�ƒ A!n peg szs g&gyi/prevenci#s!szolg$ltat$sokhoz!val#!hozz$f r s!jav't$sa!(lak#helyk*zeli!szol-
g$ltat$sok!biztos't$sa)!a!ter&leti! s!t$rsadalmi!egyenl%tlens gek!cs*kkent se! rdek ben.

Az!egyenl%tlens gek!cs*kkent s re!ir$nyul#!intervenci#k!megjelennek!a!Program!¹Eg szs g!egy! leten!$tº!
c'm+!fejezet ben!(anya,!csecsem%,!gyermek,!feln%tt,!id%sek,!vesz lyeztetett!csoportok,! letm#dt nyez%k),!vala-
mint!jelen!fejezet!t*bb!alfejezet ben!is!(lak#-! s!telep&l si!k*rnyezet,!munkahelyi!k*rnyezet,!n peg szs g-
&gyi!f#kusz"!alapell$t$s!stb.)!
Javasolt!a!t$rsadalmi!meghat$roz#k!ment n!t*rt n%!adatgy+jt st! s! rt kel st!v gz%!k*zpont!l trehoz$sa !(kap-
csol#d$s!az!¹Orsz$gos!lefedetts get!biztos't#,!region$lis!alapon!szervezett!eg szs gobszervat#rium-rendszer!
l trehoz$sa! s!m+k*dtet seº!c'm+!alfejezethez),!amely!lehet%v !teszi!indik$torokhoz!rendelhet%en!az!adatok!
folyamatos!gy+jt s t,! rt kel s t,!a!kock$zati!csoportok!k*z*tti!*sszehasonl't#!elemz seket,!k&l*n*s!tekintet-
tel!a!t$rsadalmi! s!ter&leti!egyenl%tlens gekre.

El€rehalad!s, megval"sul!s monitoroz!sa

A!lakoss$g!t$rsadalmi!helyzet nek!vizsg$lata!(KSH! ves!jelent sei!alapj$n)!a!t$rsadalmi!k*rnyezet!szempont-
j$b#l!relev$ns!indik$torok!ment n?

!�Å A!25±;6! v!k*z*tti!n pess g!iskolai!v gzetts g!szerinti!megoszl$sa.
!�Å Az!oktat$sban,!foglalkoztat$sban! s!tov$bbk pz sben!nem!r szes&l%k!ar$nya!a!15±26! vesek!

k*r ben.
!�Å A!szeg nys g!vagy!t$rsadalmi!kirekeszt%d s!kock$zat$nak!kitettek!ar$nya?

±!munkan lk&liek!ar$nya!korcsoportonk nt,!



‹…Œ•ƒ…„•„…ƒŽƒ• / •‘. …’“”Š••ˆ •. „•–ˆ (—˜••)

75‚–‡„•#•Šˆ$ ‰&‡‹••••‚ “•*Š•„•‚…„•

±!relat'v!j*vedelmi!szeg nys gben! l%k!ar$nya,
±!s"lyos!anyagi!depriv$ci#ban! l%k!ar$nya,
±!nagyon!alacsony!munkaintenzit$s"!h$ztart$sban!(melyekben!a!munkak pes!kor"!±!18! s!5@!

 v!k*z*tti!±!feln%ttek!az!el%z%! vben!teljes!munkapotenci$ljuk!kevesebb!mint!204-$t!t*lt*t-
t k!munk$val)! l%k!ar$nya!(munkaszeg nys g!m rt ke).

!�Å A!h$ztart$sok!egy!f%re!jut#! ves!$tlagos!j*vedelme.
!�Å A!Gini-egy&tthat#!(a!j*vedelemegyenl%tlens gek)!alakul$sa.

Az!eg szs gi!$llapot! s!az!eg szs gmagatart$s!szempontj$b#l!relev$ns!indik$torok!iskolai!v gzetts g! s!ter&-
let!(r gi#)!szerinti!eloszl$sban?

!�Å A!sz&let skor!v$rhat#!$tlagos! lettartam!v$ltoz$s$nak!vizsg$lata!a!KSH! ves!jelent se!alapj$n.
!�Å Az!eg szs gmagatart$s!indik$torai!±!t"ls"ly! s!elh'z$s,!testmozg$s,!z*lds g-gy&m*lcs!fogyasz-

t$s,!doh$nyz$s,!nagyiv$s!±!v$ltoz$s$nak!vizsg$lata!(ELEF!vizsg$latok!5! vente,!h$ziorvosi!sz+r%-
vizsg$latok!±!Eg szs gi!9llapot!Felm r s!±!adataib#l!3! vente).

A!c lkit+z s!megval#s't$s$val!*sszhangban!l v%!korm$nyzati! s!szakpolitikai!int zked sek,!t*rv nyi!szab$lyo-
z$sok!kvalitat'v! rt kel se?

!�Å Az!er%forr$sok!egyenl%tlen!eloszt$s$nak!felsz$mol$s$ra!ir$nyul#!korm$nyzati!jogi!int zked -
sek!(t*rv nyek,!rendeletek),!azok!hat$lyba!l p se<!eg szs ghat$s-vizsg$latok.

!�Å A!t$rsadalmi!meghat$roz#kra!ir$nyul#!szakpolitikai!int zked sek,!azok!hat$lyba!l p se.

Partners•gi kapcsolatok

!�Ê Emberi!Er%forr$sok!Miniszt riuma
!�Ê P nz&gyminiszt rium!
!�Ê Innov$ci#s! s!Technol#giai!Miniszt rium!
!�Ê Korm$nyhivatalok!
!�Ê :nkorm$nyzatok
!�Ê Klebelsberg!Int zm nyfenntart#!K*zpont
!�Ê Orvos-eg szs gtudom$nyi!k pz st,!valamint!pedag#gusk pz st!folytat#!egyetemek,!int zetek
!�Ê K*znevel si!int zm nyek
!�Ê K*zponti!Statisztikai!Hivatal
!�Ê Civil! s!egyh$zi!szervezetek
!�Ê N peg szs g&gyi!K pz%-! s!Kutat#helyek!Orsz$gos!Egyes&lete!tagint zm nyei

!
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Lak#- •s telep$l•si k"rnyezet fejleszt•se

Helyzetelemz•s

Az "sszes megbeteged%sek 12>-&t kitev# k"rnyezeti eredet) betegs%gteher cs"kkent%s%nek z&loga a fenn-
tarthat$ fejl#d%s 2<=<-ig sz$l$ programj&hoz k"t"tt Fenntarthat$ Fejl#d%si C%lokkal val$ szinergia megterem-
t%se, mert az emberi eg%szs%g szempontj&b$l a tiszta leveg#, az iv$v'z %s szanit&ci$, a lak&s, lakhat&s, lak$- %s 
telep!l%si k"rnyezet, az iskolai k"rnyezet, az eg%szs%g!gyi int%zm%nyek k"rnyezete kritikus jelent#s%g)ek. Becs-
l%sek szerint Magyarorsz&gon az "sszes betegs%gteher mintegy 6,2>-a tulajdon'that$ k"rnyezeti kock&zati 
t%nyez#knek +ez kisebb, mint a glob&lis &tlag 11,8>/.
A leveg•szennyez€s napjainkban is a legjelent#sebb k"rnyezet-eg%szs%g!gyi kock&zati t%nyez#. A rokkant-
s&ggal korrig&lt elvesz'tett %let%vek 4>-a +n#kn%l =>-a, f%r*akn&l ?>-a/ tulajdon'that$ a l%gszennyez%snek haz&nk-
ban 2<1?-"s adatok szerint, ami f#k%nt sz'v- %s %rrendszeri, daganatos %s kr$nikus l%gz#szervi betegs%gek miatt 
k"vetkezik be. A l%gszennyez%s a kr$nikus l%gz#rendszeri betegs%gek ± a doh&nyz&s mellett ± m&sik jelent#s 
kock&zati t%nyez#je. A k!lt%ri l%gszennyez%s a WHO becsl%se szerint k"zel ?<< <<< hal&leset%rt volt felel#s 
Eur$p&ban 2<12-ben, f#k%nt v&rosi k"rnyezetben, ahol a kibocs&t&s t(lnyom$ r%sze a k"zleked%sb#l %s a h&z-
tart&sokb$l sz&rmazik. A l%gszennyez#k k"z!l a sz&ll$ port +k!l"n"sen a kism%ret) *nom por, a PM2,? eg%sz-
s%gk&ros't$ hat&sa miatt/ az IARC +International Agency for Research on Cancer/ a bizony'tottan hum&n daga-
natkelt#k oszt&ly&ba sorolja. A PM1< %ves &tlagkoncentr&ci$-%rt%kek lakoss&ggal s(lyozott &tlag&t az elm(lt 
1< %vben, a 2<11-es %v kiv%tel%vel, cs"kken# tendencia jellemezte, %rt%ke 42 Gg@m=-r#l 27 Gg@m=-re cs"kkent. 
A lakoss&g eg%szs%gi &llapot&nak v%delme %rdek%ben azonban tov&bbi cs"kkent%se sz!ks%ges a WHO &ltal 
megjel"lt c%l%rt%k +2< Gg@m=/ el%r%s%hez. Haz&nkban az invaz'v parlagf) pollensz$r&sa nagyfok( allergenit&st 
mutat, ez%rt kiemelten kezelend# biol$giai l%gszennyez#. Jelent#s a belt%ri l%gszennyez%s eg%szs%ghat&sa is. 
Az %p!letek leveg#j%ben tal&lhat$, sok esetben pen%szesed%shez k"thet#, biol$giai k$roki t%nyez#k &tlago-
san ?<>-kal n"velik meg a kr$nikus l%gz#rendszeri megbeteged%sek kock&zat&t.
A j! min•s€g" iv!v#z biztos't&sa a k"zeg%szs%g!gy sarokpill%re. A hat%kony v'ztiszt't&s, v'zkezel%s ± az iv$v'z 
szigor( k%miai, mikrobiol$giai ellen#rz%se, az eredm%nyes v'zhigi%n%s fel!gyeleti tev%kenys%g ± k"vetkezt%-
ben az iv$v'zj&rv&nyok nagyon ritk&k. A hazai lakoss&g 9?>-a r%szes!l k"zm)ves iv$v'zell&t&sban %s kb. 8<>-a 
csatlakozik k"zm)ves szennyv'zh&l$zathoz, de a ter!leti %s szoci&lis elt%r%s jelent#s, a h&tr&nyos helyzet) cso-
portok hozz&f%r%se eg%szs%ges iv$v'zhez %s megfelel# szanit&ci$hoz@szennyv'zkezel%shez nem minden!tt 
biztos'tott. Napjainkban m&r nem a v'zb&zis-eredet) szennyez#k jelentik a legnagyobb probl%m&t, hanem egyre 
nagyobb szerepe van az eloszt$h&l$zatb$l sz&rmaz$ (n. m&sodlagos k%miai %s mikrobiol$giai szennyez%sek-
nek +$lom- %s egy%b neh%zf%m-kiold$d&s, potenci&lisan k$rokoz$ mikroorganizmusok elszaporod&sa/. Az ebb#l 
sz&rmaz$ eg%szs%gkock&zat k!l"n"sen a gyermek- %s az eg%szs%g!gyi int%zm%nyekben jelent#s.
Modern %let!nk velej&r$ja, hogy ki vagyunk t%ve a h&ztart&sokban, haszn&lati term%kekben el#fordul$ sz&m-
talan vegyi anyag eg%szs%gk&ros't$ hat&s&nak. Az otthoni m%rgez%si esetek sz&ma meghaladja az %vi h(szez-
ret. A vegyi anyagok kezel%s%nek egyre kiterjedtebb szab&lyoz&sa ellen%re mind t"bb a bizony't%k a vegyi 
anyagok, k!l"n"sen az %rz%keny %letszakaszban %rv%nyes!l#, gyakran hosszabb t&von megnyilv&nul$ k&ros 
hat&s&ra vonatkoz$an. 
A hullad€kok k%pz#d%s!k, kezel%s!k, elhelyez%s!k sor&n potenci&lis k"zvetlen %s k"zvetett vesz%lyt jelente-
nek az emberre %s k"rnyezet%re n%zve. Magyarorsz&gon h(szezer h&trahagyott szennyezett ipari ter!letet, 
telephelyet tartanak nyilv&n. A szennyezett talaj %s@vagy talajv'z k"rnyezet- %s eg%szs%gk&rosod&st okoz$ hat&-
sa k!l"n"sen vesz%lyezteti a h&tr&nyos helyzet) t&rsadalmi csoportokat. 
A kl#mav$ltoz$s jelent#s m%rt%kben hozz&j&rul a k"rnyezeti eredet) betegs%gteherhez. A h#hull&mos napok 
alatt a napi hal&loz&s az orsz&gos &tlaghoz viszony'tva kb. 1?>-kal emelkedik meg. Folyamatos kih'v&st jelen-
tenek az id#j&r&si sz%ls#s%gek, a n"vekv# intenzit&s( ultraibolya +UV-B/ sug&rz&s kedvez#tlen eg%szs%ghat&-
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sai.!Egyre!nagyobb!hangs"lyt!kell!fektetni!az!alkalmazkod$s!el%seg't s re,!a!riaszt$s! s!v dekez s!k*z*ss gi!
megold$sainak!fejleszt s re!*sszhangban!a!II.!Nemzeti!=ghajlatv$ltoz$si!Strat gia!(2016±2025)!c ljaival.
A k"rh!zak, betegell!t" int•zm•nyek !nagy!mennyis g+!energi$t!haszn$lnak!fel,!sz n-dioxid-kibocs$t$suk!jelen-
t%s! s!a!k pz%d%!hullad kok!egy!r sze!vesz lyes! s!fert%z%.!
Magyarorsz$g!lakosainak!704-a!v$roslak#.!Az!urbaniz!ci"val !az!emberek!k*rnyezet ben,!bele rtve!a!t$rsa-
dalmi,!gazdas$gi,!kultur$lis,!munka-! s!lak#k*rnyezetet,!igen!jelent%s!m rt kben!koncentr$l#dnak!a!vesz ly-
forr$sok!is,!amelyek!hat$sa!az!eg szs gi!egyenl%tlens gekben!is!megnyilv$nul.

F• c€lkit•z€s

A!leveg%,!a!v'z,!a!lak#-! s!telep&l si,!az!iskolai! s!az!eg szs g&gyi!int zm nyi!k*rnyezettel!*sszef&gg%!eg sz-
s gk$ros't#!t nyez%k!cs*kkent se!r v n!a!k*rnyezeti!eredet+!betegs gteher!m rs kl se.

Konkr€t c€lkit•z€sek

!�y Az!NNP!futamidej nek!v g re!betarthat#v$!v$ljanak!a!WHO!$ltal!meghat$rozott!leveg%min%-
s gi!ir$ny rt kek! s!hat$r rt kek.

!�y A!biztons$gos!iv#v'zhez,!valamint!a!k*rnyezet!tisztas$g$t!biztos't#!szolg$ltat$sokhoz!val#!$lta-
l$nos,! egyenl%!  s! fenntarthat#! hozz$f r s! biztos't$sa,!  s! az! iv#v'zfogyaszt$ssal,! f&rd%z ssel!
kapcsolatos!eg szs gkock$zatok!cs*kkent se.

!�y A!k miai! biztons$g!er%s't se,! t$mogatva!az!eg sz!  letciklusuk! sor$n!biztons$gos! term kek!
haszn$lat$t,!kiemelten!kezelve!a!h$ztart$si,!gyerekkori!m rgez sek!cs*kkent s t,!a!s r&l keny!
lakoss$gi!csoportok!(gyermekek,!v$rand#sok,!betegek,!id%sek,!marginaliz$l#d#!t$rsadalmi!cso-
portok)!vegyi!kock$zat$nak!cs*kkent s t,!valamint!a!k*rk*r*s,!z*ld!gazdas$gra!val#!$tt r st.

!�y A!hum$nbiol#giai!monitoroz$s!k*zeg szs g&gyi!szakpolitikai!eszk*zk nt!val#!alkalmaz$s$nak!
kiterjeszt se.

!�y A! kl'mav$ltoz$shoz! val#! hum$n!  s! int zm nyi! alkalmazkod$s! el%seg't se! az! Eur#pai! Uni#!
¹Alkalmazkod$s!a!kl'mav$ltoz$shozº!strat giai!c lkit+z seivel! s!a!P$rizsi!Kl'mameg$llapod$s-
sal!*sszhangban,! s!az!id%j$r$si!sz ls%s gekkel!*sszef&gg%!t*bblethal$loz$s!m rs kl se.

!�y A! telep&l s-eg szs g&gyi! k*vetelm nyek!  rv nyes't se! a! v$rosrendez si!  s! -fel"j't$si,! vala-
mint!ter&let-! s!telep&l sfejleszt si!programokban.

Javasolt intervenci!k

!�ƒ A!leveg%min%s g! rt kel s hez!kapcsol#d#an!a!k*rnyezeti!kock$zati!t nyez%k!eg szs ghat$-
s$nak!vizsg$lata!az!Orsz$gos!Gyermekl g"ti!Felm r s!±!OGYELF!±!megfelel%!id%k*z*nk nt!t*r-
t n%!elv gz s vel,!eredm nyeinek! rt kel se!k*vet ses!form$ban.

!�ƒ A!belt ri!l gszennyez ssel!kapcsolatos!ismeretek!b%v't se,!a!szennyez s!monitoroz$sa! s!cs*k-
kent se! p't szeti,! p&letg p szeti,!szell%z stechnikai!megold$sokkal!kiemelten!a!gyermekek!
tart#zkod$s$ra!szolg$l#!z$rt!terekben,!gyermekeg szs g&gyi! s!oktat$si!int zm nyekben,!ott-
honokban,!valamint!g pj$rm+vekben.

!�ƒ A!v$rosi!l gszennyez s!tov$bbi!m rs kl se,!a!biol#giai!allerg nek!felt rk pez se,!int zked sek!
a!szennyezetts g!cs*kkent s re! s!nyomon!k*vet s re.

!�ƒ A!Nemzeti!Radon!Cselekv si!Terv!szerint!a!belt ri!radonszintek!felm r se,!elektrom$gneses!expo-
z'ci#s!vizsg$latok!v gz se.
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!�ƒ Az!iv#v'zbiztons$g!n*vel se! rdek ben!a!nem!szokv$nyosan!vizsg$lt!komponensek!(k miai,!
biol#giai,!radiol#giai!szennyez%k)!potenci$lis!vesz lyess g nek!elemz se.

!�ƒ A!v'zhigi n s!$llapotok!rendszeres!ellen%rz se!az!oktat$si-nevel si! s!eg szs g&gyi!int zm -
nyekben,!aj$nl$s!az! p&leti!v'zrendszerek!j#!&zemeltet si!gyakorlat$ra.

!�ƒ A!v'zell$t#!rendszerek!felk sz't se!a!sz ls%s ges!id%j$r$si!viszonyok!okozta!terhel sekre,!a!v'z-
higi n s!szempontok!er%s't se.

!�ƒ Szakmai!t$mogat$s!a!szennyv'z-biztons$gi!tervek!elk sz't s hez.

!�ƒ Mag$nkutak!haszn$lat$val!kapcsolatos!kock$zatok!felm r se,!aj$nl$s!k sz't se.

!�ƒ A!fenntarthat#!v'zhaszn$lat!t$mogat$sa.

!�ƒ Kapacit$sfejleszt s!a!vesz lyes!anyagok!kev sb !vesz lyesekkel!val#!helyettes't se,!valamint!
az!el%vigy$zatoss$gi!megk*zel't s!hely nval#!alkalmaz$s$nak!propag$l$sa! rdek ben.

!�ƒ A!telep&l seken!a!szennyezett!ipari!ter&letek,!telephelyek!hum$n-eg szs g&gyi! s!k*rnyezeti!
kock$zat!felm r ssel!megalapozott!k$rmentes't se.

!�ƒ Extr m!id%j$r$si!helyzetek!idej n!a!korai!figyelmeztet%!rendszerek!adekv$t!m+k*dtet se.

!�ƒ Kl'maspecifikus!n*v nyindik$torok!kifejleszt se!az!Aerobiol#giai!H$l#zat!$ltal,! s!ezek!alkalma-
z$s$val!a!kl'mav$ltoz$s!hat$s$nak!jellemz se.

!�ƒ Hullad k$ram-vizsg$latok!v gz se!az!eg szs g&gyi,!k#rh$zi! s!gy#gyszerhullad kok!kock$za-
t$nak!cs*kkent s re.

!�ƒ A!k#rh$zak/betegell$t#!int zm nyek!energiatakar koss$gi! jellemz%inek!felm r se,! iv#v'z-! s!
haszn$lati!melegv'z-ell$t$s! s!szanit$ci#!k*r&lm nyeinek!vizsg$lata,!jav't$sa.!

!�ƒ Az!Eg szs ges!v$rosok!mozgalom!t$mogat$sa.

!�ƒ Az!eg szs ges!mobilit$st!±!a!gyalogos!k*zleked s,!a!ker kp$roz$s! s!a!k*z*ss gi!k*zleked s!*ssz-
hangj$t!±!el%seg't%!k*rnyezet-! s!kl'mabar$t!v$rospolitika.

!�ƒ A!v$rostervez si! s!infrastrukt"rafejleszt si!oktat$si!tantervek!kib%v't se!telep&l s-eg szs g-
&gyi!ismeretekkel.

El€rehalad!s, megval"sul!s monitoroz!sa 

Leveg•min•s€g
!�Å Kr#nikus!l gz%szervi! s!allergi$s!t&netekkel!k&szk*d%!iskol$s!gyermekek!ar$nya.
!�Å A!leveg%!szennyezetts ge!kism ret+!aeroszolr szecsk kkel!(PM10,!ill.!PM2,5),!#zonnal! s!nitro-

g n-oxidokkal.

Iv&v#z €s szanit%ci&
!�Å Megfelel%en!&zemeltetett!v'zell$t#rendszerr%l!ell$tott!lakosok!ar$nya,!a!ter&leti!elt r sek!v$l-

toz$sa.
!�Å Megfelel%!min%s g+!k*z&zemi!iv#v'zzel!ell$tott!lakosok!ar$nya,!a!ter&leti!elt r sek!v$ltoz$sa.
!�Å A!lakoss$g!f&rd%szob$val!val#!ell$totts$g$nak!alakul$sa,!a!ter&leti!elt r sek!v$ltoz$sa.
!�Å Iv#v'zell$t$s!  s! szanit$ci#! szempontj$b#l! megfelel%! gyermekint zm nyek! ar$nya,! a! ter&leti!

elt r sek!v$ltoz$sa.

K€miai biztons%g er•s#t€se
!�Å Az!otthoni!m rgez sek!sz$ma,!k&l*n*s!tekintettel!a!gyermekm rgez si!esetekre.
!�Å Hullad kok!okozta!eg szs gk$rosod$sok!megel%z se.
!�Å Az!eg szs g&gyi!hullad kok!mennyis g nek!v$ltoz$sa.
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Kl•mav!ltoz!s
!�Å T*bblethal$loz$s!h%hull$mok/hideghull$mok!idej n.
!�Å A!kering si! s!l gz%szervi!betegs gek!miatti!betegfelv telek! s!hal$loz$sok!alakul$sa!ny$ri! s!

t li!szmoghelyzetek!ideje!alatt.
!�Å Kl'ma rz keny!inv$zi#s,!allerg n!n*v nyek!pollensz$m$nak!nyomon!k*vet se,!a!pollenszezo-

nok!alakul$sa,!a!toxinsz$rmaz kokat!termel%!gomb$k!mennyis g nek! s!ar$ny$nak!v$ltoz$sa.
!�Å K*rnyezeti!szempontb#l!fenntarthat#!eg szs g&gyi!int zm nyek!kialak't$sa.
!�Å H%szigetelt! p&letek,!klimatiz$lt!helyis gek!sz$m$nak!alakul$sa.
!�Å K#rh$zi!(vesz lyes,!nem!vesz lyes)!hullad kok!mennyis g nek!v$ltoz$sa,!k*rnyezetbar$t!hulla-

d kkezel s!nyomon!k*vet se.
!�Å Belt ri!radonszintek! s! p't%anyagokt#l!sz$rmaz#!gamma-sug$rz$s-szintek!v$ltoz$sa.
!�Å Iv#v'zell$t$s! s!szanit$ci#!szempontj$b#l!megfelel%!eg szs g&gyi!int zm nyek!ar$nya.

Az Eg•szs•ges v!rosok mozgalom eredm•nyess•ge 
!�Å A!mozgalomban!r szt!vev%!v$rosok!sz$m$nak!alakul$sa.
!�Å A!v$rosi!z*ld!ter&letek!(parkok,!t*bbfunkci#s!parkok)!ar$nya,!el rhet%s ge!a!lak#*vezetekben.
!�Å Ker kp$rutak!hossza,!t*megk*zleked si!"tvonalak!hossza,!meg$ll#k!sz$ma.

Partners•gi kapcsolatok

!�Ê Emberi!Er%forr$sok!Miniszt riuma
!�Ê P nz&gyminiszt rium!
!�Ê Innov$ci#s! s!Technol#giai!Miniszt rium
!�Ê Agr$rminiszt rium
!�Ê Eg szs g&gyi!Szakmai!Koll gium!relev$ns!tagozatai
!�Ê Korm$nyhivatalok!
!�Ê :nkorm$nyzatok!
!�Ê Orsz$gos!K*zeg szs g&gyi!Int zet!K*zeg szs g&gyi!Igazgat#s$ga
!�Ê MTA!:kol#giai!Kutat#k*zpont
!�Ê Magyar!V'zik*zm+!Sz*vets g!
!�Ê Egyetemek!orvostudom$nyi,!eg szs gtudom$nyi! s!n peg szs g&gyi!karai,!int zetei
!�Ê Nemzetk*zi!szakmai!szervezetek
!�Ê Hazai!szakmai! s!civil!szervezetek
!�Ê N peg szs g&gyi!K pz%-! s!Kutat#helyek!Orsz$gos!Egyes&lete!tagint zm nyei

!
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Munkahelyi k"rnyezet fejleszt•se

Helyzetelemz•s

A munkav%gz%s k"r!lm%nyei %s m$dja alapvet#en befoly&solj&k az eg%szs%gi &llapotot. A munka %s az eg%sz-
s%g komplex k%tir&ny( kapcsolat&ban az emberi eg%szs%g %s a munkateljes'tm%ny optim&lis fenntart&sa egy-
ar&nt fontos, hiszen hat%kony munk&t csak eg%szs%ges %s megfelel#en k%pzett munkav&llal$k tudnak v%gez-
ni, akik eg%szs%g%nek meg#rz%s%ben az azt t&mogat$ munkahelynek alapvet# szerepe van. A megfelel# mun-
kahelyi k"r!lm%nyek k"z"tt v%gzett eredm%nyes munka az "nbecs!l%s, szem%lyes fejl#d%si lehet#s%g, anyagi 
biztons&g, t&rsadalmi kapcsolatok %s st&tusz megteremt%s%vel l%nyeges meghat&roz$ja az eg%szs%gnek. Magyar-
orsz&g Alapt"rv%nye kimondja, hogy mindenkinek joga van a testi %s lelki eg%szs%ghez, melyet t"bbek k"z"tt 
a munkav%delem megszervez%s%vel %s m)k"dtet%s%vel biztos't. A munkav%delem feladata a dolgoz$k lehet-
s%ges legmagasabb szint) *zikai, ment&lis %s szoci&lis j$ll%t%nek t&mogat&sa minden munkater!leten, amely 
a munkav&llal$knak a munkak"rnyezetben el#fordul$ k$roki t%nyez#kb#l ered# eg%szs%gkock&zatokt$l val$ 
v%delme, valamint a munkav&llal$ *zikai %s pszich%s k%pess%geihez igaz'tott munkak"rnyezetben t"rt%n# 
foglalkoztat&sa r%v%n az eg%szs%groml&s megel#z%s%vel %s az eg%szs%g fejleszt%s%vel %rhet# el.
A Nemzetk"zi Munka!gyi Szervezet becsl%se szerint 2<<8-ban 2,=4 milli$ ember halt meg foglalkoz&si okok 
miatt a vil&gon, t(lnyom$ t"bbs%g!k +86>-uk/ betegs%gek %s csak kisebb h&nyaduk balesetek k"vetkezt%ben. 
2<16-ban a munkahelyi okok a glob&lis betegs%gteher legfontosabb kock&zati t%nyez#i k"z"tt a vil&gon a 1<., 
a fejlett orsz&gokban a 8. helyet foglalt&k el.
2<1?-ben 4 21< ?<< f# volt foglalkoztatott Magyarorsz&gon, akik legnagyobb sz&mban a feldolgoz$iparban, 
mez#gazdas&gban %s %lelmiszeriparban ± t(lnyom$ r%szt kis- %s k"z%pv&llalkoz&sokn&l ± dolgoztak. A munka-
eg%szs%g!gyi vizsg&latok meg*gyel%sei szerint a munkahelyeken legt"bben fokozott pszich%s terhel%snek, 
biol$giai k$roki t%nyez#knek, balesetvesz%lynek %s zajnak voltak kit%ve. Mindk%t nem eset%ben az elvesz'tett 
eg%szs%ges %let%vek 2>-a volt sz&m't&sok szerint foglalkoz&si eredet), f#k%nt gerincf&jdalom, s%r!l%sek, kr$-
nikus l%gz#szervi megbeteged%sek %s daganatok k"vetkezt%ben, b&r felt%telezhet#en a foglalkoz&si t%nyez#k 
eg%szs%ghat&sa enn%l nagyobb m%rt%k). A bejelentett munkahelyi balesetek sz&ma 21 <88 +?<1@1<< <<< 
munkav&llal$/ volt 2<1?-ben, melyek k"z!l 17= volt s(lyos %s 84 hal&los kimenetel). 2<1?-ben 277 +6,6@1<< <<< 
munkav&llal$/ foglalkoz&si megbeteged%st regisztr&ltak, ami a kor&bbi %vekhez k%pest emelked%s ugyan, de 
'gy is jelent#sen alacsonyabb a 2<<<-es %vek elej%nek ?<< k"r!li %rt%kein%l. A leggyakoribbak a fert#z#, b#r-, 
l%gz#szervi %s egy%b +pl. mozg&sszervi/ betegs%gek voltak. Ebben az %vben 67 +1,6@1<< <<< munkav&llal$/ 
fokozott expoz'ci$s esetet jelentettek, ami jelent#s visszaes%s a 1? %vvel kor&bbi, a foglalkoz&si betegs%gekkel 
k"zel megegyez# %rt%khez k%pest. 
B&r a nyilv&ntart&sba vett foglalkoz&si betegs%gek gyakoris&ga viszonylag alacsonynak tekinthet# haz&nkban, 
munkabalesetekn%l j$val kisebb sz&muk, a fokozott expoz'ci$s eseteknek a betegs%gekn%l ritk&bb regisztr&ci-
$ja, valamint a foglalkoz&si betegs%gek k"r%ben egyes betegs%gt'pusok +pl. mozg&sszervi betegs%gek, daga-
natok/ alacsony sz&ma %s ar&nya az esetek felt&r&s&nak %s bejelent%s%nek jelent#s hi&nyoss&gaira utal. A haz&nk-
kal k"zel azonos m%ret) lakoss&ggal %s foglalkoztatotti l%tsz&mmal rendelkez# Belgiumban t'zszer, Csehor-
sz&gban h&romszor t"bb foglalkoz&si megbeteged%st regisztr&ltak az ut$bbi %vekben, mint Magyarorsz&gon. 
2<1?-ben egymilli$ 1?±64 %ves munkav&llal$ra 826 foglalkoz&si megbeteged%s jutott Belgiumban, 2?2 Cseh-
orsz&gban %s mind"ssze 74 Magyarorsz&gon. Becsl%sek szerint a daganatos betegs%geknek mintegy 4>-a tekint-
het# foglalkoz&si eredet)nek, ugyanakkor haz&nkban a bejelentett foglalkoz&si daganatos betegs%gek sz&ma 
k%t nagys&grenddel t%r el a v&rt %rt%kt#l +%vente mind"ssze n%h&ny esetet jelentenek a v&rt k"zel 4<<<-rel 
szemben/. A foglalkoz&ssal bizony'that$an ok-okozati "sszef!gg%sben l%v# foglalkoz&si betegs%gek mellett 
azokr$l a foglalkoz&ssal "sszef!gg# megbeteged%sekr#l, amikhez a foglalkoz&s nem, vagy nem bizony'that$-
an, f# oki t%nyez#k%nt j&rul hozz&, hi&nyos ismeretekkel rendelkez!nk haz&nkban. 
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Az EU munkahelyi eg!szs!ggel !s biztons"ggal kapcsolatos aktu"lis strat!gi"j"val #sszhangban kialak$tott 
munkav!delmi politik"ban a hazai munkav!delem sz"mos priorit"s"t megfogalmazt"k. Ezek %gyelembev!te-
l!vel meghat"rozott r!szletes feladatokat egys!ges programban kell v!grehajtani a munkav"llal&k eg!szs!-
g!nek !s munkav!gz' k!pess!g!nek hat!kony meg'rz!s!hez !s fejleszt!s!hez. 

F• c€lkit•z€s

A foglalkoz"ssal #sszef(gg' eg!szs!gk"rosod"s m!rs!kl!se a munkahelyi k&roki t!nyez'kh#z k#thet' eg!sz-
s!gkock"zat cs#kkent!se !s az eg!szs!get t"mogat& munkahelyek kialak$t"sa r!v!n.

Konkr€t c€lkit•z€sek

 �y A s)lyos !s hal"los kimenetel* munkahelyi balesetek gyakoris"g"nak cs#kkent!se. 

 �y Az orvosi kezel!st, munkaid'-kies!st vagy korl"tozott munkav!gz!st okoz& munkahelyi balese-
tek gyakoris"g"nak cs#kkent!se. 

 �y Munkahelyi fizikai, k!miai !s biol&giai k&roki t!nyez'knek val& kitetts!g m!rs!kl!se.

 �y Munkahelyi ergon&miai k&roki t!nyez'k "ltal okozott, munkaid'-kies!ssel j"r& v"z-izom rend-
szeri megbeteged!sek gyakoris"g"nak cs#kkent!se.

 �y Munkahelyi stresszkezel' programokban r!szt vev'/programokhoz hozz"f!r' munkav"llal&k 
ar"ny"nak n#vel!se.

 �y Munkahelyi eg!szs!gfejleszt!si programokban r!szt vev'/programokhoz hozz"f!r' munka-
v"llal&k ar"ny"nak n#vel!se. 

 �y A munkaer' hat!konys"g"t meghat"roz& t!nyez'k vizsg"lata !s azok kedvez' befoly"sol"sa.

Javasolt intervenci!k

 �ƒ A munkahelyi k&roki t!nyez'k azonos$t"sa, a hozz"juk kapcsol&d& eg!szs!gkock"zatok becs-
l!se, !rt!kel!se !s kock"zati besorol"sa r!v!n primer prevenci&juk el'seg$t!se, k(l#n#sen az 
)jonnan jelentkez' kock"zatok eset!ben.

 �ƒ A munkahelyi kock"zatok orsz"gos inform"ci&s rendszer!nek fejleszt!se !s el!rhet'v! t!tele, 
a foglalkoz"si betegs!gteher sz"m$t"s kapacit"s"nak ki!p$t!se. A munkahelyi kock"zat!rt!ke-
l!s +kock"zatbecsl!s, -kezel!s !s -kommunik"ci&0 folyamat"nak, szakmai felt!teleinek !s kapa-
cit"s"nak fejleszt!se.

 �ƒ A munkabaleseti kock"zat cs#kkent!se hat!kony biztons"gi berendez!sek alkalmaz"s"val, a mun-
kabiztons"gi el'$r"sok fokozott betartat"s"val !s az el'$r"sok betart"s"t el'seg$t' munkav!-
delmi oktat"ssal. 

 �ƒ A munkahelyi k!miai k&roki t!nyez'k eg!szs!gk"ros$t& hat"sainak megel'z!se, els'sorban az 
)j !s m!g nem kell'en ismert hat"s) k!miai expoz$ci&k jellemz!se, a munkahelyi daganatkelt' 
kock"zatok kezel!se. 

 �ƒ A munkahelyi biol&giai k&roki t!nyez'k eg!szs!gk"ros$t& hat"sainak megel'z!se, els'sorban 
a v!r )tj"n terjed' fert'z' betegs!gek elleni v!dekez!ssel !s a munkak#rh#z k#t#tt v!d'olt"-
sok k#vetkezetes alkalmaz"s"val.

 �ƒ A munkahelyi ergon&miai k&roki t!nyez'k hat!kony kezel!s!vel a foglalkoz"ssal #sszef(gg' 
v"z-izom rendszeri betegs!gek megel'z!se.
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 �ƒ A munkahelyi pszichoszoci!lis k"roki t#nyez$k felt!r!s!nak el$seg%t#se. A munkahelyi lelki 
eg#szs#g jav%t!sa a munkaszervez#s, a szervezeti kult&ra #s vezet#si gyakorlat fejleszt#s#vel, 
a munka #s a csal!di #let 'sszehangol!s!val, a munkahelyi stressz #s kock!zati magatart!sok 
(er$szak, alkohol- #s k!b%t"szer-haszn!lat) kezel#s#vel. 

 �ƒ Sz%nt#r alap& eg#szs#gfejleszt#si programok az eg#szs#ges, eg#szs#get #s munkahelyi j"ll#tet 
t!mogat", csal!dbar!t munkahelyi k'rnyezet kialak%t!s!ra. Eg#szs#ges #letm"dra nevel#s eg#sz-
s#ges munkahelyi k'rnyezetben, a munkahelyi testmozg!s #s eg#szs#ges t!pl!lkoz!s el$seg%-
t#se. A dolgoz"k akt%v bevon!sa a munkahelyi prevenci"s, eg#szs#gfejleszt$ programok terve-
z#s#be #s megval"s%t!s!ba.

 �ƒ Az !tmenetileg vagy v#glegesen cs'kkent munkak#pess#g* munkav!llal"k k#pess#geihez 
a munka hat#kony adapt!l!s!t el$seg%t$ programok kidolgoz!sa. A munk!ba t'rt#n$ miha-
marabbi visszat#r#s el$seg%t#se, a foglalkoz!si rehabilit!ci" munkaeg#szs#g+gyi szempont& 
t!mogat!sa.

 �ƒ A fokozottan vesz#lyeztetett munkav!llal"i csoportok (fokozott munkahelyi kock!zatnak kitet-
tek, fiatalok, v!rand"s n$k, id$s'd$ #s k+lf'ldi munkav!llal"k) sz!m!ra c#lzott munkav#delmi 
programok szervez#se, ez!ltal is el$seg%tve az eg#szs#gi egyenl$tlens#gek cs'kkent#s#t.

 �ƒ Az alapszint* munkav#delmi ell!t!s minden munkav!llal"ra t'rt#n$ kiterjeszt#si lehet$s#g#-
nek vizsg!lata, bele#rtve a mikrov!llalkoz!sok dolgoz"it, az 'nfoglalkoztat"kat, az id#nymun-
k!sokat #s a nem bejelentett munkav!llal"kat is.

 �ƒ A munkav#delem hum!ner$forr!s!nak tov!bbi fejleszt#se, a munkav#delmi szeml#let nem-
zetk'zi trendeknek megfelel$ moderniz!l!sa (a munkaeg#szs#g+gyi szempont er$s%t#se #s a k'r-
nyezet-eg#szs#g+gyi szempont bevon!sa). A munkaeg#szs#g+gy szerep#nek !ttekint#se #s 
er$s%t#se a munkav#delmi tev#kenys#gben.

 �ƒ A foglalkoz!s-eg#szs#g+gy prevenci"s szeml#let#nek tov!bbi er$s%t#se, szerep#nek n'vel#se 
a primer #s szekunder prevenci"s tev#kenys#gben, akt%v bevon!sa a n#peg#szs#g+gyi jelent$-
s#g* betegs#gek 'sszehangolt, rendszerszint* megel$z#s#be.

 �ƒ A foglalkoz!si megbeteged#sek felt!r!s!nak fejleszt#se, a bejelent#si rendszer korszer*s%t#se. 
A foglalkoz!ssal 'sszef+gg$ betegs#gek surveillance rendszer#nek kialak%t!sa, ami adatokat 
szolg!ltat a sz+ks#gletek felm#r#s#hez #s lehet$v# teszi c#lzott prevenci"s int#zked#sek terve-
z#s#t #s v#grehajt!s!t.

 �ƒ A munkahelyi eg#szs#g #s biztons!g k#rd#s#nek interszektori!lis megjelen%t#se a munka+gyi, 
gazdas!gi (munkahelyteremt$, alv!llalkoz"i munk!t #s kiszervez#seket szab!lyoz"), kereske-
delmi #s szoci!lis (felz!rk"ztat") politik!kban.

 �ƒ A munkav#delem ter+let#n folytatott kutat!si tev#kenys#g t!mogat!sa, k+l'n's tekintettel az 
&jonnan megjelen$ vagy m#g kell$k#ppen fel nem t!rt munkahelyi k"roki t#nyez$k vizsg!la-
t!ra, a kock!zatbecsl#s #s a kock!zatkezel#s hat#kony m"dszereinek kidolgoz!s!ra #s beveze-
t#s#re. 

El•rehalad€s, megval•sul€s monitoroz€sa

 �Å /sszes, valamint s&lyos #s hal!los kimenetel* munkahelyi balesetek gyakoris!ga. 
 �Å Foglalkoz!si megbeteged#sek #s fokozott expoz%ci"s esetek gyakoris!ga.
 �Å Munkahelyi ergon"miai, stresszkezel$ #s eg#szs#gfejleszt$ programok sz!ma #s eloszl!sa, e prog-

ramokhoz hozz!f#r$ munkav!llal"k ar!nya #s az e programok kezdem#nyez#s#re #s megval"-
s%t!s!ra kik#pzett #s alkalmazott szakemberek sz!ma.

 �Å Fokozottan vesz#lyeztetett munkav!llal"i csoportok sz!m!ra szervezett munkav#delmi prog-
ramok sz!ma.
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 �Å A foglalkoz!si megbeteged"sek felt!r!s!t, bejelent"si rendszer"nek korszer#s$t"s"t c"lz% 
int"zked"sek sz!ma "s tartalma. 

 �Å A foglalkoz!ssal &sszef'gg( betegs"gek surveillance rendszer"nek tartalmi "s min(s"gi fej-
leszt"s"re vonatkoz% adatok.

Partners•gi kapcsolatok

 �Ê Emberi Er(forr!sok Miniszt"riuma )kiemelten az Eg"szs"g'gy"rt Felel(s *llamtitk!rs!g "s az 
Oktat!s"rt Felel(s *llamtitk!rs!g+

 �Ê Orsz!gos K&zeg"szs"g'gyi Int"zet
 �Ê P"nz'gyminiszt"rium
 �Ê Korm!nyhivatalok munkav"delmi "s n"peg"szs"g'gyi f(oszt!lyai
 �Ê /nkorm!nyzatok
 �Ê Eg"szs"g'gyi Szakmai Koll"gium foglalkoz!s-orvostani, megel(z( orvostani tagozatai
 �Ê Magyar 0zemeg"szs"g'gyi Tudom!nyos T!rsas!g
 �Ê Egyetemek orvostudom!nyi, eg"szs"gtudom!nyi "s n"peg"szs"g'gyi karai, int"zetei
 �Ê Nemzetk&zi szakmai szervezetek
 �Ê Hazai szakmai "s civil szervezetek
 �Ê N"peg"szs"g'gyi K"pz(- "s Kutat%helyek Orsz!gos Egyes'lete tagint"zm"nyei
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N•peg•szs•g!gyi f"kusz# alapell$t$s fejleszt•se

Helyzetelemz•s

2015-ben Magyarorsz!gon 3,7 milli" potenci!lisan eg#szs#gben le#lhet$ #let#v veszett el a korai hal!loz!s, 
valamint a betegs#gek #s rokkants!g okozta #letmin$s#g-roml!s k%vetkezt#ben.
Az alapell!t!s feladata, hogy de&nit'v betegell!t!s mellett az eg#szs#gfejleszt#s #s betegs#gmegel$z#s c#ljait 
szolg!l" intervenci"kat alkalmazva a betegs#gterhet egy#ni #s k%z%ss#gi szinten is #rdemben cs%kkentse. 
A magyar alapell!t!s er$ss#ge, hogy kiterjedt szolg!ltat"i k%rrel #s spektrummal rendelkezik. A h!ziorvosi, 
h!zi gyermekorvosi #s v#d$n$i szolg!lat mellett szerepet kap a fogorvosi, gy"gyszer#szi, iskola-eg#szs#g(gyi 
ell!t!s, a foglalkoz!s-eg#szs#g(gy, az otthoni szak!pol!s #s otthoni hospice szolg!lat is. A szolg!ltat"i k%rben 
rejl$ szolg!ltat!skibocs!t!si lehet$s#gek azonban korl!tozottak az ell!t!st biztos't" szakemberek sz!ma, kapa-
cit!sa #s sz)kre szabott hat!sk%re miatt. Az ell!t!s hat#konys!g!t cs%kkenti az is, hogy a szolg!ltat"k k%zti 
egy(ttm)k%d#s, inform!ci"csere esetleges. A munkav#gz#s t%bbnyire egym!st"l izol!ltan t%rt#nik, az ell!-
tand" feladatok gyakran egym!st"l lehat!rolatlanok, #s ez egyes esetekben vizsg!latok elmarad!s!t, m!skor 
azok ak!r t%bbsz%ri felesleges ism#tl#s#t eredm#nyezheti. 
Az alapell!t!s gerinc#t alkot" h!ziorvosok, h!zi gyermekorvosok korf!ja az ut"bbi #vtizedekben egyre ink!bb 
az id$s koroszt!lyok fel# tol"dott el, !tlag#letkoruk jelenleg 57, illetve 59 #v. Ezen id$szak alatt a bet%ltetlen 
h!ziorvosi, v#d$n$i #s fogorvosi k%rzetek sz!ma is mark!nsan emelkedett, a tendencia hangs*lyosan #rinti a 
kedvez$tlenebb eg#szs#gi !llapot* lakoss!got ell!t", h!tr!nyos helyzet) telep(l#seken m)k%d$ praxisokat. 
A bet%ltetlen k%rzetekben az ell!t!st ± alacsonyabb "rasz!mban ± helyettes't$ orvos #s/vagy szakdolgoz" 
biztos'tja, ez!ltal cs%kken a lakoss!g hozz!f#r#se a szolg!ltat!sokhoz. 
M'g a gyermekek eset#ben az alapell!t!s szerepe ± a h!ziorvosok, h!zi gyermekorvosok, a ter(leti v#d$n$k #s 
az iskola-eg#szs#g(gyi ell!t!s j"volt!b"l ± a primer #s szekunder prevenci" szempontj!b"l is hangs*lyos, 
addig a feln$ttekn#l a szolg!ltat!s els$sorban az akut betegs#gek ell!t!s!ra #s a kr"nikus betegek gondoz!-
s!ra f"kusz!l. A prevenci"s szolg!ltat!sok a tizennyolc #ven aluli lakoss!g k%r#ben ± mind az eg#szs#g(gyi 
dolgoz"k, mind az ell!tottak sz!m!ra term#szetesnek mondhat"an ± szisztematikusan, korcsoporthoz k%t%t-
ten, t%bbnyire megfelel$ fegyelemmel val"sulnak meg, azonban a feln$tt ell!t!sban ez esetleges. Annak elle-
n#re, hogy az eg#szs#gi !llapot felm#r#s#t a feln$tt lakoss!g eset#ben is el$'rja jogszab!ly, a prevenci"s tev#-
kenys#gek az alapell!t!s szintj#n hangs*lytalann! v!lnak. Vizsg!latokra els$sorban a p!ciens rendel$i megje-
len#se alapj!n, panasz eset#n ker(l sor. Kiv#telt k#peznek ez al"l az egyes hat"s!gi jogk%r%k gyakorl!sa ± p#l-
d!ul g#pj!rm)vezet#ssel kapcsolatos alkalmass!g meg!llap't!sa ± sor!n k%telez$en elv#gzend$ vizsg!latok. 
A feln$tt lakoss!g eg#szs#gi !llapot!t rendszeresen vizsg!lj!k a foglalkoz!s-eg#szs#g(gyi szolg!latok is. Az itt 
v#gzett sz)r#sek alaposs!ga elt#r$, az ell!t!s egyes helyeken prec'z, m!sutt a tev#kenys#g szinte csak admi-
nisztrat'v jelleg). A foglalkoz!s-eg#szs#g(gyi vizsg!lat ± r#szben a munk!ltat"i k%rnyezet miatt ± !ltal!ban 
nem teljes k%r), nem terjed ki az eg#szs#gi !llapotot #s munkak#pess#get befoly!sol" kock!zati t#nyez$k 
felt!r!s!ra. Az itt k#pz$d$ ± az eg#szs#gi !llapotot jellemz$ #s ell!t!si ± adatok gyakran nem jutnak el a mun-
kav!llal" h!ziorvos!hoz. 
Tov!bbi korl!toz" k%r(lm#ny, hogy a h!ziorvosoknak nincs, vagy csak eseti jelleggel van tudom!suk az ell!t!-
si k%r(kbe tartoz" kliensek n#peg#szs#g(gyi sz)r#seken val" r#szv#tel#r$l, azok eredm#nyeir$l. +gy nem tud-
nak #rdemben hozz!j!rulni a sz)r#seken val" r#szv#tel %szt%nz#s#hez #s az ell!tottak k%r#ben az !tsz)rts#g 
m#rt#k#nek jav't!s!hoz.
Az elm*lt #vtized kiemelt jelent$s#g) innovat'v projektjek#nt val"sult meg az Alapell!t!s-fejleszt#si Modell- 
program, ami a magyar korm!ny #s a Sv!jci Hozz!j!rul!s Program t!mogat!s!val n#gy praxisk%z%ss#get hozott 
l#tre fejlesztend$ j!r!sokban. A Modellprogram tapasztalatai szerint a lakoss!g eg#szs#gi !llapot!nak jav't!sa 
hat#konyabban v#gezhet$ csapatmunk!ban, *j szakemberek bevon!s!val. 4tfog" prevenci"s, eg#szs#gfej-
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leszt"si, szervez"si, elemz"si feladatokat tudnak ell!tni a n"peg"szs"g'gyi v"gzetts"g# szakemberek, akik 
szerepe t&bb praxis egy'ttm#k&d"se, szolg!ltat!sb(v$t"se eset"n kiemelked( jelent(s"g#. Az "letm%dbeli 
rizik%!llapotok visszaszor$t!s!ban "s a kr%nikus betegs"gek gondoz!s!ban fontos szerepet tudnak bet&lteni 
az !pol%k, dietetikusok, gy%gytorn!szok "s pszichol%gusok. R"szv"tel'knek k&sz&nhet(en a Modellprogram-
ban r"szt vev( praxisokban cs&kkent a szakell!t!sba k'ld"sek ar!nya.

F• c€lkit•z€s

Az alapell!t!s n"peg"szs"g'gyi f%kusz1 !thangol!sa, a prevenci%s szolg!ltat!sok lakoss!gi sz'ks"gleten ala-
pul%, k&z&ss"gorient!lt biztos$t!sa, lak%helyk&zeli b(v$t"se, valamint a szolg!ltat%k k&zti feladatmegoszt!s 
val%s dolgoz%i kompetenciaszintek alapj!n t&rt"n( redisztrib1ci%ja r"v"n a magyar lakoss!g eg"szs"gi !lla-
pot!nak jav$t!sa, az eg"szs"gben t&lt&tt "vek sz!m!nak n&vel"se, a lakoss!g eg"szs"gmagatart!s!nak fej-
leszt"se, az egy"n felel(ss"gv!llal!s!nak er(s$t"se, valamint a ter'leti egyenl(tlens"gek cs&kkent"se.

Konkr€t c€lkit•z€sek

 �y Az alapell!t!s betegell!t!si "s gondoz!si feladatainak teljes$t"se mellett elv!r!s legyen a hat"kony, 
szem"lyre szabott primer "s szekunder prevenci%s szolg!ltat!sok lak%helyk&zeli biztos$t!sa is.

 �y Az intervenci% hat!sfok!t, valamint a lakoss!g id(s&d"s"b(l "s kedvez(tlen eg"szs"gi !llapo-
t!b%l sz!rmaz% ± egy"nre, illetve ell!t%rendszerre h!rul% ± betegs"gteher-n&veked"s m"rt"k"t 
jelent(sen befoly!solja az iskol!zotts!g szerint elv!rhat% eg"szs"gismeret, valamint az egy"n 
felel(ss"gv!llal!s!nak m"rt"ke, ez"rt feladat a kliensek eg"szs"gm#velts"g"nek "s eg"szs"g- 
"rt"s"nek fejleszt"se. A t!rsadalom k&z&ss"gi r"szv"tel"nek fontoss!g!t hangs1lyozni kell.

 �y Az ell!t%rendszer hat"kony m#k&d"s"nek elengedhetetlen felt"tele a szolg!ltat!sokhoz illesz-
tett monitoring- "s visszacsatol!si rendszer l"trehoz!sa, a min(s"gi munkav"gz"st &szt&nz( 
szakmai "s finansz$roz!si keretrendszer kialak$t!sa. Ennek megval%sul!s!hoz sz'ks"ges, hogy 
valamennyi szolg!ltat% egys"ges adatstrukt1r!j1 szoftver haszn!lat!val adminisztr!lja a pre-
vent$v c"lzat1 "s ell!t!si esem"nyeket. Elv!r!s az, hogy a r&gz$tett adatok 'gyf"lkapun keresz-
t'l a kliens, az Elektronikus Eg"szs"g'gyi Szolg!ltat!si T"ren )EESZT+ kereszt'l pedig ± a kliens 
digit!lis &nrendelkez"se szerinti m"rt"kben ± a hat!sk&rrel rendelkez( eg"szs"g'gyi ell!t% sz!-
m!ra k&nnyen !ttekinthet(en, adatform!tumban hozz!f"rhet( legyen. A kliens eg"szs"gi !lla-
pot!nak 423555. )II. 36.+ E'M rendelet szerinti felm"r"se )az 1n. t&rzskartonfriss$t"s+ lehet(s"-
get biztos$t az egy"n rizik%!llapotainak, kr%nikus betegs"geinek felt"rk"pez"s"re, szisztemati-
kus alapot ad a sz'ks"gletek azonos$t!s!hoz, a szem"lyre szabott prevenci%s szolg!ltat!sok "s 
a popul!ci%s szint# intervenci%k tervez"s"hez.

 �y Betegel"gedetts"g n&vel"se, v!rakoz!si id( cs&kkent"se, bizalmi alap1 kommunik!ci% kialak$-
t!sa az ell!t% szem"lyzet "s a kliens k&z&tt. 

Javasolt intervenci!k 

 �ƒ Az alapell!t!s keretei k&z&tt ny1jtott n"peg"szs"g'gyi szolg!ltat!sok t!mogat!sa, az alapell!-
t!si teamek &szt&nz"se.

 �ƒ Az eg"szs"g'gyi dolgoz%k "s szolg!ltat%k k&z&tti egy'ttm#k&d"s jav$t!sa. 

 �ƒ A lakoss!g adekv!t ± id(ben, m"rt"kben "s helyen ± szolg!ltat!s-ig"nybev"tel"nek &szt&nz"se.

 �ƒ  Az alapell!t!s interszektori!lis egy'ttm#k&d"s"nek jav$t!sa, k'l&n&sk"ppen a szoci!lis ell!t%-
rendszer "s a k&znevel"s munkat!rsaival. A szolg!ltat!sfejleszt"s r"szek"nt a h!ziorvosi, fogor-
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vosi, foglalkoz!s-eg#szs#g+gyi, iskola-eg#szs#g+gyi, v#d$n$i, otthoni szak!pol!si #s hospice 
szolg!latok #s a gy"gyszert!rak hangs&lyosabb szerepv!llal!s!nak biztos%t!sa a prevenci"s 
szolg!ltat!sok ter+let#n.

 �ƒ Az alapell!t!s jelenlegi kulcsszerepl$i mellett ± az Alapell!t!s-fejleszt#si Modellprogram tapasz-
talatai alapj!n ± n#peg#szs#g+gyi szakemberek bevon!sa a primer #s szekunder prevenci"s 
szolg!ltat!sok ny&jt!s!ba, az eg#szs#gi !llapot felm#r#sen #s sz*r$vizsg!latokon val" r#szv#-
tel monitoroz!s!ba, illetve azok szuperv%zi"j!ba.

 �ƒ 1pol"k, dietetikusok, gy"gytorn!szok, pszichol"gusok, eg#szs#gfejleszt$ ment!lhigi#nikusok, 
#letm"d-tan!csad"k alkalmaz!sa az #letm"dbeli rizik"!llapotok cs'kkent#se, a kr"nikus, nem 
fert$z$ betegs#gek lakoss!gk'zeli gondoz!sa #rdek#ben.

 �ƒ Az eg#szs#gfejleszt#si irod!k #s az alapell!t!st ny&jt" praxisok2praxisk'z'ss#gek egy+ttm*k'-
d#s#nek kialak%t!sa, m*k'dtet#se #s folyamatos fejleszt#se.

 �ƒ Az otthoni szak!pol!si szolg!latok szem#lyre szabott rehabilit!ci"s f"kusz&, k+l'n'sk#ppen a 
kr"nikus betegs#gek gondoz!s!hoz kapcsol"d" ± praxishoz rendelt ± vizitsz!malap& szolg!l-
tat!sb$v%t#se. 

El•rehalad€s, megval•sul€s monitoroz€sa

 �Å Eg#szs#gi !llapot felm#r#sen #vente r#szt vev$ ell!tottak sz!ma #s ar!nya.
 �Å Az alapell!t!s szintj#n ny&jtott prevenci"s szolg!ltat!sok sz!ma, az ezeket ig#nybe vev$ ell!-

tottak sz!ma #s ar!nya. 
 �Å 3letm"ddal 'sszef+gg$ f$ kock!zati !llapotok el$fordul!si gyakoris!g!nak v!ltoz!sa.
 �Å A kr"nikus nem fert$z$ betegs#gek gondoz!si hat#konys!g!nak m#r#se (pl. outcome indik!-

torok alkalmaz!s!val).
 �Å Lak"helyk'zeli szolg!ltat!sok sz+ks#glet szerinti rendelkez#sre !ll!sa, illetve azok ig#nybev#-

teli ar!nya.
 �Å A s+rg$ss#gi ell!t!s ig#nybev#tel#nek alakul!sa.

Partners!gi kapcsolatok

 �Ê Emberi Er$forr!sok Miniszt#riuma
 �Ê Orsz!gos K'zeg#szs#g+gyi Int#zet 
 �Ê Nemzeti Eg#szs#gbiztos%t!si Alapkezel$ 
 �Ê 1llami Eg#szs#g+gyi Ell!t"k'zpont 
 �Ê /nkorm!nyzatok
 �Ê Korm!nyhivatalok
 �Ê Szoci!lis #s k'znevel#si int#zm#nyek
 �Ê Eg#szs#gfejleszt#si irod!k
 �Ê Lak"helyk'zeli egyh!zi #s civil szervezetek
 �Ê N#peg#szs#g+gyi K#pz$- #s Kutat"helyek Orsz!gos Egyes+lete tagint#zm#nyei
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Az eg•szs•g!gyi ell$t"rendszer eg•szs•get 
befoly$sol" anom$li$inak korrekci"ja

Helyzetelemz•s

Az eg!szs!g a t"rsadalom j#ll!t!nek alapja, $gy ennek meg%rz!s!t, fejleszt!s!t, sz&ks!g eset!n helyre"ll$t"s"t 
biztos$tani k!pes n!peg!szs!g&gyi !s eg!szs!g&gyi szolg"ltat"sok mindenki sz"m"ra el!rhet%, megfelel% 
min%s!g', fenntarthat# biztos$t"sa minden t"rsadalom sz"m"ra sorsk!rd!s. A 21. sz"zadban kor"bban sosem 
l"tott m!rt!kben n%ttek a kiad"sok az eg!szs!g&gyben, $gy !rthet%, hogy sok "llamban pr#b"lj"k visszafogni 
az eg!szs!g&gyre ford$tott k(lts!geket. Az OECD 2005±2013 k(z(tti id%szakra vonatkoz# vizsg"lata szerint az 
egy f%re jut# eg!szs!g&gyi kiad"sok "tlagos !ves n(veked!se re"l!rt!ken Magyarorsz"gon magasabb volt a vizs-
g"lt peri#dus v!g!n, mint 2009 el%tt, de m!g $gy sem k(zel$tett&k meg az OECD "tlag"t. Mint a tanulm"ny 
jellemzi, ¹versenyfut"s kezd%d(tt az orvostudom"ny "ltal m"r megoldhat#, de gazdas"gilag korl"tokba &tk(-
z% eg!szs!g&gyi ell"t"sok k(z(tt.º Ugyanakkor ezt a versenyt nem adhatjuk fel, mivel az EU tagorsz"gok eg!sz-
s!g&gyi rendszer!nek teljes$tm!ny!t (sszehasonl$t# vizsg"lat szerint, ha a hazai eg!szs!g&gy az Eur#pai Uni# 
!len teljes$t% orsz"gai k(z! tartozna, akkor ± az id%ben ig!nybe vett, megfelel% eg!szs!g&gyi ell"t"ssal ± a magyar 
"llampolg"rok sz&let!skor v"rhat# !lettartama 4 !vvel lehetne hosszabb. Mindemellett kiemelend%, hogy a leg-
frissebb kimutat"sok szerint egys!gnyi befektet!s a n!peg!szs!g&gybe tizenn!gyszeres megt!r&l!st jelent a gaz-
das"gi fejl%d!s szintj!n.
Az eg!szs!g&gyi ell"t#rendszer min%s!gi indik"torak!nt !rt!kelt )n. elker&lhet% mortalit"s tradicion"lis !rtel-
mez!s szerint a hal"loz"s azon h"nyad"t jelenti, mely megel%zhet% lett volna id%ben ny)jtott megfelel% eg!sz-
s!g&gyi ell"t"ssal. Ennek m!rt!k!t egyr!szt az ell"t"sra szorul#k egy&ttm'k(d!si k!pess!ge *eg!szs!ggel/
betegs!ggel kapcsolatos ismereteinek szintje+ !s hajland#s"ga, m"sr!szt az eg!szs!g&gyi ell"t#rendszer kapa-
cit"sa !s az ell"t"s hozz"f!rhet%s!ge *anyagi, 6zikai, f(ldrajzi, id%beni+ befoly"solja. Az Eurostat legfrissebb 
elemz!se szerint ± mely a napjainkban egyre kiterjedtebben haszn"lt n#menklat)r"t alkalmazva az elker&lhe-
t% hal"loz"st m"r az id%ben t(rt!n% megfelel% eg!szs!g&gyi ell"t"ssal kiv!dhet% !s az adekv"t n!peg!szs!g-
&gyi int!zked!sekkel megel%zhet% hal"loz"s egy&ttesek!nt !rtelmezi ± 2014-ben az Eur#pai Uni#ban t(bb 
mint 572 ezer hal"loz"s t(rt!nt, ami megfelel% eg!szs!g&gyi ell"t"ssal kiv•dhet€, !s tov"bbi k(zel 1 milli# 
hal"loz"s, ami n!peg!szs!g&gyi prevent$v int!zked!sekkel megel€zhet€ lett volna. A kiv!dhet% !s a megel%z-
het% hal"loz"sok k(z(tti "tfed!st is 6gyelembe v!ve a potenci"lisan elker lhet€ hal"loz"sok sz"ma kb. 1,2 
milli#ra tehet%. Haz"nk a megfelel% eg!szs!g&gyi ell"t"ssal kiv!dhet% hal"loz"s tekintet!ben 2014-ben az 
Eur#pai Uni# 28 tagorsz"ga k(z(tt 277,1/100 000 f% mutat#val *EU28 "tlag 127,2/100 000+ az (t(dik legkedve-
z%tlenebb, m$g a megel%zhet% hal"loz"s vonatkoz"s"ban 414,3/100 000 f% ar"nysz"mmal *EU28 "tlag 
213,9/100 000+ a legkedvez%tlenebb helyzetben volt. 
Minden orsz"g fontos c!lnak tartja, hogy valamennyi polg"ra sz&ks!gleteinek megfelel%en, egyenl% es!llyel 
tudjon hozz"f!rni az eg!szs!g&gyi ell"t"shoz. A kiel!g$tetlen ell"t"ssal kapcsolatos jelent!sek orsz"gok k(z(t-
ti !s orsz"gon bel&li ± t"rsadalmi csoportok k(z(tti ± elt!r!sei r!szben magyar"zhat#k a k&l(nb(z% norm"k-
kal, eg!szs!gm'velts!ggel, eg!szs!gkult)r"val !s elv"r"sokkal, de mindenk!ppen m!lt"nytalan egyenl%tlen-
s!geknek min%s$thet%k. 
Magyarorsz"gon 2015-ben az (sszes$tett orvosl!tsz"m megfelelt az Eur#pai Uni# "tlag"nak, azonban f(ldrajzi 
eloszl"sa a szakell"t"s infrastruktur"lis kapacit"skoncentr"ci#j"hoz hasonl#an alakul, azaz l!tsz"mar"nyuk 
els%sorban az orvosegyetemi !s megyei jog) v"rosokban kiemelked%. Az eg!szs!g&gyi szakdolgoz#k l!tsz"-
ma elmarad az Eur#pai Uni#s "tlagt#l, !s eloszl"suk az orvosok eloszl"s"hoz hasonl# mint"zatot mutat. A leg-
ut#bbi OECD jelent!s alapj"n az OECD orsz"gokban az "pol#k sz"ma 2,5 milli#val n(vekedett 2000±2013 
k(z(tt, azonban a legt(bb eur#pai orsz"g "pol#hi"nnyal k&zd, melynek nagys"g"t 2020-ra 700 000 f%re becs&-
li az Eur#pai Bizotts"g. A European health for all database *HFA-DB+ WHO/Europe 2017. j)liusi adatai alapj"n 
Magyarorsz"gon 100 000 lakosra 332 orvos jutott *EU "tlag 349,58+, m$g "pol#b#l 758,35 *EU "tlag 874,29+. A sta-



…!••‹••!…Œ Œ"•#!ƒŒ$ ‚‰Š•‡…‹…Œ ‚̂ ƒ†ƒ‚%Œ"•ƒ •• ƒ ‚‰‹‰•••!̂  #Šˆ…•Œ"&ˆ$Ž' …!••‹••!(!‡  ̂…††"Œ$Š…•)•‹…Š…‚ •…Ž†…•‹Œ••…

••*…!••‹••!(!‡ / +,. •-•#†‡ƒ• 0. •‹"• 1230+4

88

tisztik"k alapj"n meg"llap$that#, hogy az EU "tlaghoz viszony$tva Magyarorsz"gon hi"nyzik az eg!szs!g&gyi 
ell"t#rendszerb%l az "pol#k 23,82:-a. Ha az Eur#pai Uni#ban az eg!szs!g&gyi ell"t#rendszer m'k(d!si ada-
tait vizsg"ljuk szint!n az OECD adatai alapj"n a hum"ner%forr"s tekintet!ben, akkor elmondhat#, hogy a m'k(-
d% *praktiz"l#+ orvosok sz"ma az EU "tlag"ban 3,5 f% 1000 lakosra vet$tve, ami Magyarorsz"g eset!ben 3,3 f%. 
Az ell"t#rendszerben jelenleg dolgoz# "pol#k sz"mait alapul v!ve az Eur#pai Uni#ban "tlagosan 8,4 "pol# jut 
1000 lakosra, ami Magyarorsz"g eset!ben 7,4 "pol#t jelent. Ugyanakkor 2014-ben Magyarorsz"gon volt a leg-
magasabb az egy f%re es% orvos-beteg tal"lkoz"sok "tlagos sz"ma. Az OECD meg"llap$t"sa szerint, b"r az 
orvos-beteg konzult"ci#k eset!ben az orsz"gok k(z(tti elt!r!seket r!szben kultur"lis t!nyez%k is magyar"z-
z"k, az eg!szs!g&gyi ell"t"s/n!peg!szs!g&gyi szolg"ltat"sok szervez!se, az ell"t"si szintekhez *s ezen bel&l a szak-
dolgoz#khoz+ rendelt kompetenci"k, a 6nansz$roz"s jellegzetess!gei nagyobb s)llyal esnek latba.
A demogr"6ai v"ltoz"sok, a kr#nikus betegek *ezen bel&l a t(bb betegs!ggel is s)jtott betegek+ n(vekv% sz"ma, 
az innovat$v technol#giai fejl%d!s eszk(zrendszer!nek !s eredm!nyeinek hasznos$t"s"ra t(rekv% ell"t"s egyre 
jelent%sebb k(lts!gvonzata egyar"nt vesz!lyeztetik az eg!szs!g&gyi rendszerek k(z!p- !s hossz) t"v) fenn-
tarthat#s"g"t. Annak !rdek!ben, hogy ezeknek a kih$v"soknak megfeleljenek, az eg!szs!g&gyi rendszerek-
nek eredm!nyesebb! !s hat!konyabb" kell v"lniuk. Nemzetk(zi viszonylatban meghat"roz# jelent%s!ge van 
a nem orvos v!gzetts!g' eg!szs!g&gyi szakdolgoz#k szerepv"llal"s"nak, hat"sk(r&k l!nyegesen kiterjedtebb 
az eg!szs!g&gyi ell"t"sban !s $gy az alapell"t"sban is, mint Magyarorsz"gon. Az Eur#pai Uni# !s a WHO doku-
mentumai egyar"nt hangs)lyozz"k, hogy t(bbet kell tenni az orsz"gok lakoss"ga eg!szs!gi "llapot"nak jav$-
t"s"!rt !s az egyenl%tlens!gek felsz"mol"s"!rt az eg!szs!g&gyi ell"t"s szintj!n is, a fenntarthat# m'k(d!s', 
megfelel% min%s!g' eg!szs!g&gyi rendszerek !s az univerz"lis hozz"f!r!s biztos$t"s"val. Az ENSZ Fenntartha-
t# Fejl%d!si C!ljai k(z(tt a harmadik, azaz eg!szs!ges !let !s j#ll!t biztos$t"sa valamennyi koroszt"ly sz"m"ra, 
olyan alapvet% c!lkit'z!s, melynek teljes&l!se az (sszes tov"bbi c!lkit'z!s megval#sul"s"nak is felt!tele.

F• c€lkit•z€s

Univerz"lis, mindenki sz"m"ra el!rhet%, fenntarthat#, magas min%s!g' eg!szs!g&gyi ell"t#rendszer m'k(d-
tet!se. 

Konkr€t c€lkit•z€sek

 �y Az eg!szs!g&gyi ell"t"s hat!konys"g"nak, rugalmass"g"nak n(vel!se !s hozz"f!rhet%bb! 
t!tele. 

 �y Az elker&lhet% hal"loz"s m!rt!k!nek cs(kkent!se.

 �y A gy#gyszerfogyaszt"s !sszer's$t!se.

 �y Teljes$tm!nyre (szt(nz% ell"t"sfinansz$roz"s.

 �y Az innovat$v eg!szs!g&gyi szolg"ltat"sok bevezet!se, az )j technol#gi"k "ltal ny)jtott lehet%-
s!gek kiakn"z"sa. 

Javasolt intervenci!k

Hat•konyabban m€k•d‚ eg•szs•gƒgyi rendszer

 �ƒ Az oltand# koroszt"lyok eset!ben a magas "toltotts"g !s a v!d%olt"sokkal kapcsolatos j"rv"ny- 
&gyi fel&gyeleti tev!kenys!g fenntart"sa, a j"rv"nyvesz!ly eset!n adand# v!d%olt"sok biztos$-
t"s"val az eg!szs!g&gyi rendszer terheinek cs(kkent!se. 

 �ƒ A gy#gyszerfogyaszt"s ter"pi"s napokban m!rt alakul"s"nak k(vet!se mellett a gy#gyszerfel-
$r"s k(vet!se, k&l(n(s figyelemmel a prevenci#s c!l) gy#gyszerrendel!sre.
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 �ƒ Az alapell!t!s meger$s%t#se, kapacit!s!nak, szolg!ltat!si spektrum!nak #s kompetenci!j!nak 
n'vel#se az eg#szs#g+gyi ell!t"rendszerben.

 �ƒ A szakell!t!si szolg!ltat!sok sz+ks#gletalap&, epidemiol"giai helyzethez igaz%tott eloszt!sa.

 �ƒ Az eg#szs#g+gyi ell!t!s eredm#nyess#g#nek meg%t#l#s#re is alkalmas !ltal!nos #s szakter+le-
tenk#nti min$s#gindik!tor-rendszer kialak%t!sa, az ell!t!s min$s#g#nek monitoringja.

 �ƒ A Nemzeti Nosocomialis Surveillance Rendszer min$s#gbiztos%t!sa.

 �ƒ Feladatokhoz #s eredm#nyess#gi mutat"khoz igaz%tott finansz%roz!s. 

 �ƒ Eg#szs#g-gazdas!gtani elemz#sekre alapozott szolg!ltat!sb$v%t#si gyakorlat kialak%t!sa #s 
m*k'dtet#se. 

Mindenki sz•m•ra hozz•f€rhet•bb eg€szs€g‚gyi ell•t•s

 �ƒ A h!ziorvoshi!ny enyh%t#se a szakter+let preszt%zs#nek komplex n'vel#s#vel, a h!tr!nyos hely-
zet* t#rs#gek ell!t!s!nak 'szt'nz$ finansz%roz!s!val. 

 �ƒ Az eg#szs#g+gyben dolgoz"k jelenlegi #s k%v!natos kompetenciaszintj#nek fel+lvizsg!lata, tud!s, 
k#pess#g, attit*d #s auton"miakompetenci!ik megfelel$ kialak%t!sa k#pz#s+k sor!n, a gyakor-
lati ismeretek jobb elsaj!t%t!s!ra lehet$s#get ad" du!lis k#pz#s keretei k'z'tt. 

 �ƒ A teleeg#szs#g+gy lehet$s#geinek kiakn!z!sa. 

 �ƒ Az Elektronikus Eg#szs#g+gyi Szolg!ltat!si T#r (EESZT) ± mely az eg#szs#g+gy minden fontos 
szerepl$j#t, a h!ziorvosokat, a szakrendel$ket, a k"rh!zakat, a gy"gyszert!rakat, az !gazati ir!-
ny%t!si rendszert #s a lakoss!got 'sszek'ti, megteremtve ezzel a szem#lyre szabott, min$s#gi 
betegell!t!s h!tt#rfelt#teleit ± lehet$s#geinek c#lzott kiakn!z!sa. 

Rugalmasabban m!k"d• eg€szs€g‚gyi ell•t#rendszer

 �ƒ Az eg#szs#g+gy digitaliz!l!sa az ell!t!s jobb tervez#se, a betegell!t!s min$s#g#nek jav%t!sa, az 
er$forr!sok optim!lis eloszt!sa #s a bizony%t#kokon alapul" gy"gy%t" ell!t!s #s szakpolitika 
#rdek#ben.

 �ƒ Az OECD !ltal haszn!lt ¹kompozit indik!torok #s indexº bevezet#se a h!ziorvosi #s k"rh!zi ell!-
t!sban.

 �ƒ Az e-eg#szs#g+gyi megold!sok adapt!ci"j!nak nyomon k'vet#se.

El•rehalad€s, megval•sul€s monitoroz€sa

Magyarorsz!gon az eg#szs#g+gyi rendszer teljes%tm#ny#rt#kel#se keret#ben haszn!lt indik!torok meghat!-
roz!s!nak szab!lyait a 625094. (V. 5:.) EMMI rendelet tartalmazza. 

$ltal•ban:
 �Å Az eg#szs#g+gyi kiad!sok GDP-b$l val" r#szesed#se sz!zal#kban kifejezve. 
 �Å Mag!neg#szs#g+gyi kiad!sok ar!nya az 'sszes eg#szs#g+gyi kiad!son bel+l.
 �Å 1llami eg#szs#g+gyi kiad!s ar!nya az 'sszes eg#szs#g+gyi kiad!son bel+l.
 �Å Az eg#szs#g+gyi dolgoz"k sz!ma, f'ldrajzi #s szakter+letenk#nti eloszl!sa. 

Az eg€szs€g‚gyi rendszer hat€konys•g•nak nyomon k"vet€se 
 �Å Magyarorsz!gon az 1llami Eg#szs#g+gyi Ell!t" K'zpont !ltal k#sz%tett Magyar Eg#szs#g+gyi 

Rendszer Teljes%tm#ny#rt#kel#se jelent#s tartalmazza azokat az indik!torokat, melyekkel a magyar 
eg#szs#g+gyi rendszer teljes%tm#ny#nek #rt#kel#se elv#gezhet$. Az OECD #s a WHO a hat#-
konys!g #s a min$s#gi ell!t!s m#r#s#re az eg#szs#g+gyben a finansz%roz!shoz is kapcsolhat" 
indik!torok mellett olyan indik!torokat javasol, amelyek kiterjednek t'bbek k'z'tt az elker+l-
het$ hal!loz!s m#rt#k#re, az eg#szs#g+gyi ell!t!shoz kapcsolhat" fert$z#sek m#rt#k#re, a gyer-
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mekkori olt!si programok eredm#nyess#g#re, az id$s koroszt!lyok influenza elleni !toltotts!-
g!nak m#rt#k#re.

A hozz•f€rhet•s€g m€r€se
 �Å Els$sorban a kiel#g%tetlen sz+ks#gletek m#r#s#re, valamint ezek (t!rsadalmi, gazdas!gi, 

geogr!fiai, ell!t!sszervez#si, kapacit!shi!ny) h!tter#nek felt!r!s!ra f"kusz!lnak. 

Az eg€szs€g!gyi ell•t"rendszer rugalmass•g•ra vonatkoz" indik•torok 
 �Å A betegell!t!shoz kapcsolhat" mutat"k, p#ld!ul az egynapos seb#szeti beavatkoz!sok ar!ny!-

nak vizsg!lata bizonyos betegs#gek eset#ben. 
 �Å Az int#zm#nyi m*k'd#st jellemz$ indik!torok, p#ld!ul az !tlagos k"rh!zi !pol!si napok sz!ma.
 �Å A WHO !ltal az Eur"pai R#gi"ban az eg#szs#g+gyi kiad!sokra vonatkoz"an javasolt #s m#rt 

indik!torok, p#ld!ul az eg#szs#g+gyi kiad!sok GDP-ar!nyos szintje, a h!ztart!sok k'zvetlen 
kiad!sai. 

 �Å Az eg#szs#g+gy digitaliz!ci"ja &j indik!torok kifejleszt#s#t #s alkalmaz!s!t is sz+ks#gess# teszi.

Partners•gi kapcsolatok

 �Ê Emberi Er$forr!sok Miniszt#riuma (kiemelten Eg#szs#g+gy#rt Felel$s 1llamtitk!rs!g)
 �Ê P#nz+gyminiszt#rium
 �Ê Innov!ci"s #s Technol"giai Miniszt#rium
 �Ê 1llami Eg#szs#g+gyi Ell!t" K'zpont 
 �Ê Nemzeti Eg#szs#gbiztos%t!si Alapkezel$ 
 �Ê Orsz!gos Gy"gyszer#szeti #s 3lelmez#s-eg#szs#g+gyi Int#zet 
 �Ê Orsz!gos Ment$szolg!lat 
 �Ê Orsz!gos V#rell!t" Szolg!lat 
 �Ê Korm!nyhivatalok N#peg#szs#g+gyi #s 3lelmiszerl!nc-biztons!gi f$oszt!lyai 
 �Ê Orsz!gos K'zeg#szs#g+gyi Int#zet 
 �Ê Magyar Orvosi Kamara 
 �Ê Magyar Gy"gyszer#szi Kamara
 �Ê Magyar Eg#szs#g+gyi Szakdolgoz"i Kamara 
 �Ê Magyar K"rh!zsz'vets#g
 �Ê J!r"beteg-szakell!t!si Sz'vets#g
 �Ê Alapell!t" Orvosok Orsz!gos Sz'vets#ge 
 �Ê Magyar Orvost!rsas!gok #s Egyes+letek Sz'vets#ge 
 �Ê Magyar 1pol!si Egyes+let 
 �Ê Magyar V#d$n$k Egyes+lete
 �Ê Eg#szs#g+gyi Szakmai Koll#gium
 �Ê N#peg#szs#g+gyi K#pz$- #s Kutat"helyek Orsz!gos Egyes+lete tagint#zm#nyei
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Ritka betegs•ggel s#jtottak t$mogat$sa

Helyzetelemz•s

A ritka betegs#gek 6RB-k: csoportj!ba a 10 000 emberb$l legfeljebb %tn#l el$fordul", az #letet s*lyosan vesz#-
lyeztet$, illetve tart"s funkci"vesztes#ggel j!r" betegs#gek tartoznak. Az egyes RB-k csek#ly el$fordul!sa nem 
jelenti azt, hogy a betegs#gcsoport !ltal #rintettek sz!ma alacsony. Az RB-k magyarorsz!gi s*ly!nak meg't#l#-
s#hez meglehet$sen kev#s adat !ll rendelkez#s(nkre, ez#rt els$sorban eur"pai adatokra tudunk t!maszkodni. 
A n#pess#g 5;-a 6Magyarorsz!gon kb. 500 000 f$: szenved a k%zel < 000 RB valamelyik#ben. Leggyakrabban 
genetikai rendelleness#g !ll az RB h!tter#ben, de k%rnyezeti hat!sok is hozz!j!rulnak kialakul!sukhoz. Az RB-k 
50;-a csak feln$ttkorban jelentkezik.
A K%zponti Statisztikai Hivatal 1980±200< k%zti id$szakra vonatkoz" hal!loki adatb!zisa alapj!n 208/milli"r"l 
1=2/milli"ra cs%kkent a RB-k okozta hal!loz!s Magyarorsz!gon. A csecsem$kori RB-hal!loz!s a kezdeti <15/
milli"r"l 1=7/milli"ra cs%kkent> m'g 1980-ban az RB-hal!loz!s 28,3;-a k%vetkezett be 1 #ves kor alatt, 2005±
200<-ban ez #rt#k 9; volt. Az elhunytak !tlagos #letkora pedig 37,3 #vr$l 57,7 #vre emelkedett. A 80-as #vek 
elej#n #vente meg&gyelt << 120 RB-hez kapcsol"d" potenci!lis #let#vvesztes#g 200<-ra 21 900 #vre cs%kkent. 
A javul" ell!t!snak k%sz%nhet$ hosszabb #lettartam miatt az RB-vel mint t!rsadalmi jelens#ggel kapcsolatban 
az orvosszakmai #s a laikus meg't#l#s is !talakult, amire a szoci!lis ell!t!s, az oktat!s #s a munka(gy rendsze-
reinek reag!lni kell.
Egyes 6%n!ll" BNO k"ddal rendelkez$: indik!tor-RB-k ell!t!si speci&kumai az Orsz!gos Eg#szs#gbiztos't!si 
P#nzt!r 200=±200<-os teljes'tm#nyelsz!mol!si adatb!zisa seg'ts#g#vel ker(ltek #rt#kel#sre Magyarorsz!gon. 
Az indik!tor-RB-k 50;-a 25 szakell!t" k%zpontban kapott ell!t!st, amihez a betegek 80;-!nak 50 km-n#l 
kevesebbet kellett utaznia. Az int#zm#nyekben alkalmazott beavatkoz!sok spektruma, az ell!t!s ig#nybev#-
tel#nek gyakoris!ga, az egy betegre jut" &nansz'roz!s jelent$s elt#r#seket mutatott. A hazai RB-ell!t!s jellem-
z$en region!lis k%zpontokban, koncentr!lt m"don zajlott ugyan, de a centrumokkal kapcsolatban nem #rv#-
nyes(ltek min$s#gi k%vetelm#nyek, azaz hi!nyzott az ell!t!si rendszer min$s#gbiztos't!sa.
Az EurordisCare2 felm#r#s szerint a diagn"zishoz vezet$ *t szempontj!b"l a magyar betegeknek m!sok a prob-
l#m!i, mint eur"pai t!rsaiknak, de helyzet(k %sszess#g#ben hasonl"? hosszabb ideig v!rnak a diagn"zisra, de 
ritk!bban kapnak rossz els$ diagn"zist> jobban megterheli $ket anyagilag a diagn"zishoz vezet$ *t, de ritk!b-
ban szembes(lnek elfogadhatatlan t!j#koztat!si m"dszerekkel. Ennek megfelel$en, Magyarorsz!gon #ppen 
olyan m#rt#kben van sz(ks#g a RB-k diagnosztiz!l!s!nak jav't!s!ra #s a jobban szervezett betegutak kialak'-
t!s!ra, mint Eur"p!ban !ltal!ban.
Az EurordisCare3 felm#r#s szerint az eur"pai !tlaghoz k#pest a hazai adatok nem mutattak jelent$s elt#r#st az 
eg#szs#g(gyi szolg!ltat!sok el#rhet$s#ge #s az eg#szs#g(gy%n bel(li elutas't!sok szempontj!b"l. Ugyanak-
kor szoci!lis t!mogat!st ritk!bban kaptak a magyar betegek, akik ritk!bban is voltak el#gedettek a szolg!lta-
t!sokkal.
A fejlett orsz!gok mindegyik#ben, 'gy az EU-tag!llamokban is %n!ll" n#peg#szs#g(gyi priorit!sk#nt kezelik a ritka 
betegs#geket, felismerve a sok, nagyon elt#r$ biol"giai alap* betegs#g hat#kony ell!t!s!hoz sz(ks#ges *j #s 
a gyakori betegs#gekt$l elt#r$ int#zm#nyrendszer kialak't!s!nak sz(ks#gszer)s#g#t.
Az RB-k speci!lis elvek alapj!n fel#p(l$ szolg!ltat!sainak kialak't!sa #rdek#ben az Eur"pai Tan!cs aj!nl!sa 
szerint a tag!llamoknak %sszehangolt cselekv#si programot kellett kidolgozniuk az RB-k ter(let#re 2013-ig. 
Erre az#rt volt sz(ks#g Magyarorsz!gon is, mert b!r sz!mos j"l szervezett, ritka betegeket ell!t" szolg!ltat!s 
m)k%dik, de nem !llt rendelkez#sre az RB-kel #l$k eg#szs#g(gyi ell!t!s!nak #s szoci!lis sz(ks#gleteinek meg-
old!s!t c#lz" !tfog" strat#gia, mely biztos'thatn! a ter(leten az er$forr!sok hat#kony felhaszn!l!s!t. A Ritka 
Betegs#gek Nemzeti Terv#t 2013-ban elfogadta ugyan az EMMI, de annak t#nyleges hat!lyba l#p#s#t az"ta 
sem siker(lt el#rni.



…!••‹••!…Œ Œ"•#!ƒŒ$ ‚‰Š•‡…‹…Œ ‚̂ ƒ†ƒ‚%Œ"•ƒ •• ƒ ‚‰‹‰•••!̂  #Šˆ…•Œ"&ˆ$Ž' …!••‹••!(!‡  ̂…††"Œ$Š…•)•‹…Š…‚ •…Ž†…•‹Œ••…

••*…!••‹••!(!‡ / +,. •-•#†‡ƒ• 0. •‹"• 1230+4

92

F• c€lkit•z€s

A ritka betegs#ggel s&jtottak #letes#ly#nek #s #letmin$s#g#nek jelent$s javul!sa, ami megteremti sz!mukra 
a lehet$s#get a min#l teljesebb t!rsadalmi szerepv!llal!sra.

Konkr€t c€lkit•z€sek

A Ritka Betegs#g Nemzeti Terv#vel 'sszhangban;

 �y A jelenleg el#rhet$ szolg!ltat!sok egys#ges rendszerbe foglal!sa.

 �y A magas sz%nvonal& ell!t!s biztos%t!s!ra lehet$s#get ny&jt" felt#telek kialak%t!sa.

 �y A szolg!ltat!sok el#rhet$s#g#nek jav%t!sa.

 �y <j diagnosztikus #s kezel#si elj!r!sok adapt!l!sa, illetve kidolgoz!sa.

 �y Az ell!t!s fejleszt#s#t megalapoz" kutat!sok t!mogat!sa.

Javasolt intervenci!k

Az Eur"pai Tan!cs Magyarorsz!g !ltal is elfogadott aj!nl!sa alapj!n, az Eur"pai Bizotts!g EUROPLAN projekte-
ken kereszt+l biztos%tott folyamatos szak#rt$i t!mogat!s!val 'ssze!ll%tott, a szakt!rca !ltal elfogadott ¹Ritka 
Betegs#gek Nemzeti Terve ± a ritka betegs#gekre vonatkoz" 5050-ig sz"l", eg#szs#g+gyi szakpolitikai strat#-
giaº az al!bbi intervenci"kat foglalja mag!ban;

 �ƒ Ritka betegs#gek diagnosztik!j!nak jav%t!sa a betegs#g korai felismer#se #rdek#ben;
± alakuljanak min$s#gbiztos%tott genetikai diagnosztikai k'zpontok,
± a genetikai diagnosztikai k'zpontokban a megfelel$ szem#lyi #s t!rgyi felt#telek biztos%t!sa,
± a betegek #s2vagy csal!dtagjaik megfelel$ t!j#koztat!sa.

 �ƒ Multidiszciplin!ris szak#rt$i k'zpontok h!l"zat!nak tov!bbfejleszt#se #s m*k'dtet#se a magas 
sz%nvonal& betegell!t!s #rdek#ben;
± a szak#rt$i k'zpontok m*k'd#si felt#telrendszer#nek, pontos hat!sk'r#nek, feladatainak 

meghat!roz!sa,
± EU-s k'vetelm#nyeknek val" min#l sz#lesebb k'r* megfelel#s biztos%t!sa,
± csatlakoz!s azokhoz az eur"pai RB-h!l"zatokhoz (European Reference Network, ERN), ame-

lyeknek m#g nincs magyarorsz!gi tagja.

 �ƒ Regiszterek kialak%t!sa #s m*k'dtet#se a betegutak szervez#se #s a megfelel$ adatszolg!ltat!s 
#rdek#ben;
± a regiszterek c#ljainak #s infrastruktur!lis h!tter#nek meghat!roz!sa,
± a szak#rt$i k'zpontokban az aj!nl!soknak min#l ink!bb megfelel$, min$s#gbiztos%tott 

regiszterek m*k'dtet#se,
± a regiszterek m*k'd#s#hez sz+ks#ges jogszab!lyi h!tt#r megteremt#se,
± az eur"pai regiszterhez val" kapcsol"d!s technikai felt#teleinek biztos%t!sa.

 �ƒ Az oktat!s #s k#pz#s fejleszt#se a magas szint* betegell!t!s #rdek#ben;
± oktat!si anyagok fejleszt#se, k#pz#si programok k'r#nek b$v%t#se,
± orvos-eg#szs#gtudom!nyi k#pz#sekben r#szt vev$k ismereteinek b$v%t#se, k#pz#si progra-

mok sz!m!nak n'vel#se,
± a diagn"zis k'zl#s#t t!mogat" protokollok fejleszt#se,
± betegek #s hozz!tartoz"ik k#pz#s#nek biztos%t!sa, seg#lyvonalak m*k'dtet#se.

 �ƒ Az &jsz+l'ttkori sz*r#sek fejleszt#se a korai diagn"zis fel!ll%t!sa c#lj!b"l;
± a sz*r#s szervezeti felt#teleinek tov!bbfejleszt#se,
± a sz*r#si program hat#konys!g!nak #rt#kel#s#t szolg!l" rendszer kialak%t!sa.
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 �ƒ A ritka betegs#gekkel kapcsolatos kutat!sok t!mogat!sa;
± a betegek #letmin$s#g#nek, el#gedetts#g#nek #s szoci!lis ell!t!shoz val" hozz!f#r#s#nek 

vizsg!lata,
± a ritka betegs#gek h!tter#nek, prevenci"s eszk'zeinek, epidemiol"giai jellegzetess#geinek, 

diagnosztiz!l!s!nak #s ell!t!s!nak hat#konys!g!t fejleszt$ vizsg!latok t!mogat!sa.

 �ƒ A ritka betegs#ggel s&jtottak szervezeteinek t!mogat!sa;
± betegszervezetek bevon!sa a program kidolgoz!s!ba #s m*k'dtet#s#be,
± betegszervezetek m*k'dtet#s#nek t!mogat!sa.

 �ƒ A szakpolitikai program v#grehajt!s!t ir!ny%t" test+let l#trehoz!sa;
± hat#kony Ir!ny%t" Test+let megalak%t!sa, m*k'd#si rendj#nek kidolgoz!sa.
± a szakpolitikai c#lkit*z#sek megval"sul!s!t #rt#kel$, az ell!t!st ny&jt"kt"l f+ggetlen moni-

toring rendszer kialak%t!sa.

El•rehalad€s, megval•sul€s monitoroz€sa

Az egys#ges eur"pai gyakorlatnak megfelel$en a ritka betegs#gekkel kapcsolatos fejleszt#si programok az 
al!bbi EUROPLAN indik!torok seg%ts#g#vel monitorozhat"k;

 �Å Nemzeti Terv v#grehajt!s!t Ir!ny%t" Test+let #ves munkaterve #s #ves besz!mol"ja.
 �Å El#rhet$ diagnosztikus genetikai tesztek sz!ma, a diagn"zisig eltelt id$ hossz!t monitoroz" 

rendszer bevezet#se.
 �Å Diagnosztikus k#sedelem. 
 �Å M*k'd$ Szak#rt$i K'zpontok sz!ma, a hazai Szak#rt$i K'zpontok r#szv#tele az Eur"pai Refe-

rencia H!l"zatban, Szak#rt$i K'zpontban gondozott ritka betegs#ggel #l$k sz!ma #s ar!nya, 
szakmai ir!nyelvek sz!ma.

 �Å Seg#lyvonalak a ritka betegs#ggel #l$k r#sz#re.
 �Å Orsz!gos ritka betegs#g regiszterek sz!ma, a regiszterekre #p%tett epidemiol"giai kutat!sok 

sz!ma.
 �Å Az eg#szs#g+gyi ell!t"rendszer !ltal haszn!lt k"dol!si rendszer tartalma, min$s#ge. 
 �Å Ritka betegs#gek tematik!j!ban ind%tott akkredit!lt oktat!sok, kurzusok sz!ma.
 �Å Az &jsz+l'ttkori sz*r#sek sor!n kisz*rt betegek #s !lpozit%v esetek sz!ma.
 �Å Orsz!gos kutat!si programok #s2vagy projektek sz!ma, a ritka betegs#gek t#m!j!ban szerve-

zett tudom!nyos konferenci!k sz!ma, nemzetk'zi kutat!si kezdem#nyez#sekben val" r#szv#-
telek sz!ma, ritka betegs#gekkel foglalkoz" tudom!nyos k'zlem#nyek sz!ma.

 �Å A betegszervezetek tev#kenys#g#nek eredm#nyei.
 �Å RB-k okozta csecsem$hal!loz!s, hal!loz!s, potenci!lis #let#vvesztes#g.
 �Å /n!ll" BNO k"ddal rendelkez$ RB-k ell!t!scentraliz!ci"j!nak m#rt#ke, a centrumok ig#nybe-

v#tel#nek ter+leti egyenl$tlens#ge.
 �Å Betegek el#gedetts#ge.
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Partners•gi kapcsolatok

 �Ê Emberi Er!forr"sok Miniszt#riuma
 �Ê $llami Eg#szs#g%gyi Ell"t& K'zpont
 �Ê Egyetemek orvostudom"nyi, eg#szs#gtudom"nyi #s n#peg#szs#g%gyi karai, int#zetei
 �Ê Nemzeti Eg#szs#gbiztos(t"si Alapkezel!
 �Ê Ritka Betegs#gek K'zpontja
 �Ê Ritka betegs#g Szak#rt!i K'zpontok
 �Ê Ritka #s Velesz%letett Rendelleness#ggel #l!k Orsz"gos Sz'vets#ge
 �Ê Eg#szs#g%gyi Szakmai Koll#gium
 �Ê Betegszervezetek
 �Ê N#peg#szs#g%gyi K#pz!- #s Kutat&helyek Orsz"gos Egyes%lete tagint#zm#nyei
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N•peg•szs•g!gyi kommunik$ci"

Helyzetelemz•s

Minden ember k!pes valamilyen szinten menedzselni az eg!szs!g!t, tov"bb" azok eg!szs!g!t, akiket ell"t, 
gondoz vagy fel&gyel. Az eg!szs!ggel kapcsolatos inform"ci#k azonban ma m"r egyre komplexebbek, !s 
ezzel egy&tt az eg!szs!g&gyi ell"t#rendszer is egyre bonyolultabb" v"lik, melynek k(vetkezt!ben gyakorlati-
lag mindenkinek sz&ks!ge van t(bb-kevesebb megl!v% tud"s"t/tapasztalat"t kieg!sz$t% inform"ci#ra, t"mo-
gat"sra, k!pess!geinek fejleszt!s!re annak !rdek!ben, hogy eg!szs!gsz&ks!gleteit ki tudja el!g$teni. Az eg!sz-
s!ggel kapcsolatos inform"ci#khoz val# hozz"f!r!s egyenl%tlens!gei k(vetkezt!ben az eg!szs!g&gyi *ezen 
bel&l a n!peg!szs!g&gyi+ szolg"ltat"sokhoz val# hozz"f!r!s is egyenl%tlenn! v"lik, emiatt n(vekedhet a k#r-
h"zi kezel!sek ig!nybev!tele !s cs(kkenhet a eg!szs!gben elt(lt(tt !let!vek realiz"lhat# sz"ma. 
Az eg!szs!g!rt!s *health literacy+ annak a k!pess!gnek a fok"t jelenti, amellyel az egy!n k!pes hozz"jutni, fel-
dolgozni !s meg!rteni az alapvet% eg!szs!ginform"ci#kat annak !rdek!ben, hogy eg!szs!g!vel kapcsolat-
ban megfelel% d(nt!seket tudjon hozni. 
Az eg!szs!g!rt!s egy!rtelm'en (sszef&gg az "ltal"nos $r"s-, olvas"stud"ssal, de az "ltal"nos $r"s- !s olvas"s-
tud"s m!g nem v!rtezi fel az egy!neket mindazokkal a k!pess!gekkel, amelyek a komplex eg!szs!ginform"-
ci#k meg!rt!s!hez sz&ks!gesek. Az eg!szs!g!rt!shez megfelel% szint' sz"m- !s m'veletfogalmi ismeretekre 
!s k!szs!gekre is sz&ks!g van *melyek ahhoz kellenek p!ld"ul, hogy az egy!n a gy#gyszereit el%$r"sszer'en 
vegye be, vagy az elfogyasztott t"pl"l!k kal#ria!rt!k!t ki tudja sz"molni+. Az eg!szs!g!rt!s fogalma napjaink-
ra egyre komplexebb! v"lik, melyet Nutbeam h"rom fokozattal $rt le; alapvet%, kommunikat$v !s kritikai eg!sz-
s!g!rt!s.
Az eg!szs!g!rt!s m!rt!k!nek meghat"roz"s"ra Sorensen !s munkat"rsai kvantitat$v m#dszert !s eszk(zt dol-
goztak ki *HLS-EU Q k!rd%$v+, melynek seg$ts!g!vel kutat"st v!geztek az Eur#pai Uni# nyolc orsz"g"ban *Auszt-
ria, Bulg"ria, G(r(gorsz"g, <rorsz"g, Hollandia, Lengyelorsz"g, N!metorsz"g !s Spanyolorsz"g+. Ezt k(vet%en 
Magyarorsz"gon is elv!gezt!k a kutat"st a fenti HLS-EU Q k!rd%$v seg$ts!g!vel, a nemzetk(zi kutat"ssal meg-
egyez% m#dszertannal. A nemzetk(zileg valid"lt k&sz(b!rt!keket alkalmazva azt tal"lt"k, hogy a 17 !vesn!l 
id%sebb magyar feln%ttek t(bb mint fele csup"n korl"tozott eg!szs!g!rt!si k!pess!gekkel rendelkezik ± a kor"b-
ban vizsg"latba vont nyolc orsz"g adataihoz viszony$tva egyed&l Bulg"ri"ban bizonyult a magyar eredm!ny-
n!l szigni6k"nsan alacsonyabbnak az (sszes$tett eg!szs!g!rt!s-index "tlaga. A magyar v"laszad#k a h"rom f% 
m!r%index *eg!szs!g&gyi, prevenci#s !s eg!szs!gfejleszt!si kompetencia+ mindegyik!ben rendk$v&l alacsony 
ar"nyban !rtek el kiv"l# szintet, m$g a nem megfelel% pontsz"mot el!r%k ar"nya nemzetk(zi (sszehasonl$t"s-
ban az egyik legmagasabbnak bizonyult. 
Az eg!szs!g!rt!s t"rsadalmi szint' javul"sa kedvez% hat"st gyakorolhat egyr!szt az eg!szs!gegyenl%tlens!-
gek cs(kkent!s!t c!lz# tev!kenys!gek eredm!nyess!g!re, m"sr!szt el%seg$theti az akt$v !s inform"lt r!szv!-
telt az eg!szs!g&gyi ell"t"sban, harmadr!szt t"mogatja az eg!szs!gmagatart"s kedvez% ir"ny) megv"ltozta-
t"s"ra f#kusz"l# t(rekv!seket. Mindezek miatt az eg!szs!g!rt!s jav$t"sa bizony$t!kokon alapul#, innovat$v 
strat!gi"k !s m#dszerek alkalmaz"s"val valamennyi eg!szs!gkommunik"ci#s tev!kenys!g alapj"t kell k!pez-
ze a j(v%ben. 
Az eg!szs!g&gyi int!zm!nyek egyre sz!lesebb k(rben alkalmazz"k a k&l(nb(z% kommunik"ci#s csatorn"kat 
eg!szs!gkommunik"ci#s c!lokra. A n(vekv% mennyis!g' eg!szs!g&zenet azonban pr#b"ra teszi azok k!pes-
s!geit, akik eg!szs!g!rt!se alacsony szint', vagy akik nem el!g gyakorlottak az )j IT eszk(z(k, kommunik"ci-
#s csatorn"k haszn"lat"ban. Mindez eleve egyenl%tlens!ghez vezet m"r az inform"ci#khoz val# hozz"f!r!s 
szintj!n is. Az elk(vetkez% !vtizedben az inform"ci#s technol#gia tov"bbi fejl%d!se, b%v&l!se v"rhat#, azon-
ban ezzel egy&tt el%re l"that#an a felhaszn"l#k k&l(nb(z% )j technol#gi"khoz val# adapt"ci#j"ban is jelent%s 
k&l(nbs!gek fognak mutatkozni. A k(z(ss!gi m!dia !s egy!b )j technol#gi"k *pl. mobilapplik"ci#k, okos#r"k+ 
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elterjed#s#vel a kor!bbi #les hat!rvonal a szak#rt$i #s a laikus tan!csad!s k%z%tt egyre bizonytalanabb! v!lik. 
Az *j m#diacsatorn!k eg#szs#gmagatart!sra gyakorolt hat!s!nak monitoroz!sa, #rt#kel#se egyre nagyobb 
kih'v!st fog jelenteni a j%v$ben. 
Az eg#szs#gkommunik!ci"s szakter(let el$t#rbe ker(l#s#vel p!rhuzamosan jelent$s fejl$d#s ment v#gbe a t!r-
sadalmi, k%rnyezeti #s lelki t#nyez$k viselked#sre, #letm"dra, valamint eg#szs#gre gyakorolt hat!sainak vizs-
g!lata ter#n is. A demogr!&ai, t!rsadalmi, gazdas!gi trendeket ± pl. id$s%d$ n#pess#g, n%vekv$ egyenl$tlen-
s#gek, hat!rokon !tny*l" vesz#lyhelyzetek, a munkaer$ #s az !ruk nemzetk%zi !raml!sa ± vizsg!lva sz(ks#g-
szer) annak felismer#se, hogy a szakmai szempontb"l megalapozott prevenci"ra a j%v$ben nagyobb hang-
s*lyt kell helyezni. Az eg#szs#gkommunik!ci"s szakembereknek ezzel egy id$ben egyre nagyobb &gyelmet 
kell ford'taniuk arra, hogy jobban meg#rts#k az emberi viselked#s mozgat"rug"it az ezeket elemz$ vizsg!la-
tok eredm#nyeinek #rtelmez#s#vel. Egyre t%bb kutat!s vizsg!lja a kock!zat#rz#kel#s, az #rzelmek, a t!rsadal-
mi norm!k, valamint a bizonytalans!g szerep#t #s hat!s!t az emberi viselked#sre #s az eg#szs#ggel kapcsola-
tos d%nt#shoz!sra is.
Az eg#szs#gkommunik!ci" tudom!nyos megalapozotts!ga sokat fejl$d%tt az elm*lt id$szakban> mag!ban 
foglalja a k(l%nb%z$ kommunik!ci"s strat#gi!k vizsg!lat!t #s alkalmaz!s!t abb"l a c#lb"l, hogy az egy#neket 
a lehet$ leghat#konyabban inform!lja, d%nt#seiket befoly!solja eg#szs#g(k meg$rz#se, fejleszt#se #rdek#ben.
Az eg#szs#gkommunik!ci" c#lja alapvet$en az egy#nek eg#szs#gmagatart!s!nak befoly!sol!sa, valamint az 
eg#szs#get t!mogat" viselked#smint!k elsaj!t't!s!nak #s elterjeszt#s#nek el$seg't#se. A viselked#sv!ltoz!s 
folyamat, melynek sor!n az egy#nek t%bb l#pcs$fokon !t jutnak el a k'v!nt viselked#si mint!zatig. A folyamat 
egyes fokozatai olyan szinteknek tekinthet$k, amelyek alapj!n kommunik!ci"s szempontb"l elk(l%n(l$ c#l-
csoportok jel%lhet$k meg, akikhez az eg#szs#ggel/betegs#ggel kapcsolatos (zenetek eljuttat!sa is k(l%nb%z$ 
m"dszertani megk%zel't#st #s ak!r k(l%nb%z$ csatorn!kat is ig#nyel 6pl. a t%megkommunik!ci"t"l a szem#ly-
k%zi kommunik!ci"ig:. 
Az eg#szs#gkommunik!ci" mellett ma m!r egyre gyakrabban alkalmazott m"dszer a t!rsadalmi eg#szs#g-
marketing. Kapcsol"d!sukat a k%z%s c#l is indokolja? az egy#nek attit)dj#nek megv!ltoztat!sa, az eg#szs#get 
t!mogat" magatart!sform!k elterjed#s#t g!tl" t#nyez$k felsz!mol!sa #s bizonyos viselked#smint!k megv!l-
toztat!sa vagy elimin!l!sa a lakoss!g eg#szs#gi !llapot!nak jav't!sa #rdek#ben. A t!rsadalmi eg#szs#gmarke-
ting alapvet$en marketingstrat#gi!k alkalmaz!s!t jelenti az emberi viselked#s befoly!sol!s!ra, amelynek 
c#lja az eg#szs#gi !llapot jav't!sa, illetve t!rsadalmi szint) eg#szs#gnyeres#g realiz!l!sa. Az eg#szs#gmarke-
ting az eg#szs#gre, az azt t!mogat" programokra, szolg!ltat!sokra *gy tekint, mint piacon eladand" ¹term#k-
reº. Az alkalmazott strat#gi!k #s taktik!k a marketing eszk%zt!r!b"l mer'tenek, tudom!nyos 6els$sorban 
magatart!studom!nyi: evidenci!kon #s v!s!rl"i kutat!sokon alapulnak. Az eg#szs#gmarketing #s eg#szs#g-
kommunik!ci" egym!st kieg#sz't$, illetve r#szben egym!st !tfed$ fogalmak. Az eg#szs#gmarketing m"d-
szertan!t egyre t%bb eg#szs#gfejleszt#si program alkalmazza vil!gszerte eredm#nyesen. 

F• c€lkit•z€s

Az eg#szs#gkommunik!ci"s strat#gi!k #s inform!ci"technol"giai eszk%z%k sz#les k%r) alkalmaz!sa annak 
#rdek#ben, hogy az eg#szs#gm)velts#g #s eg#szs#g#rt#s, a n#peg#szs#g(gyi szolg!ltat!sokhoz val" hozz!-
f#r#s #s a n#pess#g eg#szs#gi !llapota javuljon, #s ez!ltal az eg#szs#ggel kapcsolatos egyenl$tlens#gek is 
cs%kkenjenek. 

Konkr€t c€lkit•z€sek

 �y Az eg#szs#gm)velts#g #s az eg#szs#g#rt#s jav't!sa, az ehhez sz(ks#ges k#pess#gek fejleszt#se.

 �y C#lzott, pontos, megb'zhat", hozz!f#rhet$, valamint cselekv#st, illetve viselked#sv!ltoz!st 
kiv!lt" eg#szs#ginform!ci"k biztos't!sa.
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 �y Az eg"szs"gmarketing m%dszerek sz"les k&r# alkalmaz!sa az egy"ni eg"szs"gmagatart!s ked-
vez( ir!nyba t&rt"n( megv!ltoztat!s!ra.

 �y Szem"lyre szabott, saj!t eg"szs"get menedzsel( eszk&z&k "s er(forr!sok kialak$t!sa.

 �y Innovat$v m%dszerek "s eszk&z&k alkalmaz!sa a kedvez(tlen t!rsadalmi-gazdas!gi helyzet#, 
vagy a kultur!lisan diverz, vagy az egy"b okok miatt nehezen el"rhet( csoportokkal val% ered-
m"nyes kapcsolatteremt"s "rdek"ben.

 �y Szoci!lis t!mogat% h!l%zatok ki"p$t"se.

 �y Az eg"szs"g'gyi inform!ci%technol%gia megfelel( haszn!lat!nak t!mogat!sa "s az eg"szs"g-
'gyi inform!ci%k hat"kony cser"j"nek megk&nny$t"se a n"peg"szs"g'gyi szakemberek "s az 
eg"szs"g'gy m!s szerepl(i k&r"ben.

 �y Az eg"szs"g'gyi vesz"lyhelyzetekre t&rt"n( gyors "s inform!lt reag!l!s el(seg$t"se megfelel( 
kommunik!ci%s eszk&z&k "s m%dszerek seg$ts"g"vel. 

Javasolt intervenci"k (a n•peg•szs•g!gyi kommunik$ci" folyamata)

 �ƒ Helyzet"rt"kel"s: A n"peg"szs"g'gyi strat"gi!val kapcsolatos kommunik!ci%s beavatkoz!sok-
nak alapos helyzet"rt"kel"sen kell alapulniuk, amely bemutatja a megfelel( eszk&z&kkel jav$-
tand% kiindul!si helyzetet. R! kell mutatni, hogy melyek azok a k$v!nt v!ltoz!sok, amelyek 
el"r"s"hez kommunik!ci%s seg$ts"g sz'ks"ges. Ismerni kell azt a kontextust, amely az adott 
eg"szs"gi !llapotot meghat!rozza, illetve befoly!solja. Azonos$tani "s biztos$tani kell a progra-
mok tervez"s"hez "s a c"lcsoportok el"r"s"hez sz'ks"ges hi!nyz% inform!ci%kat. 

 �ƒ C"lcsoport-szegment!ci%: Ritk!n fordul el(, hogy a teljes popul!ci%t ugyanazon a kommunik!-
ci%s csatorn!n kereszt'l, ugyanazokkal az 'zenetekkel hat"konyan el lehet "rni. A befogad% 
k&z&ns"g k&r"ben azonos$tani kell a hasonl% t!rsadalmi st!tusz1 )pl. nyugd$jasok, eg"szs"g-
'gyi dolgoz%k, any!k+, "s ebb(l ad%d%an hasonl% kommunik!ci%s sz'ks"gletekkel "s preferen-
ci!kkal jellemezhet( c"lcsoportokat annak "rdek"ben, hogy a leghat"konyabb kommunik!ci-
%s tev"kenys"g val%sulhasson meg. A kommunik!ci%s 'zenetek c"lcsoportra igaz$t!s!val )pl. 
nyelvezet, &sszetetts"g, k'l&nb&z( aspektusok kiemel"se a c"lcsoport preferenci!inak megfe-
lel(en+, valamint a kommunik!ci%s csatorn!k megv!logat!s!val )aszerint, hogy az adott c"l-
csoportba tartoz%k mit olvasnak, n"znek vagy hallgatnak+ a k$v!nt viselked"st k&vet(k ar!nya 
n&velhet(.

 �ƒ A beavatkoz!sok strat"giai megtervez"se: a strat"giai ir!nyvonalakat "s a strat"gi!t t!mogat% 
pontos taktikai l"p"seket ki kell v!lasztani "s &ssze kell f#zni. A strat"giai tervez"s biztos$tja 
a szinergi!t, konzisztenci!t "s a megval%s$t% partnerek k&z&tti koordin!ci%t.

 �ƒ Kommunik!ci%s 'zenetek megfogalmaz!sa: A kommunik!ci%s 'zenetnek pontosan kell tartal-
maznia azt az inform!ci%t, amelyet szeretn"nek eljuttatni a c"lcsoporthoz. Az 'zenet megfo-
galmaz!s!val szemben elv!r!s, hogy feleljen meg a kommunik!ci%s strat"gi!nak, legyen rele-
v!ns, figyelemfelkelt(, k&nnyen megjegyezhet( "s cselekv"sre &szt&nz(. A sikeres kommuni-
k!ci%s kamp!ny be kell, hogy mutassa a kommunik!ci%s 'zenet megval%s$t!s!nak m%dj!t, "s 
el kell, hogy "rje a c"lcsoport "rzelmi azonosul!s!t is. 

 �ƒ A megfelel( kommunik!ci%s csatorn!k "s eszk&z&k kiv!laszt!sa annak elemz( vizsg!lat!val, 
hogy az eg"szs"g'zenetekkel mik"nt lehet a leghat"konyabban el"rni a c"lk&z&ns"get.

 �ƒ V"grehajt!si terv: a kommunik!ci%s feladatok, kamp!nyok menedzsmentj"nek kidolgoz!sa. 
A megfelel( menedzsment mag!ban foglalja az egys"ges szakmai ir!ny$t!st, az egy"rtelm# 
feladatmegoszt!st "s a felel(ss"gek lehat!rol!s!t, az egy'ttm#k&d"s keretrendszer"nek meg-
hat!roz!s!t "s a csapatmunka szervez"s"t, tov!bb! a k&lts"gvet"si el($r!sok "s megval%s$t!s 
id(terv"nek pontos k&vet"s"t. 
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El•rehalad€s, megval•sul€s monitoroz€sa

A N!peg!szs!g"gyi Program #ltal kit$z%tt c!lok megval&s't#s#nak folyamatos monitoroz#sa !s rendszeres 
!rt!kel!se tervezett m&don, indik#torok seg'ts!g!vel t%rt!nik, melynek az eg!szs!gkommunik#ci& is r!sz!t 
kell, hogy k!pezze. A monitoroz#s c!lja annak vizsg#lata, hogy a kommunik#ci&s tev!kenys!g milyen m!rt!k-
ben k!pes c!ljait el!rni. 
A monitoring !s !rt!kel!s c!lja a tev!kenys!g visszacsatol#sok #ltal t%rt!n( jav't#sa: a kompetenci#k, k!pes-
s!gek fejleszt!se, a folyamatok optimaliz#l#sa, az eredm!nyess!g !s hat!konys#g jav't#sa. Az eg!szs!gkom-
munik#ci&s, eg!szs!gmarketing kamp#nyok el(tt v!gzett ¹ex anteº !rt!kel!s sor#n az adatok !s evidenci#k 
%sszegy$jt!se a kommunik#ci&s tev!kenys!gek tervez!s!nek megalapoz#s#hoz sz"ks!ges. Ennek seg'ts!g!-
vel lehets!ges a kiindul#si alaphelyzet korrekt meghat#roz#sa, mely a k!s(bbiekben viszony't#si alapk!nt is 
szolg#lhat. A k%zb"ls(, )gynevezett folyamat!rt!kel!s a kommunik#ci&s tev!kenys!ggel p#rhuzamosan v!g-
zend(, !s a megval&s't#s kulcsfolyamatait, az intervenci&k megfelel(s!g!t !s a kibocs#t#st monitorozza. 
A lez#r& !rt!kel!sre a kommunik#ci&s tev!kenys!g befejez!s!vel ker"l sor, melynek kapcs#n azt kell megvizs-
g#lni, hogy siker"lt-e el!rni a kit$z%tt c!lokat !s kiv#ltani a v#rt hat#st. 
A monitoroz#st, !rt!kel!st el(re meg kell tervezni. Ennek kapcs#n ki kell jel%lni az !rt!kel!s adott f#zis#t elv!g-
z( int!zm!nyt vagy piaci szerepl(t, !s megfelel( er(forr#sokat kell el(ir#nyozni a tev!kenys!ghez. A tervez!s 
sor#n de*ni#lni kell az !rt!kel!s !s monitoring c!lj#t, a jelent!sek gyakoris#g#t, id(terv!t, valamint a partne-
reket !s c!lcsoportokat. Gondosan ki kell v#lasztani az !rt!kel!s m&dszer!t !s ki kell fejleszteni az eszk%zt#rat. 
Az !rt!kel!s !s monitoring kulcsfontoss#g) eleme a megfelel( indik#torok meghat#roz#sa, melyek %sszef"g-
genek a kommunik#ci&s tev!kenys!g c!ljaival. Az indik#toroknak pontosan k%r"l'rtnak, m!rhet(nek, hozz#-
f!rhet(nek, relev#nsnak !s id(tartamhoz k%t%ttnek kell lenni"k. A monitoring, !rt!kel!s sor#n jelent!seket 
kell k!sz'teni annak !rdek!ben, hogy a megfelel( visszacsatol#sok a partnerek, !rintett felek sz#m#ra megt%r-
t!njenek.

Partners!gi kapcsolatok

 �Ê Emberi Er(forr#sok Miniszt!riuma +kiemelten Eg!szs!g"gy!rt Felel(s /llamtitk#rs#g Orsz#gos 
Tisztif(orvosi Feladatok!rt Felel(s Helyettes /llamtitk#rs#ga, Oktat#s!rt Felel(s /llamtitk#rs#g, 
Szoci#lis 0gyek!rt !s T#rsadalmi Felz#rk&z#s!rt Felel(s /llamtitk#rs#g1

 �Ê Orsz#gos K%zeg!szs!g"gyi Int!zet
 �Ê Korm#nyhivatalok +kiemelten N!peg!szs!g"gyi !s 3lelmiszerl#nc-biztons#gi f(oszt#lyok; j#r#si, 

f(v#rosi ker"leti hivatalok1
 �Ê Nemzeti Eg!szs!gmeg(rz( K%zpont Nonprofit Kft.
 �Ê Eg!szs!gfejleszt!si Irod#k
 �Ê H'rk%zl( m!dia
 �Ê K%z%ss!gi m!dia
 �Ê Szakmai !s civil szervezetek
 �Ê N!peg!szs!g"gyi K!pz(- !s Kutat&helyek Orsz#gos Egyes"lete tagint!zm!nyei



••*…!••‹••!(!‡ / +,. •-•#†‡ƒ• 0. •‹"• 1230+4

99

A NEMZETI N•PEG•SZS•G€GYI PROGRAM 
MEGVAL•S‚TƒSƒT TƒMOGAT•  

SZERVEZETI •S PARTNERS•GI STRUKT„RA



ƒ •…•‹…Œˆ ••*…!••‹••!(!‡ˆ *Š#!Šƒ• •…!-ƒ†$•%Œ"•"Œ Œ"•#!ƒŒ$ •‹…Š-…‹…Œˆ •• *ƒŠŒ•…Š••!ˆ •ŒŠ€‚Œ'Šƒ

••*…!••‹••!(!‡ / +,. •-•#†‡ƒ• 0. •‹"• 1230+4

100

A Nemzeti N•peg•szs•g€gyi Program ir•ny‚t•sa, 
szervezeti kerete, partners•gi egy€ttmƒk„d•sek

Helyzetelemz•s

A Nemzeti N"peg"szs"g'gyi Program megval%s$t!sa korm!nyzati elk&telezetts"gen, a teljes t!rsadalom bevo-
n!s!n "s sz"les k&r# interszektori!lis egy'ttm#k&d"sen kell alapuljon annak "rdek"ben, hogy az eg"szs"gi 
!llapot min"l t&bb meghat!roz% t"nyez(j"re hatni tudjon "s &sszt!rsadalmi m"retekben eredm"nyeket tud-
jon felmutatni. Ez csak 1gy "rhet( el, ha a program tervez"s"ben, ir!ny$t!s!ban, megval%s$t!s!ban "s "rt"ke-
l"s"ben is "rv"nyes'l az interszektorialit!s, illetve a megval%s$t!s sor!n sz"les k&r#, koordin!lt partneri egy'tt-
m#k&d"s j&n l"tre az "rintett szervezetek, illetve a t!rsadalom tagjai k&z&tt.
Magyarorsz!gon a n"peg"szs"g'gy egyel(re az eg"szs"g'gyi !gazat bel'gye, nincs vagy csak eseti jelleggel 
± l!sd p"ld!ul a n"peg"szs"g'gyi term"kad% bevezet"s"t ± interszektori!lis egy'ttm#k&d"s. A kor!bban 
ugyan nem t1l hat"konyan, de m#k&d( N"peg"szs"g'gyi T!rcak&zi Bizotts!g sem l"tezik "vek %ta. A n"peg"sz-
s"g'gy int"zm"nyi, szervezeti keretei korszer#tlenek, int"zked"seit adminisztrat$v, hat%s!gi szeml"let domi-
n!lja. Tekintettel arra, hogy a 35. sz!zad els( fel"ben, illetve a II. vil!gh!bor1t k&vet(en a n"peg"szs"g'g y pri-
orit!sa a k&zeg"szs"g'gyi "s j!rv!ny'gyi biztons!g megteremt"se "s meg(rz"se volt, "s ennek biztos$t!sa 
alapvet(en szab!lyoz!si "s ellen(rz"si eszk&z&ket ig"nyelt, ez "rthet(. Ezzel &sszhangban a n"peg"szs"g'gy 
f(bb int"zm"nyeit, m"g a technikai, szakmai ismereteket biztos$t% orsz!gos int"zetek szervezeti kult1r!j!t is, 
k&zigazgat!si szervezeti kult1ra jellemzi. Napjainkra azonban ez a hagyom!nyos k&zeg"szs"g'gyi int"zm"ny-
rendszer is jelent(sen meggyeng'lt. Az *llami N"peg"szs"g'gyi "s Tisztiorvosi Szolg!lat ter'leti szerveinek a kor-
m!nyhivatalokba integr!l!s!val kett(s ir!ny$t!si rendszer j&tt l"tre. Er(sen k"rd"ses, hogy a szakmai ir!ny$t!-
s"rt felel(s tisztif(orvosi feladatok"rt felel(s helyettes !llamtitk!r hogyan tudja a szakmai szempontokat a ter'-
leten "rv"nyes$teni, ha nincsenek vezet(i jogk&rei a szakmailag ir!ny$tott munkat!rsak felett. Tov!bbi neh"z-
s"get jelent, hogy a modern n"peg"szs"g'gy f( feladatai k&z" tartoz% betegs"gmegel(z"s "s eg"szs"gfej-
leszt"s ir!ny$t!sa "s szervez"se alapvet(en nem hat%s!gi ir!ny$t!st "s fel'gyeletet, hanem szakmailag koordi-
n!lt partneri egy'ttm#k&d"seket ig"nyel, amihez a korm!nyhivatal nem ide!lis szervezeti keret. A j&v( fogja 
eld&nteni azt is, hogy a tisztif(orvos hivatal!nak az Emberi Er(forr!sok Miniszt"riuma Eg"szs"g'gy"rt Felel(s 
*llamtitk!rs!g!ba t&rt"nt integr!l!sa, "s a tisztif(orvos ir!ny$t!sa al! tartoz% orsz!gos int"zetek egy int"zetbe 
t&rt"nt &sszevon!sa hogyan befoly!solja a n"peg"szs"g'gyi tev"kenys"g hat"konys!g!t. A n"peg"szs"g'gyi 
intervenci%k v"grehajt%i a t!rsadalom sz"les k&r"b(l ker'lnek ki, 1gymint az eg"szs"g'gy, az oktat!s, a ver-
senyszf"ra, a m"dia, a civil szervezetek, az egyh!zak stb. E szerepl(kkel a jelenlegi hivatalos n"peg"szs"g'gyi 
int"zm"nyrendszernek alig van kapcsolata, $gy nem meglep(, hogy a betegs"gmegel(z"s, eg"szs"gfejleszt"s 
nem megfelel( hat"konys!g1 az orsz!gban. Az elm1lt "vekben fejleszt"si forr!sokb%l megval%sult projektek 
int"zm"nyes'l"se "s hat"konys!ga is k"rd"ses, mert hi!nyzik az a szervezeti keret "s felt"telrendszer, amely 
biztos$tan! a modern n"peg"szs"g'gyi szolg!ltat!sok int"zm"nyes'l"s"t.

C•lkitƒz•s

A Nemzeti N"peg"szs"g'gyi Program akci%inak tervez"s"re, ir!ny$t!s!ra, koordin!l!s!ra, megval%s$t!s!ra, 
monitoroz!s!ra "s "rt"kel"s"re alkalmas szervezeti keret, azaz korszer# n"peg"szs"g'gyi int"zm"nyrendszer 
"s egy'ttm#k&d"si h!l%zat kialak$t!sa. A l"trej&v( szervezeti keretnek biztos$tani kell, hogy a tervez"st(l az 
"rt"kel"sig koordin!lt egy'ttm#k&d"s folyjon az &sszes "rintett bevon!s!val orsz!gosan, region!lisan, 
megyei, j!r!si "s telep'l"si szinten egyar!nt. Olyan szervezeti keretet kell l"trehozni, amely transzparens, 
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amelyben egy!rtelm"en meghat#rozottak az egyes feladat-, felel$ss!g- !s jogk%r%k, ami t&l azon, hogy ez a hat!-
kony m"k%d!s felt!tele, biztos'tja az elsz#moltathat(s#got is. 
Az egyes c!lok !s feladatok megval(s't#sa !rdek!ben az interszektori#lis egy)ttm"k%d!sre k)l%nb%z$, adott 
esetben t%bb szinten van sz)ks!g, &gymint politikai d%nt!shozatal, tervez!s, jogalkot#s, *nansz'roz#s, v!gre-
hajt#s, monitoroz#s, !rt!kel!s szintj!n. A n!peg!szs!g)gy i szolg#ltat#sok, tev!kenys!gek sz!les k%r"ek, a beavat-
koz#sok kiterjednek az eg!szs!gkommunik#ci(t(l a korai fejleszt!sen, iskolai eg!szs!gfejleszt!sen, a h#tr#-
nyos helyzet"ekre ir#nyul( c!lzott beavatkoz#sokon, a daganatos betegs!gek sz"r!s!n, az !lelmiszer-bizton-
s#gon, a v!d$olt#sokon, a n!peg!szs!g)gyi szakemberk!pz!sen stb. #t a jogalkot#sig. Olyan +exibilis szerve-
zeti keretet sz)ks!ges l!trehozni, amely k!pes kezelni a v#ltoz( priorit#sokhoz, feladatokhoz tartoz(, azokkal 
egy)tt v#ltoz( egy)ttm"k%d!si ig!nyeket.

Javasolt intervenci"k

 �ƒ A c!lkit"z!sben szerepl# szervezeti keret megtervez!se: Annak !rdek!ben, hogy a szerveze-
ti keretbe integr#lt valamennyi szerepl$ mag#!nak !rezze a l!trej%v$ m"k%d!si, egy)ttm"k%-
d!si form#t !s akt'van r!szt vegyen a Nemzeti N!peg!szs!g)gyi Program megval(s't#s#ban, 
r!szv!telen alapul( tervez!s sz)ks!ges, azaz m#r az &j szervezeti keret kialak't#s#ba is be kell 
vonni az %sszes !rintett szerepl$t. A n!peg!szs!g)gyi beavatkoz#sok tervez!sekor alapelv kell 
legyen, hogy az !rintettek bevon#s#val sz)lessenek a d%nt!sek. 
C!lszer", ha a n!peg!szs!g)gyi tev!kenys!g koordin#ci(ja az eg!szs!g)gyi #gazaton 
bel)l marad, mert itt van meg, de legal#bbis itt a legk%nnyebben megteremthet$, az ehhez 
sz)ks!ges szakismeret !s kapacit#s. /gy c!lszer", ha ezt a tervez!si folyamatot az EMMI 
Eg!szs!g)gy!rt Felel$s 0llamtitk#rs#ga ir#ny'tja, illetve fel)gyeli, amennyiben ezzel meg-
b'z egy #gazati szerepl$t.

 �ƒ Az interszektori$lis egy%ttm"k&d!s biztos't$sa a tervez!s, ir$ny't$s szintj!n: Meg kell vizs-
g#lni, hogy a n!peg!szs!g)gyi int!zm!nyrendszer #talak't#s#val nem s!r)lt-e a k%zeg!szs!g-
)gyi, j#rv#ny)gyi biztons#g, el!gs!gesek-e a jelenlegi er$forr#sok 1hum#n, anyagi, int!zm!nyi2 a 
sz)ks!ges n!peg!szs!g)gyi szolg#ltat#sok biztos't#s#hoz, bele!rtve e szolg#ltat#sok tervez!-
s!t !s ir#ny't#s#t is. 
A betegs!gek megel$z!se !s az eg!szs!gfejleszt!s jellemz$en nem csak az eg!szs!g)gyi 
#gazaton bel)li beavatkoz#sokat ig!nyel. Az &j szervezeti keretnek biztos'tania kell az 
#gazatk%zi egy)ttm"k%d!s sz'ntereit az orsz#gos !s a ter)leti tervez!s !s ir#ny't#s szintj!n 
is, bele!rtve az Orsz#ggy"l!st !s a korm#nyt is, hiszen a korm#nyz#s legk)l%nb%z$bb ter)-
letei 1ad()gyek, oktat#s, szoci#lpolitika, foglalkoztat#spolitika, kereskedelem stb.2 igen 
jelent$sen befoly#solj#k az emberek eg!szs!g!t. Az ENSZ 3466. !vi, a nem fert$z$ beteg-
s!gekr$l sz(l( cs&cstal#lkoz(j#nak z#r(dokumentuma a nem fert$z$ betegs!gek vissza-
szor't#s#nak ter)let!n egy!rtelm"en az %sszkorm#nyzati felel$ss!get !s fell!p!st, vala-
mint a teljes t#rsadalom bevon#s#t szorgalmazza. Az Eg!szs!g)gyi Vil#gszervezet Eur(pai 
R!gi(j#nak Eg!szs!g 3434 programja s)rgeti az &j, r!szv!telen, egy)ttm"k%d!sen alapu-
l( eg!szs!gbar#t korm#nyz#st !s a hat!konyabb koordin#ci(t a korm#nyzatokon bel)l !s 
k'v)l is.
Az eg!szs!ghat#s-vizsg#latok fontos eszk%zei az %sszkorm#nyzati, #gazatk%zi felel$ss!g 
!s egy)ttm"k%d!s kialak't#s#nak, mert e vizsg#latok eredm!nyei r#vil#g'tanak az egyes 
szakpolitik#knak 1orsz#gos vagy ter)leti2 a lakoss#g eg!szs!g!re kifejtett hat#s#ra. 
Az interszektori#lis egy)ttm"k%d!snek a tervez!s !s ir#ny't#s ter)let!n ki kell terjednie a ter-
vez!s minden aspektus#ra, a c!lkit"z!sek meghat#roz#s#t(l a beavatkoz#sok, a megva-
l(s't#si m(dozatok, a k%lts!gvet!s megtervez!s!n #t az !rt!kel!s mik!ntj!nek meghat#-
roz#s#ig. A hat!kony interszektori#lis egy)ttm"k%d!s kialak't#s#hoz l!tre kell hozni azo-
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kat a strukt&r!kat, test+leteket, amelyek egyr#szt megfelel$ felhatalmaz!ssal #s elk'tele-
zetts#ggel, tov!bb! megfelel$ felk#sz+lts#ggel #s kapacit!ssal rendelkeznek ennek a fel-
adatnak az elv#gz#s#hez, m!sr#szt vil!gos, !tl!that" d'nt#shozatali folyamatot kell kidol-
gozni. 

 �ƒ A koordin!lt megval"s#t!s biztos#t!sa: Mind orsz!gos, mind ter+leti szinten sz+ks#ges, hogy 
legyenek olyan szerepl$k, int#zm#nyek, akik rendelkeznek a sz+ks#ges felhatalmaz!ssal #s er$-
forr!sokkal, hogy szakmailag #s anyagi er$forr!sokkal t!mogatni, illetve koordin!lni tudj!k a v#g-
rehajt!sban r#szt vev$ partnerek munk!j!t. E szerepl$knek szabadon #s rugalmasan kell tudni-
uk kapcsolatot tartani az 'sszes #rintett szerepl$vel, bele#rtve a korm!nyzati szerepl$ket, a helyi 
szervezeteket, a versenyszf#ra szerepl$it, a m#di!t stb. E tev#kenys#gi k'rben egy v#grehajt" 
h!l"zat kialak%t!sa #s m*k'dtet#se a c#l. A n#peg#szs#g+gyi beavatkoz!sok kor!bban eml%tett 
soksz%n*s#ge miatt ezek megval"s%t!sa is elt#r$ keretek k'z'tt kell, hogy t'rt#njen. Az eg#sz-
s#gfejleszt#si tev#kenys#g kapcs!n szorosan vett n#peg#szs#g+gyi int#zm#nyek [pl. orsz!gos 
int#zet(ek)] f$ feladata a szakmai, m"dszertani seg%ts#gny&jt!s, a v#grehajt" int#zm#nyek, 
szervezetek, partnerek sz!m!ra a sz+ks#ges p#nz+gyi forr!sok eljuttat!sa (pl. p!ly!zati rend-
szerben), a h!l"zat koordin!ci"ja.

 �ƒ A megval"s#t!s folyamat!nak, eredm$nyeinek $s hat!s!nak monitoroz!sa:  A l#trej'v$ szerve-
zeti kereten bel+l biztos%tani sz+ks#ges a n#peg#szs#g+gyi c#lkit*z#sek meghat!roz!si folya-
mat!nak dokument!lt!l!s!t, a n#peg#szs#g+gyi program eg#sz#nek, illetve egyes elemeinek 
is, a folyamatos monitoroz!s!t, #rt#kel#s#t #s az #rt#kel#s visszacsatol!s!t a tervez#shez, ir!-
ny%t!shoz. Ez a tev#kenys#g min$s#gbiztos%t!s!hoz is elengedhetetlen, amelyet c#lszer*en 
olyan szervezet v#gez, amelyik a megval"s%t!sban nem vesz r#szt, az#rt nem visel felel$ss#get, 
megfelel$ felhatalmaz!ssal, k#szs#gekkel, kapacit!ssal, inform!ci"val rendelkezik ahhoz, hogy 
f+ggetlen v#lem#nyt tudjon alkotni a program el$rehalad!s!r"l #s eredm#nyeir$l, k+ls$ kont-
rollt tudjon gyakorolni.

 �ƒ Hum!ner%forr!s-fejleszt$s: A N#peg#szs#g+gyi Program 'sszt!rsadalmi #s 'sszkorm!nyzati 
t!mogat!ssal t'rt#n$ megval"s%t!sa azt ig#nyli, hogy a legk+l'nb'z$bb ter+leten dolgoz" 
szakembereknek legyen megfelel$ tud!sa arra vonatkoz"an, hogy saj!t tev#kenys#g+k hogyan 
#rinti a lakoss!g eg#szs#g#t, #s milyen felel$ss#g+k #s lehet$s#geik vannak ezen a ter+leten. 
Ehhez az sz+ks#ges, hogy a fels$oktat!si k#pz#sek gyakorlatilag teljes k'r#be #p+ljenek be n#p- 
eg#szs#g+gyi szeml#letform!l", ismereteket #s megfelel$ k#szs#geket ny&jt" k#pz#si elemek. 
Ez a folyamat a Struktur!lis Alapok biztos%totta fejleszt#si forr!sokb"l elindult, ugyanakkor m#g 
nem #rte el a sz+ks#ges m#rt#ket, %gy ezt a beavatkoz!st folytatni sz+ks#ges.
A sz*ken vett !llami #s 'nkorm!nyzati n#peg#szs#g+gyi int#zm#nyrendszerben, b!rmilyen is 
lesz annak a strukt&r!ja, szakemberekre van sz+ks#g, akik megfelel$ k#pzetts#ggel rendelkez-
nek ezen a ter+leten. Az elm&lt #vtizedek er$fesz%t#seinek #s fels$oktat!si fejleszt#seinek 
k'sz'nhet$n mind az alap-, mind a mesterk#pz#s, a szakorvosi szakk#pz#s #s a doktori k#pz#s 
ter+let#n is korszer* n#peg#szs#gtani k#pz#s folyik Magyarorsz!gon. Az eg#szs#gfejleszt$ 
szakemberek k#pz#se azonban mind alap-, mind mesterk#pz#si szinten #s a pedag"gusk#p-
z#sben is visszaszorult, ezen kedvez$tlen folyamat visszaford%t!sa sz+ks#ges. A professzionali-
t!s biztos%t!sa #rdek#ben szigor& elv!r!sk#nt #rv#nyes%teni kell, hogy bizonyos poz%ci"k bet'l-
t#se megfelel$ k#pzetts#ghez k't$dj'n a n#peg#szs#g+gyi int#zm#nyrendszerben. 
1ltal!ban is kritikus jelent$s#g* a n#peg#szs#g+gyi szolg!ltat!sok ter+let#n professzion!lis 
szakemberg!rda foglalkoztat!sa, a megel$z$ orvostan #s n#peg#szs#gtan szakk#pes%t#ssel 
rendelkez$ orvosok #s az eg#szs#gtudom!nyi k#pz#si ter+leten n#peg#szs#g+gyi diplom!t 
szerzett szakemberek kompetenci!j!nak jogszab!lyi elismer#se az #letm"d-tan!csad!s #s az 
eg#szs#gmagatart!si probl#m!k (k+l'n'sen a doh!nyz!s) lek+zd#s#t c#lz" intervenci"k ter+-
let#n.
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 �ƒ A n!peg!szs!g"gyi tev!kenys!get megalapoz# kutat$sok fejleszt!se:  A n#peg#szs#g+gyi 
sz+ks#gletek, a beavatkoz!sok eredm#nyess#g#nek, k'lts#ghat#konys!g!nak, a beavatkoz!-
sok el$rehalad!s!nak, eredm#nyess#g#nek #s hat!s!nak vizsg!lata ter+let#n az !llami szf#ra 
#s a fels$oktat!si2akad#miai szf#ra k'z'tt szorosabb egy+ttm*k'd#s sz+ks#ges. A n#peg#sz-
s#g+gyi int#zm#nyrendszer elm&lt #vtizedben t'rt#nt le#p%t#se alapj!n r'vid #s k'z#pt!von 
nem v!rhat", hogy az !llamigazgat!s int#zm#nyrendszer#n bel+l l#trej'jj'n olyan kapacit!s, 
amely ezeket a feladatokat 'n!ll"an el tudja v#gezni. Az ehhez sz+ks#ges magasan k#pzett #s 
tapasztalattal rendelkez$ hum!ner$forr!s biztos%that"s!ga is er$sen k#rd#ses. Az !llami-egye-
temi egy+ttm*k'd#s ezen a ter+leten kifejezetten el$ny's, mert biztos%that" e tev#kenys#gek 
magas sz%nvonal& v#grehajt!sa, a f+ggetlen monitoroz!s, a kapacit!sok jobb kihaszn!l!sa, az 
egyetemek sz!m!ra pedig anyagi forr!st, kutat!si #s oktat!sfejleszt#si lehet$s#get jelent. Az 
!llamigazgat!s #s az egyetemek k'z'tti szorosabb munkakapcsolat el$seg%ti a n#peg#szs#g-
+gyi k#pz#sek gyorsabb alkalmazkod!s!t a t!rsadalmi ig#nyekhez. Az eg#szs#gobszervat"riu-
mok kialak%t!sa jelenheti azt a szervezeti keretet, amelyben ez a feladat v#grehajthat". 

Partners•gi kapcsolatok

A modern n#peg#szs#g+gy szervezeti kerete a partners#gi kapcsolatokra #p+l. A szervezetfejleszt#snek el kell 
#rnie, hogy a hagyom!nyos, igazgat!si, enged#lyez#si, ellen$rz#si szeml#let*, al!-f'l# rendelts#gi viszonyo-
kon, az egy#b #rintettekt$l elszigetelt !llamigazgat!si szervezeten alapul" n#peg#szs#g+gyi int#zm#nyrend-
szerb$l rugalmas, a v!ltoz!sokhoz alkalmazkodni tud", a n#peg#szs#g+gyi tev#kenys#gek soksz%n*s#g#hez 
igazod", t'bbfajta ir!ny%t!si #s megval"s%t!si m"dozatot lehet$v# tev$, partners#gi kapcsolatokon alapul" 
szervezeti keret j'jj'n l#tre.
Ebben a szervezeti keretben a n#peg#szs#g+gy !llami int#zm#nyeinek feladata a jogi szab!lyoz!s kialak%t!sa, 
a n#peg#szs#g+gyi tev#kenys#g egy#b felt#teleinek (szakemberek alkalmaz!sa, anyagi er$forr!sok, int#zm#-
nyek) biztos%t!sa, strat#giai tervez#s, know-how transzfer, koordin!ci", monitoroz!s, #rt#kel#s, egyes 
n#peg#szs#g+gyi szolg!ltat!sok (pl. v#d$olt!s, k'zeg#szs#g+gyi biztons!g, daganatos betegs#gek sz*r$-
programjai) ny&jt!sa.
A n#peg#szs#g+gyi beavatkoz!sok v#grehajt!s!ban ± 'sszkorm!nyzati t!mogat!s #s szerepv!llal!s mellett ± 
sz!mos partner vesz r#szt;

 �Ê /nkorm!nyzatok
 �Ê Civil szervezetek
 �Ê Egyh!zak
 �Ê Fels$oktat!si int#zm#nyek
 �Ê K'znevel#si int#zm#nyek
 �Ê Eg#szs#g+gyi int#zm#nyek
 �Ê Versenyszf#ra szerepl$i
 �Ê Munkahelyi, telep+l#si k'z'ss#gek
 �Ê M#dia
 �Ê N#peg#szs#g+gyi K#pz$- #s Kutat"helyek Orsz!gos Egyes+lete tagint#zm#nyei
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Orsz•gos lefedetts•get biztos‚t!, region•lis alapon szervezett 
eg•szs•gobszervat!rium-rendszer l•trehoz•sa •s mƒk„dtet•se

Helyzetelemz•s

A fejlett n!peg!szs!g"gyi rendszerrel rendelkez# orsz$gokban eg!szs!gobszervat%rium (EO) elnevez!s alatt 
j&ttek l!tre !s terjedtek el az 1970-es !vekt#l kezdve napjainkig azok az epidemiol%giai szakmai k&zpontok, 
amelyek els#dleges k"ldet!s"kk!nt, folyamatosan l$tj$k el a hat%k&r"kbe tartoz% n!pess!g eg!szs!gi $llapo-
ta !s az azt befoly$sol% t!nyez#k monitoroz$s$nak feladat$t, !rt!kes !s megb'zhat% adatokat/elemz!seket 
szolg$ltatva, region$lis tud$s-, inform$ci%- !s konzult$ci%s k&zpontk!nt m*k&dve a sz!lesk&r*en !rtelmezett 
region$lis eg!szs!gpolitika !s eg!szs!g"gyi vezet!s sz$m$ra. Franciaorsz$g, az Egyes"lt Kir$lys$g !s +rorsz$g 
a region$lis eg!szs!gobszervat%rium rendszert m$ra orsz$gos lefedetts!g szintj!re b#v'tette, de a rendszer az 
Eur%pai Uni% sz$mos m$s tag$llam$ban, az Amerikai Egyes"lt 2llamokban, Kanad$ban, 3j-Z!landon !s Braz'-
li$ban is ki!p't!s alatt van.
Az obszervat%riumh$l%zat tagint!zm!nyei Angli$ban a National Health Service r!gi%inak megfelel#en !s a f#v$-
rosban m*k&dnek. K&zponti egys!geik egyetemi n!peg!szs!g"gyi kutat%- !s k!pz#helyek, 4nansz'roz$sukra, 
k&zponti k&lts!gvet!si keretb#l az Eg!szs!g"gyi Miniszt!rium k"l&n't el fedezetet. Franciaorsz$gban a rend-
szer hasonl%an szervezett, az eg!szs!gobszervat%riumok 4nansz'roz$sa $llami !s a region$lis &nkorm$nyzati 
k&lts!gvet!si keretb#l t&rt!nik. 
Haz$nk, s egyben a Kelet-K&z!p-Eur%pai R!gi% els# eg!szs!gobszervat%riuma a Debreceni Egyetem N!peg!sz-
s!g"gyi Kar$nak !s k!t r!gi% (az 5szak-magyarorsz$gi !s az 5szak-alf&ldi) hat megyei 2NTSZ int!zeteinek k&z-
rem*k&d!s!vel j&tt l!tre 600:-ben 5szakkelet-Magyarorsz$gi Eg!szs!gobszervat%riumk!nt (5KMEO), az NFT I. 
Region$lis Eg!szs!gcentrum Modell (HEFOP-;.<.1-K.-600;-08-0001/;.0) projektje keret!ben. Az 5KMEO tartal-
mi !s m%dszertani fejleszt!s!re !s friss't!s!re 6017-ben a Sv$jci Hozz$j$rul$s Program Alapell$t$s-fejleszt!si 
Modellprogramja keret!ben ker"lt sor. L!trehoz$sakor feladatai (ma is marad!ktalanul v$llalhat%an) a k&vet-
kez#k!ppen ker"ltek meghat$roz$sra=

± Az eg!szs!ggel !s betegs!gekkel kapcsolatos folyamatok monitoroz$sa, a beavatkoz$si ter"le-
tek kijel&l!se.

± A lakoss$gi c!lcsoportok meghat$roz$sa a megbeteged!sek okai, a hal$loz$s okai, a fokozot-
tan vesz!lyeztetett korcsoportok stb. alapj$n.

± A konkr!t probl!m$kra re>ekt$l% eg!szs!gfejleszt!si tervek megalapoz$sa.
± Tan$csad$s a n!peg!szs!g"gyi akci%k/eg!szs!g"gyi ell$t$s tervez!s!hez.
± Eg!szs!ghat$s-vizsg$latok v!gz!se, k"l&n&s tekintettel az eg!szs!gi es!lyegyenl#tlens!gek 

m!rs!kl!si lehet#s!geinek elemz!s!re.
± A k"l&nb&z# forr$sb%l sz$rmaz% inform$ci%k lehet# leghat!konyabb &sszevon$sa.
± Ad hoc projektek kivitelez!se konkr!t (n!p)eg!szs!g"gyi probl!m$k elemz!s!re.
- Az eg!szs!gfejleszt!si !s az es!lyegyenl#tlens!gek felsz$mol$s$ra ir$nyul% tev!kenys!gek 

!rt!kel!se.
± A j&v#beni n!peg!szs!g"gyi probl!m$k !s kih'v$sok el#rejelz!se.
± Az eg!szs!g"gyi ell$t$ssal kapcsolatos hi$nyoss$gok azonos't$sa.
± Adatgy*jt!s !s elemz!s saj$t kiemelt n!peg!szs!g"gyi kutat$si ter"let"k&n.
± Kist!rs!gi eg!szs!gfejleszt!s t$mogat$sa forr$sk&zpontk!nt.

Eg!szs!gmonitoring rendszer kifejleszt!se !s m*k&dtet!se a Nemzeti N!peg!szs!g"gyi Program c!lkit*z!sei 
megval%sul$s$nak monitoroz$s$hoz, az eg!szs!gegyenl#tlens!gek m!rs!kl!s!t c!lz% intervenci%k tervez!s!-
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hez #s azok eredm#nyess#g#nek #rt#kel#s#hez elengedhetetlen+l sz+ks#ges. Az eg#szs#g+gyi alapell!t!sr"l 
sz"l" 509>. #vi CXXIII. t'rv#ny v#grehajt!s!t szab!lyoz", a k'zelm&ltban megjelent #s megjelentet#sre el$k#-
sz%t#s alatt !ll" miniszteri rendeletek az alapell!t!si tev#kenys#g !thangol!s!t, az alapell!t!sban ny&jtott 
n#peg#szs#g+gyi szolg!ltat!sok bevezet#s#t c#lozz!k. Ezen tev#kenys#g c#lcsoportjainak #s tartalm!nak 
meghat!roz!s!hoz is csak az eg#szs#gmonitoring rendszer elemz$k'zpontjai adhatnak megfelel$ szakmai 
t!mogat!st.  

C•lkitƒz•s 

Orsz!gos lefedetts#get biztos%t" region!lis alapon szervezett eg#szs#gmonitoring rendszer l#trehoz!sa, mely 
az eg#szs#gi !llapot #s meghat!roz" t#nyez$i id$beli #s t#rs#gi alakul!s!nak folyamatos k'vet#s#vel, azok 
elemz#s#vel, az elemz#sek #rtelmez#s#vel biztos%tja a Nemzeti N#peg#szs#g+gyi Program karbantart!s!t az 
akci"k c#lcsoportjainak, valamint a sz+ks#ges int#zked#sek meghat!roz!s!val, azok eredm#nyess#g#nek #rt#-
kel#s#vel, tov!bb! a v!rhat" #s kezelend$ n#peg#szs#g+gyi probl#m!k el$rejelz#s#vel.  

Javasolt int•zked•sek

Az orsz!g vezet$ n#peg#szs#g+gyi szakembereinek k'zrem*k'd#s#vel a szakmai koordin!ci" #s a szakpoliti-
kai tan!csad!s biztos%t!s!val; 

 �ƒ orsz!gos lefedetts#get biztos%t" eg#szs#gobszervat"rium (EO) rendszer koncepcion!lis kere-
t#nek kidolgoz!sa, az EO-k m*k'd#si ter+let#nek, szolg!ltat!si spektrum!nak pontos megha-
t!roz!sa,

 �ƒ az adatszolg!ltat!s forr!sainak #s rendj#nek r'gz%t#se,

 �ƒ az elemz#si feladatok tartalm!nak #s koherens m"dszertan!nak kialak%t!sa, 

 �ƒ az EO-k l#trehoz!s!hoz sz+ks#ges jogszab!lyok megalkot!sa,

 �ƒ az EO-k l#trehoz!sa #s m*k'dtet#se,

 �ƒ k#pz#s az EO munkat!rsai r#sz#re,

 �ƒ az EO-k website-j!nak kialak%t!sa.

Alapfeladatok, melyeket valamennyi obszervat"rium v#gez;

 �ƒ a hal!loz!si viszonyok monitoroz!sa (hal!lok, nem, korcsoportos bont!sban),

 �ƒ a megbeteged#si viszonyok monitoroz!s,

 �ƒ a demogr!fiai, t!rsadalmi gazdas!gi indik!torok, eg#szs#gi !llapotot befoly!sol" t#nyez$k 
eloszl!s!nak monitoroz!sa.

Speci!lis feladatok, melyeket egy-egy obszervat"rium v#gez orsz!gos szint* szolg!ltat!sk#nt;

 �ƒ a k'rnyezet-eg#szs#g+gyi mutat"k monitoroz!sa,

 �ƒ az eg#szs#g+gyi ell!t"rendszer szolg!ltat!sai eloszl!s!nak elemz#se,

 �ƒ a h!tr!nyos helyzet* lakoss!g ter+leti eloszl!s!nak monitoroz!sa.

Ad hoc feladatokat egy+ttesen #s egyedileg egyar!nt teljes%thetnek az obszervat"riumok ter+leti #s2vagy 
orsz!gos szint* szolg!ltat!sk#nt, &gymint

 �ƒ eg#szs#gfelm#r#sek,

 �ƒ egy#b c#lzott felm#r#sek.

Egyedi v!llal!sok szintj#n az obszervat"riumok tev#kenys#ge nem korl!tozott, de #rtelemszer*en k'zponti 
forr!sb"l nem is t!mogatott.
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Fenti adatok 'sszevont t#rinformatikai elemz#s#vel lehet$s#g ny%lik a sz+ks#gletek #s ig#nyek egzakt alapo-
kon nyugv" meghat!roz!s!ra, a n#peg#szs#g+gyi probl#m!k h!tter#nek etiol"giai megk'zel%t#s* elemz#s#-
re, valamint ± geostatisztikai elj!r!sok alkalmaz!s!val ± a c#lzott n#peg#szs#g+gyi beavatkoz!st ig#nyl$ ter+-
letek, ill. lakoss!gi csoportok azonos%t!s!ra, f'ldrajzi k'r+lhat!rol!s!ra.

El•rehalad€s, megval•sul€s monitoroz€sa

 �Å Az EO-k l#trehoz!s!t #s m*k'dtet#s#t #rint$ jogalkot!s dokumentumai.
 �Å K#zik'nyv az EO-k m*k'd#si rendj#r$l #s m"dszertan!r"l.
 �Å A l#trej'tt EO-k #s h!l"zatuk.
 �Å Az EO-k website-j!nak l#trej'tte.
 �Å Az EO-k alap, speci!lis #s ad hoc feladatainak dokumentumai.

 �ƒ Az EO-k elemz#seit hasznos%t" eg#szs#gtervek, projektek. 

Partners!gi kapcsolatok

 �Ê Emberi Er$forr!sok Miniszt#riuma
 �Ê Nemzeti Eg#szs#g+gyi Alapkezel$
 �Ê 1llami Eg#szs#g+gyi Ell!t" K'zpont 
 �Ê K'zponti Statisztikai Hivatal
 �Ê Orvos-eg#szs#gtudom!nyi ter+leten k#pz#st2kutat!st folytat" egyetemek n#peg#szs#gtani #s 

eg#szs#gfejleszt#si int#zetei2tansz#kei
 �Ê Egyetemi oktat"k"rh!zak prevenci"s #s eg#szs#gfejleszt#si int#zetei
 �Ê Korm!nyhivatal(ok) n#peg#szs#g+gyi oszt!lyai, elemz$k'zpontjai 
 �Ê Orsz!gos K'zeg#szs#g+gyi Int#zet 
 �Ê Orsz!gos Onkol"giai Int#zet
 �Ê /nkorm!nyzatok, kisebbs#gi 'nkorm!nyzatok
 �Ê N#peg#szs#g+gyi K#pz$- #s Kutat"helyek Orsz!gos Egyes+lete tagint#zm#nyei
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Eg•szs•ghat$s-vizsg$latok

Helyzetelemz•s

Napjainkban az eg"szs"ghat!s-vizsg!latok )EHV-k+ bevezet"s"re "s alkalmaz!s!ra vonatkoz% rendelkez"sek 
a n"peg"szs"g'gyi strat"gi!k, programok szerves r"sz"t k"pezik, az EHV-t az eg"szs"get t!mogat% d&nt"sho-
zatal r"szek"nt haszn!lj!k a vil!g sz!mos orsz!g!ban. Az eg"szs"ghat!s-vizsg!lat alkalmaz!si ter'lete rendk$-
v'l sz"les, seg$ts"g"vel politikai2szakpolitikai tervezetek2d&nt"sek, ipari beruh!z!sok, v!rosfejleszt"si tervek, 
lakhat!si politik!k vagy uni%s szint# strat"giai d&nt"sek egyar!nt "rt"kelhet(k eg"szs"gre gyakorolt hat!saik 
szempontj!b%l.
Az EHV-k eredet'ket tekintve a k&rnyezethat!s-vizsg!latokhoz kapcsol%dnak, m%dszertanuk a k&rnyezeti hat!s-
vizsg!latok )KHV+ m%dszer"b(l alakult ki. Az eg"szs"ghat!s-vizsg!latok fejl(d"s"nek alapvet(en k"t ir!nya 
van: 8. a k&rnyezeti hat!sok min"l teljesebb felt!r!s!ra "s kock!zat"rt"kel( m%dszerekkel t&rt"n( sz!mszer#-
s$t"s"re t&rekv( biomedik!lis modell; 3. az eg"szs"g holisztikus szeml"let"n alapul%, az eg"szs"ges k&zpoliti-
ka "s az eg"szs"get t!mogat% interszektori!lis cselekv"sek kialak$t!s!t c"lz% modell. A k"t modell &tv&z"s"-
nek eredm"nyek"nt alakult ki az EHV-k napjainkban alkalmazott m%dszertana "s gyakorlata.
A kezdetben jellemz(en fejleszt"si "s beruh!z!si projekteket vizsg!l% tanulm!nyok mellett egyre n( az ig"ny 
a politik!kat, strat"giai terveket "s programokat elemz( region!lis, nemzeti "s nemzetk&zi szint# EHV-k ir!nt. 
3554-ben a politik!k vizsg!lat!ra alkalmas egys"ges eur%pai m%dszertan )European Policy Health Impact 
Assessment+ is kialak$t!sra ker'lt. Ennek alkalmaz!s!val sz!mos EHV-t v"geztek, mint pl. az Eur%pai Uni% fog-
lalkoztat!si politik!j!t vizsg!l% EHV; az uni%s csatlakoz!st k&vet( szlov"n mez(gazdas!gi politika vizsg!lata, 
a min(s"gi bortermel"s politik!j!t vizsg!l% magyar, illetve a turizmus, "tkez"sirost-termel"si politik!t vizsg!l% 
nemzetk&zi EHV-k. Az eg"szs"ghat!s-vizsg!latok olyan viszonylag 1j ter'letekre is kiterjedtek, mint a kl$ma-
v!ltoz!s "s a romapolitika emberi eg"szs"gre gyakorolt hat!sa.
Az Eur%pai Uni% Amszterdami Szerz(d"s"nek 863. cikkelye )kor!bban a Maastrichti Szerz(d"s 839. cikkelye+ 
k&vetelm"nyk"nt !ll$tja a tagorsz!gok el", hogy k&z&ss"gi politik!juk, d&nt"seik, akci%ik megfogalmaz!s!ban 
"s azok megval%s$t!s!ban az emberi eg"szs"g v"delm"nek szempontjai magas szinten "rv"nyre jussanak. Az 
Eur%pai Uni% m!r az els( N"peg"szs"g'gyi Akci%programj!nak )355<±355=+ munkaterv"ben kiemelten kezel-
te, a nemzeti szakpolitik!k szintj"n is deklar!ltan, az eg"szs"ghat!s-vizsg!latok bevezet"s"t.
A jelenlegi magyar jogrendszer tartalmazza a szab!lyozott eg"szs"ghat!s-vizsg!lati k&telezetts"get. K&zel <5 
t&rv"ny2korm!nyrendelet2miniszteri rendelet k&zvetett vagy k&zvetlen m%don rendelkezik az eg"szs"gha-
t!s-vizsg!latok elv"gz"s"nek sz'ks"gess"g"r(l k'l&nb&z( olyan int"zked"sek, tervek, programok kapcs!n, 
amelyek megval%s$t!sa sor!n az emberi eg"szs"get k!ros$t% hat!s nem z!rhat% ki. A <8423556. )XII. 36.+ Korm. 
rendelet ¹a k&rnyezeti hat!svizsg!lati "s az egys"ges k&rnyezethaszn!lati enged"lyez"si elj!r!sr%lº pedig a k&r-
nyezethat!s-vizsg!lat r"szek"nt k&telez(en el($rja az eg"szs"ghat!s-vizsg!lat elv"gz"s"t is. A t&rv"nyi k&tele-
zetts"g ellen"re haz!nkban az eg"szs"ghat!s-vizsg!latok elv"gz"se esetleges, hisz elmarad!s!t semmif"le 
jogszab!ly nem szankcion!lja. Ha az eg"szs"ghat!s-vizsg!latot el is v"gzik, a tanulm!ny csak elv"tve hozz!"r-
t( szakemberek munk!ja. Azt a t"nyt, hogy ez a probl"ma nemcsak haz!nkban l"tezik, j%l jelzi az Eur%pai 
Parlament 35842632EU Ir!nyelve, mely a tag!llamok sz!m!ra el($rja, hogy a jogalkot%knak a k&rnyezeti hat!s-
vizsg!lati szab!lyok m%dos$t!sakor 

± meg kell val%s$tani a hat!svizsg!lati elj!r!sban a projekt kl$mav!ltoz!sra, emberi eg"szs"gre, 
er(forr!s-hat"konys!gra, biol%giai sokf"les"gre gyakorolt hat!sainak kifejezettebb, hat"ko-
nyabb vizsg!lat!t,

± m%dos$tani kell a hat!svizsg!lati dokument!ci% tartalmi k&vetelm"nyeire vonatkoz% el($r!so-
kat, "s biztos$tani kell a dokument!ci% min(s"g"nek jav$t!sa "rdek"ben a megfelel( k"pzett-
s"ggel "s szaktud!ssal rendelkez( szak"rt(k r"szv"tel"t, 
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± jav!tani kell a monitoringelj"r"sok #s a k"ros hat"sok cs$kkent#s#re ir"nyul% int#zked#sek 
hat#konys"g"t,

± int#zked#seket kell bevezetni az "tl"that%s"g #s inform"ci%hoz val% hozz"f#r#s felt#teleinek 
jav!t"s"ra,

± a jogszab"ly megs#rt&ivel szemben jelenleg alkalmazhat% szankci%kat meg kell vizsg"lni #s 
sz'ks#g eset#n az Ir"nyelvvel $sszhangban m%dos!tani kell azokat.

C•lkit€z•sek

Az eg#szs#ghat"s-vizsg"latok int#zm#nyes!tett bevezet#s#vel a b"rmilyen szinten meghozott (vagy megho-
zand%) d$nt#s, tervezett int#zked#s v"rhat% n#peg#szs#g'gyi hat"sait el&re jelezni #s #rt#kelni; a d$nt#sho-
z%kat t"j#koztatni a pozit!v hat"sok maxim"lis kihaszn"l"s"nak #s az el&nytelen hat"sok kik'sz$b$l#s#nek 
lehet&s#geir&l, ez"ltal es#lyt teremteni arra, hogy az eg#szs#gi "llapot #s az eg#szs#gi egyenl&tlens#gek ala-
kul"s"t az int#zked#sek kedvez& ir"nyba befoly"solj"k.

Javasolt int•zked•sek

 �ƒ Az eg#szs#ghat"s-vizsg"lat elv#gz#s#re vonatkoz% t$rv#nyi k$telezetts#g meger&s!t#se a 
megval%s!t"st szab"lyoz% rendeletekkel, v#grehajt"si utas!t"sokkal. 

 �ƒ Az eg#szs#ghat"s-vizsg"latok v#grehajt"sa szervezeti h"tter#nek kidolgoz"sa.

 �ƒ Az EHV-t v#gz& szervezetekkel/szolg"ltat%kkal kapcsolatos akkredit"ci%s elj"r"s kidolgoz"sa 
kapcs"n a min&s#gi elv"r"sok r$gz!t#se, a munkacsoport szem#lyi $sszet#tel#nek meghat"ro-
z"sa.
Egy akkredit"lt EHV-munkacsoporttal szemben alapvet& elv"r"s kell legyen, hogy kompetenci-
"t bizony!tson az al"bbi kulcsfontoss"g* ter'leteken:
± epidemiol%gia,
± k$rnyezet-eg#szs#gtan,
± foglalkoz"s-eg#szs#gtan,
± eg#szs#gfejleszt#s,
± jogalkot"s, -alkalmaz"s #s "llamigazgat"s,
± t"rsadalomtudom"nyok, k'l$n$s tekintettel az egyenl&tlens#gek ismeret#re #s kezel#s#re,
± kommunik"ci%,
± a szakirodalom rendszerezett, konstrukt!v felhaszn"l"sa,
± #s dokument"lt publik"ci%s tev#kenys#g az eg#szs#gtudom"ny/n#peg#szs#g'gy ter'let#n.
A hum"ner&forr"s-h"tt#r rendelkez#sre "llhat adott "llami int#zm#ny(ek) vagy v"llalkoz"s(ok) 
dokument"lt szak#rt&i h"l%zatak#nt, t$bb int#zet/int#zm#ny/v"llalkoz"s konzorci"lis h"l%zata-
k#nt, meghat"rozott koordin"l% k$zponttal.

 �ƒ Az EHV-t v#gz& szervezetekkel/szolg"ltat%kkal kapcsolatos akkredit"ci%s elj"r"s kidolgoz"sa 
kapcs"n a min&s#gi elv"r"sok r$gz!t#se sor"n az EHV infrastruktur"lis #s informatikai felt#tel-
rendszer#nek meghat"roz"sa
Az EHV v#gz#s#nek infrastruktur"lis felt#telrendszere a demogr"+ai, mortalit"si, morbidit"si, 
valamint a k$rnyezet-eg#szs#g'gyi #s t"rsadalmi-gazdas"gi adatb"zisok el#rhet&s#g#t #s 
elemz#s#t lehet&v# tev& hardverek #s szoftverek biztos!totts"ga, valamint a legjobb gyakorla-
tot tartalmaz% szakirodalom el#rhet&s#ge.

 �ƒ Az EHV hazai int#zm#nyes!t#se: A jelenlegi hazai helyzetben az EHV akkredit"ci%s felt#telrend-
szer#nek (min&s#gi standardjainak) #s elj"r"srendj#nek kialak!t"sa c#lj"b%l legfontosabb meg-
oldand% feladatok az id&rendi 'temez#s figyelembev#tel#vel:
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± az EHV tev!kenys!g min"s!gi !rt!kel!si rendszer!nek szempontjai, illetve az akkredit#ci$s 
tev!kenys!g dimenzi$inak meghat#roz#sa a k%l&nb&z" akkredit#ci$s rendszerek #ttekint!se 
!s a nemzetk&zi gyakorlat alapj#n,

± az EHV nemzetk&zileg alkalmazott m$dszertan#nak, aj#nl#si rendszereinek, min"s!gi krit!ri-
umainak #ttekint!se az EHV k%l&nb&z" szintjeinek !s t'pusainak f%ggv!ny!ben,

± a sz%ks!gletekhez !s lehet"s!gekhez legjobban alkalmazkod$ bevezet!si terv kialak't#sa,
± szakmai ir#nyelvek kiad#sa az EHV kiv#lasztott ter%letein, az int!zm!nyakkredit#ci$ felt!tel-

rendszer!nek meg#llap't#sa, alapdokumentumainak elk!sz't!se,
± az akkredit#ci$s dokument#ci$ kialak't#sa a kiv#lasztott ter%leteken, az elj#r#srendek kialak't#sa,
± az EHV akkredit#ci$s test%let!nek l!trehoz#sa,
± az EHV projektek nyomon k&vet!si !s !rt!kel!si rendszer!nek kidolgoz#sa, az ezzel &sszef%g-

g" m$dszertan kialak't#sa.

El•rehalad€s, megval•sul€s monitoroz€sa

 �Å Az EHV-t k&telezetts!gk!nt el"'r$ !s az akkredit#ci$s elj#r#st szab#lyoz$ jogalkot#s dokumen-
tumai.

 �Å Az akkredit#lt EHV munkacsoportok sz#ma.
 �Å A munkacsoportok #ltal elv!gzett EHV-k sz#ma.

Partners!gi kapcsolatok

 �Ê Emberi Er"forr#sok Miniszt!riuma (kiemelten Eg!szs!g%gy!rt Felel"s )llamtitk#rs#g*
 �Ê P!nz%gyminiszt!rium (kiemelten Eur$pai Uni$s Forr#sok Felhaszn#l#s#!rt Felel"s )llamtitk#r-

s#g*
 �Ê Igazs#g%gyi Miniszt!rium
 �Ê Agr#rminiszt!rium K&rnyezet%gy!rt Felel"s )llamtitk#rs#g
 �Ê Orsz#gos K&zeg!szs!g%gyi Int!zet
 �Ê Korm#nyhivatalok n!peg!szs!g%gyi f"oszt#lyai
 �Ê N!peg!szs!g%gyi K!pz"- !s Kutat$helyek Orsz#gos Egyes%lete
 �Ê +nkorm#nyzatok
 �Ê Relev#ns civil szervezetek
 �Ê M!dia
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Executive summary

Since 1981, Hungary has had a declining population due to low birth rates and high death rates. In addition to 
government policies that encourage childbearing, it is essential to signi!cantly reduce the mortality rate, par-
ticularly early mortality. It is widely accepted that the health of a population has a dramatic impact on the 
economic performance and competitiveness of a country. Thus, spending for e"ective public health programmes 
addressing the promotion of health and the prevention of diseases is considered an ̀ investment in health' by 
the governments of all high-income countries. 
The State Secretary for Health of the Ministry of Human Capacities and the National Association of Public Health 
Training and Research Institutions signed an agreement with the goal of drafting a plan for the National Public 
Health Programme (NPHP) on 19 July 2017. Although the NPHP's plan re#ects the current Hungarian public 
health situation, at the same time, it has been built on universal values ensuring sustainable development. The 
Health 2020 policy framework and strategy for the European Region of the World Health Organization, Euro-
pean O$ce, established goals and objectives that are applicable on a national level, and these shared goals 
and values have been accepted by all 53 countries of the European Region, including our country. The vision 
of Health 2020 and, consequently, its national adaptation is the NPHP's promise that all people be enabled 
and supported in achieving their full health potential and well-being. To improve the health and well-being of 
a population, it is essential to reduce health inequalities, strengthen public health services, and ensure sus-
tainable people-centred health systems that are universal, equitable, sustainable and of high quality. Reach-
ing these goals requires not only a commitment from the government but also ̀ governance for health', which 
promotes the joint action of the health and non-health sectors, of public and private actors and of citizens for 
a common interest. 
The implementation of the Health 2020 programme is facilitated by the highest international commitment to 
sustainable development, which was articulated by the UN 2030 Agenda and was accepted by 193 UN mem-
ber countries - including Hungary - without opposition. The document identi!es the health and well-being 
and the provision of a healthy life opportunity for people of all ages as the third target among the 17 sustain-
able development targets. Behind the goals of sustainable development, the basic Health 2020 concept appears: 
to reduce health inequalities and ̀ leave no one behind.' 
Consistent with these two core strategy documents, the Semmelweis Plan by the Ministry of National Resourc-
es and the ̀ Healthy Hungary 2014-2020' Health Strategy by the Ministry of Human Capacities, the NPHP desig-
nated four priority action areas and assigned the following programme blocks:

± investing in health by a life-course approach and empowering people - ̀ Health for the life-course'
± addressing major health challenges and preventing diseases - ̀ Reducing the burden of disease'
± strengthening people-centred health systems, preparing for emergencies, helping to create 

strong communities able to address problems and building a supportive environment - ̀ Devel-
op a health-promoting environment and develop community-oriented healthcare systems'

± improving public health services and health monitoring systems and conducting systematic 
health impact assessments 

The synergism of the UN sustainable development goals, the core objectives of Health 2020 and the Hungar-
ian health strategy documents create a unique condition for the implementation of the NPHP.
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Introduction

It is a well-known, generally accepted fact that socio-economic factors directly and indirectly in!uence the 
health status of a country's population. The linear relationship between life expectancy at birth and the gross 
domestic product per capita (GDP per person) is a fundamental indicator of health economics. However, the 
relationship between health and the economy is not one-way. Not only are economic factors important in 
determining the health status of a country's population but the population's health also crucially contributes 
to the economic performance of a given country: the competitiveness of human resources essentially depends 
on the health status of the population in addition to its educational level. According to the analysis by Bloom 
et al. (2001) based on data from 104 countries, extending life expectancy by one year will result in a 4% increase 
in the GDP. Regarding the relationship between macroeconomics and health (especially in Central Europe and 
Central Asia), an urgent need for a paradigm shift was suggested: health is not simply a consequence of eco-
nomic development, but a key factor; thus, it cannot be overemphasized that national development strategies 
should give priority to population health improvement. The future of our country depends on economic com-
petitiveness and on the health status of our population. The national issue is therefore to improve the health 
of the population as a fundamental strategic objective at the level of science and health policy. Successive 
governments must accept responsibility for health-oriented decision-preparation and decision-making and 
perform accordingly.
The health of the population and the sustainable development of society are interrelated in many ways. Invest-
ment in health supports social, economic and environmental sustainability, and investing in a healthy envi-
ronment supports health and well-being for individuals, families and communities by sustainable growth and 
a secure society. 
The World Health Organization (WHO) Health Evidence Network synthesis report explored the social return on 
investment in health. Based on scienti"c evidence, the following three conclusions may be drawn:

± Current investment policies and practices (normal business) cannot be sustained because they 
have high costs not only for individuals, families, communities, society and the economy but 
also for the global world.

± Investing in public health policies o#ers e$cient, e#ective and innovative solutions that are 
de"ned by valuesand evidence and encourage social, economic and environmental sustain-
ability.

± Investment in health and well-being is the driving force for sustainable development and enables 
people to achieve the best possible state of health.

Three pathways have been identi"ed by which health and welfare investments encourage (directly through 
the health sector) and enable (indirectly through other sectors) sustainable development:

± The pathway of health and safety increases life expectancy, improving quality of life and human 
resources, increasing labour productivity and activity, and creating national and global health 
security.

± The pathway of society and equity reduces inequalities among social groups and genders, strength-
ening social capital, creating political stability and achieving equal opportunities for women, 
young people and the poorest.

± The pathway of economy and innovation is by direct, indirect and induced economic e#ects, 
such as employment and job creation, skills development, infrastructure creation, acquisition 
of tools and technologies, communication, logistics, induced tax and social contributions, cre-
ating competitive healthcare services and technological innovations that encourage sustain-
able production and consumption.
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Based on the above, the WHO Regional Committee for Europe has established the following 12 public health 
policy priorities for values in public health:

± A proportionate and balanced approach should to be taken to address social, economic and 
environmental determinants of health.

± Gender equality, women's rights and responsibilities, and the management of violence and abuse 
should be ensured.

± The optimal conditions for newborns should be created: no child should be left behind.
± Early and youth education, health awareness and adequate employment should be ensured.
± Healthy and active ageing should be ensured.
± Smoking, alcohol consumption, obesity, unhealthy diet and physical inactivity should be reduced.
± Particular attention should be paid to the prevention of non-communicable and communica-

ble diseases.
± Universal healthcare and minimizing patients' out-of-pocket healthcare expenditures should 

be ensured.
± The public health system, capacities and services should be strengthened to create national 

and global health security.
± The health workforce should be adapted, expanded and optimized.
± Healthy and health-preserving sites, environments and !exible communities, including sustain-

able natural and urban environments, should be established.
± A green and circular economy (minimizing waste and negative e"ects) with sustainable pro-

duction, consumption and purchasing should be provided.
± Complex, evidence-based public health interventions seeking to improve health status will pro-

vide a proper return on resources; investments in health and health care will strengthen the 
foundations of sustainable socio-economic development.

Demographic situation

The uniform demographic trend of the developed countries of the world (including our country as an OECD 
country), although it varies from country to country, is determined by increasing life expectancy at birth and 
decreasing fertility indices. If the number of deaths exceeds the number of births, the result in these countries 
is an ageing population, characterized by population decline.
In OECD countries, the proportion of the population 65 or older was less than 9% in 1960 but grew to 17% in 
2015, and the trend analyses of the growth rates predict 28% by 2050. According to the OECD's most recent 
projection, the phenomenon of an ageing population in developed countries is manifested in the dramatical-
ly increasing percentage of people over the age of 80; this rate is now nearly 5% and will reach 10% by 2050.
In our country, the number of deaths has exceeded the number of births since 1981; since then, the country 
has been characterized by a population decline. The annual decline has been between 31,000 and 42,000 
people since 2000. Overall, our population has shrunk by 1,000,000 people since 1981. Population decline in 
Hungary has been accompanied by changes in the age structure of the population. Since 1983, the percent-
age of people over 65 has been growing, from 15% at the millennium to 18% by 2015.
A country's health pattern is #rst characterized by the scale of premature mortality (before the age of 65 years) 
and the composition of causes of death. Infant mortality involving the total number of deaths during the #rst 
year of life is a speci#c category within premature mortality, which essentially re!ects the quality of health 
care services and not the health of the population.
Infant mortality has been steadily decreasing in Hungary since 1970; it decreased to 10½ in 1997 and 4.2½  
in 2015. However, the favourable trend of recent decades should not be a cause for satisfaction because these 
Hungarian indicators lag signi#cantly behind not only the best European countries but even the OECD aver-
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age. Apart from infant mortality, deaths in the 0-64 age group (designated premature mortality) are decisively 
determined by the risk factors a!ecting health status and their actual occurrences in combination with the 
extra social burden linked to premature mortality; therefore, the public health literature considers the mortal-
ity of this age group a signi"cant topic for analysis.
In Hungary in the early 1970s, the mortality rate among people aged 0-64 was barely above the mortality rate 
of the EU15 for both men and women; by the middle of the decade, an unprecedented increase in the mortal-
ity of men began, peaking in 1993. This growth paralleled the steady improvement in the premature mortality 
rates of EU15 countries. As Hungary fell further behind the EU15 average, the gap continued to widen. Since 
1993, the premature mortality has been characterized by a clear downward trend, but this decline is not strong 
enough to signi"cantly a!ect the ratio of the Hungarian national average to the EU15 average of the relative 
risk of premature death. The relative risk of premature mortality due to circulatory system diseases is approxi-
mately three and a half times the EU15 average, and the risk of cancer is twice as high.
To plan interventions to reduce the rate of premature mortality, knowledge of the structure of the causes of 
death is crucial. In Hungary, although malignant tumours are the primary cause (47.5%)  of premature mortal-
ity in women, their role is less explicit (35.8%) in males. Tumours are followed by cardiovascular disease as 
causes of death, with 24.3% among women and 31.9% among men. In addition to these two major categories 
of death, the weight of gastrointestinal disorders (9.6% for males and 7.5% for females) and external causes 
(11.5% for men, 6.4% for women) is signi"cant.
Since the beginning of the 1990s, the main death categories for both genders are trending downward, with 
the exception of deaths caused by cancers, which were not reduced signi"cantly in women until recently; the 
rate of decline of cancer mortality in men is less than 20%. In both genders, among all cancers, lung cancer is 
the leading cause of death, followed by death due to lip, oral cavity, pharyngeal and colorectal neoplasms in 
men and breast and colorectal cancer deaths in women.
The relative risk of premature mortality depends on the cancer type, but the average for all cancer types is 
considerably less favourable than the average for the EU15 countries: the risk for lung cancer and oral cancer 
for both genders is more than two and a half times higher, as are colorectal tumours for men and cervical can-
cer for women. Signi"cant regional inequalities are linked to indicators of the premature mortality of men and 
women in Hungary.
According to the latest Health Report of the National Public Health Institute (2016), which included a district 
level mortality analysis, the worst premature mortality rate from circulatory diseases was approximately six 
times higher than the best value reported, but this ratio, even for cancers, was more than two and a half times 
the EU15 average.

Epidemiological situation

Although more than 60% of the adult population rated their health status as good or very good in the latest 
health survey (2014), one cannot ignore the fact that nearly 70% of the 20-64-year-old population have central 
obesity, and 50% have high blood pressure. More than 15% of the population have elevated fasting blood 
glucose levels associated with the risk for developing diabetes or have already existing diabetes, and 36% of 
the population have decreased HDL cholesterol levels, indicating an elevated risk for atherosclerosis. Both the 
elevated fasting blood glucose levels and the decreased HDL cholesterol levels are signi"cantly more frequent 
among Hungarian Gypsies than the prevalence rate for the general population (27% and 54%).
The burdens of cardiovascular disease, cancer, gastrointestinal and metabolic diseases a!ecting Hungarian 
society and families are well known. Among them, the burden of high blood pressure and diabetes is promi-
nent. According to the General Practitioners Morbidity Data Collection Programme, based on information obtained 
from participating counties in Hungary, the prevalence of hypertension is already between 35%-50% for men 
aged 55-64, 42%-62% for women, and in older age groups, 50%-80% for men and 60%-90% for women. The 
frequency of diabetes also varies widely, ranging from 10% to 16% for both men and women aged 55 to 64, 
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however, typically over 15% for people over 65 years of age. According to previously performed ̀ hidden mor-
bidity studies', these frequency values do not express the actual size of the problem because it is likely that 
every fourth high blood pressure and every third diabetes case will not be recognized until a later, more com-
plicated stage of the disease.
As the European Health Assessment (ELEF, 2014) reported in 2014, with regard to the prevalence of health-re-
lated behaviours that negatively impact individuals' health, it should be emphasized that one-third of the pop-
ulation (29%) smokes; more than one of twenty (5.4%) self-reported a high level of alcohol consumption, clas-
si!ed as heavy drinking; and two-thirds (67%) engage in less than 10 minutes of physical exercises per day in 
Hungary.
Overall, it must be noted that although the trends and values of identi!ed public health problems of Hungary 
are country-speci!c, the essence of these problems have been addressed by the European Region of the World 
Health Organization, and a conceptual response was provided by the Health 2020 European Framework Pro-
gramme and Strategy in 2012, which was signed by Hungary.
Health 2020 identi!es the values and tasks at the level of general and speci!c objectives and areas of activity 
with priorities that all 53 countries of the European Region have accepted and pursue to develop their nation-
al health policies in accordance with the spirit of Health 2020.
The vision of Health 2020 is that all people are enabled and supported to achieve their full health potential 
and well-being, and the countries strive to reduce inequalities individually and collectively. To improve the 
health and well-being of a population, it is essential to reduce health inequalities, strengthen public health 
services, and ensure universal and sustainable people-centred health systems providing high-quality services 
according to individuals' needs.
Health 2020 emphasizes that achieving these goals requires a commitment from governments, designated a gov-
ernance for health. As the primary areas of activity, the Strategy Paper identi!es the following:

± investing in health through a life-course approach and empowering people
± addressing major health challenges and preventing communicable and non-communicable 

diseases
± strengthening people-centred health systems, public health services, and preparedness for emer-

gencies; establishing a monitoring system for health status and health in"uencing factors; and 
improving responsiveness

± creating strong communities able to address problems and create a supportive environment 

The implementation of the Health 2020 programme was largely assisted by its acceptance as part of the Unit-
ed Nations Agenda 2030 framework, which is the highest international commitment to sustainable develop-
ment and was adopted unanimously by 193 Member States in 2015 without opposition. The document iden-
ti!es health and well-being as one of the 17 goals of sustainable development (Goal 3), ensuring a healthy life 
and promoting well-being at all ages. Pursuing the other 16 objectives also encourages health improvement. 
Behind the goals of sustainable development, the Health 2020 basic concept of reducing health inequalities 
appears as the ̀ leaving no one behind' principle. The synergy of the United Nations' sustainable development 
goals and the core objectives of Health 2020 also create a unique opportunity for the implementation of a Nation-
al Public Health Programme.
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The past and present of public health activity in our country

It is an important feature of the health policies of countries with favourable public health indicators and suc-
cesses in health improvement that their health promotion and public health activities follow the strategies 
and speci!c actions of public health programmes with regard to the speci!cities of the public health cycle. 
E"ective and e#cient public health activities can only be realized if problems are identi!ed by monitoring the 
health status and changes in the health of the population. The size of the problems, the disease burdens, must 
be characterized and ranked, not only because budget allocations for public health interventions may be lim-
ited even in the richest countries but also because maximizing health gains by determining solid and cost-ef-
fective public health interventions is indispensable. 
Although many initiatives were developed in the past three to four decades to create a public health programme, 
they have not led to breakthrough changes. The Council of Ministers approved the decree [1063/1987. (XII.10.)] 
on the long-term social programme of health preservation in 1987, which mirrored the core values of the 
World Health Organization's Ottawa Charter at the level of a governmental programme, focusing primarily on 
reducing the occurrence of non-communicable diseases by social cohesion. The well-known domestic politi-
cal decisions of the period following the resolution did not provide an opportunity to execute that complete 
plan.
During the political transition period, health promotion and the prevention of diseases became part of the 
legal responsibilities of the National Public Health and Medical O#cer, and the principles of long-term health 
promotion policy were adopted by Gov. decree 1030/1994 (IV.29.) in 1994. However, the actual implementa-
tion of the national goals and tasks mentioned in the programme could not be started because of the eco-
nomic crisis in Hungary. After the turn of the millennium, a new national public health programme for the 
period 2001-2010 was launched under Gov. decree 1066/2001. (VII.10.) of the Healthy Nation National Health 
Programme, which !nally resulted in the obvious and still ongoing breast cancer screening programme and 
its background-screening network.
The public health programme basically survived the governmental change in 2002. Although the executive 
programmes of the ̀Johan Bela National Programme for the Decade of Health' by parliamentary decision 46/2003. 
(IV.16.) revealed a di"erent emphasis, the continuity between the two programmes remained largely unchanged. 
The Johan Bela Programme, with its unique Hungarian path of innovative and successful initiatives of public 
health programmes, remained without government support or funding. Although the programme was in 
force until April 2013, the Semmelweis Plan promised a new ̀ paradigm shift' programme in 2011, which includ-
ed the renewal of the public health care system, the creation of sustainable funding and the ability to mobilize 
resources beyond the health care system.
However, despite the Semmelweis Plan, a new public health programme has not been developed since 2013 
although the ̀ Healthy Hungary 2014-2020 Health Strategy', published by Gov. decree 1039/2015. (10 October), 
was born. This strategic document outlined the `creation of a new Public Health Programme', which would 
provide a framework for actions and resources necessary to achieve public health strategic goals', which will 
be implemented in the context of this programme.
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HEALTH THROUGH THE LIFE-COURSE
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Improving maternal and child health

Situation analysis

According to the statement of World Health Organization (WHO), providing healthy growth and development 
for children is the current society's investment in the future and a key to future social and economic develop-
ment. To establish good health conditions in children is a professional and social task from children's concep-
tion to their teenage years.
Troubling tendencies have recently appeared in childbearing. The number of live births has continuously decreased 
and stagnated at a rather low level in recent years, with 95,361 live births in 2016. The complete fertility rate is 
also rather low, reaching its lowest point in 2011 (1.31) and trending upward in 2016 (1.49). There are signi!-
cant regional di"erences, however, between regions with higher rates (northern Hungary and the northern 
great plain) and lower rates (central Hungary). Despite the improvement, Hungary is in 21st place among EU 
member states. The age of women beginning a family has been delayed, therefore narrowing the propagative 
life span; women with higher education levels choose to have fewer children. The rate of children born in com-
mon-law marriages has increased by 48% (2014), and the number of induced abortions per 1000 live births is 
400, double the EU average.
In addition to a low birth rate, another problem is the high rate of endangered pregnancies and premature 
births. The rate of premature birth has increased by 9% (2013) in recent years, and the rate of infants with low 
birth weight (<2500 g) at 8%-9% has stagnated since 1990 and is one of the worst among EU member states. 
The rate of premature birth is particularly unfavourable among disadvantaged populations. The infant mor-
tality  rate has improved in recent years, and at 4.2½, reached the EU average in 2015. However, signi!cant 
regional di"erences may be observed within the country that correlate with the high rate of premature births.
The mortality index of children between 0-5 years of age has improved remarkably in Hungary although the 
mortality of children (6.5) under 5 years of age per 1000 live births signi!cantly exceeds the EU average (5.2). 
Mortality, neglect and murder, even at this age, have been increasing recently. Nearly one-third of the deaths 
of children 1-4 years of age are due to accidents and child abuse. According to OGYEI data, 191,000 endan-
gered children were registered in 2010. Thousands of these children are abused physically, emotionally and/
or sexually, and ten of thousands are neglected emotionally and physically. This is just the tip of the iceberg: 
experts estimate that only one in 25 cases is revealed. Regarding the number of deaths of children 0-14 years 
of age per 100,000 because of child abuse and neglect, Hungary is fourth from the bottom on the OECD list, 
which implies a malfunction of the reporting system.
The obligatory and age-structured vaccination of children was created reasonably and works well with vacci-
nation coverage as high as 99%; therefore, infectious diseases avertable by vaccinations do not occur or occur 
only rarely.

Main goal

To improve the demographic situation by providing equal chances and to support better and fairer early child-
hood development by applying an integrated approach to children's well-being
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Objectives

 �y to develop and launch a complex social support programme to enhance childbearing inten-
tion; to increase the general fertility rate by 20% although it is important to emphasize that this 
alone is not sufficient to stop population decline; to improve, within health visitor care, the qual-
ity of women's protection and pregnancy care; to attain an average number of 6 visits to preg-
nancy counselling, even for women with health or social problems

 �y to reduce the  premature birth rate to below 8%

 �y to improve the disclosure of child abuse and neglect by introducing integrated social programmes 
and to reduce their negative consequences by addressing these issues in a complex manner

 �y to enhance the rate of disclosure of discrepancies in early childhood development, to increase 
the number of experts in early childhood development to reduce regional disparities

Interventions suggested

 �ƒ to assess the effects of the support system of demographic policies and modify them, if neces-
sary, to increase types of support

 �ƒ to launch programmes to change health behaviours that negatively influence the growth of the 
foetus to reduce the rate of premature birth

 �ƒ to enhance the rate of disclosure of discrepancies in early childhood development (0-7 years of 
age) and increase the number of those who are engaged in early childhood development

 �ƒ to support early childhood development in a complex manner to provide a healthy life start 
and school start; to trace the growth and development of children; to reveal the risk factors of 
development; identify children with discrepant development to refer them to adequate devel-
opment care

 �ƒ to improve the collaboration between services that detect discrepant development; to enlarge 
the ̀ Safe Start' network and the number of those who are entitled to its services

 �ƒ to improve the rate of disclosure of child abuse and neglect by more efficient cooperation among 
reporting services, which could provide a good base for developing and implementing an effi-
cient and interventional societal programme

 �ƒ to rearrange the Mobile Specialist Service and/or organize childhood mobile screenings

Progress, implementation, monitoring

 �Å the movement of the complete fertility rate
 �Å the movement of the premature birth rate 
 �Å detecting discrepant early childhood development 
 �Å the number of participants in early childhood development 
 �Å the number of revealed cases of child abuse and neglect 
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Partnerships

 �Ê Ministry of Human Capacities
 �Ê Ministry of State for Family and Youth Affairs
 �Ê Ministry of State for Healthcare
 �Ê Ministry of State for Education
 �Ê Ministry of Social Affairs and Inclusion
 �Ê Prime Minister's Office
 �Ê National Healthcare Services Center
 �Ê National Health Insurance Fund
 �Ê National Institute of Public Health
 �Ê Public Health Departments of Government Offices
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Hungarian Association of Public Health Training and Research Institutions
 �Ê Institutions of Child Protection Primary Care 
 �Ê Institutions of Child Protection Special Care
 �Ê Child Protection Methodological Special Service
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Promoting healthy youth development

Situation analysis

Data regarding the health status of children and young people are provided by statutory school health exam-
inations, the results of which are published in annual school health reports. According to !les referring to the 
academic year 2015/16 and published in April 2017, school health services identi!ed musculoskeletal abnor-
malities and refractive errors as the most frequent problems; high blood pressure rates have increased tenfold 
comparing data from grades 2 and 12 (increasing from 2.9½ to 2.6%), the ratio of obesity was 10%-12% in 
each examined grade, the incidence of diabetes increases with age and was 4.3½ in grade 12, and the fre-
quency of asthma was 2.5%-3%. Since May 2015, the statutory, scienti!cally valid, advanced and uniform phys-
ical !tness tests (Net!t) have been conducted by teachers of physical education once each academic year, and 
the resulting online data undergo annual analysis. According to the Net!t results, the overweight and obesity 
rates among pupils  increased from 20% to 30% between 2015 and 2017. During the observed three years, 
only 57.6%, 61.8% and 60.5% of pupils scored in the health zone on the progressive aerobic capacity endur-
ance test, and only 46.6%, 51.0% and 52.4% did so performing the trunk lift test. The health literacy of children 
and young people is not measured at all in public education. 
Parental skills do not in every case ideally serve children's physical, mental and spiritual development. These 
skills can be indirectly evaluated by measuring health literacy (see the chapter on Public Health Communica-
tion). Parental skills development is promoted by the Kopp M$ria Institute for Population Growth and Families 
(KINCS), among other organizations, and was recently established as a support institute for the Ministry of 
State for Family and Youth A"airs. 
From a public health perspective, the maximum health gain is obtained by promoting interventions begin-
ning at as early an age as possible and constantly maintained. Making kindergarten education compulsory 
from the age of 3 is an important action with regard to the equal opportunities for children and their health 
promotion.
For public education institutions (kindergartens, schools, dormitories), paragraphs 128-131 of the 20/2012 
Ministerial Decree on the Operation and Naming of Public Education Institutions specify Holistic Institutional 
Health Promotion (TIE) to be integrated into the everyday life of educational institutions. To achieve this, schools 
received considerable help within the framework of several large projects; kindergartens and dormitories, how-
ever, have not received similar support to date. The sport sector's project to support compulsory daily physical 
education ± a unique initiative in Europe ± o"ered long-term and practical assistance through further training 
and professional materials serving the methodological development of physical education teachers as well as 
by developing and operating the nationally uniform and compulsory Net!t. In the framework of school improve-
ment, new gyms and pools were built; however, physical educators must continue to employ some creativity 
to administer their classes e"ectively outside the gyms. TIE is supported by several other legal provisions as 
well (public health product tax, increasing measures of the act protecting non-smokers, regulating public pro-
duction, decreasing the industrial trans fatty acids in food products); nevertheless, the su#cient enforcement 
of this legislation is hindered by partial social support as well as by insu#cient o#cial control. Making TIE 
compulsory and supporting its realization through projects is an important public health intervention that 
should be continuously promoted by public health agencies, accompanied by professional support for educa-
tors. However, promotion and monitoring are hindered by the current de!cient organization and incidental 
operation of the public health institutional system. At the same time, there were numerous public education 
e"orts initiated within several large projects to decrease or prevent dropouts, which can also serve the TIE 
objectives well. Each level of public education governance is open to intersectoral cooperation to support TIE; 
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however, the introduction of health sciences is not supported as a subject in its own right, nor is the require-
ment to employ health promotion educators, which could mean a considerable step forward. 
Better health for university students is supported by the health-promoting universities initiative, which, how-
ever, requires further dissemination and support.

Main goal

To enhance the e!cacy of child and youth health promotion in families and educational institutions (kinder-
gartens, primary and secondary schools, dormitories, higher education institutes)

Objectives

 �y to improve health literacy among parents, educators, children and young people

 �y to influence the health behaviour of the same target groups in favourable directions

Interventions suggested

 �ƒ promoting health literacy and health comprehension among the population

 �ƒ preparing parents for an education that consciously promotes children's health

 �ƒ improving the professional quality and infrastructure criteria of daily physical education

 �ƒ for the sake of more efficient TIE, providing professional support by the public health institu-
tion system for kindergartens, schools and dormitories

 �ƒ further developing and regularly enforcing/exercising cooperation with the public education 
sector

 �ƒ sensitizing education students to physical and mental health education based on the holistic 
health concept, prepare for TIE tasks, and equip educators with health promotion knowledge 

 �ƒ requiring compulsory acquisition of special posture correction exercises among physical edu-
cation teachers and compulsory exercising for every child/pupil

 �ƒ training and employing education professionals who are skilled and competent stakeholders 
in all settings of school health promotion (inside and outside of classrooms and outside the 
school); direct their actions for each target group (children, young people, educators, non-ed-
ucating staff, parents) (health promotion teacher, health sciences teacher, professional certi-
fied educators in health promotion, mental health promotion)

 �ƒ broadening and promoting the health-promoting movement in universities

 �ƒ promoting the health of young people outside the public education sector in cooperation with 
the youth sector by creating youth grounds, offering youth programmes and ensuring that health 
communication reaches young people

 �ƒ improving mass food production by promoting the partnership of local production and local 
consumption by providing professional support and modern cooking utensils for kitchens, by 
winning parents and the population in general, and by cultivating school gardens
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Progress, implementation, monitoring

 �Å changes in the health behaviour and health status of young people (school health report, Net-
fit, HBSC, ESPAD). Highlighted: age-standardized prevalence of current tobacco use among 
persons aged 15 years and older; total per capita alcohol consumption among people aged 
15+ years within a calendar year; prevalence of overweight and obesity among adolescents 
(defined as BMI-for-age value above +1 Z-score and +2 Z-score relative to the 2007 WHO growth 
reference median, respectively); prevalence of insufficiently physically active adolescents, defined 
as less than 60 minutes of moderate to vigorous intensity activity daily; adolescent birth rate 
(aged 10-14 years; aged 15-19 years) per 1000 women in that age group; proportion of youth 
(aged 15-24 years) not in education, employment or training

 �Å health literacy development of young people (development of a measuring tool)
 �Å changes in the health behaviour of young people outside public education (youth survey)
 �Å number of graduated and accordingly employed health promotion educators
 �Å number of health-promoting universities

Partnerships

 �Ê Ministry of Human Capacities (especially Ministry of State for Healthcare, Ministry of State for 
Family and Youth Affairs, Ministry of State for Education, Ministry of State for Sport, Ministry of 
Social Affairs and Inclusion)

 �Ê Ministry of Agriculture
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Association of Hungarian Medical Societies
 �Ê Hungarian Association of Public Health Training and Research Institutions
 �Ê Public Health Departments of Government Offices
 �Ê Health Promoting Offices
 �Ê Health professionals of primary care
 �Ê Health Promoting University programme of the Hungarian University Sports Federation
 �Ê Institutions of education (kindergartens, primary and secondary schools, dormitories, higher 

education institutes)
 �Ê Local governments
 �Ê Churches
 �Ê Cultural institutions
 �Ê Parents and family support organisations (family and child welfare services, education counsel-

lors, pedagogical services)
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Supporting healthy ageing

Situation analysis 

Di erent!cultures!take!di erent!approaches!to!ageing!and!experience! it! in!diverse!manners.!However,! it! is!
nearly!universally!true!that!all!cultures!respect!life!experience!and!wisdom!and!do!their!best!to!preserve!accu-
mulated!knowledge!and!transfer!it!to!the!younger!generations.!
Changes!in!the!demographic!data!clearly!show!that!the!trend!of!the!ageing!of!the!population!prevalent!in!
developed!countries!is!also!valid!in!Hungary.!Healthy!life!expectancy!(HLE)!at!age!65,!although!showing!an!
increasing!tendency!in!Hungary!as!well,!lags!behind!the!corresponding!mean!value!of!the!countries!of!the!
European!Union!by!nearly! four!years.!With!decision!no.!81/2009!(X.2.),!OGY,! in!accordance!with! the!WHO's!
`Active!Ageing'!programme,!the!Hungarian!Parliament!adopted!the!National!Strategy!for!the!Elderly!for!the!
period!from!2009-2034.!Their!tenet!was!that!only!30%-40%!of!Hungarian!men!and!women!over!65!can!expect!
to!live!their!lives!without!major!loss!of!functional!abilities;!22%-30%!their!years!will!be!free!from!chronic!dis-
eases,!and!only!6%-7%!can!expect!`good'!or!`very!good'!years!in!terms!of!health.!According!to!public!health!
research,!higher!quali"cations!and!a!greater!proportion!of!the!population!of!the!settlement!in!which!an!older!
adult!lives!-!irrespective!of!gender!-!can!contribute!to!a!better!prognosis!in!terms!of!a!longer!and!healthier!life!
expectancy.!
At!the!time!of!the!establishment!of!the!National!Strategy!for!the!Elderly,!50.4%!of!women!60!years!or!older!and!
66.4%!of!women!aged!70!or!older!were!living!alone!as!widows!or!widowers.!According!to!the!2016!report!of!
the!Hungarian!Central!Statistical!O#ce,!the!percentage!of!widows!and!widowers!has!not!signi"cantly!changed!
in!the!past!two!decades,!ranging!between!11%!and!12%.!Concomitant!loneliness!is!further!worsened!by!the!
fact!that!nearly!half!of!these!older!people!already!su er!from!a!disability!(impaired!movement!or!senses)!that!
constrains!their!everyday!lives;!these!people!must!often!rely!on!others'!help.!

Recent!research!shows!that!decreases!in!functional!capacity!and!physical!abilities!so!characteristic!of!ageing!
are!only!slightly!associated!with!chronological!age.!It!is!impossible!to!de"ne!a!̀ typical!old!person'!because!the!
diversity!of!old!people's!capabilities!and!needs!is!determined!by!the!diverse!events!in!their!respective!lives.!Of!
great!importance!is!their!former!lifestyle,!which!is!also!important!in!terms!of!health!because!lifestyle!can!be!
changed,!which!means!that!individual!capabilities!can!be!in$uenced.!
Although!most!older!adults!have!several!health!issues,!it!has!been!demonstrated!that!this!is!not!a!function!of!
age!alone.!Taking!the!latest!evidence!into!consideration,!promotion!of!the!health!status!of!the!older!popula-
tion!must!be!modi"ed!from!the!aspect!of!public!health,!shifting!from!patient!care!to!a!broader!direction!of!
prevention!and!health!promotion.!This!means! that,!using!proper!policies!and!well-organized!services,! the!
ageing!of!the!population!can!be!regarded!not!only!as!a!problem!but!can!in!fact!open!up!new!opportunities!for!
individuals!and!society.!

Main goal

The!goal!of!the!programme!is!to!enable!implementation!and!alignment!of!the!long-term!objectives!of!the!
National!Strategy!for!the!Elderly!in!Hungary!with!the!Healthy!Ageing!programme,!the!WHO's!global!strategy!
and!action!plan,!which!focuses!on!healthy!ageing,!replacing!the!former!̀ Active!Ageing'!strategy.!The!new!guide-
line!places!the!focus!on!maintaining!functional!capacity!rather!than!the!absence!of!disease!during!healthy!
ageing,!which!enables!older!adults!to!live!in!whatever!way!they!deem!important.!It! is!not!only!individuals'!
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personal capacities but also the peculiarities of their physical and social environment that play an active role 
in ensuring that older adults can achieve these goals. 

Objectives

To reach the objectives of the ̀ Healthy Ageing' programme, ten priorities were established in the WHO's guide-
line. This programme identi!es the following concrete objectives in alignment with the above ten priorities:

 �y We must evaluate our experience and compare it with that of other countries and systematical-
ly collect data using internationally adopted and agreed-upon methods in the course of the pro-
grammes. Systematic evaluation of the changes and progress is necessary partially with a view to 
identifying lacking fields that require further improvement and partly to enable Hungary, too, 
to join the WHO-initiated international review scheduled for 2020.

 �y A virtual platform (`Age-Friendly World') must be created in which Hungarian and international 
actors can cooperate. This forum will provide an opportunity to familiarize ourselves with best 
practices and evidence. 

 �y We must strengthen global social cooperation to establish and support ̀ elderly-friendly' com-
munities. It is also necessary to organize mentoring programmes and online courses for the pro-
fessionals involved in the programme. It is necessary to provide opportunities at low-budget 
conferences for sharing experiences and building a cooperative network. 

 �y Capacity strengthening is an important task: the highest-level political decision makers and 
civil organizations must be involved in the shaping of the programmes, and to promote healthy 
ageing, additional actors operating outside the healthcare system also must be involved, par-
ticularly from the fields of employment and education.

 �y We must support and encourage actors to promote research that addresses the current and 
future needs of older people in the spirit of the guidelines adopted by the WHO and provides 
professional evidence to support political decision-makers. 

 �y Research must be conducted on the effects that ageing employees have on Hungary's labour 
market. We must assess capacities, using various experimental programmes, and, adjusting to 
local needs, educational and training programmes must be organized to promote competen-
cies. 

 �y Older adults must be supported to enable them to improve their own health status. Tools for 
this support must be ensured by expanding the scope of basic health care, using general health 
status assessments, and securing widely available health preservation programmes that help 
older adults maintain their physical and mental capacities. 

 �y A care system must be established both financially and technically that is capable of long-term 
functioning. To implement an effective and fair system of services, it is indispensable to trans-
form legislation and financing mechanisms and develop human resources.

 �y Global campaigns must be undertaken to promote healthy ageing accompanied by extensive 
information and effective communication for social change: compiling guidelines and evi-
dence for the policy-makers to provide support in laying the foundations for changes in health 
care and social policy.

 �y It is necessary to examine the socio-economic consequences of an ageing population so that 
sound political decisions can be made. Long-term financing models must be established based 
on international experience. Investments must be established in the health care system that 
will provide the entire society with long-term advantages through local communities.

Overall, the concrete objective of the new public health programme is to organize health promotion and pub-
lic care for older people, create jobs and work places that ensure this, and secure the necessary funds.
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Interventions suggested

 �ƒ securing competence-promoting training to support health promotion and public care for 
workers in primary care (further training for certified nurses, health promotion and mental 
health specialists)

 �ƒ organizing health promotion training/further training recognized with credit points for work-
ers in health care and social care fields, encouraging workers to participate in training and 
recognizing completion

 �ƒ organizing health checks within primary care to identify and treat older people's health prob-
lems

 �ƒ implementing sports and physical activity programmes for the elderly based on health checks 
and in accordance with physical health status at the level of local communities, primarily in the 
form of group activities

 �ƒ developing guidelines specifically for health promotion that can also be used in practice con-
cerning the possibilities of health preservation and promotion, organizing and implementing 
local community health days or other low-budget events

 �ƒ supporting enabling environments that encourage independence consisting of families, friends, 
or other social relations with the involvement of young volunteers

 �ƒ providing integrated and community-based services that adjust to local conditions and pecu-
liarities as well as to individual and community-level demands, establishing community initia-
tives supporting active old age in situations in which older adults can meet one another

 �ƒ transferring older people's knowledge and experience to the younger generation

 �ƒ creating training programmes and learning opportunities for older adults in which they can 
familiarize themselves with the diverse potential of Internet-based communication and acquire 
new competences and knowledge necessary for work as well

 �ƒ promoting the establishment of home care and telemedicine (home monitoring) as well as 
multi-stage ̀ assisted lifestyle' care homes (care wards for the chronically ill and transit care) to 
ensure that the burden of caring for the elderly caused by chronic diseases, lifestyle difficulties 
and unmet personal care needs should not fall on acute healthcare

 �ƒ adopting a geriatric caregiver training (MSc) with expanded powers to implement old age care 
in a complex manner, using a holistic approach

Progress, implementation, monitoring

 �Å life expectancy at the age of 65
 �Å healthy life expectancy at the age of 65
 �Å changes in the subjective judgement of health status
 �Å percentage of people who live alone among people age 65+
 �Å amount of training, further training focusing on promoting older adults' health status
 �Å number of people with qualifications and people working in jobs they are qualified for
 �Å number of health status assessments and their proportion relative to potential needs 
 �Å number of locally organized sports programmes, sports days and health days that foster health 

promotion
 �Å number of organized and functioning volunteer groups to support older adults
 �Å number of organized and functioning trainings that promote capacities and competences
 �Å number of work places that employ older people
 �Å number of assisted living care homes supporting elderly care and the number of people living 

there
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 �Å number of health institutions implementing transit care and the number of people involved in 
those institutions

Indicators:
± use of primary and specialized care
± number and proportion of the population who attended the health checks
± functional status and health-related quality of life (using generic and speci!c questionnaires)
± mortality, morbidity, (cardiovascular diseases, tumours, diabetes, gastrointestinal diseases, 

osteoporosis)
± cost factors of caring for patients with diseases of the locomotor system
± number and proportion of pensioners in active employment

Partnerships

 �Ê Ministry of Human Capacities
± Ministry of State for Healthcare
± Ministry of State for Family and Youth A"airs
± Ministry of State for Education
± Ministry of State for Culture

 �Ê Ministry of Innovation and Technology
 �Ê Ministry of Finance
 �Ê Hungarian Association of Public Health Training and Research Institutions
 �Ê Universities with faculties of medical and health sciences
 �Ê Universities with faculties of arts and humanities
 �Ê Ministry of Agriculture 
 �Ê National Institute of Public Health
 �Ê National Healthcare Services Center
 �Ê Health promotion offices
 �Ê Selt governments
 �Ê Hungarian Red Cross
 �Ê Civic organizations
 �Ê Seniors services
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Interventions targeting socially vulnerable groups

Situation analysis

Over the past several decades, a number of epidemiological studies have supported the observation that 
health inequalities in any country exhibit a gradient, meaning that population groups at the lowest socio-eco-
nomic status de!ned by their education, occupation, and income have the least favourable health, tend to die 
earlier and have a higher prevalence of health problems compared with groups of higher socio-economic 
status. 
Socio-economic status measures comprise the foundation on which vulnerable groups may be de!ned using 
the indicators of `risk of poverty or social exclusion' de!ned by Eurostat to help track the objectives of the 
Europe 2020 Strategy. These indicators include the proportion of people living below the poverty line, the 
proportion of people living in material deprivation, and the proportion of households with very low work 
intensity. Education must be considered as one of the basic determinants of income-generating capacity 
when population health status is reviewed in terms of social exclusion. 
Even within socially vulnerable people, there are subgroups for whom health risks are further increased, such 
as those at the two ends of the age range (children and the elderly), minorities, people with disabilities and 
persons at especially high risk of social exclusion (migrants, psychoactive drug users, homeless people, inmates).
Health inequalities, beyond being unjust and representing a challenge for the EU's commitment to solidarity, 
human rights and social cohesion, also endanger economic and social development through complicated 
mechanisms. For this reason, health inequalities are treated as a priority by international health and profes-
sional organizations and institutions. The Health Strategy of the European Regional O"ce of the World Health 
Organization (Health2020) adopted in 2012 identi!ed the reduction of health inequalities as one of its strate-
gic objectives. The Europe2020 strategy of the European Union launched in 2010 created a vision of smart, 
sustainable and inclusive growth achieved by, among other things, combating social exclusion and reducing 
health inequalities. Three of the !ve targets de!ned in the strategy seek to address risk factors that are also 
highly relevant for reducing health inequalities (increasing the employment of people aged 20-64 to at least 
75%, reducing the proportion of early school leavers to 10%, reducing the number of people at risk of poverty 
by 20 million).
As seen from the above, addressing the problems of populations at high risk of social exclusion should be 
considered a priority for economic development. This issue should also be a priority for any public health strat-
egy because due to the complex health e#ects of socio-economic factors, the health status and risk behaviours 
of these population groups are consistently below the average, creating a large burden for patient care. How-
ever, the health sector is incapable of reducing health inequalities on its own. Although ensuring access to 
healthcare services, including preventive services, is of great importance, it is also imperative to improve the 
social and economic factors that fundamentally a#ect health inequalities in the medium to long term.
Recognizing the strong social and health vulnerability of the Roma minority within those at risk of social exclu-
sion, the EU created a speci!c framework for Member States in 2011 proposing the development of national 
Roma integration strategies. Based on this framework, a Hungarian national strategy was adopted that seeks 
the integration of not only Roma but also adults and children living in sustained poverty.
Life expectancy in Hungary in 2011 at the age of 25 was approximately 13 years shorter for men and 5.6 years 
shorter for women without a school-leaving certi!cate (matriculation) compared with those with more edu-
cation. The same education-related di#erence at age 65 was 4.2 years for men, and 1.5 years for women in 
2013, indicating that women were 25% and men 50% below the EU average. There were signi!cant social 
di#erences for all major chronic illnesses: the prevalence of high blood pressure was 25% higher, the preva-
lence of diabetes was 50% higher and the prevalence of respiratory complaints was nearly 100% higher among 
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those with no more than a primary education compared with those with a tertiary education. Of the conse-
quences of the most common risk behaviours, overweight and obesity also demonstrated a correlation with 
schooling although the proportion of overweight and obese people in Hungary is highest among those with 
secondary (and not merely primary) quali!cations. Studies of the population health status between 2001 and 
2012 indicated that the health gap between the least educated and the more educated groups begins in the 
35-44 year-old age group.
There are also very signi!cant di"erences in health status by income: 68% of Hungarians in the highest income 
quintile considered their subjective health status good or very good; by contrast, only 54% of the lowest earn-
ers considered that to be so. This is 10% (high-income) and 7% (low-income) behind the EU average. Low 
parental income as a health risk factor in Hungary primarily a"ects children, 36.1% of whom live in families at 
risk of poverty (as opposed to 17.1% of those over age 65).
Geographical inequalities of social exclusion are also signi!cant among the counties and regions of the coun-
try. For example, premature male cardiovascular mortality largely follows the pattern of geographical depriva-
tion, which is divided by a north-eastern/south-western axis into better (western) and worse (eastern) regions. 
Geographical inequalities can also be detected within Budapest. Mortality of 25-64 year olds was highest in 
those districts of the capital in which the proportion of adult residents with low education and high unem-
ployment was also the highest.
Access to health services is also problematic for people at risk of poverty, material deprivation and social exclu-
sion, creating challenges not only for the improvement of health in these groups but also for the management 
and e#ciency of care. Unmet demand is re$ected by the fact that 14.3% of those in the lowest income quintile 
± nearly !ve times more than those in the top !fth quintile ± were sometimes unable to access health care 
services in 2013 even though they needed care. For those in the lowest income group, covering out-of-pocket 
(private) expenditures is an additional problem, given that the share of private expenditures in Hungary is the 
second highest among the OECD countries (32%), exceeding the OECD average by more than 40%. The qual-
ity of care is increasingly and negatively a"ected by the high and increasing number of permanently vacant 
GP and health visitor positions, a problem that is most serious in the most economically underdeveloped coun-
ties. 

Main goal

To improve access to health care for groups at risk of social exclusion and to improve the determinants of 
social exclusion, such as living conditions, early childhood development, education and employment (ability 
to generate income)

Objectives

 �y improving factors that limit access to health care, especially for those at risk of social exclusion

 �y improving living conditions for families with young children living in absolute poverty, for home-
less parents with young children and for those addicted to alcohol and/or drugs who have com-
pleted residential programmes

 �y early detection and elimination of physical and sensory factors that hinder the development of 
the cognitive skills required for completing higher levels of education, especially among young 
children at risk

 �y reducing geographical and settlement-level differences in education by improving teacher train-
ing courses and improving the performance of school health services
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Interventions suggested

 �ƒ identifying groups at risk of social exclusion with no or limited access to health care

 �ƒ mapping permanently unfilled general practitioner and health visitor posts, investigating their 
operational and environmental conditions and assessing the needs of districts with such unfilled 
posts

 �ƒ creating a map based on health care needs assessment, monitoring the professional and spa-
tial changes in needs and developing a progressive financing system for districts with exten-
sive needs

 �ƒ supporting the creation of GP clusters (GP practices working in groups) and accentuated financ-
ing of such GP clusters in deprived geographical areas employing health mediators

 �ƒ developing and introducing an incentive system for the population at risk of social exclusion 
by incentivizing the uptake of screening tests specified in decree 51/1997. NM

 �ƒ supporting families at risk of poverty, material deprivation and low work intensity, homeless 
parents with young children and recovering addicts by 

± improving their housing conditions.
± providing schooling support for children.
± developing a system to monitor the e!ectiveness of these measures.

 �ƒ Introducing compulsory vision and hearing tests for neonates, providing the necessary train-
ing and tools for these tests and ensuring that neonates born to families at risk of social exclu-
sion can have free access to interventions promoting neonatal/infant development

 �ƒ Regularly analysing the work of health visitors and using this analysis in the planning of target-
ed interventions:

± physical examination to detect goitre in children: further examination of children with goitre, 
providing iodine supplements if necessary

± monitoring physical development: screening and further investigation of malnourished chil-
dren, free pre-school/school meals for children or regular food vouchers for their families, fol-
low-up of their development

± screening for children who are behind their age in psychomotor development, free provision of 
support for developmental programmes

± regular data collection and analysis of the relationship between the quali"cations of teachers 
and school performance of pupils

± developing performance-based funding for school health care
± training specialists in health promotion for working with disadvantaged and minority social 

groups and development of a health-promoting infrastructure
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Progress, implementation, monitoring

General:
 �Å regular analysis of data from primary health care by socioeconomic status based on the Gener-

al Practitioners' Morbidity Sentinel Stations Programme
 �Å regular analysis of national data of health visitors
 �Å regular monitoring of the health status of the Hungarian population (European Health Inter-

view Survey [EHIS], Health Behaviour of Schoolchildren [HBSC]), including stratified presenta-
tion of data on population groups at risk of social exclusion (socio-economic situation analysis)

Process indicators:
 �Å at a minimum, county-level maps on health care needs/unmet health needs
 �Å needs-based financing system in primary health care
 �Å performance-based financing system for school health care
 �Å number and proportion of completed screening tests per age group in children, according to 

the socio-economic status of the parents/family
 �Å the proportion of the screened population and the participation rate in developmental pro-

grammes by the socio-economic status of parents/families
 �Å annual change in the proportion of school dropouts according to the socio-economic status of 

parents/families

Output indicators: 
 �Å annual change in the abilities of school students (national competence survey) by the socio-eco-

nomic status of parents/family
 �Å annual change in adults' skills (Survey of Adult Skills - PIAAC), by socio-economic status
 �Å annual monitoring of the micro-regional distribution of morbidity and mortality caused by the 

most common diseases by socio-economic status
 �Å age-standardized prevalence of overweight and obese adults by gender, age and education
 �Å proportion of children of primary school age who are out of school
 �Å Gini coefficient
 �Å prevalence of malnutrition
 �Å proportion of young people aged 15 to 24 who are not in education, employed or in training 

(NEET)

Partnerships

An action plan should be developed by linking it to the Hungarian National Strategy of Social Inclusion.  De!-
nition of tasks for the health sector as well as for intersectorial implementation should be carried out at the 
governmental level. Involvement of the following institutions and organizations are recommended: 

 �Ê Prime Minister's Office
 �Ê Ministry of Human Capacities - all Ministries of State 
 �Ê National Healthcare Services Center
 �Ê Ministry of Finance
 �Ê Ministry for Innovation and Technology
 �Ê Ministry of Agriculture
 �Ê Ministy of Interior
 �Ê National Institute of Public Health 
 �Ê Hungarian Academy of Sciences 
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 �Ê Universities providing courses in medical and health sciences
 �Ê Office of Education
 �Ê Offices of Health Promotion
 �Ê National Roma Self-Goverment 
 �Ê Municipal and minority (Roma) goverments of settlements
 �Ê Public Health Departments of Government Offices
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Prevention and control of infectious diseases

Situation analysis

The epidemiological safety of Hungary may be considered good. In recent years, according to the data provid-
ed by the National Information System for Professional Supervision (OSZIR), the number of reported infectious 
diseases has been between 65,000 and 70,000. The most common diseases are chickenpox and scarlet fever. 
In recent years, no substantial change occurred in the number of enteral infectious diseases. Two-thirds of 
such diseases are of bacterial origin (salmonellosis and campylobacteriosis). One-third of the cases proved to 
be rotavirus-gastroenteritis. Calicivirus is not subject to reporting; therefore, we have no data regarding its 
occurrence. Thanks to the improvement of hygienic conditions, the frequency of the occurrence of hepatitis A 
has decreased considerably since the 1970s. In recent years, susceptibility has increased due to decreased 
a!ectedness, and, consequently, epidemics broke out. The number of acute cases of hepatitis B and C has 
been stagnating in the last "ve years while cases of hepatitis E have gradually increased.
In the case of infectious diseases that can be prevented via vaccination, the epidemiological situation is excel-
lent; in the "eld of vaccinations subject to age, penetration is 99.7% to 99.9%. The number of vaccinations 
available on a mandatory or voluntary basis is continuously increasing, and their sphere is complemented 
from time to time. Polio ceased to exist in Hungary, and in 2002 the WHO declared the European Region to be 
a poliomyelitis-free zone although in the Central Asian Tajikistan, which is also listed in the European Region, 
a polio epidemic broke out, which then spread to the neighbouring states. Due to the vaccination policies of 
certain countries, the disease is again a threat. As a result of the spreading of the measles epidemic that broke 
out in Romania because of the anti-vaccination campaigns there, imported and domestic cases occurred in 
2017 in and around the city of Mak#. Supervisory activity has been reinforced, the seroepidemiologic exam-
ination of a!ected healthcare workers completed and susceptible people have been vaccinated. In addition 
to the high number of chicken pox and measles cases, infectious pulmonary diseases such as the annually 
occurring in$uenza epidemics must also be contended with. For the prevention of epidemics, the govern-
ment annually provides free vaccines for those who are increasingly threatened because of their age or health 
condition and for those who provide care for these groups. In 2014, as a result of the well-organized and per-
sistent "ght against tuberculosis, Hungary was classi"ed among the countries with a low risk of infection. 
Among sexually transmitted diseases, the number of syphilis cases has been continuously increasing over the 
last "ve years. The number of reported cases of HIV infection increased until 2015, then dropped to 228 cases 
per year in 2016. The number of AIDS cases has increased slightly over the last "ve years; in 2016, 53 cases were 
diagnosed. On average, 1,500 cases of cervical cancer are diagnosed each year in Hungary (in 99% of which 
the high-risk [HR] types of HPV may be detected), and the number of deaths was approximately 500. Since 
2014, in the case of seventh-grade girls, parents have been able to request free HPV vaccination in Hungary. 
The e!ect of this vaccination cannot be perceived in morbidity, but in Australia and the US, the occurrence of 
conditions associated with the human papillomavirus (HPV) decreased signi"cantly (by 48 to 92%) within 3 to 
5 years following its introduction. The obstacle of detecting infections spreading via sexual contact or blood/
secretion (e.g., hepatitis B and HIV) is that currently we do not have even approximate knowledge about the 
penetration of intravenous drug abuse, and, therefore, about the number and epidemiology of infections 
spreading in this manner.
Imported infectious diseases. Year after year, new threats and new pathogens have appeared: the in$uenza 
pandemic in 2009-2010, EHEC (enterohaemorrhagic Escherichia coli) in 2011, a new coronavirus in 2013, Ebola 
in 2014 and Zika in 2015. Between November 2014 and February 2015, new bird $u infections of high patho-
genicity broke out in several points in the world, including several European countries, including Hungary. 
There is a possibility that they were carried into Hungary (2 cases of imported Zika fever were reported in 2016 
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as well as one or two cases of Chikungunya fever in every year since 2014). The screening of illegal immigrants 
showed them carrying dangerous pathogens (e.g., HIV, hepatitis B, Mycobacterium tuberculosis, and Salmonel-
la Typhi). In Hungary, three new cases of enteric typhoid and four cases of paratyphoid fever occurred; the 
patients were Hungarian citizens who contracted the infection abroad. 
Due to climate change and global warming, infectious diseases that have not previously been indigenous are 
expected to appear. The vectors of tropical infections such as Zika fever and Dengue fever are already present 
in Hungary. 
Healthcare-associated infections. According to the !ndings of WHO, healthcare-associated infections (HAI) 
are the most common unwanted events. It is a legitimate expectation of those recovering in any subsystem of 
the healthcare system to regain their health as soon as possible, and in the process, not to contract an infec-
tion related to their care. What further indicates the importance of infection prevention is that currently, the 
prevention of health damage (and not only nosocomial infection) occurring during healthcare is already dis-
tinguished by the profession as a fourth-level prevention. On an international scale, the ratio of HAI is 4% to 
11% in countries of the world with developed healthcare. Currently in Hungary, subject to reporting within 
the National Nosocomial Surveillance System (NNSS), a web-based surveillance system reports hospital epi-
demics, healthcare associated bloodstream infections, healthcare-associated infections caused by multiresis-
tant pathogens and infections caused by Clostridium di!cile (CDI). The reporting of wound infections during 
operations and infections occurring in adult and perinatal intensive care units is elective. The number of blood-
stream infections shows a minimum decrease: the number of CDI has decreased by one-fourth over the last 3 
years. The number of infections caused by multi-resistant pathogens has increased by 15%, one of the causes 
of which is that the number of microbiological tests has increased by 38%, thereby improving the e"ciency of 
detection. The results of the snapshot surveys performed every 5 years (within the European Point Prevalence 
Survey) allow conclusions to be drawn about the occurrence of hospital infections, which was 4.5% in 2012. 
Since 2017, participation has been mandatory for each hospital.
The full and clear information regarding the population is missing, as a result of which trust in o"cial medicine 
and the work of epidemiological bodies has been shaken. 

Main goal 

The preservation and, if possible, improvement of Hungary's favourable epidemiological situation via the improve-
ment of the epidemiological surveillance system. 

Objectives

 �y extension of the surveillance systems for the monitoring of infectious diseases and hospital 
infections and the improvement of their efficiency

 �y broadening of the sphere of infections subject to reporting

 �y provision of high-standard diagnoses without time limitation within the institution, bedside if 
necessary

 �y increasing patient safety via minimizing the risks of HAI. The steps are the following:
± collecting information about the total number of cases of HAI on each care day of each health-

care institution for each patient
± general implementation of the early recognition of unavoidable infections and the conditions 

of e"cient interventions
± reduction of preventable infections to under 3%
± pushing total cases of HAI to under 5% 

 �y increasing the safety of healthcare workers
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 �y ensuring the continuous preparedness of authorities and healthcare providers for the efficient 
defence against imported infectious diseases and the prevention of their spread

 �y continuously maintained excellent vaccination coverage so that imported individual infections 
cannot become starting points of infections and so that the unfavourable epidemiological phe-
nomena in the world do not jeopardize the results achieved so far

 �y extension of mandatory and recommended vaccinations

 �y the early recognition of hospital infections as well as their professional care and control

Interventions suggested

 �ƒ realization of the objectives specified by the National Committee for Infection Control and 
Antibiotics (NCICA) at Budapest county and institutional levels (CCICA and ICICA, respectively) 
for the formulation of the appropriate antibiotic politics

 �ƒ improvement of the conditions of efficient infection control in inpatient care institutions. Sanc-
tions for the omission of the mandatory reporting of hospital infections and the monitoring of 
institutions reporting fewer hospital infections than expected

 �ƒ implementation of microbiological diagnostics highly available in time and space and the res-
toration of an epidemiological microbiological network by the creation of at least county-level 
institutions

 �ƒ development of a consulting (clinical) microbiological service

 �ƒ general implementation of bedside infection control led by an infectious disease specialist

 �ƒ introduction of the mandatory reporting of accidents by stabbing and cutting

 �ƒ centrally organized educational campaigns on infectious diseases, epidemics, the application 
of antibiotics, and the spreading of resistance in brief and understandable wording and popu-
lar formats, with the emphatic participation of public media

 �ƒ efficient action against those encouraging the refusal of vaccination

 �ƒ introduction of new vaccinations (e.g., meningococcus and varicella) and the extension of HPV 
vaccination to boys turning 12 years old

 �ƒ for the prevention of influenza epidemics and the prevention of complications, the achieve-
ment of the vaccination coverage of 75% recommended by the WHO for people older than 65 
years as well as an increase in the vaccination coverage for healthcare workers

Progress, implementation, monitoring

 �Å morbidity figures of infectious diseases. Emphases: number of new HIV infections broken down 
according to gender, age and risk groups; tuberculosis incidence per 100,000 inhabitants; hep-
atitis B incidence per 100,000 inhabitants

 �Å mortality data for infectious diseases
 �Å occurrence and spread of community epidemics
 �Å figures of HAI diseases (in the beginning, following the broadening and observation of the report-

ing obligation, a considerable increase, then the reduction in the number of infections  expect-
ed as a result of efficient control)

 �Å vaccination figures (vaccination coverage, number of people refusing vaccination). Emphases: 
measles (one dose per two years of age), rubella (one dose per two years of age), polio (three 
doses in the first year), hepB (per the national vaccination programme), HPV (per the national 
vaccination programme)
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 �Å vaccination coverage in the target population in the case of each vaccination in the national 
vaccination programme

 �Å vaccination coverage against hepatitis B based on the number/percentage of children vacci-
nated using the third dose of the hepB vaccine (HEpB3) as well

 �Å figures of (diagnostic and control) microbiological tests

Partnerships

 �Ê Ministry of Human Capacities (first of all Ministry of State for Healthcare, Ministry of State for 
Family and Youth Affairs, Ministry of Social Affairs and Inclusion), Klebelsberg Institution Main-
tenance Centre

 �Ê Public Health Departments of Government Offices 
 �Ê Local governments
 �Ê National Institute of Public Health 
 �Ê International Vaccination Centres 
 �Ê Hospitals and polyclinics
 �Ê General practitioner's Organization 
 �Ê Health visitor's Network 
 �Ê Relevant professional and research societies 
 �Ê Society for Dissemination of Scientific Knowledge
 �Ê Scientific information organizations 
 �Ê Civil society organizations and church institutes for care of homeless and addicted people 
 �Ê Media
 �Ê Public educational and higher educational institutes 
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Life-style interventions to reduce the risk of developing diseases

Situation analysis

It is well-known that certain health behaviour patterns play a substantial role in the development of chronic 
noncommunicable diseases (such as cardiovascular diseases, cancer, and diabetes), and they contribute to the 
development of infectious diseases, as well. The prevalence of di!erent components of an unhealthy lifestyle 
in the Hungarian population is quite high, and in addition, these risk factors generally appear in association 
with one another.
Smoking is the most important avoidable risk factor and the major cause of premature deaths in the European 
Union, in which it is responsible for approximately 700,000 premature death cases annually, primarily caused 
by circulatory, cancerous and chronic pulmonary diseases. Smoking was responsible for 14% of the health loss 
of the Hungarian population (10% in women and 18% in men) in 2015. According to the European Health 
Interview Survey 2014, 28% of the Hungarian population are smokers (21% of women and 32% of men), the 
majority of whom are regular smokers. Among men, the smoking prevalence was 42% in the age category 
18-34 years, 35% among middle-aged men (35-64 years), and 28% in the elderly. Data related to women were 
as follows: 29% in the 18-39 age category, 27% in the 35-64 age group, and 7% for people 65 and older. The 
changes between 2009 and 2014 were unfavourable as well; in contrast to the decreasing tendency of the 
2000s, during this period, a signi"cant increase was observed, primarily in the younger age categories (6% 
increase among men, and 4% increase among women in the age group of 18-34).
Based on the data of the OECD, Hungary ± with its 25.8% prevalence of daily smokers ± is among the countries 
with the worst smoking situation in the European Union. There are signi"cant di!erences in smoking preva-
lence according to the level of education and signi"cant regional inequalities (with particularly high preva-
lence in the northeastern regions). Further concerns are raised by the high prevalence of smoking among 
adolescents. The Health Behaviour in School-Aged Children (HBSC) study determined in 2014 that 45.2% of 
boys and 46.4% of girls in the 9th grade had previously tried smoking, and 20.2% of them smoked at least once 
per week. Of those who tried smoking, 31.1% did it "rst at the age of 14, 17% at the age of 13, 12.7% at the age 
of 12, and 10.1% at the age of 11 or earlier. In this age group, the proportion of daily smokers (15%) was twice 
as high as the European average.
The signi"cance of environmental tobacco smoke exposure has decreased because of the law protecting non- 
smokers, but home and in-car exposure remains a signi"cant problem. Based on the HBSC data, approximate-
ly one-third of the mothers and fathers of the participating children smoked daily at home.
In addition to its direct health e!ects, this habit unfavourably in#uences employment, increases work absenc-
es, and reduces productivity. 
In addition to the liver diseases directly associated with alcohol (steatosis, hepatitis, cirrhosis, liver cancer), 
excessive alcohol consumption is a signi"cant risk factor for other diseases with signi"cant mortality as well, 
such as hypertension, coronary heart disease, stroke, diabetes, and several tumours. Alcohol also plays an import-
ant role in the development of certain mental diseases, such as dementia. According to the OECD 2014 data, 
Hungary, with its 10.9 l/person/year pure alcohol consumption (in the 15+ population), is in the middle range 
of EU countries. Compared with the data of earlier periods, an unfavourable trend may be observed: 1990: 13.9 
l/person/year, 2000: 12 l/person/year, 2011: 11.4 l/person/year; however, the 2011 and earlier data are not com-
parable because of the change in the laws related to the production and sales of alcohol-containing products. 
The percentage of heavy drinkers was 2.8% in 2014, based on the data from the European Health Interview 
Survey. According to the ̀ WHO Global Status Report on Alcohol and Health 2014', pure alcohol consumption 
in the period of 2008±2010 was 13.3 l/person/year in the 15+ population, which was a combination of the 20.4 
l/person/year consumption among men and 7.1 l/person/year consumption among women. Frequency of 
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binge drinking and heavy episodic drinking (consumption of beverages equivalent to at least 60 grams of 
alcohol during a single occasion at least once in the previous 30 days) was 52.1% among alcohol-consuming 
men and 13.2% among alcohol-consuming women. Thirty-six percent of the alcohol intake was derived from 
beer, 30% from wine, and 34% from spirits, which is de!nitely an unfavourable distribution (e.g., in Italy, these 
proportions are 23%, 66% and 11%, respectively). The proportion of those who were abstinent during the 
previous 12 months was 14.6% among men and 22.2% among women.
Based on the mortality of alcoholic liver diseases, an alcohol consumption signi!cantly higher than that indi-
cated by the o"cial data may be hypothesized in Hungary.
Based on the HBSC 2014 data, alcohol consumption prevalence in boys in the 9th grade was 59.6% with a sim-
ilar 58% among girls whereas the prevalence of weekly alcohol consumption was 36.9% and 23.3%, respec-
tively. Of those who previously drank alcohol, 12.3% tried it !rst at the age of 11 or earlier. Those (still in the 9th 
grade) who had previously been drunk at least twice totalled 39.6%. The !rst drunkenness occurred at the age 
of 14 or earlier in more than half of those who had previously been drunk at least once.
Nutrition is related to more than three-fourths of noninfectious diseases. It is the most important risk factor for 
human malignant tumours, partly directly and partly indirectly (e.g., through obesity), and it is among the 
most signi!cant risk factors for cardiovascular diseases as well. 
The most important data sources concerning the nutrition of the adult Hungarian population are the Europe-
an Health Interview Survey 2014 and the Hungarian Diet and Nutritional Status Survey (which was conducted 
in the framework of the EHIS); the dietary habits of children are best described by the HBSC study. The average 
energy intake was 2718 kcal/day in men and 2034 kcal/day in women; the proportion of overweight and obese 
individuals demonstrates that this exceeds the requirement based on energy consumption. Concerning mac-
ronutrients, the protein intake may be considered adequate, but the fat intake was signi!cantly higher than 
suggested by the recommendations (logically, the proportion, but not the amount, of carbohydrates was lower 
than recommended). In men, 38.4% of the total energy intake was derived from fats; in women this was 37.3%. 
Only 4% of the men and 9% of the women consumed less than 30% of their total energy in the form of fats, as 
the recommendations suggest. The structure of the fat consumption was unfavourable as well; the intake of 
saturated fats was high whereas consumption of #-3 polyunsaturated fats was inadequate. The intake of dietary 
!bers was below the recommended 25 g/day amount (24.7 g for men and 21.1 g for women) while the choles-
terol intake was higher than the recommended maximum 300 mg/day (454.8 mg and 313.2 mg, respectively). 
Salt intake seriously exceeded the recommended 5g/day (15.9 g for males and 11.2 g for females), and potas-
sium intake (3 g and 2.6g) was well below the recommended values. Calcium intake was also too low, and 
among women several microelements, particularly iron, were consumed in inadequate amounts. Concerning 
vitamins, the intake of Vitamin D, folic acid, pantothenic acid, and biotin was particularly low. 
Basing the characterization on food items instead of nutrients, then !rst the low fruit and vegetable consump-
tion should be emphasized. The nutrition of children and adolescents showed several unhealthy characteris-
tics as well. The proportion of daily fruit consumers has been continuously decreasing from the 5th to the 11th 
grades. In the latter group, only 22.6% of boys and 27.9% of girls consumed fruit daily. The tendencies and 
values were similar for the consumption of vegetables as well.
Physical inactivity is responsible for the increased risk of numerous diseases through several direct mecha-
nisms and also by its contribution to the development of obesity. According to the EHIS 2014, during work 
activities (including household work and learning), 42.1% of Hungarian men and 49.8% of the women are 
primarily standing or sitting. Leisure and sports activities are well below the optimal level; 67% of the Hungar-
ian people spend less than 10 minute/day on sports, and only 4.5% of them are involved in daily leisure or 
sports activities. Of the population, 76% do no muscle training, and only 3.2% train on a daily basis. Of the 
population, 15% do not walk at all, and 53% walk for less than half an hour per day. Of the adult population, 
60% do not ride a bicycle at all, and only 10% ride a bicycle daily. Half of the daily riders perform this activity 
for less than 30 minutes/day.
The HBSC 2014 study showed that the level of physical activity in cases of children and adolescents was also 
less than required, but the situation was somewhat better than for adults. In the total Hungarian sample (5th, 
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7th, 9th and 11th grades) based on their self-assessment, 25.8% of boys and 13.5% of girls engage in adequate 
physical activity. Extremely low levels, or no physical activity at all, were reported by 34.2% of boys and 21.7% 
of girls. The comparison between the di!erent age categories illustrates a very unfavourable tendency: the 
percentage of those with adequate levels of physical activity has been decreasing continuously (boys from 
34.6% to 20.2%, girls from 25% to 8.4%). Simultaneously, the percentage of those with very low levels has 
been increasing (boys from 18.7% to 27.6%, girls from 22.1% to 46.5%) from the 5th to the 11th grades. It is 
favourable, however, that nearly half (49%) of the children and adolescents engage in at least two hours of 
intensive workout/week.

Major goal 

Support of a healthy lifestyle for the entire population

Objectives

 �y reduction of smoking prevalence in the adult population to 10%

 �y reduction of the prevalence of childhood smoking by at least 15%

 �y at least a 15% reduction in the percentage of those who try smoking before the age of 14

 �y reduction in the percentage of those who are exposed to environmental tobacco smoke at 
home or in cars and a reduction of ETS exposure time

 �y reduction of the social acceptance of smoking

 �y reduction of the prevalence and extent of alcohol consumption in adults (target value: 9.5 l/
person/year pure alcohol, reduction of the consumption of spirits to below 30%, reduction of 
binge drinking episodes by 10%)

 �y reduction of the prevalence of childhood alcohol consumption and an increase in the age of 
first alcohol consumption (10% reduction of the weekly and monthly consumption-prevalence 
in school-aged children and adolescents)

 �y at least a 15% reduction in the number of alcohol-related accidents

 �y spreading of information related to healthy diet and nutrition, influencing diet-related attitudes 
(quality assurance during completion of such programmes)

 �y increased awareness of the importance of breastfeeding

 �y reaching favourable changes in Hungarian nutritional habits (5% reduction of the total energy 
intake, bringing fat intake to below 30E%, reduction in the intake of saturated fats to below 
15E%, a 10% increase in the consumption of dietary fiber, a 10% reduction of cholesterol intake, 
reaching the recommended 400 g/day fruit and vegetable intake, reduction of salt intake by at 
least 20%, a 10% increase in the consumption of milk and dairy products, a 10% increase in the 
proportion of babies fed exclusively with mother's milk up to the age of 6 months)

 �y public production: in addition to adhering to the valid rules, increasing the acceptance of healthy 
food choices, leading to the regular consumption of such food items

 �y formation of an ecological environment that facilitates healthy nutrition (in the field of agricul-
ture, food industry and commerce, by taxes and subsidization)

 �y reduction by 15% of the proportion of people living with a cholesterol level above the recom-
mendations

 �y 10% reduction in the prevalence of overweight/obesity in both adults and children

 �y increasing the physical activity of both adults and children, primarily by increasing leisure and 
sports activities (adults: 10% increase in the proportion of those who engage in at least 10 min-
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utes/day of sports and of those performing regular muscle training; at least a 10% increase in 
the proportion of those who perform at least 150 minutes/week moderate physical activity)

 �y in addition to competitive sports, significant improvement in the conditions and financial sup-
port of mass sports

 �y applying the practice of everyday school physical education and development of the required 
conditions (rooms, fields/courts, development of the possibilities of physical activities, educa-
tion of teachers)

Interventions suggested

 �ƒ implementation of preventive programmes to reduce the prevalence of disease risk factors in 
different settings (public education institutions, home environment, workplace, etc.) and groups 
(e.g., for obese people)

 �ƒ prioritization of the aspects of health in settlement planning

 �ƒ complex health promotion programmes in different settings

 �ƒ increasing health literacy

 �ƒ effective support of the four basic activities of comprehensive institutional/school health pro-
motion (CSP) by education and employment of health promotion professionals: healthy nutri-
tion, daily physical education and other physical activities, pedagogical methods and artistic 
activity to improve mental health and well-being and providing health-related information trans-
formed into skills

 �ƒ increasing the intensity of target group- (vulnerable groups, public-sector employees, and youth) 
and behaviour-oriented activities to reduce the probability of becoming a smoker and to increase 
smoking cessation

 �ƒ organization of physical activity programmes, events

 �ƒ support for peer-education programmes

 �ƒ in accordance with the WHO Framework Convention on Tobacco Control, strengthening the 
efficacy of interventions related to the activity areas of the MPOWER-package in the framework 
of a national anti-smoking strategy

 �ƒ strengthening the support for quitting smoking in primary and outpatient care and during hos-
pital stays. The minimal intervention as a productivity evaluation criterion must be applied in 
all these settings

 �ƒ formation of a supportive institutional system for quitting smoking, establishment of quitting 
support ambulances

 �ƒ stronger integration of primary care into preventive tasks (based on the Swiss-Hungarian Pri-
mary Care Model Programme), improvement of personal resources in primary care

 �ƒ review and revision of economic subsidiaries related to food production and commerce every 
three years

 �ƒ diet and life-style counselling programmes, consultation possibilities for the general public, 
and generation of demands from the population regarding these services

 �ƒ effective cooperation and communication with the mass media

 �ƒ improvement of the financial conditions of public food consumption

 �ƒ education of life-style counselling professionals who are able to support the choice of a healthy 
life-style

 �ƒ support for self-help groups
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Progress, implementation, monitoring

 �Å proportion of smokers and alcohol consumers, nutritional habits, proportion of obese individ-
uals, level of physical activity (EHIS, HDNSS, HBSC, COSI). Priorities: prevalence of smoking in 
the 15+ age group, alcohol consumption/person/year in the same age group, prevalence of 
adolescents with inadequate (less than 60 minutes/day moderate or intensive physical activi-
ty), prevalence of overweight and obesity by gender and age categories)

 �Å content and number of risk-factor-related prevention programmes (institutional, organization-
al reports)

 �Å content and number of health promotion programmes (institutional, organizational reports)
 �Å number of interventions to support quitting smoking in primary and outpatient care and in 

hospitals
 �Å formation of an institutional system for supporting quitting smoking
 �Å proportion of non-smokers among workers in immediate patient care and in public education
 �Å number and utilization of dietitian counselling services
 �Å number and utilization of life-style counselling services
 �Å statistics related to traffic accidents and breaching traffic rules
 �Å mortality and morbidity of alcohol- and smoking-related diseases
 �Å public food production: targeted, representative studies (utilization, satisfaction)
 �Å length of bicycle roads, number of swimming pools and devices/places freely accessible for 

sports
 �Å laboratory biomarkers (e.g., cholesterol and lipid parameters)
 �Å media-observation: number, duration and content of articles and programmes focusing on a 

healthy lifestyle

Partnerships

 �Ê Ministry of Human Capacities (Ministry of State for Family and Youth Affairs, Ministry of State 
for Healthcare, Ministry of Social Affairs and Inclusion)

 �Ê Ministry of Economy
 �Ê Ministry of National Development
 �Ê Ministry of Agriculture
 �Ê Ministry of Justice
 �Ê Public Health Departments of Government Offices
 �Ê National Health Insurance Fund
 �Ê Universities: Faculties and Departments of Medicine, Health Sciences and Public Health
 �Ê Appropriate faculties of higher education institutions with sport science education
 �Ê National institutes, institutions (e.g. National Institute of Pharmacy and Nutrition, National Cen-

ter for Spinal Disorders)
 �Ê Primary care physicians
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Professional associations, scientific societies (e.g. Hungarian Association of Public Health Train-

ing and Research Institutions, Hungarian Society for Obesitology)
 �Ê Health Promotion Offices
 �Ê Local governments
 �Ê Civil organisations
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 �Ê Food producers and merchandizers
 �Ê Participants of the process of public catering
 �Ê Community media
 �Ê News media/services
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Prevention of oral diseases

Situation analysis

The best-known preventable oral diseases are dental caries, gingivitis, periodontitis and oral cancer. The pain 
and tooth loss caused by tooth decay and periodontitis have a marked e!ect on quality of life. Based on nation-
ally representative studies (1989: 9856 participants; 2005: 5423 participants) it is known that in the adult pop-
ulation, an average of 14 of 28 teeth (not counting wisdom teeth) are missing, and only half of these were 
replaced (mostly in cases of severe tooth loss). Of the remaining teeth, 15% to 20% are decayed or "lled. 
Regarding periodontal health, the situation is no more favourable; 80% of the population require treatment 
for issues of which 70% could have been prevented simply by better oral hygiene. The study also showed that 
more than 70% of people only visit the dentist when they have a complaint (young adults aged 20-32 are the 
most likely to visit the dentist regularly).
Based on commercial data, half a toothbrush and 2.4 tubes of toothpaste are consumed per person per year. 
According to the most recent OECD data on missing teeth/"lled teeth/decayed teeth among children aged 12, 
the only countries that performed worse than Hungary were Latvia and Mexico.
The outcomes of oral cancer are more severe because the disease is life threatening. Hungary is among the 
worst performing countries regarding the incidence and mortality of oral cancer worldwide. In 2016, only New 
Guinea and Bangladesh had worse mortality "gures than Hungary (10.81/100,000).
It is still not common knowledge, even though many scienti"c studies support it, that in#ammation in the oral 
cavity and the diseased periodontium has a harmful e!ect on the entire body. Periodontitis increases the risk 
of stroke, heart attack, diabetes, preterm birth and low birth weight. The appropriate preventive and thera-
peutic intervention could save lives and lead to considerable cost savings. E!ective periodontal treatment 
lowers the risk of cardiovascular disease and even helps prevent cancer, especially pancreatic, oesophageal, 
stomach and lung cancers. With continuous periodontal prevention and supportive therapy, the number of 
hospitalizations for type 2 diabetes can be reduced, saving costs. The connection between preterm birth risk 
and incidence and periodontitis has been statistically demonstrated. In the elderly, pneumonia caused by aspi-
ration is a leading cause of death and shows strong statistical correlation with oral hygiene and lack of oral 
disinfection.
We spend more than 1 bn HUF on dental prevention for state insured patients, but these funds could be used 
more e$ciently if the dental "eld had better oversight and planning. Accessibility is a serious question: some 
regions have no access to any dental prevention, let alone de"nitive dental treatment. Money spent on empty 
dental o$ces is wasted from the perspective of providing dental care to the population (currently 299 gener-
al dentistry practices are un"lled).

Main goal

Implementing e!ective preventive dental care, creating the required institutional and "nancial background 
and helping to spread health awareness
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Interventions suggested

E!ective dental prevention is necessary in all age groups; thus, creating a system similar to the district nurse 
network would be ideal, where dental hygienists would provide dental prevention under a supervising den-
tist. This could be funded partially by reorganizing the current poor spending on prevention. The hygienist 
could not only help school and paediatric dentists but also paediatricians, GPs, diabetologists, hospitals (espe-
cially ICUs), retirement homes and assistance in prenatal care. Highly trained and motivated oral hygienists are 
available, but few employers utilize their full potential. In addition, prevention in general dental practices should 
receive more support although with strict oversight, up to 80% of patients with periodontitis could be main-
tained in primary care if scaling were funded in a manner that motivated dentists to regularly perform it.
Prevention should be accessible to everyone: a tried-and-true method is using specially equipped buses, which 
could easily reach every part of the country.
The highly concerning number of deaths caused by oral cancer necessitates rethinking the funding of oral 
cancer screening. The most endangered group is the homeless on society's periphery, who have even worse 
access to dental treatment, which nearly always leads to late diagnosis. Rewarding dentists who make correct 
and early diagnoses and refer their patients to treatment centres could improve the current situation.
Starting a countrywide prevention programme is necessary based on data from pilot projects and internation-
al practices, which would comprise three elements:

 �ƒ screening (close the patients),

 �ƒ educational lectures for children and adults,

 �ƒ continuing education for dentists.

Screening means: 

 �ƒ oral cancer screening

 �ƒ determining DMFT (decayed, missing, filled teeth) number and  patient risk for dental diseases

 �ƒ periodontal examination by recording PSR (periodontal screening and recording) and BPE (basic 
periodontal examination)

 �ƒ S. mutans, saliva pH and buffer capacity test among risk patients and pregnant women

 �ƒ screening for temporomandibular joint (TMJ) disorders 

 �ƒ orthodontic screening (Angle class, malposed teeth)

Preventive education would range from individual training to mass media, covering health education in schools 
and also targeting adults.

Topics of continuing training for dental specialists:

 �ƒ oral cancer screening

 �ƒ modern caries diagnostics

 �ƒ risk analysis

 �ƒ preventive measures

 �ƒ TMJ diagnostics

 �ƒ orthodontics - diagnostic basics
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Progress, implementation, monitoring

 �Å Change DMFT number by age groups.
 �Å Number of oral cancer screenings.
 �Å Change in the frequency of dental exams among pregnant women.

Partner relationships

 �Ê Ministry of State for Family and Youth Affairs
 �Ê Ministry of State for Healthcare
 �Ê Ministry of State for European Union Development Policy
 �Ê Ministry of State for Education
 �Ê Ministry of Social Affairs and Inclusion
 �Ê National Health Insurance Fund
 �Ê National Institute of Public Health
 �Ê Medical Advisory Board of the Ministry of Health
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REDUCING DISEASE BURDEN
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Prevention of cardiovascular diseases

Situation analysis

Currently, the primary determinants of both morbidity and mortality are cardiovascular diseases. According to 
World Health Organization (WHO) data, 70% of global deaths, i.e., 39.5 million deaths, were due to cardiovas-
cular diseases in 2015. According to the ranking of the WHO in 2015, ischemic heart disease is the most com-
mon cause of deaths worldwide (15.5%) and has killed 8.76 million people whereas second place goes to stroke 
(11.1%), which was responsible for the deaths of 6.24 million people. 
In Hungary, the major portion of total deaths was caused by circulatory disorders in both genders in 2015 
(women: 55%, men: 45%). In 2013, the last year in which EU15 data were comparable to Hungarian data, the 
number of premature deaths caused by circulatory system diseases was more than three times the EU aver-
age, and tumours were nearly twice the average of premature mortality of the EU15 population. Cardiovascu-
lar diseases have a decisive role in the alterations of Disability-Adjusted Life Years (DALYs). In developed coun-
tries, chronic non-communicable diseases (cardiovascular diseases [21%], tumours [17%] and mental prob-
lems [12%]) were responsible for 83% of DALYs. In 2015, the number of DALYs was 3,305, 185 in Hungary, 
which remains signi!cant, 22% higher than the number in the EU. Diseases of the circulatory system were 
responsible for 21% of DALYs, of which ischemic heart disease was responsible for over half of DALYs and cere-
brovascular diseases (stroke) for one-quarter. According to the results of the Global Burden of Disease Study 
2016 (GBD 2016), the primary causes of premature mortality in Hungary were ischemic heart disease, stroke, 
certain cancers (lung, colorectal, breast), chronic obstructive pulmonary disease (COPD), suicide and alcoholic 
liver cirrhosis. In Hungary, two-thirds of premature deaths were caused by cancers and cardiovascular diseas-
es. In 2015, in cases of premature mortality in women, which were 16% of total deaths, !rst place went to 
cancers (45%) and second place to circulatory disorders (24%). Premature mortality was responsible for 33% 
of total deaths in men, which did not di"er from the order of causes of death but was signi!cantly di"erent 
from the rates observed in women (tumours, 33%; circulatory system disorders, 32%). In 2014, the frequency 
of premature mortality from ischemic heart disease was nearly 4.5 times greater than the EU average and from 
cerebrovascular disease, more than 2.5 times the average. 
Behind chronic non-communicable diseases are several well-known lifestyle factors (smoking, physical inac-
tivity, unhealthy diet, excessive alcohol consumption, overweight and obesity) and biological factors (dyslipi-
daemia, hypertension, insulin resistance) that are in#uential risk factors. In the adult population, the vast major-
ity of DALYs, i.e., more than 6 million deaths per year, are caused by active smoking worldwide. According to 
WHO data, physical inactivity is responsible for 3.2 million deaths per year, and unhealthy diet (including exces-
sive salt consumption), for 1.7 million (2.8% of total mortality) worldwide. According to GBD 2015, the major 
factor in DALYs in Hungary is hypertension, followed by smoking, high body mass index, fat and carbohydrate 
metabolism disorders manifesting in elevated cholesterol and blood glucose levels, excessive alcohol con-
sumption, inadequate whole grain and vegetables/fruit consumption, and excessive salt intake. 
The screening of cardiometabolic diseases is not regularly performed in Hungary, despite the fact that screen-
ings for hypertension, diabetes, and fat metabolism with adequate frequency have been con!rmed to be e"ec-
tive interventions. In Hungary, 2.1 million blood pressure controls, 1.6 million diabetes screenings and 2.7 mil-
lion lipid screenings do not occur each year. The lack of screenings and health care services delivered at a later 
stage than could have been possible is certainly and signi!cantly contributing to the extremely unfavourable 
cardiovascular mortality rate in our country. According to the recommendation of the European Society of 
Cardiology (ESC), early diagnosis of myocardial infarction and the time interval between pre-hospital care and 
revascularization treatment signi!cantly a"ect disease mortality. A heart catheter lab has been reachable with-
in 60 minutes from anywhere in Hungary since 2014. Despite the national decrease in mortality rates within 
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30, 90 and 365 days following acute myocardial infarction, signi!cant territorial di"erences may be observed. 
These territorial inequalities may be explained by the variances in the socio-economic situation of the patients, 
in the extent of compliance and in access to further care following hospitalization. Cardiac rehabilitation is 
crucial in improving the quality of life of patients who have undergone myocardial infarction and restoring 
their social and economic activity. At the international level and also in Hungary, after acute myocardial infarc-
tion, the percentage of those who participate in rehabilitation is quite low (only 31% in 2014). Signi!cant ter-
ritorial inequalities may be observed in the percentage of patients receiving cardiac rehabilitation, in the aver-
age time between the acute event (end of acute care) and the start of rehabilitation among those patients 
who undergo rehabilitation within 90 days after the myocardial infarction and in the number of rehabilitation 
beds. Possible reasons for these territorial di"erences may be the referral practices, the lack of appropriate 
protocols or the preventative approach of the attending physician; however, the socioeconomic status of the 
patients, compliance and limited access to cardiac rehabilitation can also be crucial factors. 

Main goal

By the development of the public health system, through the regular and e"ective application of screenings 
to prevent cardiovascular disease, the goal is to signi!cantly reduce the health loss associated with premature 
mortality caused by cardiovascular diseases and therefore to increase the life expectancy at birth and healthy 
life years and to improve the health of the population.

Objectives

The objectives tend to reduce the frequency of the risk status and adverse outcomes.

 �y reducing premature mortality caused by coronary artery disease by 20%

 �y reducing premature mortality caused by stroke by 10%

 �y reducing frequency of permanent damage due to stroke by 15%

 �y stopping the increasing frequency of diabetes and obesity

 �y decreasing the mortality rates occurring within 30, 90 and 365 days following acute myocardi-
al infarction

 �y starting early treatment of acute cardiovascular diseases, reducing the time between the end 
of acute care and the start of rehabilitation

 �y promoting healthy nutrition

 �y increasing the number of people engaging in regular physical exercise and the time spent in 
physical activity by 10%

 �y reducing the frequency of smoking by 30% and the frequency of excessive alcohol consump-
tion by 10%

 �y improving the screening for and treatment of diabetes

 �y improving the screening for and treatment of increased cholesterol and triglyceride levels and 
decreased HDL cholesterol

 �y reducing the prevalence of high blood pressure by 25% and improving the screening and treat-
ment of the disease

 �y increasing the number of people receiving preventive medications
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Interventions suggested

 �ƒ timely detection and effective reduction of the occurrence frequency of risk factors and if pos-
sible, even conducting regular screening for their elimination

 �ƒ at the primary care level, performing health status assessments and screening of cardio-meta-
bolic health risks; the effective organization of preventive services; establishing the ̀ gatekeep-
er' role and optimal co-operation with specialized care, including screening for risk factors/con-
ditions; national and international guidelines for optimal medication; lifestyle change and reha-
bilitation. Improvement of the effectiveness of ad hoc/occasional primary and secondary pre-
vention

 �ƒ targeted and motivating funding for screening

 �ƒ development of screening documentation, reporting and monitoring systems

 �ƒ involvement of public health professionals in primary care to increase the percentage of screened 
individuals

 �ƒ development of existing disease-specific registers (Hungarian Hypertension Registry, National 
Registry of Myocardial Infarction) focusing on survival and treatment-influencing factors

Progress, implementation, monitoring

After further development involving public health aspects, the general practitioner's (GP's) medical record, 
which has previously been used in Hungary, could serve as a modern method to help monitor the health sta-
tus of the population, to evaluate the utilization of preventive services and the e!ectiveness of GPs' preventive 
services and to measure the e!ectiveness of interventions at the level of primary care.
According to Decree No. 28/2017 of 25 October of the Hungarian Ministry of Human Capacities, the following 
can be characterized by the process indicators derived from the GPs' medical records updated every three 
years: 

 �Å level of cardiometabolic risk in the population and prevalence of preventive interventions (pro-
portion of screened individuals, overweight and obesity rates, proportion of preventive drug 
therapies, proportion of hypertension and diabetes screening, proportion of minimal interven-
tions for smoking cessation)

 �Å the effectiveness of co-operation with optimized specialized care (rates of premature death 
caused by coronary heart disease and stroke, mortality rates within 30, 90 and 365 days follow-
ing acute myocardial infarction, time between the end of acute care and the beginning of reha-
bilitation).

Indicators for the assessment of the e•ectiveness of interventions

 �Å rate of premature mortality caused by coronary heart disease
 �Å rate of premature mortality caused by stroke
 �Å mortality rates within 30/90/365 days following acute myocardial infarction
 �Å time period between the end of acute cardiovascular disease care and the onset of rehabilitation
 �Å proportion of available data needed to calculate the SCORE
 �Å proportion of screened individuals (hypertension, diabetes, dyslipidaemia)
 �Å proportion of target values achieved for various risk factors (total cholesterol, HDL cholesterol, 

LDL cholesterol, triglycerides and fasting blood glucose, blood pressure, BMI) among patients 
under continuous medical care
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Indicators for the assessment of the e•ectiveness of lifestyle change

 �Å proportion of overweight/obese people
 �Å proportion of daily smokers
 �Å proportion of people involved in minimal interventions for smoking cessation
 �Å proportion of people engaged in physical exercise according to the WHO recommendations
 �Å proportion of people engaged in excessive alcohol consumption
 �Å proportion of people with abnormal cholesterol, blood pressure and fasting glucose levels
 �Å proportion of people receiving preventive medication
 �Å proportion of screening for and treatment of diabetes

Partnerships

 �Ê Relevant professional background institutions and their territorial agencies 
 �Ê Local governments
 �Ê Public education institutions
 �Ê School health service
 �Ê District nurses
 �Ê Workplaces
 �Ê Occupational health services
 �Ê Health promotion offices
 �Ê Non-governmental organisations dealing with health promotion
 �Ê Media
 �Ê Co-operation within primary care or with specialised care
 �Ê GP clusters
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Prevention of cancer

Situation analysis

In the majority of the industrial countries, including Hungary, cancer is the second most important cause of 
death. In terms of premature deaths or loss of healthy life-years, however, malignant tumours are the leading 
health problem in Hungary.
Annually, there are approximately 100,000 new cancer cases in Hungary and 32,000-33,000 deaths. According 
to the data of the Eurostat, among the European Union (EU) member states, Hungary had the highest cancer 
mortality rate in both men and women. In 2014, Hungary had the highest colorectal cancer mortality rate 
(both in men and women), and the male lung cancer mortality rate was the highest as well while female lung 
cancer mortality ranked in second place. Concerning female breast cancer, Hungary was in the fourth worst 
place in the EU. According to the 2014 data of the WHO, which included all member states, after Armenia and 
Zimbabwe, Hungary had the worst cancer mortality rates. Hungary had the most lung and colorectal cancer 
deaths, ranked second in pancreatic cancer, and third in oral cancer deaths.
With regard to incidence, lung cancer ranks the same among EU members as for mortality: worst male and 
second worst female incidence. In the case of colorectal cancer, Hungary has the second (males) and fourth 
(females) highest mortality rates while the breast cancer incidence ranks in the lower portion of EU members.
The mortality trends related to the leading cancer causes of death are unfavourable. The mortality indicators 
during the last 5-10 years were stagnating, with two major exceptions: female lung cancer mortality increased 
signi!cantly, and male lung cancer mortality decreased. The relative risk of premature cancer deaths, com-
pared with the average of the most developed EU member states (EU15), has continued to increase for nearly 
all malignant tumours since approximately 1980. Currently the risk of premature cancer death in Hungary is 
approximately twice as high as in the EU15 countries.
The most important risk factors for cancer are smoking, excess alcohol consumption, unhealthy diet, inade-
quate physical activity and certain infections. According to the most recent analyses, 42% of cancer incidence 
and 45.1% of cancer deaths may be attributed to the following factors and their interactions: smoking (active 
and passive), excess alcohol, overweight/obesity, physical inactivity, inadequate consumption of fruits and 
vegetables, low intake of dietary !bre, consumption of processed meats and red meats, low intake of calcium, 
UV-exposure, and Helicobacter pylori-, HPV-, HBV-, HCV-, HIV-, and HHV8-infections. An estimated 60%-65% of 
the Hungarian adult population is infected with Helicobacter pylori.
Hungary is in a worse situation with respect to cancer deaths (based on world rank lists and EU and OECD 
statistics) than would be expected on the basis of cancer incidence. The major priorities of the National Public 
Health Programme remain cancer prevention (among others, because of sustainability) and the elimination of 
the unfair regional and social inequalities behind the high cancer mortality.
Concerning oncological therapy, we have the necessary institutional and personal resources, but continuous 
development is required based on the directives and guidelines of the National Institute of Oncology. With 
respect to the introduction of population-level colorectal cancer screening, the patient pathways must be 
clearly de!ned, and appropriate personal, instrumental and !nancial backgrounds must be assigned for the 
care of individuals who screen positive. The institutional and personal resources of cancer prevention require 
signi!cant strengthening. The conditions of the implementation of a broad range of cancer prevention pro-
grammes (focussing on the most important cancer risk factors) and complex health promotion programmes 
are lacking. Currently, because of the lack of capacity, the possibilities for e"ective primary prevention in ther-
apeutic health care remain quite limited, with some rare exceptions, such as the minimal intervention related 
to cigarette smoking. In several developed countries, hospitals are often involved in community building activ-
ities, which is completely lacking in Hungary. Institutionalized, systematic prevention and health promotion 
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can be performed within the framework of Health Promotion O!ces (HPO) and Public Health Departments of 
Government O!ces. The HPOs' strengthening of professional control and coordination and the Public Health 
Department's development of "nancial and personal resources should be substantially developed within the 
framework of the National Public Health Programme.

Main goal

Signi"cant reduction of cancer incidence and mortality, which is responsible for the most important portion 
of premature mortality

Objectives

 �y significant reduction of the prevalence of risk factors associated with malignant tumours

 �y reaching at least a 70% participation rate in all of the organized public health screening pro-
grammes (for breast, colorectal, and cervical cancers). Strengthening the monitoring activity of 
primary care for increasing participation and for the follow-up of the health care of screening 
positives (diagnostic and therapeutic)

 �y significant reduction of the mortality of breast, colorectal and cervical cancers in the age cate-
gories subjected to screening

 �y prioritizing the development of screening and therapeutic oncological care in the regions with 
higher than average cancer mortality to reduce the spatial inequalities (with regard to the inci-
dence/mortality ratio inequalities as well)

 �y further increase in the HPV vaccination coverage of young girls (target values: 95%)

Interventions suggested

 �ƒ delivery of information related to cancer prevention to the widest possible audience, imple-
mentation of cancer prevention programmes in different settings (school, homes, workplace, 
mass media)

 �ƒ in addition to providing information, influencing the attitudes and health behaviour of the pop-
ulation

 �ƒ taking advantage of the possibilities of e-health in health promotion and cancer prevention

 �ƒ making a connection between the data of the Central Statistical Office and National Cancer 
Registry, identification of the regions requiring priority development based on the mortality/
morbidity indicators referring to problems in the fields of screening or oncological care

 �ƒ modernization of the cancer screening system

 �ƒ standardization and development of the level and principles of therapeutic oncological care, 
based on the principles of the National Cancer Control Programme

 �ƒ definition of the range of institutions appropriate for oncological care based on efficacy indices

 �ƒ introduction of voluntary, free HPV vaccination for boys

 �ƒ pilot and cost-effectiveness studies related to the introduction of low-dose CT examinations 
for lung cancer screening, formulation of screening recommendations, and introduction of the 
screening

 �ƒ monitoring the literature on screening for melanoma, prostate, and oral cancers, and in cases 
of appropriate evidence, working out the principles of public health screening and organiza-
tion of the screening process. Where there is a lack of appropriate evidence supporting the 
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organized screening, consequent implementation of screening programmes for high-risk indi-
viduals and casual screenings

 �ƒ further development of the cervical screening programme by health visitors, developing a uni-
form register related to cervical cancer screening

 �ƒ extending and strengthening the preventional activity in primary care, based on the results of 
the Swiss-Hungarian Primary Care Development Model Programme

 �ƒ oncological patient pathway management, extension of the OncoNetwork model to county 
level oncological centres

 �ƒ development of a performance evaluation system related to screening and primary prevention 
in primary care assignment of performance-based funding for preventive activities and partic-
ularly for screening and monitoring

Progress, implementation, monitoring

 �Å data of participation in screening programmes. Priority: proportion of women in the age group 
of 30-49 who participated at least once in cervical cancer screening

 �Å prevalence of cancer risk factors
 �Å analysis of the content and number of cancer prevention programmes, based on the data and 

reports forwarded by the affected organizations and institutions
 �Å annual analysis of vaccination data registers
 �Å analysis of indicators of primary care
 �Å geographical-based monitoring of cancer mortality (Central Statistical Office, National Health 

Insurance Fund)
 �Å cancer incidence (National Cancer Registry) and mortality (Central Statistical Office) by cancer 

type per 100,000 persons and monitoring of the proportions by geographical information sys-
tems

 �Å monitoring the indicators of oncological care

Partnerships

 �Ê Ministry of Human Capacities, and its State Ministries (priority: Ministry of State for Healthcare)
 �Ê Ministry of Economy
 �Ê National Healthcare Services Center
 �Ê National Health Insurance Fund
 �Ê Public Health Departments of Government Offices
 �Ê National Institute of Public Health
 �Ê National Institute of Oncology
 �Ê Universities: Faculties and Departments of Medicine, Dentistry, Health Sciences and Public 

Health
 �Ê Primary care physicians
 �Ê Physicians in the dental primary care
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Professional associations, scientific societies
 �Ê Health Promotion Offices
 �Ê Civil organisations
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 �Ê Local governments
 �Ê Media
 �Ê Member institutions of the Hungarian Association of Public Health Training and Research Insti-

tutions
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Prevention of metabolic diseases

Situation analysis

Metabolic disorders represent a signi!cant burden for the Hungarian population and for the capacity and 
!nancing of the entire health care system. Some metabolic morbidity and its consequences degrade the qual-
ity of life, increase the cost of health care and are responsible for premature mortality. Type 2 diabetes mellitus 
(DM) has the greatest impact among them. Although our knowledge of the development of type 1 diabetes 
has increased and the treatments have become more e"ective, there are no recently available methods for the 
early diagnosis and reliable screening of the entire population.
Much data and numerous epidemiological evaluations indicate that type 2 diabetes could be prevented or at 
least signi!cantly delayed. According to recent knowledge, the most e"ective manners of prevention are reg-
ular physical activity, considering age-related characteristics and the maintenance of a normal body-weight 
index (BMI). Scienti!c evidence indicates that diabetes could be improved with e"ective decreases in body 
weight. With bariatric surgery, blood sugar values can be decreased to normal ranges and antidiabetic treat-
ment can be stopped. Complications represent the most important health risks for diabetic patients: stroke, 
myocardial infarction, blindness, renal failure, and the `diabetic-foot' due to early atherosclerotic changes in 
the arterial system both at micro- and macrovascular levels.
The early diagnoses of DM could be improved by regular screening activities by family physicians. Methodol-
ogy and legislation are available. This type of secondary prevention is much more e"ective than other forms 
of `screening and campaigns for the population at [the] community level', often with wide media coverage. 
E"ectiveness could also be improved with screenings conducted by occupational physicians, even when 
information and data are shared between these two players in primary health care. In the recent Hungarian 
health care system, there is no professional institution for diabetes care although there is a well-developed 
network of specialist services with a wide range of capacities and professional levels. There is a type of quali!-
cation (licence of diabetes care) earned by internists and general practitioners who provide dedicated services 
for diabetic patients.
Endocrine morbidities are also metabolic diseases, particularly disorders of the thyroid and suprarenal glands 
and abnormal function of the ovarium and hypophyses, often responsible for endocrine symptoms. In recent 
decades, lactose-intolerance has become more frequent among the population; unfortunately, malnutrition 
continues to exist because of a lower protein intake and a lack of some types of vitamins. Disorders of the lipid 
and purine metabolism are frequent, and struma nodosa often occurs in areas in which iodine intake is lower. 
Patients with endocrine morbidities are treated at secondary (outpatient) levels in which limited personal 
capacities are generally available.
With regard to public health, obesity represents one of the most important disorders. Obesity may be a con-
sequence or a component of some endocrine disorders or a side e"ect of drug treatment although obesity 
generally has a simple energetic reason: the energy intake from food is consistently much higher than the 
expenditure.
People's energy expenditure is generally lower than in previous decades, especially in urban settings. Modi!-
cation of nutritional habits generally did not follow these lifestyle changes. Larger portion sizes and greater 
energy density of foods and drinks are responsible for that. Currently, two-thirds of the Hungarian population 
have a higher than normal BMI: one-third are overweight, and the others are obese.
Obesity is considered a signi!cant component of ̀ metabolic syndrome', often combined with diabetes, hyper-
tension and lipid disorders. These pathologies are the main reasons for coronary heart disease and other 
`macrovascular' complications in the vessels of the brain and lower extremities in addition to `microvascular' 
alterations in the retina and in the kidneys, combined with neuropathy and morbidities of the venous system.
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Due to higher body weight, obese patients often su!er from degenerative changes in the joints, mainly in the 
hip (coxarthrosis) and the knee (gonarthrosis). Among the obese, some malignancies are also more frequent, 
such as breast and ovarian cancers in females, prostate cancer in men and colorectal tumours in both genders. 
Sleep apnoea and urinary incontinence are often related to obesity. These relations have clear pathological 
explanations, and there are other serious consequences. Obese patients are often handicapped in social and 
economic terms because of their decreased mobility, higher expenses for clothing and medical services and 
stigmatization in the labour market. 
At certain levels, obesity often requires medical help; co-morbidities should be treated although prevention 
seems easier. Treatment with drugs may be risky and is generally more expensive. The prevention of obesity is 
a task for society, requiring many educational activities.
The recent Hungarian healthcare system includes no dedicated institute, department or professional network 
for the care of the obese. Previous facilities or networks have closed or changed their professional "eld. For 
several years, a course leading to a ̀ licence in obesitology' has been available, but general practitioners were 
excluded from this option although they treat the majority of obese patients.

Main goal

The increasing prevalence of diabetes and obesity should be stopped

Objectives

 �y to increase education and skills related to healthy nutrition

 �y to improve opportunities and increase available facilities for physical activity in one's leisure 
time

 �y legislation to decrease the availability of unhealthy foods

 �y to improve evidence-based services within and outside the healthcare system to help decrease  
body weight and support body weight maintenance

Interventions suggested

Based on the levels of shared knowledge and improved skills. 

 �ƒ School settings: In the curriculum of primary and secondary schools, more space and a greater 
number of hours should be allocated for sharing knowledge and improving skills related to 
healthy nutrition. Students must be educated about the components of foods, food-safety and 
the healthy technologies available for cooking. Explanations and reasons why to avoid or decrease 
the consumed amount of some foods and beverages should also be provided. The variety of 
choices in school canteens and buffets should be in accordance with this knowledge, in addi-
tion to providing optimal conditions for drinking water. One of the sources of innovative and 
understandable information is the `Smart plate' OKOST#NY$R% developed by the Hungarian 
Association of Dietitians, in which the recommended food choices were adapted to local (nation-
al) circumstances and versions for children have already been developed.
Curriculum in schools should also contain information about the advantages of continuous, 
life-long physical activity. It is a great pedagogical success that daily physical exercise hours 
were incorporated into the curriculum of primary schools. Although available infrastructure 
and personnel of schools di!er, continuous support will help future maintenance and develop-
ment. Unfortunately, it remains a common pedagogical practice for pupils to be seated for the 
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full 45 minutes of a class period. Children have a physiological need for movement, and move-
ment should be allowed; otherwise, that need could disappear, and it is di!cult to restore.

 �ƒ Local municipalities:Local municipalities must contribute to the provision of available condi-
tions, including appropriate infrastructure in schools, supported by the State School Mainte-
nance Organization. Conditions should consider the needs and traditions of the local popula-
tion.

 �ƒ Food manufacturers and trade: These groups are expected to establish partnerships, even if 
forced by regulations to produce and sell healthy foods.

 �ƒ Media: National televisions and broadcast channels with countrywide coverage are an import-
ant source of information. Advertisements related to health and prevention may be expensive 
in the profit-oriented media while national channels can disseminate programmes and health-re-
lated information with greater governmental support. The same ̀ key-messages' should be pro-
vided, actualized by the seasons. Messages about how to decrease salt, refined sugar and fat 
intake; the appropriate timing of meals; food-safety related information; water consumption 
instead of sugar-added beverages; and the advantages of regular physical activity should be 
emphasized in these broadcasts. Regulations of advertising targeting children should also be 
issued.

 �ƒ Legal regulations: Effective campaigns in the broadcast media should be supported by legis-
lation in which the ratio/percent of broadcast time and coverage in the print media/journals 
are regulated, determining the amount of space dedicated to health-related education.
Sales of some foods and beverages with supposedly unhealthy e"ects have been regulated in 
previous years. The WHO Noncommunicable Diseases Progress Monitor 2017 expects more results 
from Hungary regarding decreasing salt consumption and the marketing of breast milk replace-
ment products, which have been accepted by all WHO member states for more than 30 years.

 �ƒ Supporting obese persons: The prevention of obesity is of pivotal importance in public health. 
Supporting obese persons to reach and maintain a normal body weight will benefit all of soci-
ety. Programmes supporting healthy nutrition, providing nutritional and life-style advice as pre-
vention, behavioural and pharmacological therapy and bariatric surgery as a treatment should 
also be implemented and financed, based on good international practices.
Media programmes should focus on proper body weight maintenance, common physical activ-
ities and decreasing the anxiety related to negative body self-image often experienced by obese 
persons.

Progress, implementation, monitoring

 �Å number of schools participating in the programmes for healthy nutrition
 �Å anthropometric changes (body weight and height, waist circumference)
 �Å the frequency of obesity and abdominal obesity by gender, socioeconomic and age groups
 �Å changes in the incidence of obesity-related morbidities, coded accordingly in the national 

health care system (i.e., hypertension, stroke, ischaemic heart disease, myocardial infarction, 
diabetes, gallstone diseases, polycystic ovaria syndrome, malignancies, non-alcoholic fatty 
liver disease, gut, coxarthrosis and gonarthrosis) 
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Partnerships

 �Ê Ministry of Human Capacities (Ministry of State for Healthcare)
 �Ê Ministry of Agriculture
 �Ê National Food Chain Safety Office
 �Ê Ministry of Finance
 �Ê National Healthcare Services Center
 �Ê National Health Insurance Fund
 �Ê Public Health Departments of Government Offices
 �Ê National Institute of Public Health
 �Ê National Institute of Oncology
 �Ê National Institute of Pharmacy and Nutrition
 �Ê Universities with faculties of medical and health sciences
 �Ê Universities with faculties of public health
 �Ê General practitioners
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Hungarian Society of Nutrition
 �Ê Hungarian Dietetic Association
 �Ê Hungarian Society for the Study of Obesity
 �Ê Health promotion offices
 �Ê Food producers and their organizations
 �Ê Catering services
 �Ê Patients' organizations
 �Ê Selt governments
 �Ê Media
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Prevention of chronic respiratory diseases

Situation analysis

Chronic respiratory diseases are the third leading cause of death worldwide, in the European Union (EU) and 
in Hungary, causing 6% of deaths among Hungarian females and 7% among males in 2015. Respiratory dis-
eases are the fourth most important cause of premature mortality (contributing to 7% of premature mortality 
in females and 6% in males). The majority of the mortality caused by respiratory diseases (>40%) is attributable 
to chronic obstructive pulmonary diseases (COPD) in Europe, exceeding the contribution of pneumonia, asth-
ma and in!uenza. The COPD mortality rate was, after Denmark, the second highest in Hungary in 2013 among 
EU member states. After Romania, Hungary held the second worst position in the EU in 2014 regarding prema-
ture mortality from respiratory diseases. Compared with EU countries, Hungary's disadvantage in the total as 
well as premature mortality of chronic respiratory diseases has been increasing in both genders since 2000. 
Chronic respiratory diseases are one of the four disease groups that are responsible for the majority of pre-
ventable mortality. 
According to the 2014 Health Interview Survey, the average prevalence of chronic lower airway diseases with-
out asthma is 4% among adults in EU countries, Hungary having the same value (4.1%). On average, 6% of 
adults have asthma in the EU and 4.9% in Hungary. Among children, asthma is the most important single 
chronic disease. The disability-adjusted life years (DALY) due to chronic respiratory diseases contributed 3% to 
the total DALY in both genders in Hungary in 2015, the majority attributable to chronic obstructive pulmonary 
diseases followed by asthma and other chronic respiratory diseases. While the health loss due to lung cancer 
has been decreasing since 2000, the DALY due to chronic obstructive pulmonary diseases returned to the 
baseline value after an increase. 
One of the most frequent causes of hospital admissions was chronic respiratory disease in the EU in 2014. In 
that year, the age- and gender-standardized incidence of hospital admissions due to COPD and asthma was 
the highest in Hungary among adults after Ireland. In addition to diabetes and congestive heart disease, 
chronic obstructive pulmonary diseases and asthma made the largest contribution to potentially avoidable 
hospital admissions.
The most important risk factors of chronic respiratory diseases are smoking, ambient outdoor and indoor air 
pollution, pollutants of the workplace air and childhood lower respiratory infections. Smoking, as the most 
important avoidable risk factor, is the number one cause of premature mortality in the European Union. The 
prevalence of smokers and the disease burden related to smoking are considerably higher in Hungary than 
among the EU member states. (Detailed description of the situation of smoking in Hungary is found in the 
chapter ̀ Life-style Interventions to Reduce the Risk of Developing Diseases'). Air pollution is another import-
ant risk factor for chronic respiratory diseases. The general inorganic air pollutants (e.g., the "ne respirable 
dust particles, PM2.5) as well as the organic air pollutants, including, among others, plant pollens in outdoor 
air and organic indoor pollutants frequently produced by mould in buildings, substantially contribute to the 
development of chronic obstructive pulmonary diseases and asthma. A detailed description of outdoor and 
indoor air pollutants is found in the chapter ̀ Development of Human Settlement and Housing Environment'.

Main goal

Decrease the disease burden of chronic respiratory diseases by improving primary prevention, early detection 
and care
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Objectives

 �y decreasing premature mortality of chronic obstructive pulmonary diseases by 20%

 �y decreasing incidence of chronic obstructive pulmonary diseases by 8%

 �y decreasing the number of hospitalization and emergency hospital admissions for chronic obstruc-
tive pulmonary diseases by 20%

 �y reducing functional impairment caused by chronic obstructive pulmonary diseases

 �y decreasing premature mortality of asthma by 20%

 �y reducing the increase in asthma incidence

 �y decreasing the number of hospitalization and emergency hospital admissions for asthma by 
20%

 �y reduce the number of those absent from school or work due to asthma

Interventions suggested

 �ƒ strengthening of the support for quitting smoking in pulmonological specialist care, further 
anti-smoking interventions in the chapter ̀ Life-style Interventions to Reduce the Risk of Devel-
oping Diseases'

 �ƒ interventions for the reduction of outdoor and indoor air pollution levels as found in the chap-
ter ̀ Development of Human Settlement and Housing Environment' 

 �ƒ provision of early diagnosis of chronic obstructive pulmonary diseases with the involvement of 
different levels of the health care system (general practice, occupational medicine, pulmonology)

 �ƒ adequate care of chronic obstructive pulmonary diseases by modernizing professional guide-
lines, strengthening general practitioners' competencies, training, professional follow-up of 
patients and increasing patient compliance

 �ƒ the earliest possible detection of childhood asthma with the involvement of different levels of 
the health care system (general practice, school doctors, pulmonology)

 �ƒ adequate care of childhood and adult asthma by modernizing professional guidelines, strength-
ening general practitioners' competencies, training, professional follow-up of patients and increas-
ing patient compliance

 �ƒ supporting research in the topic areas of disease burden of smoking and air pollution, anti-smok-
ing interventions (mainly targeting group-specific health education that prevents starting and 
helps to quit smoking), air pollution (primarily indoor air pollution exposing children), early 
detection and effective care of COPD and asthma and reduction of health inequalities caused 
by respiratory diseases

 �ƒ reorganization and reform of the pulmonary screening and care network, designation of focus 
groups

Progress, implementation, monitoring

 �Å change in the total and premature mortality rate of chronic respiratory diseases
 �Å change in the total and premature mortality rate of chronic obstructive pulmonary diseases 

and asthma
 �Å change in the incidence rate of chronic obstructive pulmonary diseases and asthma
 �Å number of hospitalization and emergency hospital admissions for chronic obstructive pulmo-

nary diseases and asthma
 �Å prevalence of reduced workability due to chronic obstructive pulmonary diseases
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 �Å number of persons absent from school and work due to asthma
 �Å health care providers involved in the early diagnosis and modern care of chronic obstructive 

pulmonary diseases and asthma
 �Å professional guidelines developed

Partnerships

 �Ê Ministry of Human Capacities, Ministry of State for Healthcare, Ministry of State for Education 
 �Ê National Kor!nyi Institute for Pulmonology and Tuberculosis
 �Ê National Institute of Public Health
 �Ê Ministry of Agriculture
 �Ê National Healthcare Services Center
 �Ê Public Health Departments of Government Offices
 �Ê Municipalities
 �Ê Medical Advisory Board of the Ministry of Health, sections of pulmonology, family medicine, 

occupational medicine, preventive medicine 
 �Ê Medical, health and public health faculties of universities 
 �Ê International professional organizations 
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Prevention of locomotor disorders

Situation analysis

In 2015 in Hungary, the healthy years of life lost (HYLL) were 3,305,185 years. Although in recent years the 
Hungarian loss of healthy-life years has decreased, the national value remains 22% higher than the EU coun-
tries' average. The primary reasons behind HYLL are cardiovascular diseases (21%), followed by cancer (approx-
imately 20%), and musculoskeletal diseases in third place (10%). In the latter disease group, losses caused by 
neck and back spinal pain lead, with more resulting loss among women (9%) than men (6%). According to data 
by EHIS 2014 (European Health Interview Survey), musculoskeletal diseases, back and low back pain especially, 
a!ect 21% of the adult population, neck pain and other complaints of cervical origin a!ect 11% of the adult 
population, osteoarthritis a!ects 17% while a quarter of women above 55 years su!er from osteoporosis. In 
addition, 6.4% of men and 9.9% of women cannot walk 500 metres on a "at surface, or can only walk with 
di#culty, without any devices. Statements of the National Health Insurance Fund revealed that between 2003 
and 2015, in 24%-28% of cases, workers received sick pay due to some type of musculoskeletal disease. In 
2003, 14.2 billion HUF in sick pay was disbursed for 6.5 million incapacitated days because of low back pain.
A sedentary lifestyle and several types of workplace injuries explain musculoskeletal diseases, primarily degen-
erative spine and joint diseases and osteoporosis, becoming an endemic across civilization. 
Important interventions in Hungary in the past two decades have helped prevent and more e!ectively cure 
musculoskeletal diseases:

± The Osteoporosis Centrum Network has operated since 1995. This group organizes modern 
diagnostics and medical treatment, information campaigns and osteoporosis clubs ensuring a 
framework for the regular physiotherapy. The decrease in the number of proximal femur frac-
tures by one-third is due partly to this.

± In 1995, the prevention programme of the Hungarian Spine Society began. This programme 
played a large role in the legislated introduction of daily physical education, and contributed to 
the enforcement of every pupil doing special posture correction exercises in physical educa-
tion classes. The special posture correction exercises are only randomly taught in the training 
programme of physical educators, which is why the education of physical educators and their 
professional support and monitoring should be strengthened.

± The Arthritis Centrum Network has existed since 2004. Consequently, in cases of early arthritis 
and spondylitis, biological therapy can now be applied in Hungary, mitigating the course of the 
disease.

± Due to governmental interventions in the past 1-2 years, the waiting lists for musculoskeletal 
surgeries were reduced.

± Increasingly more health professionals recognize the importance of patient education and patient 
information. The dissemination of best practices, however, remains to be accomplished.

± In the curing, secondary and tertiary prevention of musculoskeletal diseases, the physiothera-
pist has a key role; nevertheless, access supported by the National Health Insurance Fund (NHIF) 
falls far short of requirements. The Primary Care Improvement Model Programme, based on the 
organization of praxis communities, realized this problem and modelled a solution for it. Expe-
riences indicate that physiotherapist services accessible in primary care should be organized 
and $nanced, and this is a task to be solved by health politics.
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± The dietitian and the psychologist also play an important role in the secondary and tertiary 
prevention of musculoskeletal diseases. To realize this was also part of the praxis communi-
ty-based primary care model programme. To organize and !nance the availability of dietitians 
and health psychologists in primary care is a task to be resolved by health politics. 

Main goal

To reduce individual and social burdens caused by musculoskeletal disorders

Objectives

 �y Enhancing the effectiveness of prevention activities:
± further development of training programmes that improve the health knowledge of the pop-

ulation and patients
± enhancing the preventive e"ects of kindergarten and school physical education
± improving the training of coaches for the sake of musculoskeletal protection of sportspeople
± improving the e#cacy of workplace health promotion

 �y Enhancing the effectiveness of health care: 
± further development of general practitioner training,
± improving the prerequisites of proximity care,
± further development of specialist care centres.

Interventions suggested

 �ƒ improving of musculoskeletal health protection knowledge, the promotion of health literacy 
and health understanding among the population

 �ƒ improving knowledge and skills of patients regarding their own illness

 �ƒ supporting patients in the regular fulfilment of their so-called ̀ self-healing' activities and ensur-
ing the proximity operation of required health care professionals (physiotherapist, dietitian, psy-
chologist)

 �ƒ ensuring the possibility of regular spine- and joint-friendly physical activity for the obese pop-
ulation and for those suffering from musculoskeletal complaints with the help of programmes 
led by physiotherapists

 �ƒ prevention of sportspeople's overload musculoskeletal diseases through the proper further train-
ing of coaches

 �ƒ  preventing degenerative spine diseases, teaching the special posture correction exercises in 
the training of physical education teachers, kindergarten educators and lower primary school 
teachers; professional support of effective special posture correction exercises to be done by 
every child in physical education classes, with the help of physiotherapists accessible in prima-
ry care

 �ƒ dissemination and professional support of spine and joint protection methods within work-
place health promotion

 �ƒ teaching about and improving the prevention and care of musculoskeletal diseases in the edu-
cation of general practitioners
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 �ƒ proper financing of the modern, effective treatment of inflammatory musculoskeletal diseases, 
maintenance and improvement of the existing system.

 �ƒ further maintenance and operation of the well-run arthritis centre network

 �ƒ further development and operation of the centrum network, improving the efficiency of oste-
oporosis care

 �ƒ further decrease in the waiting time in musculoskeletal patient care and in surgical and non-sur-
gical areas 

± decreasing unnecessary utilization of specialist and imaging examinations through enhancing 
the health comprehension of patients and the population regarding musculoskeletal diseases

± increasing the capacity of rehabilitation in a hospital-sanatorium after a musculoskeletal sur-
gery

Monitoring progress, indicators

 �Å healthy years of life lost
 �Å amount of non-steroidal anti-inflammatory drug consumption and of the serious side effects 

they cause
 �Å number of days on sick leave
 �Å prevalence of vertebral and hip fractures
 �Å duration of waiting time for musculoskeletal specialist care

Partnerships

Professional organisations of medical and health care specialist areas curing musculoskeletal diseases:
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Association of Hungarian Medical Societies
 �Ê Medical, health sciences, public health and sports sciences higher education faculties, institutes
 �Ê the relevant national institutions
 �Ê primary care
 �Ê Health Promotion Offices
 �Ê Hungarian Association of Public Health Training and Research Institutions
 �Ê Related organisations in other sectors:
 �Ê National Institute for Sports Medicine 
 �Ê professional organisations of coaches
 �Ê professional organisations of physical education teachers
 �Ê employers' organisations
 �Ê public education institutions
 �Ê higher education institutions training educational professionals
 �Ê NGOs
 �Ê media
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Prevention of mental disorders

Situation analysis

Mental health is of crucial importance to the overall well-being of individuals and societies; hence the protec-
tion and promotion of mental health must be treated as a public health priority. Noting that nearly 800,000 
people died from suicides worldwide in 2015, to achieve the third goal of the Sustainable Development Agen-
da, the prevention and treatment of mental health problems has been identi!ed as a priority intervention 
area. 
In 2016, among the countries of the Central European region, the fourth highest disability-adjusted life years 
(DALY, 2154/100,000) due to mental illness, alcohol and illegal drug use were in Hungary. The primary reason 
for this was that the years of life lost due to depression (605/100,000) followed only Slovenia and Croatia in the 
regional rankings. Anxiety disorders in all countries showed a similar value; in Hungary, 348/100,000 was the 
DALY caused by such disorders. In terms of alcohol-related years of life lost (334/100,000), we became an aver-
age country in the region while in the mid-1990s, we had the highest years of life lost, and the years of life lost 
because of drug use was relatively low (156/100,000). Hungary was also an average regional country in the 
case of schizophrenia (166/100,000). Autistic spectrum disorders (119/100,000), eating disorders (27/100,000), 
attention de!cit hyperactivity disorder (7/100,000), conduct disorders (55/100,000), and intellectual disabili-
ties (33/100,000) are fewer in Hungary.
The Hungarostudy survey series demonstrated that the proportion of moderate and severe depression cases 
more than doubled between 1988 and 2013 (7.5% vs. 17.7%). According to the European Health Interview 
Survey, 8.8% of the respondents of the Hungarian adult population had depression in 2014. Among women, 
the prevalence was much higher than in men (11.1% vs. 6.2%). An increasing trend with age was observed in 
the prevalence of depression; its estimated value was 2.6% among the 18-34 age group, 8.4% in the mid-
dle-aged and 17.4% above the age of 65.
The majority of mental disorders damage the quality of life permanently and signi!cantly but do not directly 
lead to death. The proportion of deaths due to mental disorders was 2.6% of total deaths in Hungary in 2016. 
Suicide is reported separately in statistics on causes of death, which was responsible for an additional 1.4% of 
deaths in 2016. Its most important risk factor in addition to complex, cultural determinants, is depressive mood 
disorder. Death due to suicide was the highest in Hungary in the 60s and 70s globally. As a result of a rapid 
increase from 1988 to 2006 followed by a slow decrease, Hungary is not at the top of the statistical lists either 
globally or at the European level although deaths have remained high: 174% of the EU average in 2014. Signif-
icant improvement a"ects all age groups and all geographic regions, but it is considerably smaller in men than 
among women. The improving trend can be explained partially by social changes and partially by the improve-
ment in the e#ciency of care for depression, the most important risk factor for suicide.
Above all, mental disorders increase the risk for communicable and non-communicable diseases and contrib-
ute to injury, violence and suicide; generally, they unfavourably in$uence the forecast and economic burden 
of chronic diseases. 
Mental and behavioural disorders are common in young people as well. Of all children, 10%-20% have one or 
more mental or behavioural problems, and one-!fth of adolescents and at least one of every four to !ve young 
people experience some type of mental health problem. Nearly half of all adult mental disorders have their 
onset in adolescence, and poor mental health in childhood is associated with a high prevalence of adult emo-
tional, behavioural, and severe psychiatric problems. External causes, among them suicide, have been the lead-
ing causes of death among 15-39-year-old Hungarian men for years.
According to the results of the Hungarian Health Behaviour in School-Aged Children Survey, nearly one-fourth 
of the boys and one-third of the girls felt depressed in 2014, and the girls in all grades were more likely to fall 
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into the depressive mood group than boys; 25.3& of pupils reported that they had previously had suicidal 
thoughts.
Poor mental health in youth is associated with lower educational achievements, substance abuse, suicide, vio-
lence, and reproductive and sexual health problems.
Despite the burden and consequences of mental disorders, fewer than half of people with a mental disorder 
receive adequate treatment, and there is far less coverage/usage of interventions to prevent mental disorders. 
Exacerbating the problem, the current network of telephone help lines is inadequate, national coverage is 
unequal, access to psychotherapeutic services is limited and there is no network of professionals and infra-
structure providing e!ective care for children. In addition, in the "elds of psychiatry and child and adolescent 
psychiatry, there is a shortage of professionals and a signi"cant lack of skilled workers.

Main goal

To decrease the burden of mental disorders by improving primary prevention, early diagnosis, treatment and 
care

Objectives

 �y reducing the mortality rate from suicide by 25&

 �y preventing and treating depression, drug abuse and problematic alcohol consumption

 �y implementing health-promotion activity for positive aspects of mental health and for a healthy 
lifestyle to increase well-being and resilience

 �y reducing the stigmatization and social exclusion of vulnerable groups (disadvantaged, disabled 
people, psychiatric and addictive patients), respecting their rights and enhancing opportuni-
ties, improve access to treatment and care for these groups

 �y preventing mental disorders, providing easier access to mental health promotion services, and 
paying particular attention to community mental health education, mental health protection 
and improvement in workplaces, public education and higher education institutions

 �y establishing accessible, safe and effective services for all levels of society; within the framework 
of mental health care, placing emphasis on the comprehensive organization of community- 
based care and the development of integrated management methods

 �y systematically collecting mental health data, disseminating knowledge, facts and good prac-
tices on mental health promotion to implement mental health 

 �y integrating the aspects of mental health into all policies, multi-sectoral cooperation and part-
nerships to promote effective cooperation

Interventions suggested

 �ƒ reorganizing GPs and occupational health care in a prevention direction through the involve-
ment of public health, psychologists, mental hygienists, health promotion mental hygienist spe-
cialists and the extension of health visitors' preventive activities

 �ƒ providing low-threshold, preventative psychological care and psychotherapy in connection with 
general practitioners; improving the community-based care of patients with mental disorders

 �ƒ increasing the amount of institutional care in community-based services

 �ƒ using the potential of e-Health
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 �ƒ preventing adult suicide, detecting and managing risk factors such as psychiatric illnesses; elim-
inating the risk of suicide, which is facilitated by the regular training of GPs and other health 
professionals; organizing and implementing community-based programmes; educating the ̀ gate-
keepers' such as counsellors at telephone help lines, teachers, priests/clerics, and policemen; 
involving relatives to help the survivors

 �ƒ supporting health and social care, raising the overall standard of living and reducing unem-
ployment

 �ƒ improving pharmaceutical safety, trading fewer toxic drugs/chemicals

 �ƒ implementing strict regulation to control weapons, alcohol, drugs and tobacco smoke and restrict-
ing access

 �ƒ creating and maintaining a secure environment in which access to potential means of suicide 
is not available or is restricted

 �ƒ communicating by professional media  regarding suicide

 �ƒ improving the recognition of suicide crisis and its immediate management by multidisciplinary 
teams, developing systems in public education that increase the opportunity for early inter-
vention to improve the mental health of young people

 �ƒ developing programmes to promote parenting skills

 �ƒ promoting training of professionals involved in mental health and well-being

 �ƒ establishing a network of professionals, infrastructure, and programmes to prevent bullying of 
young people and their social exclusion

 �ƒ increasing the number of child and adolescent psychiatric care providers, specialists and school 
psychologists and develop child addiction services

 �ƒ supporting anti-stigma and anti-social exclusion campaigns and activities to promote the inte-
gration of people with mental disorders

 �ƒ promoting the active inclusion of people with mental health problems in society, including 
improving their access to appropriate employment, training and educational opportunities; involv-
ing these people and their families and caregivers in relevant policy and decision-making pro-
cesses

 �ƒ integrating the aspects of mental health into all policies, multi-sectoral cooperation and involve-
ment of communities and NGOs

 �ƒ developing interventions targeting social determinants of mental health, improving mental 
health literacy, providing tools for implementation and creating a knowledge base

(Information about the possibilities of mental health promotion at the workplace may be found in the chapter 
titled ªImprovement of the Work Environment', and ªSupporting Healthy Ageing' addresses the mental health 
promotion of older people).

Progress, implementation, monitoring

 �Å the change in disease burden of mental health, measured by incidence, prevalence, DALY, mor-
tality (e.g., mortality due to suicide or mental disorders, prevalence of depression)

 �Å the amount of mental health research
 �Å changes in the percentage of people with good mental health.
 �Å changes in alcohol consumption and drug abuse based on surveys and statistical data (e.g., per 

capita alcohol consumption)
 �Å the number of programmes aimed at promoting mental health and preventing the develop-

ment of mental disorders in various settings
 �Å the number of community-based health services
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 �Å providing access to care (e.g., reduction of territorial inequality, number of child and adoles-
cent psychiatric and addiction outpatient care providers, calls to telephone help lines)

 �Å human resource development (e.g., child and adolescent psychiatrists, psychologists, school 
psychiatrists, family therapists, mental hygienists, health-promoting mental hygienists and geron-
topsychologists per 100,000 inhabitants)

 �Å changes in financing (e.g., separate budget framework for the implementation of programme 
elements, changes in pharmaceutical costs)

 �Å employment data (e.g., assessment of occupational rehabilitation of mental patients, changes 
in the number of sick days)

 �Å development of professional guidelines and protocols

Partnerships

 �Ê Ministry of States of the Ministry of Human Capacities (especially the Ministry of State for Health-
care)

 �Ê Ministry of Finance
 �Ê National Healthcare Services Centre 
 �Ê National Health Insurance Fund 
 �Ê Public Health Departments of Government Offices
 �Ê National Institute of Public Health
 �Ê Institutions of higher education, especially faculties and institutions of medicine, health scienc-

es, public health of the universities
 �Ê Health promoting offices
 �Ê Mental health centres
 �Ê Forums of conciliation against drug
 �Ê General practitioners' clusters
 �Ê Employers
 �Ê Pedagogue
 �Ê School and occupational health care providers
 �Ê GPs
 �Ê Health visitors
 �Ê Local governments
 �Ê NGOs
 �Ê Ecclesiastical partners
 �Ê Media
 �Ê National and international professional organizations (e.g. Association of Hungarian Medical 

Societies, Medical Advisory Board of the Ministry of Health)
 �Ê Hungarian Association of Public Health Training and Research Institutions 
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Prevention of injuries and violence

Situation analysis

Unintentional and violent injuries are damages caused by sudden or brief in!uence of external factors, inde-
pendent of the victim's intention. The natural and social environment and the physical and psychological state 
of the injured contribute to the emergence of unintentional and violent injuries.
Violence and unintentional injuries cause a signi"cant number of deaths in the WHO European Region every 
year, accounting for nearly 550,000 deaths (6.1% of all deaths). It should be emphasized that injury and vio-
lence are the leading causes of death in young people aged 5-49 years in the region. The burden of violence 
and unintentional injury is increased by the fact that such injuries often cause permanent disability and are 
responsible for 10.5% of all disability-adjusted life years (DALYs).
In 2014, there were 151,561 deaths resulting from external causes (accidents or violence) in the EU countries, 
according to Eurostat. The standardized death rate for external causes was 30.6 deaths per 100,000 inhabitants 
in the EU and 40.4 in Hungary in 2014. While the "gures for people under 65 are better in Hungary than the 
average of the EU member states (12.1 vs. 13.7), the value for Hungarian people over 65 is signi"cantly higher 
than the EU average (124.4 vs. 100.1 per 100,000 inhabitants). Falls of elderly people deserve special attention 
in Hungary; the standardized death rate for men's falls in Hungary is double the EU average.
The frequency rate of accidents shows signi"cant di#erences in terms of gender and age group. Many people 
require healthcare for injuries in the age groups 5-19 and above 80; fatal accidents are particularly frequent 
among people in the age range 15 to 39. The number of men involved in road tra$c accidents is three times 
greater than for women.
The cost related to road tra$c injuries in Hungary amounts to 2% of the GDP, which corresponds to the aver-
age of the EU member states. There were 783 fewer deaths caused by violence in 2016 than in 2010, and the 
number of fatal unintentional injuries decreased by 526 between 2010 and 2016.
The number of fatal tra$c injuries fell below 1000 in 2008 and continued to decrease over the past 7 years; 
nevertheless, more than 800 people die in road tra$c accidents each year (6.3 deaths per 100,000 inhabi-
tants). In 2014, 62% of the accidents were caused by cars, 11% by bicycles, 10% by lorries, 6% by pedestrians, 
4% by motorcycles and 4% by mopeds. The overall number of deaths caused by falls has decreased: 240 fewer 
deaths were reported in 2016 than in 2010. The number of unintentional fatalities from other external causes 
(drowning, burns, poisoning) is about 350 cases per year and decreasing. In Hungary, tra$c accident data are 
regularly collected by the police, data on work-related accidents are collected by the occupational safety agen-
cy, and poisoning data are collected by the Healthcare Toxicology Information Service (HTIS). The number of 
fatal cases caused by tra$c accidents decreased over the past 7 years according to data series provided by 
police reports although the favourable reduction is easing o# now, both in terms of the number of all acci-
dents and the number of all injuries. The number of recorded poisoning cases increased from 15,466 in 2010 
to 24,999 in 2015. An analysis by substance type shows a pattern change from 2010 to 2015; whereas in 2010, 
medicines accounted for 64.2% of all poisonings, this value fell to 33.5% in 2015. The share of recorded cases 
of poisoning with illicit drugs increased from 5.4% in 2010 to 8.6% in 2015. Children are substantially a#ected: 
1200 to 1300 children between one and nine years of age are unintentionally poisoned every year, added to 
550 to 600 unintentional poisonings in the 10-19 age range.

Main goal

Constantly decrease the number of accidental injuries and the accident death rate
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Objectives

 �y improving co-operation between sectors

 �y enhancing preventive actions focusing on children and elderly people

 �y improving the effectiveness of alcohol and drug abuse preventive programmes

 �y enhancing helpline services

Interventions suggested

Road tra•c accident prevention

 �ƒ establishing proper traffic arrangement, creating an accident-free environment, organizing train-
ing on traffic, improving traffic culture, establishing alcohol and drug abuse preventive pro-
grammes

 �ƒ carefully issuing certificates of medical fitness for driving licences for senior injury prevention 
programmes

Poisoning prevention

 �ƒ during pregnancy, training future parents on the methods of accident prevention

 �ƒ sharing good practices of poisoning prevention among pre-school-aged children and young 
schoolchildren

 �ƒ banning toxic substances appearing on the market without proper warnings or protection

 �ƒ training schoolchildren to prevent addictive toxic substance (alcohol, drug) abuse, making toll-
free phone number of the Healthcare Toxicology Information Service (HTIS) known to teachers 
and parents

Burning and scalding prevention

 �ƒ educating pregnant women on preventing burns and scalds, constantly observing the envi-
ronment, particularly that of people living in socially poor circumstances

Prevent falls and their outcomes

 �ƒ supporting making homes of elderly people safe (modify flats) to prevent falls; minimizing risk 
factors causing accidents (consuming too many drugs, drugs causing dizziness); identifying ill-
nesses entailing dizziness or lack of balance; disseminating remedial gymnastics and gymnas-
tics to improve balance

 �ƒ preventing and treating osteoporosis ( further information in the chapter ªPreventing Diseases 
of the Musculoskeletal System') 

Prevent drowning

 �ƒ instinstalling safety barriers, improving control of designated beaches and other bathing estab-
lishments, training more skilled lifeguards

 �ƒ providing opportunities for every child to learn swimming and lifeguarding during school age

 �ƒ enlightening/training parents on preventing child accident
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Progress, implementation, monitoring

 �Å using Electronic Health Cooperation Service Space (EESZT) to estimate injury outcome effects 
on public health

 �Å analysing road traffic accident data provided by the police and emergency rooms to evaluate 
the efficiency and effectiveness of rescue activity

 �Å monitoring the number of poisoning cases provided by HTIS
 �Å tracking the evolution of the number and severity of burns and scalds (registry to be established)
 �Å tracking the evolution of the number of falls, with special attention to falls in old age, and num-

ber of fractures, with special attention to fractures in the hip zone
 �Å tracking the evolution of the number of drowning cases, obtaining the data by analysing death 

cause statistics and emergency service data

Partnerships

Road tra•c accident prevention
 �Ê Police
 �Ê Selt governments
 �Ê Educational institutes
 �Ê Organizations involved in drivers' education
 �Ê Insurance companies
 �Ê Seniors services

Poisoning prevention
 �Ê Health visitors
 �Ê Educators
 �Ê Chemical safety institutes
 �Ê Police
 �Ê Mental health professionals

Burning and scalding prevention
 �Ê Health visitors
 �Ê Firefighters

Prevent falls and their outcomes
 �Ê Selt governments
 �Ê Seniors services
 �Ê Physiotherapists, physical healings

Prevent drowning 
 �Ê Swimming pools' supervisors
 �Ê Water rescue
 �Ê Swimming Instructors
 �Ê Hungarian Association of Public Health Training and Research Institutions
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CREATING HEALTH-PROMOTING ENVIRONMENT 
AND 

IMPROVING PEOPLE-CENTRED HEALTH SYSTEMS
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Improving social environment

Situation analysis

The elimination of social inequalities and the closely related health inequalities is a key element in several 
international and national health policy documents. The main goal of the WHO Health 2020 strategy was to 
`signi!cantly improve the health and well-being of populations, reduce health inequalities, strengthen public 
health and ensure people-centred health systems'. The WHO emphasizes that even though health as a whole 
has greatly improved in recent decades, it has not improved everywhere and not equally for everyone, which 
is unacceptable. The number of disadvantaged groups, their size and the proportion of such groups within the 
population are also growing, in addition to the economic and health inequalities escalating both within and 
among the countries in the European Region.
Health inequalities derive from the societal conditions in which people are born, grow up, live, work, and age; 
these attributes are referred to as social determinants of health. They include early childhood events, econom-
ic situation, employment, housing, environmental characteristics and the quality of preventive and curative 
care. Improving these factors is necessary from the perspective of disadvantaged, vulnerable groups, allowing 
the entire population to have an equitable, economically productive and healthy society.
The social gradient in health means that health gets progressively better as the socio-economic situation of 
people and/or communities improves. Thus, health inequalities a"ect everyone. Health inequalities are close-
ly linked to health behaviour (which includes smoking, alcohol consumption, diet and physical activity) and 
mental disorders.
The social inequalities in health can also be observed within a country, and they are characterized by the inequal-
ities in health-in#uencing socioeconomic factors and health prerequisites (e.g., income or housing).
According to the latest report of the Hungarian Central Statistical O$ce (CSO), the average annual per capita 
gross income and the net income of households increased in 2015 compared with the previous year (average 
gross income was 1.44 million HUF, and net income was 1.15 million HUF, the former being 4.8% and the latter 
being 4.6% higher than in 2014); however, 26.3% of the Hungarian population, that is, 2,541,000 people, were 
considered disadvantaged according to at least one dimension of poverty or social exclusion: living at risk of 
poverty, being severely materially deprived and/or persons in very low work intensity households.
In 2015, the income poverty rate was 14.5%, 0.4% lower than in 2014; the proportion of severely materially 
deprived people was 16.2% in 2015, 3.2% lower than in 2014; and the proportion of persons living in very low 
work intensity households was 6.1% in the population aged 0±59 years, one percentage point lower than in 
2014.
The Gini coe$cient describing the income inequalities at the country level was 28.2 between 2012 and 2015, 
indicating that Hungary is among the European countries with moderate inequalities.
Between 2011 and 2015, the proportion of those who achieved only a primary education decreased, and the 
proportion of those who graduated increased. In 2015, 16.8% of the total population achieved a primary edu-
cation, 59% had a secondary education and 24.2% had tertiary education. In 2015, 43.1% of those with a pri-
mary education or no quali!cations at all and 9.9% of those who had a tertiary education were exposed to the 
risk of poverty or exclusion. It should also be noted that families with a single parent and families with more 
than two children were more exposed to the risk of poverty or social exclusion; in 2015, 62.3% of single-parent 
households and 38.4% of households with three or more children were a"ected; in the Roma population, this 
ratio (82.8%) was three times as high as the national average.
Investigating the social determinants of health and in#uencing them favourably have strategic importance in 
improving the health of the population because social factors determine lifestyle as well as access to health-
care services. Depending on their social status, individuals are di"erently exposed to health damaging risk 
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factors, and social disparities are also high from the perspective of healthcare utilization. According to the 
European Health Interview Survey (EHIS) 2014 data, the proportion of people exposed to health risks is decreas-
ing with the improvement in educational attainment (comparing the prevalence indicators of people with not 
more than eight years of education with those with a tertiary education). Other factors are smoking (31.0% vs. 
12.7%), heavy drinking (6.0% vs. 4.0%), overweight and obesity (57.1% vs. 49.0%) whereas the frequency of 
health-promoting behaviour such as daily fruit and vegetable consumption (61.5% vs. 75.0%) or the physical 
activity recommended by the WHO (6.1% vs. 18.0%) is increasing in the population with the increasing educa-
tional level.
With regard to the socio-economic situation, regional inequalities in life expectancy at birth (i.e., mortality) 
can also be detected; the population in central Hungary has the longest lifespan whereas people in northern 
Hungary can expect the shortest lifetime. Signi!cant geographical inequalities were identi!ed by the age-spe-
ci!c analysis of mortality data (2010±2014): infant mortality showed signi!cant di"erences by district; the high-
est value was nearly 12 times as high as the lowest. In the context of geographical/territorial inequalities, it 
should be emphasized that these are not de!ned by the geographical location, but by the economic develop-
ment of the region.

Main goal

Reducing social inequalities and the health divide, thereby moderating inequalities of health-related behaviour 
and state of health

Objectives

From the aspect of the social environment:

 �y improving the distribution of the population aged 25±64 years with regard to the level of edu-
cation, reducing the proportion of those with not more than eight years of education and increas-
ing the proportion of those with higher education

 �y reducing the risk of poverty or social exclusion ± those living at risk of relative income poverty, 
people with severe material deprivation, and persons living in very low work intensity house-
holds

 �y increasing the average annual per capita income of households 

 �y reducing income inequalities

 �y enhancing the willingness and competence of the population to provide basic life support

To reduce inequalities in health and health-related behaviour: 

 �y further increasing life expectancy at birth by reducing the differences among social groups

 �y preventing further increase in overweight and obesity among people aged 18 years and over

 �y increasing the proportion of people engaging in regular physical exercise according to the WHO 
Recommendation among people aged 18 years and over, reducing the gaps among social groups

 �y increasing the proportion of those who eat vegetables and/or fruits daily among people aged 
18 years and over, reducing the gaps among social groups

 �y reducing the proportion of daily smokers among people aged 18 years and over and reducing 
the gaps among social groups

 �y reducing the proportion of excessive alcohol consumers among people aged 18 years and over 
and reducing the gaps among social groups
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Interventions suggested

The WHO proposes interventions/actions in three areas to reduce or eliminate inequalities: ̀ improve the con-
ditions of daily life; address the inequitable distribution of power, money, and resources; measure the prob-
lem, evaluate action, and expand the knowledge base'. These objectives are also formulated in the UN Agenda 
2030 for Sustainable Development and include higher income growth in low-income populations; improving 
social, economic and political integration independently of age, gender, ethnicity, religious, economic or other 
status; ensuring equal opportunities; and reducing inequalities of income, laws, policies, etc., which are con-
sistent with the main areas identi!ed by Health 2020.
First, interventions to reduce inequalities can be implemented at the government level; the key actions/areas 
have been highlighted by the ̀ Healthy Hungary 2014±2020' Healthcare Sectoral Strategy:

 �ƒ increasingly coordinating the favourable impact on health determinants, the so-called ̀ gover-
nance for health' at all levels of government policy (international, national, regional and local), 
in all sectors (policies, investments and services) and stakeholders (public, private and volun-
tary) 

 �ƒ expanding policy measures and development of universal policies on social determinants for 
improving health 

 �ƒ enacting policy measures and targeted interventions focusing on the most vulnerable socio-eco-
nomic groups

 �ƒ creating supportive physical, social, economic and legal environment to promote health con-
scious behaviour (e.g., price and tax measures to support healthy eating)

 �ƒ improving access to public health/prevention services (community-based services) to reduce 
regional and social inequalities requiring improvement

Interventions to reduce inequalities are presented in the `Healthy through a Life-course' chapter of the pro-
gramme (mother, infant, child, adult, elderly, vulnerable groups and lifestyle factors) and in several subchap-
ters of this chapter (housing and human settlement environment, work environment, primary care with a focus 
on public health, etc.).
It is suggested that a centre for data collection and evaluation focusing on social determinants (related to the 
subchapter ̀ Establishment and Operation of a National Health Observatory Organized on a Regional Basis') be 
established to enable the continuous collection and evaluation of data and the comparative analyses of at-risk 
populations concerning, in particular, social and geographical inequalities.

Progress, implementation, monitoring

Examination of the social environment of the population (based on the CSO's annual reports) focussing on the 
indicators relevant to the social environment:

 �Å distribution of the population between 25 and 64 years of age according to educational level
 �Å proportion of the young (aged 15±24 years) not in education, employment or training
 �Å proportion of people living at risk of poverty or social exclusion:
± unemployment rate by age
± proportion of people living at risk of relative income poverty
± proportion of people with severe material deprivation
± proportion of people living in very low work intensity households (in which the working-age 

populations, aged between 18 and 59 years, worked less than 20% of their total workforce capac-
ity during the previous year) ± the proportion of working poverty
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 �Å Average annual per capita income of households.
 �Å Changes in the Gini coefficient (changes in income inequalities).

Indicators relevant to health status and health-related behaviour by educational level and geographical (region-
al) distribution:

 �Å changes in life expectancy at birth based on the CSO's annual report
 �Å examination of the changes in health behaviour indicators: overweight and obesity, physical 

activity, vegetable and fruit consumption, smoking, and heavy drinking (data from EHIS every 
5 years, screening tests performed by the general practitioner ± Health Status Assessment ± 
every 3 years)

Qualitative assessment of governmental and policy measures and statutory regulations consistent with the 
main goals and objectives:

 �Å governmental measures (laws and decrees) to eliminate unequal distribution of resources and 
their enforcement, health impact assessments

 �Å policy measures for social determinants and their enforcement

Partnerships

 �Ê Ministry of Human Capacities
 �Ê Ministry of Finance
 �Ê Ministry of National Development
 �Ê Government Offices 
 �Ê Local authorities
 �Ê Klebelsberg Centre
 �Ê Medical, health science and education oriented universities and institutes
 �Ê Public education institutions
 �Ê Hungarian Central Statistical Office
 �Ê Nongovernmental organizations, civil society and church
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Improving the built environment and living conditions

Situation analysis

Creating synergy with the 2030 Sustainable Development Goals is essential for reducing the environmental 
burden of disease, which comprises 12% of all diseases. Clean air, drinking water and sanitation and the home, 
community, school, and healthcare facility environments are critical to human health. Estimates indicate that 
approximately 6.2% of the total burden of disease in Hungary (which is smaller than the global average of 
11.8%) is attributable to environmental factors.
Air pollution is currently the most signi!cant environmental health risk factor. According to data from 2015, 
4% of disability adjusted life years lost (3% for women, 5% for men) can be attributed to air pollution in Hun-
gary, which is mostly a result of cardiovascular, neoplastic, and chronic respiratory diseases. Air pollution is the 
other signi!cant risk factor for chronic respiratory illnesses in addition to smoking. According to the WHO, 
outdoor air pollution was responsible for approximately 500,000 deaths in Europe in 2012, especially in urban 
environments in which the majority of emissions come from tra"c and household heating. The International 
Agency for Research on Cancer (IARC) classi!es particulate matter (especially PM2.5) among air pollutants as a 
proven human carcinogen. The population-weighted average of the yearly PM10 average concentrations has 
been declining over the past 10 years with the exception of 2011. The average has declined from 42 #g/m3 to 
27 #g/m3. However, to protect the health of the public, that average must be reduced even further to reach 
the target value speci!ed by the WHO (20 #g/m3). The dispersal of the invasive ragweed pollen causes severe 
and widespread allergenic reactions in Hungary and is therefore an important biological air pollutant. Indoor 
air pollution also causes signi!cant health e$ects. Other biological disease factors found in the indoor air of 
buildings, often linked to mould, increase the risk of chronic respiratory illnesses by 50% on average.
Providing good-quality drinking water is one of the cornerstones of public health. As a result of e$ective water 
puri!cation and water treatment ± the strict chemical, microbiological control of drinking water and e$ective 
water hygiene control activities ± drinking-water-borne outbreaks are exceedingly rare. In Hungary, 95% of 
the population receive their drinking water from state-owned public utilities, and approximately 80% are con-
nected to the public utility sewage system. However, there are signi!cant geographical and social disparities. 
Access to healthy drinking water and proper sanitation is not ensured universally for disadvantaged and mar-
ginalized groups. Currently, pollutants derived from source water are not the biggest problem anymore. The 
so-called secondary chemical and microbiological pollutants (lead and other heavy metal migration, bacterial 
growth) originating from the distribution system are becoming increasingly more signi!cant. The associated 
health risk is especially important in child- and healthcare institutions.
Exposure to the numerous chemicals in homes and products has become a part of life. The number of home 
poisonings reached more than 20,000 cases annually. Despite the improved regulation concerning chemicals, 
there is increasing evidence of the often long-term adverse e$ects of chemicals, particularly during vulnerable 
life stages.
During its generation, management and disposal, waste can potentially be a direct or indirect risk to humans 
and the human environment. There are 20,000 abandoned and polluted industrial sites registered in Hungary. 
The environmental and health-damaging e$ects of contaminated soil and/or groundwater pose a particularly 
great risk to disadvantaged groups. 
Climate change contributes signi!cantly to the environmental burden of disease. During heat waves, the daily 
mortality increases by approximately 15% when compared with the national average. The adverse health e$ects 
of ultraviolet radiation (UV-B) and weather extremes pose a continuous challenge. Greater emphasis must be 
placed on promoting adaptation and improving community solutions of alert and protection in accordance 
with the goals of the Second National Climate Change Strategy (2014-2025).
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Hospitals and healthcare facilities use a large amount of energy; their carbon dioxide emissions are signi!cant, 
and a portion of the waste they produce is dangerous and infectious. 
In Hungary, 70% of the population lives in cities. With urbanization, risk factors can signi!cantly increase in the 
human environment, including the societal, economical, cultural, work and living environments, the e"ects of 
which are also manifested in health inequalities.

Main goal

Mitigating the environmental burden of disease through the reduction of the adverse health factors in con-
nection with water, air, living, community, school and healthcare facility environments

Objectives

 �y to be able to comply with the WHO air quality guidelines and limit values by the end of the 
National Public Health Programme

 �y to ensure universal, equitable and sustainable access to safe drinking water and sanitation ser-
vices that protect the environment and to reduce health risks associated with consuming drink-
ing water and with bathing

 �y to strengthen chemical safety by supporting the use of safe products during their entire life 
cycle, with particular focus on reducing home and childhood poisonings, reducing the chemi-
cal risks to vulnerable populations (children, pregnant women, the sick, the elderly, marginal-
ized groups) and the switch to a circular and green economy

 �y to expand the use of human biomonitoring as a tool of public health policy

 �y to promote human and institutional adaptation to climate change in accordance with the ̀Adap-
tation to Climate Change', the Paris Agreement and the mitigation of excess mortality resulting 
from weather extremes

 �y to assert settlement health demands in urban planning and reconstruction and in regional and 
community development programmes

Interventions suggested

 �ƒ studying the health effects of environmental risk factors in connection with air quality assess-
ment by regularly completing the National Children's Respiratory Survey (OGYELF) and assess-
ing its results through follow-up

 �ƒ improving knowledge of indoor air pollution, monitoring and reducing pollution through archi-
tectural, building engineering and ventilation technology solutions, especially in closed places 
where children stay, paediatric and educational institutions, homes, and motor vehicles

 �ƒ further reducing urban air pollution, mapping biological allergens, taking measures to reduce 
and monitor pollution

 �ƒ surveying indoor radon levels in accordance with the National Radon Action Plan, conducting 
electromagnetical exposure analyses

 �ƒ analysing the potential risks of components that are conventionally not assessed (chemical, 
biological, radiological pollutants) to increase drinking water safety

 �ƒ regularly inspecting educational and healthcare facilities, guidelines for good practices for the 
proper maintenance of the water systems of buildings
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 �ƒ preparing the water supply systems for extreme weather conditions, strengthening water hygiene 
aspects

 �ƒ technical support for the preparation of wastewater safety plans

 �ƒ assessing risk in connection with the use of private wells, developing recommendations

 �ƒ supporting sustainable water usage

 �ƒ capacity-building to replace hazardous materials with less dangerous materials as well as to 
promote the proper use of the precautionary approach

 �ƒ remediating contaminated industrial sites situated at settlements based on human health and 
environmental risk assessment

 �ƒ properly managing early warning systems during extreme weather events

 �ƒ developing climate-specific plant indicators by the Aerobiology Network and describing the 
effects of climate change using these indicators

 �ƒ conducting waste stream studies to reduce the risks of healthcare, hospital and pharmaceuti-
cal wastes

 �ƒ assessing the energy conservation characteristics of hospitals and other healthcare institutions, 
investigating and improving their drinking and hot water supplies and sanitation circumstances

 �ƒ supporting the Healthy Cities movement

 �ƒ enacting environment- and climate-friendly urban policy that promotes the harmony of healthy 
mobility, walking, cycling and public transportation

 �ƒ extending urban planning and infrastructure development curricula with community health 
knowledge

Progress, implementation, monitoring 

Air quality
 �Å the rate of children suffering from chronic respiratory and allergenic symptoms
 �Å air pollution caused by particulate matter (PM10 and PM2.5), ozone and nitrogen oxides

Drinking water and sanitation
 �Å the rate of the population adequately serviced by water supply system, trends in regional dif-

ferences
 �Å the rate of the population supplied with public utility drinking water of adequate quality, trends 

in regional differences
 �Å trends in the access to sanitation of the population, changes in regional differences
 �Å the rate of child institutions that are appropriate both in terms of water supply and sanitation, 

trends in regional differences

Strengthening chemical safety
 �Å the number of home poisonings, especially child poisonings.

Preventing waste-related health damage
 �Å trends in the amount of healthcare waste.

Climate change
 �Å excess mortality during heat waves/cold waves
 �Å trends in hospital admissions and mortalities due to cardiovascular and respiratory diseases 

during the summer and winter smog situations
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 �Å monitoring the pollen count of climate sensitive invasive, allergenic plants, pollen season trends, 
changes in the number and rate of mushrooms producing toxin derivatives

Developing environmentally sustainable health institutions
 �Å trends in the number of insulated buildings, air-conditioned rooms.
 �Å trends in the amount of hospital waste (dangerous, not dangerous), monitoring environment- 

friendly waste management
 �Å trends in the indoor radon levels and gamma-levels from building materials
 �Å the proportion of health institutions with appropriate drinking water supply and sanitation

The success of the Healthy City movement 
 �Å trends in the number of cities participating in the movement
 �Å the rate and accessibility of urban green spaces (parks, multifunctional parks) in residential areas
 �Å the length of cycle paths, public transportation routes, number of stops

Partnerships

 �Ê Ministry of Human Capacities
 �Ê Ministry of National Economy
 �Ê Ministry of National Development
 �Ê Ministry of Agriculture
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Public Health Departments of Government Offices
 �Ê Local governments 
 �Ê The Public Health Directorate of the National Public Health Institute
 �Ê MTA Centre for Ecological Research
 �Ê Hungarian Water Utility Association
 �Ê University faculties of medicine, health sciences, and public health
 �Ê International professional organizations
 �Ê Hungarian professional and non-governmental organziations
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Improving the work environment

Situation analysis

Work activity and workplace conditions fundamentally in!uence health. The maintenance of human health 
and optimal work performance are equally important in the bi-directional relation between work and health 
because e"ective work can only be performed by healthy and adequately trained employees and because 
supportive workplaces play a primary role in the promotion of workers' health. Successful work performed in 
adequate occupational conditions is an important determinant of health by providing self-esteem, the possi-
bility for personal development, #nancial security, social status and contacts. 
The Fundamental Law of Hungary states that everyone shall have the right to physical and mental health, 
which can, among other means, be promoted by organizing and operating health and safety at work. Occu-
pational health and safety seeks to promote and maintain the highest degree of physical, mental and social 
well-being of workers in all occupations, which can be achieved by the prevention of workers' health loss and 
the promotion of their health by protecting workers in their employment from risks resulting from factors 
adverse to health and placing and maintaining workers in an occupational environment adapted to their phys-
ical and mental capabilities. 
According to the estimates of the International Labour Organization, 2.34 million people died due to occupa-
tional causes in 2008 worldwide, the majority of them (86%) because of diseases and only a smaller proportion 
in accidents. In 2016, occupational factors ranked 10th among the most important risk factors of the global 
burden of diseases in the world and 8th in developed countries. 
In Hungary, 4,210,500 people were employed in 2015, the majority working in the manufacturing industry, 
trade and public administration, mainly at small and medium size enterprises. According to occupational health 
inspections, the majority of the workers were exposed to increased mental strain, biological hazards, risk of 
accidents and noise. Of disability-adjusted life years, 2% were attributable to occupational causes in both gen-
ders in the same year, primarily because of back pain, injuries, chronic respiratory diseases and cancer, although 
the health impact of occupational factors was presumably higher. In 2015, 21,088 (501/100,000 employee) 
workplace accidents were reported. Of these, 173 were severe and 84 were fatal. Also in 2015, 277 (6.6/100 000 
employee) occupational diseases were registered; the number has increased from the previous years but remains 
much lower than the approximately 500 cases in the early 2000s. Infectious, dermatological, respiratory and 
other (e.g., musculoskeletal) diseases were the most frequently registered. In the same year, 67 (1.6/100 000 
employee) cases of increased exposure were reported, which is a considerable reduction from the comparable 
number of occupational diseases 15 years ago. 
Although the incidence of registered occupational diseases is relatively low in Hungary, substantial insu$-
ciencies may be assumed in the detection and noti#cation of cases. Underreporting is suggested because 
considerably fewer occupational diseases were reported than occupational accidents, fewer increased expo-
sure cases were registered than occupational diseases, and a low number and proportion of certain disease 
types among occupational diseases were reported, such as musculoskeletal diseases and cancer. There were 
ten times more occupational diseases registered in Belgium and three times more in the Czech Republic than 
in Hungary in recent years despite the nearly identical population size and number of employees in these 
countries. In 2015, there were 826 occupational diseases per one million 15-64-year-old employees in Bel-
gium, 252 in the Czech Republic and only 74 in Hungary. According to estimates, 4% of cancer cases are attrib-
utable to occupational causes; however, the number of noti#ed occupational cancers was two orders of mag-
nitude lower than the expected value (only a few cases are reported yearly compared with the expected 4000). 
In addition to occupational diseases that are in proven causal relationships to work, there is limited informa-
tion in Hungary about work-related diseases for which the main risk factor is not, or not provably, occupational.
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Several occupational health and safety priorities for Hungary are included in the occupational health and safe-
ty policy that was formulated in accordance with the current EU Occupational Safety and Health Strategic 
Framework. Considering these priorities, detailed tasks should be established and accomplished in a coherent 
programme for the e!ective prevention and promotion of workers' health and workability. 

Main goal

Decrease work-related health loss by reducing health risks from occupational hazards and by creating health-pro-
moting workplaces

Objectives

 �y decreasing the incidence of severe and fatal occupational accidents

 �y decreasing the incidence of occupational accidents resulting in lost work time or restricted work

 �y reducing exposure to physical, chemical and biological workplace hazards 

 �y decreasing the incidence of musculoskeletal diseases caused by workplace ergonomic factors 
and that result in lost work time

 �y increasing the proportion of workers who have access to/participate in occupational stress man-
agement programmes

 �y increasing the proportion of workers who have access to/participate in workplace health pro-
motion programmes

 �y studying and favourably influencing the determinants of labour efficiency

Interventions suggested

 �ƒ promoting the primary prevention of workplace hazards by their identification, assessment, 
evaluation and categorization of related health risks, particularly newly emerging risks

 �ƒ developing the national information system of occupational risks and making the system avail-
able, building capacity for the calculation of occupational disease burden, improving the pro-
cess, professional requirements and capacity of workplace risk assessment, management and 
communication

 �ƒ reducing occupational accident risk by applying effective safety devices, increasing compliance 
with occupational safety standards and providing occupational health and safety training that 
promotes compliance

 �ƒ preventing the health effects of occupational chemical exposure, primarily the characteriza-
tion of new, not yet sufficiently known, chemical exposures; managing occupational cancer risk 

 �ƒ preventing the health effects of occupational biological exposure, primarily by protection from 
blood-borne infectious diseases and consistent application of occupational vaccinations

 �ƒ preventing work-related musculoskeletal diseases by the effective management of workplace 
ergonomic risk factors

 �ƒ promoting the identification of occupational psychosocial hazards; improve workplace mental 
health by developing the organization of work, organizational culture and management style, 
by harmonizing work and family life and by managing workplace stress and risk behaviours 
(violence, alcohol and drug abuse)

 �ƒ establishing settings based on health promotion programmes for creating healthy, family-friend-
ly work environments that promote workplace well-being; providing education for a healthy 
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lifestyle in a healthy work environment; facilitating physical activity and a healthy diet in the 
workplace, actively involving workers in the planning and implementation of occupational pre-
vention and health promotion programmes

 �ƒ developing programmes that promote the effective adaption of work to the abilities of work-
ers with temporarily or permanently reduced workability, promoting early return to work, sup-
porting occupational rehabilitation from the aspect of occupational health

 �ƒ organizing targeted occupational health and safety programmes for highly vulnerable groups 
of workers (those exposed to increased occupational risks, youth, pregnant women, the elderly 
and foreign employees), thereby supporting the reduction of health inequalities

 �ƒ assessing the possibility of extending basic occupational health and safety services to all employ-
ees, including workers of micro-enterprises, the self-employed, seasonal and unregistered work-
ers

 �ƒ increasing the development of human resources of occupational health and safety and the 
modernization of the occupational health and safety approach according to international trends 
(strengthening the aspect of occupational health and involving the aspect of environmental 
health), reviewing and promoting the role of occupational health in occupational health and 
safety activities

 �ƒ increasing improvement of the preventive approach in occupational medicine, increasing its 
role in primary and secondary prevention activities and facilitating its involvement in the coor-
dinated, systematic prevention of diseases of public health importance

 �ƒ improving the recognition of occupational diseases and modernizing the notification system, 
developing the surveillance system of work-related diseases that can provide data for assess-
ing needs and allow for planning and implementing that target preventive measures

 �ƒ intersectoral presentation of occupational health and safety in labour, economics (job creation, 
regulating subcontracting and outsourcing), commercial and social (catching-up) policies

 �ƒ supporting research in occupational health and safety, especially the investigation of newly 
emerging or not yet sufficiently explored occupational hazards; developing and introducing 
effective methods of risk assessment and risk management

Progress, implementation, monitoring

 �Å incidence of total, severe and fatal occupational accidents
 �Å incidence of occupational diseases and increased exposure cases
 �Å number and distribution of workplace ergonomics, stress management and health promotion 

programmes; proportion of employees with access to these programmes and the number of 
professionals trained and employed for the initiation and implementation of these programmes

 �Å occupational health and safety programmes organized for highly vulnerable groups of workers
 �Å number and content of measures for the identification of occupational diseases, moderniza-

tion of their notification system
 �Å data regarding the development of the content and quality of the surveillance system of work-re-

lated diseases
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Partnerships

The reduction of work-related health loss requires a complex approach that needs e!ective cooperation among 
the areas of occupational health and safety (occupational medicine, occupational hygiene, occupational safety). 

 �Ê Ministry of Human Capacities, Ministry of State for Healthcare, Ministry of State for Education
 �Ê National Institute of Public Health
 �Ê Ministry of Finance, Department of Occupational Health and Safety 
 �Ê Public Health Departments and Occupational Health and Safety Departments of Government 

Offices
 �Ê Municipalities
 �Ê Medical Advisory Board of the Ministry of Health, sections of occupational medicine, preven-

tive medicine 
 �Ê Hungarian Scientific Association of Occupational Medicine
 �Ê Medical, health and public health faculties of universities
 �Ê International professional organisations
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Re-orienting primary care to public health services

Situation analysis

In 2015, 3.7 million potentially healthy life years were lost in Hungary due to the premature mortality and 
impairment of quality of life from illness and disability. 

The duty of primary care is to reduce on its merits the burden of disease on both personal and community 
levels in addition to de!nitive patient care applying interventions aimed at health development and disease 
prevention. The strength of Hungarian primary care is to have an extensive range of services and a broad spec-
trum. In addition to the general practitioner, paediatricians and health visitors, dental, pharmacist, school health 
care, occupational health care, home care and home hospice services are also involved. However, the provided 
service possibilities in the service provider's scope are limited because of the number, capacity and limited 
scope of authority of the service providers. The e"ciency of primary care is also reduced by the fact that coop-
eration and exchange of information among service providers is occasional. Health care providers are mostly 
isolated from each other, and the duties to be conducted are often indeterminate, which leads in some cases 
to inadequate health care services or sometimes to unrequired duplication.
The age pyramid of the general practitioners and paediatricians, the backbone of primary care, has shifted 
increasingly to older age groups over the past few decades, currently with a mean age of 57 and 59 years, 
respectively. During this period, the number of vacant general practitioners', health visitors' and dentists' prac-
tices has also increased considerably; this tendency pointedly appears in the practices that serve populations 
with less favourable health status in disadvantaged settlements. In vacant practices, care is provided by a sub-
stitute physician and/or health care professional, such as the practicing nurse for fewer hours, thereby reduc-
ing the population's access to services.
In the case of children, the role of primary care provider, thanks to the general practitioners, paediatricians, 
health visitors and school health care, is emphasized in primary and secondary prevention whereas adult ser-
vices focus primarily on acute illnesses and caring for chronic patients. Prevention services for the population 
under the age of eighteen, natural for both the healthcare workers and the clients, are systematically age-
grouped, mostly with adequate discipline, but in adult care, this is occasional.
Despite the fact that the law ordains screening of the adult population's health status, the prevention activities 
are under-emphasized at the level of primary care. Examinations are mainly based on the appearance of the 
patient in the consulting-room in the event of a complaint. Exceptions to this are the mandatory examinations 
completed in the sphere of public authorities, such as establishing driving skills.
The health status of the adult population is also regularly monitored by occupational health services. The con-
tent and quality of these screenings is di$erent: in some places the supply is precise; elsewhere, the activity is 
nearly administrative. Occupational health examinations, partially because of the employer environment, are 
generally not exhaustive and do not cover the risk factors a$ecting health status and working ability. The data 
regarding the health status and results that are collected at these examinations often do not reach the employ-
ee's general practitioner.
Another limiting circumstance is that the general practitioners have no or only occasional knowledge about 
the participation of their clients in public health screenings and those results. Thus, they cannot contribute 
signi!cantly to encouraging participation in screening and to improving the degree of dissemination among 
the bene!ciaries.
The Primary Care Development Model Programme, with the support of the Swiss Contribution Programme 
and the Hungarian Government, has created four praxis communities in one of the most disadvantaged regions 
of Hungary as a key innovation project of the last decade. According to the experiences of the Model Pro-
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gramme, the improvement of the health status of the population can be accomplished more e!ciently by 
teamwork, with the involvement of new professionals. Comprehensive prevention, health promotion and orga-
nizational and analytical tasks can be performed by professionals with public health quali"cations who play a key 
role in the cooperation of several practices and service enhancements. Nurses, dietitians, physiotherapists and 
psychologists can play an important role in reducing life-style risks and caring for patients with chronic diseas-
es. Thanks to their participation, the scale of expediting patients to outpatient clinics in the practices of the 
Model Programme decreased.

Main goal

Modifying primary care with a public health focus, providing community-based prevention services according 
to the population's needs, broadening these for residential needs, and improving the health of the Hungarian 
population by redistributing the division of tasks among service providers based on real working competence 
levels, increasing the number of healthy life years, strengthening the individual's responsibility and reducing 
regional inequalities

Objectives

 �y In addition to fulfilling the duties of the acute care and chronic care of primary care, the effec-
tive personalized primary and secondary prevention services provided near home also should 
be expected. 

 �y The efficiency of intervention and the increase in the burden of illness ± falling on the individ-
ual and the service provider system ± because of the ageing and the unfavourable health status 
of the population are significantly influenced by the level of health literacy determined by the 
level of education and the degree of responsibility of the individual; thus, improving the client's 
health literacy is a task. The importance of community participation in society must be empha-
sized.

 �y An essential prerequisite for the efficient operation of health care providers is the creation of a mon-
itoring and feedback system for services and the development of a professional and financing 
framework for quality work. To achieve these, all providers must administer preventive target-
ing and supply events using single data structure software. It is expected that the recorded 
data (via client gateway by the client, via ̀ EESZT' by the competent healthcare provider) can be 
easily surveyed according to the client's digital self-determination. To survey the client's health 
status according to regulation No. 4/2000. (II.25.), the Ministry of State for Healthcare (so-called 
health status update) provides an opportunity to map the individual's risk states and chronic 
illnesses, provides a systematic basis for identifying needs and designs personalized preven-
tion services and population-level interventions.

 �y Increase patient satisfaction, reduce waiting time, and build trust-based communication between 
the supplying staff and the client. 

Interventions suggested 

 �ƒ supporting public health services provided within the framework of primary care, encouraging 
primary care teams 

 �ƒ improving cooperation between healthcare workers and service providers

 �ƒ motivating the population to apply adequate services in time, extent and place
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 �ƒ improving the intersectional co-operation of primary care, particularly with the social care sys-
tem and public education employees; as a component of service development, providing gen-
eral practitioners, dentists, occupational health care, school health care, health visitors, hospice 
services and pharmacy in the area of prevention services

 �ƒ in addition to the current key players in primary care, involving public health professionals in 
the provision of primary and secondary prevention services and monitoring health status and 
screening and their oversight, based on the experience of the Primary Care and Development 
Model Programme

 �ƒ applying nurses, dietitians, physiotherapists, psychologists, health-promoting mental hygien-
ists, and lifestyle counsellors to reduce the lifestyle risk to care for patients with chronic, non-com-
municable diseases

 �ƒ developing, operating and continuously improving the cooperation between health promo-
tion offices and the praxis/praxis communities providing basic care

 �ƒ enlarging the domestic nursing services with a personalized rehabilitation-focused perspec-
tive, particularly for the treatment of chronic illnesses - ordered for praxis

Progress, implementation, monitoring

 �Å number and proportion of people participating in the health status survey every year
 �Å number of prevention services provided at the level of primary care, number and proportion of 

the beneficiaries
 �Å change in the prevalence of lifestyle-related major risk states
 �Å measuring the effectiveness of care of chronic, non-communicable diseases (e.g., using outcome 

indicators)
 �Å provision of residence-based services by necessity and their rate of use
 �Å the evolution of the use of emergency care

Partnerships

 �Ê Ministry of Human Capacities
 �Ê National Institute of Public Health 
 �Ê National Health Insurance Fund 
 �Ê National Healthcare Services Center
 �Ê Selt governments
 �Ê Departments of Government Offices
 �Ê Educational institutes
 �Ê Health promotion offices
 �Ê Religious and civic organizations
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Addressing anomalies a•ecting health in the healthcare system

Situation analysis

Health is the basis of well-being within a society. Thus, to preserve, improve and, if necessary, restore health, 
public health and healthcare services must be available to everyone. These servicers must also be of adequate 
quality and sustainable. Never before has the cost of healthcare increased so drastically as in the 21st century. 
Therefore, many countries try to reduce healthcare spending. According to an OECD study regarding the peri-
od between 2005 and 2013, the growth of healthcare costs per capita in real value was greater in Hungary by 
the end of the examined period than before 2009. However, Hungary has nevertheless not even approximat-
ed the OECD average. As the study indicated, ̀ There is a race between the medically achievable and the eco-
nomically restricted healthcare'. Then again, this race must not be abandoned because according to a study 
investigating the performance of healthcare systems within the EU member states, if Hungary were amongst 
the top performing European Union countries, then ± with a timely and adequate healthcare system ± the life 
expectancy at birth for Hungarian citizens would increase by 4 years. In addition, it is worth mentioning that 
according to the latest reports, a single unit of investment in public health results in a fourteen-fold return in 
the growth of the economy.
Avoidable mortality is a quality indicator used for the evaluation of a healthcare system. This re!ects those 
mortality ratios that could have been prevented if timely and adequate healthcare service had been provided. 
This ratio is in!uenced by the ability (knowledge regarding health and disease) and willingness to cooperate 
and by the capacity and accessibility ("nancial, physical, geographic and temporal) of the healthcare system. 
Eurostat is able to interpret timely and adequate healthcare services combined with the proper public health 
interventions regarding avoidable mortality because of the use of ever-expanding nomenclature. According 
to the latest analysis from Eurostat, in 2014 within the European Union more than 562,000 deaths occurred 
that could have been amended with adequate healthcare service, and a further one million deaths occurred 
that could have been prevented with preventive public health interventions.
If we consider the overlap between amenable and preventable mortalities, then the potential avoidable mor-
talities are approximately 1.2 million. In 2014, among the 28 member states of the European Union, Hungary 
was the "fth worse regarding amenable mortalities with adequate health care services with an indicator of 
226.1/100,000 (EU28 average 126.2/100,000); preventable mortalities were the worst with an indicator of 414.3/ 
100,000 (EU28 average 213.9//100,000).
The notion that depending on need, every citizen should have equal access to healthcare is considered an 
important goal in every country. The di#erences between countries and within any given country ± consider-
ing di#erent social groups ± regarding unmet care can be partially explained by di#erent norms, health litera-
ture, health culture and expectations. Regardless, all of these are considered unfair inequalities.
In 2015, Hungary had an overall number of physicians that was consistent with the average of the European 
Union. However, the geographic distribution was re!ected by the infrastructure capacity concentration of the 
profession. This means that the ratio of physicians was better in cities with medical universities and in county 
towns. The number of health professionals was below the average of the European Union and shows a similar 
distribution of physicians. According to the latest OECD report, the number of nurses increased by 2.5 million 
between 2000 and 2013 within the OECD countries. However, most European countries face a nursing short-
age, which is estimated by the European Commission to increase to 600,000 by 2020. Based on the data of 
European health for all databases (HFA-DB) WHO/Europe reported in July of 2016 that for every 100,000 citi-
zens in Hungary, there were 332 physicians (the EU average was 349.58) and 658.35 nurses (the EU average 
was 854.29). According to the statistics, compared with the EU average, 23.82% of nurses are lacking in the 
Hungarian healthcare system. If we analyse the operational data of the healthcare delivery system also based 
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on the OECD data regarding human resources, the number of practicing physicians for every 1000 citizens on 
average in the EU is 3.5 whereas in Hungary, it is 3.3. Considering the nurses currently working in the health-
care system, for every 1000 citizens, there are 8.4 nurses on average in the European Union whereas in Hunga-
ry, this number is 6.4. Then again, in 2014, the number of patient-physician meetings per capita was the high-
est in Hungary. Although the OECD states that cultural factors can partially explain di!erences in patient-phy-
sician consultations, the organizing of healthcare and public health services, the competence assigned to the 
di!erent levels of care (particularly to health professionals) and the "nancial attributes play extremely import-
ant roles.
The changes in demographics, the increase in the number of patients with chronic disease (including patients 
with multiple conditions) and the use of innovative technologies in healthcare all play a signi"cant role in the 
increase in health expenditures, which endangers the mid- and long-term sustainability of healthcare sys-
tems. To meet these challenges, healthcare systems must become more e#cient and e!ective. At an interna-
tional level, the importance of the role of medical sta! with non-physician degrees is signi"cant. Their author-
ity is much broader in healthcare, and thus in primary care also, compared with Hungary. The documents of 
both the European Union and the WHO emphasize that more must be done to improve the health of citizens 
and to eradicate inequalities at the healthcare service level. This must be achieved by providing a sustainable 
and adequate quality of care within the healthcare system and by granting universal access to healthcare. The 
third aim of the UN Sustainable Development Goals focuses on providing well-being for all age groups. This is 
such a fundamental goal that it is a prerequisite to achieving all other goals.

Main goal

To operate a healthcare system that is universally accessible to everyone and provides high quality of care

Objectives

 �y increasing the effectiveness and flexibility of healthcare while making it more accessible

 �y reducing avoidable mortality

 �y developing a rational medication policy

 �y incentivizing performance through financing

 �y introducing innovative healthcare services and exploiting the possibilities provided by new 
technologies

Interventions suggested

A more e•ective healthcare system

 �ƒ maintaining high immunization rates in relevant age groups and maintain the tasks associated 
with epidemiological surveillance; in case of the danger of an epidemic, providing vaccinations 
can reduce the burden on the healthcare system

 �ƒ in addition to tracking the daily use of medication in therapy, tracking prescriptions in medi-
cine, especially those that were prescribed for preventive proposes

 �ƒ strengthening and increasing the capacity and spectrum of service and the competence of 
primary care within the healthcare system

 �ƒ basing the distribution of specialized care on needs and epidemiological status

 �ƒ establishing a quality indicator system to measure the efficiency of both the general and the 
various specializations of healthcare, monitoring the quality of healthcare
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 �ƒ providing quality assurance for the National Nosocomial Surveillance System

 �ƒ providing a financial system that considers tasks and outcome indicators

 �ƒ creating and maintaining a practice of healthcare service extension based on health-economic 
analysis

A healthcare accessible for everyone

 �ƒ reducing the deficit of general practitioners to increase the prestige of the profession by com-
plex means, financially rewarding care in disadvantaged regions

 �ƒ assessing the current and desirable levels of competence of healthcare workers, providing ade-
quate education based on the necessary knowledge, ability, attitude and competence of auton-
omy, providing more practice-oriented training within the dual education

 �ƒ exploring the possibilities of e-health

 �ƒ exploring the possibilities of the Electronic Health Cooperation Service Space (EESzT) to con-
nect all important healthcare actors such as general practitioners, outpatient institutions, hos-
pitals, pharmacies, sectoral management systems and citizens, thus providing the basis for a 
more personalized and higher quality patient care

A more !exible healthcare system

 �ƒ digitalizing healthcare to improve healthcare planning, improve the quality of care, optimizing 
the use of resources, provide evidence-based medicine, and support health policy makers

 �ƒ introducing the `composite indicators and index' used by the OECD in both general practices 
and hospitals

 �ƒ following the adaptation of the solutions provided by e-health

Progress, implementation, monitoring

In Hungary, the rules to determine the used indicators to assess the performance of the healthcare system were 
established by the decree of 6/2013 (V. 24.) EMMI.

In general:
 �Å Healthcare expenditures are based on the percentage of the GDP.
 �Å The ratio of private healthcare expenditures is compared to all healthcare expenditures.
 �Å The ratio of governmental healthcare expenditures is compared to all healthcare expenditures.
 �Å The number of healthcare workers and their distribution are based on geography and profes-

sion.

Following the e"ectiveness of the healthcare system: 
 �Å In Hungary, the Health System Performance Assessment made by the National Healthcare Ser-

vice Centre contains the indicators to measure the performance of the Hungarian healthcare 
system. In addition to the OECD and WHO indicators to measure the effectiveness and quality 
of healthcare, which are also connected to financial indicators, the National Healthcare Service 
Centre recommends indicators that include the ratio of avoidable mortality, the ratio of infec-
tions related to healthcare, the efficiency of vaccination programmes among children, and the 
immunization rate against influenza among elderly people.
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Measuring accessibility
 �Å Accessibility primarily focuses on measuring the unmet needs (social, economic, geographic, 

management of healthcare, lack of capacity) and on exploring the reasons behind them.

Indicators to measure !exibility in healthcare
 �Å Indicators are related to healthcare management, such as the ratio of same-day surgery regard-

ing certain illnesses.
 �Å Indicators are relevant to the operation of medical institutions, such as the average duration of 

stay.
 �Å Indicators are recommended and used by the WHO in the European Region regarding health-

care expenditures, such as the ratio of healthcare expenditure compared to the GDP or the 
direct expenditures of households.

 �Å The development and use of new indicators are also needed because of the digitalization of 
healthcare.

Partnerships

 �Ê Ministry of Human Capacities
± Ministry of State for Healthcare
± Ministry of State for European Union Development Policy 
± Ministry of State for Family and Youth A!airs
± Ministry of Social A!airs and Inclusion

 �Ê Ministry of Finance
 �Ê National Health Insurance Fund
 �Ê National Healthcare Services Center
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Association of Hungarian Medical Societies
 �Ê National Institute of Public Health
 �Ê Public Health Departments of Government Offices
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Supporting patients with a rare disease

Situation analysis

By de!nition, rare diseases include low-prevalence diseases with severe risk of premature death or permanent 
loss of function or rare combinations of prevalent diseases. In the member states of the European Union, any 
disease with a prevalence of less than 5 per 10,000 people is considered rare. The limited occurrence of certain 
diseases, however, does not indicate that the number of people a"ected by these types of diseases is low. It is 
estimated that in the European Union, currently 5% of the population (approximately 500,000 patients in Hun-
gary) are su"ering from one of approximately 6000 rare diseases. The majority of these diseases have genetic 
origins, but harmful external e"ects sustained in the fetal stage or later may also contribute to their onset, 
particularly if there is genetic predisposition. The signs of some rare diseases may be observed at birth or in 
childhood, but 50% develop in adulthood.
A survey of deaths caused by rare diseases in Hungary was conducted using the countrywide cause-speci!c 
mortality database provided by the Central Statistical O#ce of Hungary for the period of 1980 to 2006. The 
standardized mortality rates caused by rare diseases dropped from 208/million to 142/million during the assessed 
period. The mortality rate in infancy has decreased from the initial 615/million (28.3% of deaths caused by rare 
diseases occurred during the !rst year of life in 1980) to 147/million (between 2005 and 2006, 9% of deaths 
caused by rare diseases occurred during the !rst year of life). The average age of death increased from 37.3 to 
57.7 during this period. The potential loss of years related to 66,120 rare diseases observed in the 80s dropped 
to 21,900 by 2006. As a result of a longer lifetime because of improvements in care, rare disease as a social 
phenomenon has changed, which the systems of social care, education and labor must address.
The features of care for some indicator rare diseases with distinct ICD10 codes were assessed using the dis-
charge records' database from outpatient and inpatient healthcare maintained by the National Health Insur-
ance Foundation between 2004 and 2006. Of indicator rare diseases, 50% received treatment in 25 specialist 
institutes in Hungary, to which 80% of patients did not must travel more than 50 km. The applied interventions 
conducted in the investigated institutes, the frequency of treatment and the resources per patients showed 
signi!cant variation. The analyses demonstrated that rare disease care in Hungary is concentrated, but the 
quality requirements speci!ed for centres of expertise were not met.
The EurordisCare2 survey shows that in terms of the pathway towards diagnosis, Hungarian rare diseases have 
problems di"erent from European problems, but their situation is similar overall. Hungarians must wait longer 
for diagnosis but are less likely to receive a false !rst diagnosis; the pathway towards diagnosis places a heavi-
er !nancial burden on Hungarians, but they are less commonly faced with unacceptable methods of commu-
nicating diagnoses. Altogether, the diagnosis of RDs needs improvement, and well-organized patient path-
ways must be created in Hungary as they are needed in Europe.
According to the EurordisCare3 survey, in a comparison with the European average values, the Hungarian data 
do not show signi!cant di"erences in terms of the frequency of use of the healthcare system and the frequen-
cy of refusals within health care. However, Hungarian patients receive social assistance less often and are more 
likely to be dissatis!ed with these services.
As in all developed countries, rare diseases have become distinct public health priorities in the Member States 
of the European Union, acknowledging that a new institutional healthcare system, di"ering from the system 
adequate for managing major diseases with high prevalence, is required that can provide e"ective care for 
rare diseases with highly variable biological natures. To develop organized healthcare oriented towards rare 
diseases, the member states of the European Union undertook to develop a concerned action plan in the !eld 
of rare diseases by 2013, adapting relevant recommendations of the European Council. This approach was 
necessary because although there were numerous, well-organized institutions for providing care for patients 
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with certain rare diseases, there was no comprehensive strategy for health and social problems related to man-
aging rare diseases, which could ensure the e!ective utilization of resources in this "eld. Although the devel-
oped `National Plan for Rare Diseases' was approved by the Ministry of Human Resources in 2013, its enact-
ment has been postponed. Implementation of this strategy has not yet been launched.

Main goal

Signi"cant improvement in life expectancy and life quality of patients living with rare diseases that establishes 
their extended social participation.

Objectives

In concordance with the National Plan for Rare Diseases:

 �y reorganizing services currently provided

 �y improving resources needed to develop care

 �y improving availability of services

 �y adapting and elaborating on new methods to diagnose and treat

 �y supporting research to develop care

Interventions suggested

According to the recommendation of the European Council, which has been accepted by the Hungarian gov-
ernment, the ̀ National Plan for Rare Diseases - Healthcare Policy Strategy for Rare Diseases until 2020' has been 
compiled utilizing the expert support of the European Commission through the EUROPLAN project. This strat-
egy document adapted by the state secretary responsible for health contains the following interventions:

 �ƒ Improve the diagnostics of rare diseases for early detection of diseases:
± establish quality insured genetic diagnostic centres
± ensure personal and technical conditions for genetic diagnostic centres 
± properly Inform patients and their family members

 �ƒ Create and operate multidisciplinary centres of expertise for high-quality patient care:
± develop conditions for the establishment and operation of centres of expertise with well-de-

"ned competence and scope of responsibility
± meet as many criteria of the European Council recommendation as possible in these centres,
± join the European Reference Networks, which are without Hungarian participation at present

 �ƒ Develop and operate registers, patient pathways and adequate data provision:
± de"ne the objectives and infrastructural background of the register
± operate patient registries in centres of expertise, meeting recommendations to the extent pos-

sible
± develop legal background for registries
± provide technical conditions for joining the European registries

 �ƒ Improve education and training for high-quality patient care:
± develop educational materials and extend curricula
± extend knowledge of participants of any health- and medical sciences-related training pro-

grammes and increase the number of training programmes
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± support protocol development for communicating diagnoses
± organize trainings for patients and their family members, maintaining helplines

 �ƒ Improve newborn screenings for establishing early diagnoses:
± improve the conditions of screening
± develop a monitoring system to evaluate the e!ectiveness of screening programmes

 �ƒ Support research efforts in the field of rare diseases:
± investigate the quality of life and satisfaction of patients and their access to social care
± investigate the background, preventive opportunities, and epidemiological characteristics of 

rare diseases, and implement clinical studies to improve the e!ectiveness of diagnosis and treat-
ment

 �ƒ Support patient organizations:
± involve patient organizations in policy development and implementation
± contribute to the maintenance of patient organizations

 �ƒ Establish a steering committee for implementation of rare disease health policy:
± establish an e!ective steering committee and develop the internal operation rules for that board
± introduce a monitoring system independent of providers to evaluate the implementation of 

health policy achievements

Progress, implementation, monitoring

According to the integrated European practice, the monitoring of developments related to rare diseases can 
be conducted using indicators recommended by EOROPLAN:

 �Å annual working plan and report of Steering Committee on implementation of National Plan for 
Rare Diseases

 �Å number of diagnostic tests available, introduction of monitoring for diagnostic delay
 �Å diagnostic delay
 �Å number of centres of expertise for rare diseases, numbers from the European Reference Net-

work on rare diseases with Hungarian participation, number and proportion of patients with 
rare diseases cared for in centres of expertise, number of guidelines for rare diseases

 �Å number of helplines for patients with rare diseases
 �Å number of rare disease registries covering the entire country and the number of research proj-

ects based on these registries
 �Å report on the coding practice for rare diseases in health care
 �Å number of accredited courses on rare diseases
 �Å number of patients with rare diseases identified by organized newborn screening and the num-

ber of false positive screening results
 �Å number of nationwide research programmes, scientific conferences, international projects with 

Hungarian participation, and research papers on rare diseases
 �Å achievements of patient organizations
 �Å infant death rate, mortality rate, years of potential life lost
 �Å centralization of health care and spatial inequalities in availability of centres for rare diseases 

with distinct ICD10 codes
 �Å patient satisfaction
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Partnerships

 �Ê Ministry of Human Capacities
 �Ê National Healthcare Services Center
 �Ê Universities with faculties of medical and health sciences
 �Ê Universities with faculties of public health
 �Ê National Health Insurance Fund
 �Ê Genetic and Rare Diseases Information Center
 �Ê Rare Disease Expert Group
 �Ê Hungarian Federation of People with Rare and Congenital Diseases
 �Ê Medical Advisory Board of the Ministry of Health
 �Ê Patients' organizations
 �Ê Hungarian Association of Public Health Training and Research Institutions
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E•ective health communication

Situation analysis

At a certain level, every person is capable of managing their health and the health of those whom they care 
for, look after or oversee. However, health-related information is currently becoming increasingly more com-
plex, and the healthcare system is becoming increasingly more complicated. Thus, everybody needs some 
additional information, assistance and skills development to complement existing knowledge and experienc-
es to be able to satisfy health needs. Because of the inequalities in accessing health information, the accessi-
bility of health (and public health) services also becomes unequal. Consequently, the utilization of hospital 
services may increase and the achievable number of healthy years of life may be reduced. 
Health literacy is the degree to which an individual has the capacity to obtain, communicate, process, and 
understand basic health information and services to make appropriate health decisions.
Health literacy is obviously related to general literacy, but general literacy does not directly provide the skills 
required to understand complex health information. Health literacy also requires adequate levels of knowl-
edge and skills regarding number and operation concepts (which are required for someone to, for example, 
take medication by prescription or calculate the calorie content of consumed food). The concept of health 
literacy is currently becoming increasingly more complex, described by Nutbeam on three levels: functional, 
interactive and critical health literacy. 
To assess the degree of health literacy, Sorensen et al. developed a quantitative method and tool (HLS-EU Q 
questionnaire) to conduct a survey in eight member states of the European Union (Austria, Bulgaria, Germany, 
Greece, Ireland, the Netherlands, Poland and Spain). Afterwards, the survey was also conducted in Hungary, 
using the HLS-EU Q questionnaire and methodology identical to the international study. Applying the inter-
nationally validated cut-o! values, more than half of the Hungarian population aged over 16 years was shown 
to have only limited health literacy skills. Compared with the data of the previously investigated eight coun-
tries, the average total health literacy index was signi"cantly lower in Hungary than in all countries except 
Bulgaria. Few Hungarian participants achieved excellent results in all of the primary domains (healthcare, dis-
ease prevention and health promotion) while the proportion of those who had inadequate health literacy was 
among the highest in international comparisons. 
Improving the health literacy of the population may have a bene"cial e!ect on the e!ectiveness of activities 
that seek to decrease health inequalities. Second, improving health literacy can facilitate active and informed 
utilization of health care, and third, it supports intentions to change health behaviour in a favourable manner. 
Thus, the improvement of health literacy by applying evidence-based, innovative strategies and methods must 
form the basis of all health communication activities in the future.
Health care institutions use various channels for communication purposes in an increasingly wider range. The 
growing number of health messages challenges the abilities of those who have low levels of health literacy or 
who are not su#ciently skilled in using new IT devices and communication channels. This leads to inequality 
in the access to information. Further development and extension of information technology can be expected 
in the next decade; meanwhile, however, major di!erences will be foreseeably formed in the adaptation of 
users to various new technologies. The previously sharp boundary between professional and lay counselling 
becomes increasingly more inde"nite with the spread of social media and other new technologies such as 
mobile applications and smart watches. Monitoring and evaluation of the e!ect of new media channels on 
health behaviour will be increasingly challenging in the future. 
Parallel to health communication becoming more prominent, signi"cant development has also occurred in 
studying the e!ects of social, environmental and psychic factors on behaviour, lifestyle and health. When exam-
ining demographic, social and economic trends such as an ageing population, increasing inequalities, cross-bor-
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der emergencies, and international movement of labour and goods, it is clear that greater emphasis should be 
given to professionally sound prevention in the future. Health communication experts must also pay increas-
ing attention to better understanding the driving forces of human behaviour by interpreting the !ndings of 
relevant studies. An increasing number of studies investigate the role and e"ect of risk perception, emotions, 
social norms and uncertainty on human behaviour and health-related decision-making. 
The scienti!c basis of health communication has developed considerably recently. It includes the assessment 
and implementation of di"erent communication strategies that most e#ciently inform individuals and in$u-
ence their decisions to maintain and promote their health. 
The fundamental aim of health communication is to in$uence people's health behaviour and to facilitate the 
acquisition and dissemination of health-promoting behavioural patterns. Behavioural change is a process in 
which individuals reach the desired behavioural pattern by several steps. The stages of the process may be 
considered levels by which communication target groups can be identi!ed. For them, the transfer of health- 
and disease-related messages requires di"erent methodological approaches and even di"erent channels, such 
as mass communication vs. personal communications. 
In addition to health communication, social health marketing is also being used more frequently. The relation 
to social health marketing is justi!ed by common goals: to modify individuals' attitudes, to eliminate factors 
hindering the spread of health-promoting behaviours and to modify or eliminate certain behavioural patterns 
to promote the health of the population. Social health marketing basically applies marketing strategies to 
in$uence human behaviour to improve health status and to realize health gain on a population level. Social 
health marketing views health, health-promoting programmes and services as `products' to be sold on the 
market. The strategies and tactics used derive from the tools of marketing based on evidence (mainly from 
social sciences) and consumer surveys. Health marketing and health communication are complementary and 
partially overlapping concepts. An increasing number of health promotion programmes successfully apply 
the methodology of health marketing worldwide. 

Main goal

Wide-spread use of health communication strategies and tools of information technology to improve health 
literacy, access to public health services and the health status of the population and consequently to reduce 
health inequalities

Objectives

 �y improving health literacy, develop necessary skills

 �y providing health information that is targeted, reliable, accessible and facilitates activities and 
behavioural changes

 �y using health marketing methods widely to favourably modify personal health behaviour 

 �y developing tools and resources that are individually tailored to help people manage their own 
health

 �y applying innovative methods and tools to effectively contact population groups that are socio-eco-
nomically disadvantaged, culturally diverse or difficult to reach for other reasons

 �y establishing networks of social support

 �y supporting the adequate use of health information technology and facilitating the effective 
exchange of health information among public health professionals and other actors of health 
care 

 �y promoting quick and informed response to health care emergencies with the help of adequate 
communication tools and methods
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Interventions suggested (the process of public health communication)

 �ƒ Situation analysis: Communication interventions related to public health strategies must be 
based on thorough situation analysis, which describes the baseline situation to be improved 
with adequate tools. Intended changes that require communicational support must be identi-
fied. The context that determines and influences certain health states must be known. Missing 
information required for planning programmes and reaching target population must be iden-
tified and provided. 

 �ƒ Segmentation of the target population: Rarely can the entire population be efficiently reached 
through the same communication channel with the same messages. Target populations who 
have similar social status, such as retired people, health care workers, and mothers, can conse-
quently be characterized by similar communication needs and preferences. These populations 
must be identified in the audience to assure the most efficient communication activity. The 
proportion of people who follow the preferred behaviour may be increased by tailoring com-
munication messages to target groups (e.g., language, complexity, highlighting different aspects 
according to the target group's preferences) and by selecting communication channels accord-
ing to what people in the target group read, watch or listen to. 

 �ƒ Strategic planning of interventions: Strategic guidelines and precise tactical steps supporting 
the strategy must be selected and developed. Strategic planning assures synergy, consistency 
and coordination between acting partners. 

 �ƒ Formulation of communication messages: A communication message must precisely contain 
the information to be sent to the target group. The phrasing of the messages must conform to 
the communication strategy; must be relevant, awareness-raising, and easy-to-remember; and 
must stimulate action. A successful communication campaign must demonstrate how a com-
munication message is implemented and must achieve the emotional attachment of the target 
group as well. 

 �ƒ Selecting adequate communication channels and tools may be accomplished by analysing how 
the target audience can most efficiently be reached with health messages. 

 �ƒ An implementation plan works out the management of communication tasks and campaigns. 
Adequate management includes unified professional coordination, unambiguous allocation of 
tasks and demarcation of responsibilities, definition of the framework of cooperation and orga-
nization of teamwork, and the accurate adherence to budgetary rules and implementation schedule. 
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Progress, implementation, monitoring

The continuous monitoring and regular evaluation of the achievement of the objectives of the Public Health 
Programme must be conducted in a planned manner using indicators and must include health communica-
tion. Monitoring assesses the extent to which communication activities can achieve their goals. 
The aim of monitoring and evaluation is to improve the activity by feedback: develop competencies and skills, 
optimize processes and improve e!ectiveness and e"ciency. Collection of data and evidence during the ex 
ante evaluation before health communication and health-marketing campaigns is needed for the planning of 
communication activities. Such collection of information helps to adequately determine the baseline situation 
that can serve as a reference afterwards. The intermediate process evaluation should be conducted in parallel 
with the communication activity while it monitors the key processes of implementation, the adequacy of inter-
ventions and the output. The #nal evaluation is made when the communication activity is completed. The 
evaluation assesses whether the objectives were achieved and the intended e!ect was reached. 
Monitoring and evaluation must be planned in advance. For that, the institutions or private actors that con-
duct certain phases of the evaluation must be designated and su"cient resources allocated to the activities. 
The aim of monitoring and evaluation, the frequency and schedule of reporting, and the partners and target 
groups must be de#ned during planning. The method of evaluation must be carefully chosen and the toolkit 
developed. A key element of monitoring and evaluation is the de#nition of appropriate indicators, which relate 
to the goals of the communication activity. Indicators must be precisely de#ned, measurable, accessible, rele-
vant and time-speci#c. During monitoring and evaluation, reports must be made to provide appropriate feed-
back to partners and stakeholders. 

Partnerships

 �Ê Ministry of Human Capacities (Ministry of State for Healthcare, Ministry of State for  Office of 
the Chief Medical Officer, Ministry of State for Education, Ministry of Social Affairs and Inclu-
sion)

 �Ê National Institute of Public Health
 �Ê Public Health Departments of Government Offices 
 �Ê Health promotion offices
 �Ê Media
 �Ê Civic organizations
 �Ê Hungarian Association of Public Health Training and Research Institutions
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ORGANIZATIONAL FRAMEWORK AND PARTNERSHIP 
SUPPORTING THE IMPLEMENTATION OF 

THE NATIONAL PUBLIC HEALTH PROGRAMME
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Management, organizational framework, and partnership 
collaborations of the National Public Health Programme

Situation analysis

The National Public Health Programme should be based on governmental commitment and on the whole-so-
ciety, whole-government approach. Wide intersectoral collaboration can ensure that the programme may a!ect 
a wide range of health determinants and could involve the entire society. This can only be achieved if intersec-
toral collaboration is present at all levels of the programme, including planning, management, implementa-
tion and monitoring and whether the implementation is characterized by a coordinated partnership of all 
stakeholders and the civil society. 
Today, public health is an internal matter of the health sector. There is either no intersectoral collaboration or 
only ad hoc collaboration; see, for example, the introduction of the public health product tax. The Public Health 
Interministerial Committee, which was operating some years ago, although not very e"ciently, has long been 
abolished. The institutions and the operational framework of public health are outdated, characterized by admin-
istrative, o"cial attitudes. Because the main priorities of public health were hygiene and infection control in 
the #rst half of the last century and after World War II, which required legislative, administrative and control 
functions, this is understandable. In addition, the institutional culture of the main public health institutions, 
including technical and professional institutions, is administrative. However, even this traditional public health 
system has been considerably weakened by now. Integration of the local o"ces of the National Public Health 
and Medical O"cers' Service into the local government o"ces created a duplicated management system with-
in the service. It is questionable whether the chief medical o"cer can execute his professional leadership power 
without operational management rights. A further di"culty is that leading and organizing preventive and 
health promotion interventions do not require administrative management and control, but professionally 
coordinated actions in partnership with other stakeholders, for which local governmental o"ces are not an 
ideal institutional background. The future will also demonstrate how the integration of the o"ce of the chief 
medical o"cer into the Ministry of Human Capacities and the merging of the di!erent national public health 
institutes into one institute will improve the e"ciency of the public health service. The executors of the public 
health actions are from a wide range of sectors, including health, education, media, non-governmental orga-
nizations, churches, etc. Currently, public health institutions have scarcely any relationship with these poten-
tial partners; therefore, it is not surprising that prevention and health promotion are ine"cient in Hungary. 
Numerous projects have been realized in recent years funded by EU structural funds, but their e"ciency is 
questionable because the appropriate institutional framework and conditions that would ensure their institu-
tionalization and sustainability are lacking. 

Main goals

The primary goal is to develop a state-of-the-art public health system and partnership network that serves as 
an organizational framework to plan, manage, coordinate, implement and monitor the actions of the National 
Public Health Programme. This framework should ensure that actions are coordinated from planning to eval-
uation with the involvement of all stakeholders nationally, regionally and locally. A transparent framework is 
needed with clearly de#ned tasks, rights and responsibilities that ensures not only e"ciency but accountabil-
ity as well. 
To complete the tasks and to reach the goals, intersectoral collaboration is necessary at many levels, including 
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political decision-making, planning, legislation, !nancing, implementation, monitoring and evaluation. Public 
health services cover a wide range, including health communication, early development, school health pro-
motion, targeted actions for disadvantaged populations, screening for malignant diseases, food safety, vacci-
nations, education of public health professionals and legislation. A "exible organizational framework is required 
that can adapt to changing priorities. Di#erent partnerships are required for di#erent tasks. 

Interventions suggested

 �ƒ Designing the organizational framework described among the main goals: To ensure that every 
actor accepts and feels ownership over the new operational and partnership framework and 
actively participates in the implementation of the National Public Health Programme, a partic-
ipatory approach is must be followed. All partners should have been previously involved in the 
development of the organizational framework. A basic principle is that no decision is made 
without those affected. 

 �ƒ This programme recommends keeping the coordination of the public health programme with-
in the health sector because the necessary expertise and capacity are present or may be more 
easily developed here. Therefore, it is expedient that the Ministry of State for Healthcare man-
ages the planning process and supervises it if it delegates this task to a healthcare institution.

 �ƒ Intersectoral collaboration at the level of planning and management: Whether public health 
safety was damaged by the institutional changes within the public health system and whether 
the current resources (human, financial, institutional) are sufficient to provide the essential pub-
lic health services, including planning and managing these services, should be investigated.

 �ƒ Preventing diseases and promoting health requires actions outside the health sector as well. 
The new organizational framework should provide the means of intersectoral planning and 
management nationally and locally, including the Parliament and the government, because 
many areas of governance (taxation, education, social policy, labour policy, trade, etc.) profound-
ly affect the health of the people. The political declaration of the high-level meeting of the gen-
eral assembly of the UN in 2011 on the prevention and control of non-communicable diseases 
emphasized that the entire government is responsible for controlling non-communicable dis-
eases. The Health2020 European policy of the WHO urges governance for health and more effi-
cient coordination within and outside governments. 

 �ƒ Health impact assessment is an important tool to highlight the whole government responsibil-
ity and to create intragovernmental collaborations. These studies can identify the health effects 
of different policies (national or local). 

 �ƒ Intersectoral collaboration should be present at all levels of planning, including priority setting, 
planning actions, budgeting, implementation and evaluation methods. To develop efficient inter-
sectoral collaboration, necessary structures that have sufficient expertise and capacities must 
be developed in addition to a transparent decision-making process.

 �ƒ Coordinated action: Appropriate actors with legitimate responsibilities and resources are need-
ed at both national and local levels, actors who can provide technical support, financial resourc-
es and coordination to the partners who are involved in the execution of the actions. These 
actors should be able to communicate freely and in a flexible manner with all partners, includ-
ing governmental actors, local partners, industry and media. The goal is to develop a network 
of executors. Because of the large diversity of public health interventions, implementation of 
the different actions requires different frameworks. The main tasks of governmental public health 
institutions, such as national institutes in cases of health promotion, are to provide technical 
and professional support, financial resources (e.g., in an application system) and coordination 
for the actual actors. 
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 �ƒ Monitoring process, output and outcome: It should be ensured within the new organizational 
framework that priority setting is well documented with the entire implementation of the pro-
gramme, including all of its elements. Monitoring should include process, output and outcome 
monitoring; evaluation; and feedback to planning and management. This is a must for quality 
assurance; therefore, it is recommended that an independent organization be in charge of mon-
itoring, an organization that is not involved in the implementation and has no responsibility 
regarding implementation. This organization should have the necessary mandate, expertise, 
capacities and information to provide an external, independent assessment of the process and 
the results of the programme. 

 �ƒ Human resources development: Implementation of the National Public Health Programme with 
whole-government and whole-society support requires that professionals in quite different areas 
have the necessary knowledge of how their own activities influence the health of the people 
and what their responsibilities and opportunities are in this regard. This requires integration of 
public health educational elements in nearly all higher education curricula to sensitize students 
to public health issues and provide the necessary knowledge and skills in this field. This process 
has begun with the financial support of EU Structural Funds, but it has not reached the neces-
sary extent; thus, it must be continued. Professional public health specialists are needed in the 
governmental and municipal public health system. Due to the developments of recent decades, 
modern public health training programmes were launched at bachelor's, master's and doctoral 
levels in Hungary. The appropriate qualifications should be required for positions in the public 
health system to ensure professionalism. In general, employment of experts with medical spe-
cializations in preventive medicine and public health and with bachelor's and master's degrees 
in public health in lifestyle counselling and health promotion programmes targeting health 
behaviour is critical.

 �ƒ Developing public health research: A closer collaboration is necessary in the study of the public 
health needs, efficacy, effectiveness and cost effectiveness of public health interventions between 
the government and the academic sector. The rundown of the governmental public health 
infrastructure in recent years renders it unlikely that the necessary capacity to perform these 
tasks could be created within the governmental administration in the short or middle term. 
Providing the necessary skilled workforce is hardly possible. The government-academic sector 
collaboration would be mutually beneficial because the necessary studies could be performed 
in a high-quality fashion with efficient use of existing capacities and would serve as indepen-
dent monitoring. These activities would provide income for the universities and would support 
their research and educational development. Furthermore, this collaboration would help adapt 
the public health training programmes to actual societal needs. Health observatories could serve 
as an institutional background for these studies. 
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Partnerships

 �Ê Selt governments
 �Ê Civic  and religious organizations
 �Ê Universities, colleges
 �Ê Ecucational institutions
 �Ê Health promotion offices
 �Ê Private sector's companies
 �Ê Social and local communities
 �Ê Media
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Establishing a nationwide, regionally 
organized health observatory system

Situation analysis

From the 1970s to the present day in countries with highly developed public health care systems, professional 
epidemiological centres, known as ̀ health observatories' (HOs), have been established. As their primary mis-
sion, these centres continuously monitor both the health status of the population under their competence 
and the health-in!uencing factors, thus  functioning like regional knowledge, information and consultation 
centres by providing valuable and reliable data/analysis for the regional health policy in a wider sense and for 
the health administration. In France, the United Kingdom and Ireland, the regional health observatory system 
has been expanded to ensure countrywide coverage while in other member states of the European Union, in 
the United States, Canada, New Zealand and Brazil, such a network is under construction.
In England, the member institutes of the observatory network are located according to the regions of the 
National Health Service as well as in the capital. The central units are the public health research and training 
institutions of the universities; their "nancing is covered by the central budget of the Ministry of Health. In 
France, the system is organized similarly; the expenditures of the health observatories are funded from state 
and regional municipality budgetary sources.
The "rst health observatory in Hungary (and simultaneously in Central and Eastern Europe) was formed in 
2005 by the Faculty of Public Health of the University of Debrecen and by six county institutes of the National 
Public Health and Medical O#cer Service (belonging to the regions of northern Hungary and the northern 
great plain) as the North-Eastern Hungarian Health Observatory (NEHHO) within the framework of the "rst 
Hungarian National Development Plan (Regional Health Centrum Model, HEFOP-4.3.1-K.-2004-08-0001/4.0). 
The content and methodology of the NEHHO was re"ned and developed further in 2017 within the framework 
of the Primary Care and Development Model Programme of the Swiss Contribution. When established, the 
main commitments of the NEHHO were (and are currently) as follows:

± monitoring trends related to health and diseases, assignment of intervention points
± identifying target groups within the population on the basis of morbidity, mortality, vulnerable 

age groups, etc.
± foundation of health development plans re!ecting actual problems
± guidance for planning public health actions/medical care
± performing health impact assessments with special emphasis on analysing possibilities of attenu-

ating health inequalities
± gathering the most e$ective uni"cation of information possible from di$erent sources
± implementing ad hoc projects analysing actual public health and medical care issues
± evaluating health development activities and acts resulting in diminishing inequalities
± predicting future public health di#culties and challenges
± identifying de"ciencies in medical care
± collecting and analysing data in the emphasized public health research areas
± supporting the local regional health development as a resource centre

It is essential to develop and operate a health monitoring system for tracing the realization of the objectives 
of the National Health Development Programme, for planning interventions aimed at the reduction of health 
inequalities and for evaluating the e#ciency of these interventions. There are recently introduced ministry 
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decrees and others currently being developed to control the execution of the 2015 CXXIII Act on Primary Health 
Care that sought to remodel primary health care activity and introduce public health services provided within 
primary health care. Professional support to de!ne the target groups and content of this activity can be pro-
vided only by the analysis centres of the health monitoring systems.

Main goal

Creation of a health monitoring system organized on a regional basis and ensuring countrywide coverage that 
serves to maintain the National Public Health Programme by the continuous tracing, evaluation and interpre-
tation of the temporal and territorial dynamics of health status and its in"uencing factors, by the determina-
tion of the target groups, by the de!nition of the necessary actions, by the evaluation of their e#ciency and 
by the forecast of potential public health matters that must be addressed

Interventions suggested

By means of professional coordination and policy guidance based on the contributions of the leading public 
health experts of our country: 

 �ƒ elaborating on the conceptual frame of a health observatory (HO) network, the exact determi-
nation of the orbit and service spectrum of the HOs

 �ƒ designating the sources and order of data service

 �ƒ evolving the content and coherent methodology of the analysis tasks

 �ƒ establishing necessary rules for the formation of HOs

 �ƒ forming and operating the HOs

 �ƒ training for the staff of the HOs

 �ƒ setting up the websites of the HOs

Basic tasks ful!lled by all observatories: 

 �ƒ monitoring mortality (grouped by cause of death, gender, age)

 �ƒ monitoring morbidity

 �ƒ monitoring demography indicators, socio-economic indicators, and distribution of factors influ-
encing health status

Special tasks ful!lled by a single observatory as a countrywide service: 

 �ƒ monitoring the environmental health indicators

 �ƒ analysing the distribution of the services of the health care system

 �ƒ monitoring the territorial distribution of the vulnerable population

Ad hoc tasks that might be ful!lled by the observatories either jointly or uniquely as regional and/or coun-
trywide service, such as

 �ƒ health surveys,

 �ƒ other targeted surveys.

As for individual commitments, such activity of the observatories is not restricted, but, implicitly, is not sup-
ported from central sources.
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Geoinformatical analysis of the above aggregated data renders possible the solid determination of needs and 
demands, the analysis of the background of public health problems with an etiological approach and ± by 
geostatistical methods ± the identi!cation and geographical isolation of areas and population groups requir-
ing public health intervention.

Progress, implementation, monitoring

 �Å legislation documents regarding the establishment and functioning of the HOs
 �Å handbook describing the order of operation and methodology of the HOs
 �Å the implemented HOs and their network
 �Å existing website of the HOs
 �Å documentation of the basic, special and ad hoc tasks of the HOs
 �Å health plans and projects utilizing the analyses conducted by the HOs

Partnerships

 �Ê Ministry of Human Capacities
 �Ê National Health Insurance Fund
 �Ê National Healthcare Services Center 
 �Ê Hungarian Central Statistical Office
 �Ê Universities with faculties of medical and health sciences
 �Ê Universities with faculties of public health
 �Ê University hospitals
 �Ê Health promotion institutes
 �Ê Public Health Departments of Government Offices
 �Ê National Institute of Public Health 
 �Ê National Institute of Oncology
 �Ê Selt governments
 �Ê Hungarian Association of Public Health Training and Research Institutions
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Health impact assessment

Situation analysis

Rules on the introduction and application of health impact assessments (HIAs) form integral components of 
public health strategies and programmes today. HIAs are used as part of health-supporting decision-making 
in many countries around the world. The application range of the HIA is quite wide; with its help, political and 
professional plans and decisions, industrial investments, urban planning, housing policies and union level strat-
egies can be evaluated regarding their e!ects on health conditions.
Regarding their origin, HIAs are connected to environmental impact assessments (EIAs), their methods devel-
oped from the methodology of the EIAs. HIAs evolved in two fundamental directions: 1) the biomedical model 
intends the comprehensive exploration and quanti"cation of environmental impact using risk analysis tech-
niques; 2) the model with a holistic health basis seeks to elaborate on actions to form healthy public policy and 
intersectorial activities supporting health. The combination of the two models resulted in the methodology 
and practice of HIAs applied currently.
Although initially the studies primarily investigated developmental and investment projects, today there is a grow-
ing demand for regional, national and international HIAs that analyse policies, strategic plans and programmes. 
A uni"ed European methodology (European Policy Health Impact Assessment) was established in 2004. Using 
this methodology, several HIAs have been conducted, for example an HIA studying the employment policy of 
the European Union, an analysis of Slovenian agricultural policy following its accession to the European Union, 
a Hungarian HIA evaluating the production of wine of superior quality and international HIAs addressing tour-
ism and the policy of dietary "bre production. HIAs cover even such relatively new areas as the health impacts 
of climate change and Roma politics.
Article 152 of the Amsterdam Treaty of the European Union (earlier Article 129 of the Maastricht Treaty) requires 
the member states to guarantee aspects of human health protection when formulating and accomplishing 
community policy, decisions and actions. The draft of the "rst Public Health Programme of the European Union 
(2003-2008) had previously given high priority to the introduction of the HIAs, with a focus on the level of 
national policies.
The present Hungarian legal system includes the obligation to perform controlled HIAs. There are approxi-
mately 30 laws/governmental and ministerial decrees that prescribe directly or indirectly how to conduct HIAs 
in connection with those actions, plans and programmes. During their execution, the e!ects impairing human 
health must be considered. Moreover, the Gov. Decree No. 314/2005 (XII. 25) `Regarding the Procedures of 
Environmental Impact Assessment and the Single Procedure of Authorization of Utilization of the Environ-
ment' ordered the mandatory execution of a HIA as part of the environmental impact assessment. Despite the 
legal liability, completion of HIAs is accidental in Hungary because there are no measures to sanction omis-
sion. In addition, even if the HIA is conducted, it is only exceptionally a work of competent experts. The fact 
that this problem exists not only in Hungary is indicated clearly by Directive 2014/52EU of the European Par-
liament prescribing that member states, when modifying the rules of the environmental impact assessments, 
must

± achieve during the impact assessment a more expressed, more e!ective analysis of the project 
impact on climate change, on human health and on biological diversity.

± modify the instructions regarding the content requirements of the impact assessment docu-
mentation in favour of improving the quality of the documentation; the participation of experts 
with appropriate quali"cations and expertise must be ensured.

± improve the e!ectiveness of monitoring processes and of acts seeking to reduce harmful e!ects.
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± set up actions to improve the conditions of transparency and information access.
± analyse the currently applicable sanctions against the defaulters and, if necessary, modify those 

sanctions  in accordance with the Directive.

Main goals

To predict and evaluate the public health in!uence of decisions made (or to be made) at any level, as well as 
the in!uence of planned actions by the institutionalized introduction of the HIAs 
To inform the legislators about the possibility of both the maximum utilization of positive e"ects and the elim-
ination of disadvantageous e"ects to allow actions to modify and bene#t health status and health inequalities 

Interventions suggested

 �ƒ supporting the legal obligation to conduct HIAs by decrees regulating procedures and by exec-
utive orders

 �ƒ elaborating on the institutional background of conducting HIAs

 �ƒ providing HIAs with quality expectations and the determination of the staff composition in the 
course of the accreditation procedure of organizations or service providers

In the case of an accredited workgroup, it is a fundamental expectation that the group ensure 
competence in the following areas of key importance:

± epidemiology,
± environmental health,
± occupational health,
± health education,
± legislation, law enforcement and public administration,
± social science with special emphasis on knowledge and handling of inequalities,
± communication,
± systematic and constructive use of the literature,
± and documented publication activity in the #eld of health sciences/public health.

The human resources background may be available as a documented expert network of the 
given state institution(s) or enterprise(s) or as a consortional network of several institutions/
enterprises with a de#ned coordinating centre.

 �ƒ In the course of the accreditation procedure of organizations/service providers conducting HIAs, 
the determination of the infrastructural and informatical case maps  establishes quality expec-
tations. The infrastructural case maps of performing HIAs include hardware and software resourc-
es ensuring access to and analysis of demography, mortality, morbidity, environmental health, 
socio-economic databases and accessibility to literature presenting best practices.

 �ƒ Institutionalization of HIA in Hungary: Considering the current situation in our country, to estab-
lish the accreditation case maps (quality standards) and the procedural order of HIAs, the most 
important tasks to be resolved are the following (considering timing aspects as well):
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± aspects of the qualitative evaluation system of HIA activity and determination of the dimen-
sions of the accreditation process on the basis of the review of the various accreditation sys-
tems and of the international practice

± overview of the internationally applied methodology, recommendations and quality criteria of 
HIAs as a function of the di!erent levels and types of HIAs

± evolving a rollout strategy that best accommodates needs and opportunities
± editing professional guidance for selected topics of HIA, establishing the conditions of institu-

tional accreditation, preparing basic documents
± disseminating accreditation documents on selected areas, evolving modus operandi
± forming the accreditation body of HIAs
± elaborating on the follow-up and evaluation system for HIA projects, creation of the related meth-

odology

Progress, implementation, monitoring

 �Å documents of the legislation that prescribes HIA as a legal liability and regulates the accredita-
tion process

 �Å number of accredited HIA workgroups
 �Å number of the HIAs performed by the workgroups

Partnerships

 �Ê Ministry of Human Capacities (Ministry of State for Healthcare)
 �Ê Ministry of Finance
 �Ê Ministry of Justice
 �Ê Ministry of Agriculture
 �Ê National Institute of Public Health
 �Ê Public Health Departments of Government Offices
 �Ê Hungarian Association of Public Health Training and Research Institutions
 �Ê Selt governments
 �Ê Civic organizations
 �Ê Media


