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COVID-19 Coronavirus Disease appeared in 2019

EBRD European Bank for Reconstruction and Development
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KSH Kozponti Statisztikai Hivatal (Hungarian Central Statistical Office)
PTSD Post-traumatic Stress Disorder
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1.Introduction

1.1.Ethical and economic problems leading to legal ones

With regard to the new regulation on informal patient payments in Hungary, Velkey et
al. believe that “...the majority of patients are not paying to compensate the doctors for their
low salary. Patients pay because they think that they will not get the necessary care without it.
This fee-for-service type informal payment is not corruption and it originates from health
system shortages...” (Velkey et al., 2022, p. 1670). This statement represents a strong criticism
on the recent Hungarian health care policy, however, the article of Velkey et al. is about doctors,
not nurses.

In 2020, the Hungarian Medical Chamber issued its eleven points on the problems
caused by informal patient payments. In 2015, the Chamber of Hungarian Health Care
Professionals issued its resolution concerning informal patient payments. According to the
latter resolution, the nurses’ economic situation leads to humiliating problems when nurses have
to accept informal payments in order to earn their living. The Chamber of Hungarian Health
Care Professionals found in 2015 that the legalization of informal payments to nurses seemed
to substitute the necessary pay rise. This argument of the nurses still survives.

In most European and North American countries, informal payments in the healthcare
sector do not represent a problem. Small gifts are given to nurses to indicate a patient’s
gratitude, but nothing else is considered acceptable by the public or in codes of ethics. In
Hungary, “gratitude money” is one of the most serious problems in the healthcare sector.
Rooted in socialist times, it leads to distortions in the structure of care, calling equal access to
care into question. Nurses also accept such payments, but in their case we have very little data
or analysis of the phenomenon compared to physicians’ informal income.

Informal payments and gifts go to nurses all over the world. Nevertheless, the ways and
forms of gift-giving and informal payments vary from country to country. We can form groups
of countries with similitudes. The post-communist countries form such a group, however, we
find differences between post-communist countries. The informal payments and gifts going to
nurses in Western European countries show a greatly different aspect. A very important factor
is whether informal payment to nurses constitutes a breach of law, such as e.g. a crime, or is it
purely an ethical problem. The question arises why the nurses are in the focus of the Thesis.

The answer is multifold:



- There is an all-absorbing need to get knowledge of the attitudes of health care workers
who are not doctors, however, they care for the patients.

- The nurses’ behavior concerning the acceptance of informal payments or illegal gifts
from the patients or relatives has been scarcely researched in Hungary and elsewhere.

- The nurses’ salaries are far below the doctors’ salaries in Hungary. Thus, an important
difference might have been induced as concerns the ethical and legal attitude of nurses and
doctors when refusing corrupt payments.

- The nurses’ gatekeeper role in health care is widely acknowledged and it puts the
question of corruptibility into relief.

The informal payments going to health professionals is a burning theme in today’s
Hungary, however, we can hardly find professional literature concerning the nurses. We have
found articles analyzing this topic neither on Web of Science nor on Scopus. The lack of
research articles in the field necessitates the disclosure of our data collected in Szeged, one of
the most relevant regional medical centers of Hungary. The results may be extrapolated to
national level because the health care provided in the University of Szeged plays an important
role in the whole Hungarian health care.

The gift-giving and informal payments to nurses are rather an expression of gratitude
than corruption. It is hard to differentiate gratitude from corruption in the practice. The legal
background decides. If informal payments to nurses are criminalized, we can still believe that
the patient merely expressed their gratitude towards the nurse. However, it would be
complicated, if not impossible, to prove before court that the illegal informal payment and ex
ante gift-giving did not constitute a crime. According to Hungarian law, there is no such legal
institution as informal gratitude payment. According to Section 138/A of the Hungarian Act on
Health and also with regard to Section 290 Paragraph (6) and Section 291 Paragraph (6) of the
Hungarian Criminal Code, all informal payments to nurses are taken for illegal and gift-giving
ex ante or above the legal limit (Ft10,000) is also illegal, regardless of what the patient or nurse
tells sub judice.

The principle of nil nocere and that of beneficere are opposed to a legal and ethical gift-
giving or informal patient payment. The nurses should anyway do their best to cure the patients.
If this gesture is corrupted by money or gift, the basic principles of healthcare might be
infringed. The reality is not so clear. The Western examples show that a small sum of money
paid to the kitty is not a corrupt act. It is indeed the patient’s free will whether to pay to the Kitty
or not. The nurses do not expect it and the patients do not think they purchase any illegal

advantage in that way. In Hungary, a similar informal payment is taken for illegal because we
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reminisce that, for several decades during the socialist era and after 1989, patients had to
purchase the nurses’ attention and work, in addition to the legally paid salary. The history of
informal patient payments define the real meaning of the gesture of gratitude. In Hungary, even
the lawmakers do not take informal patient payments for legal. The lawmakers believe that it is

something punishable under criminal law.

1.2. The informal patient payments mirrored by numbers

The human right to life and health should not be corrupted in any way. The informal
payments to nurses in post-communist countries really corrupt the healthcare sector. According
to the EBRD — World Bank Life in Transition Survey, made in May, 2007, only 5% of the
patients gave informal payments in the Slovenian health care sector. The percentage was 10 in
the Czech Republic and 31 in Hungary. (Mihalyi, 2009, p. 47.) The significant augmentation
of the salaries of all health professionals in these latter countries led to an important decrease
in informal patient payments. According to Tambor et al., “The prevalence of informal patient
payments has decreased over years in the CEE [Central and Eastern European] region, though
they still constitute a barrier to access and a financial burden for households in many countries.”
(Tambor et al., 2021, p. 20.)

After Slovenia and the Czech Republic, Hungary also made a huge step to get rid of
corruption in healthcare. Certainly, it will take some more time to be able to analyze the long-
term consequences of this legislative measure, however, we can already see that nurses, as well
as physicians, refuse corrupt money and gift. It is a good sign for those who intend to give a
quick view of the fight against corruption in the Hungarian healthcare sector. We can see, or at
least hear, news about corrupt nurses and other health professionals (Haiman, 2022). Similar
news can be heard in Western European countries too (Julesz, 2018). Of course, there is no
magic wand to change the bad old habit of corruption in healthcare. The lawmakers’ efforts
need more time to put the laws into reality. The above-mentioned structural changes of the
healthcare sector go hand in hand with the fight against informal payments and illegal gift-
giving. We can see a healthcare sector not tainted by informal patient payments, and it is
something that the political and economic changes in 1989 could not achieve. According to
Bognar et al., in 1998, the informal patient payments amounted to approximately Ft33 billion.
Ft29 billion went to the physicians and the rest to other health professionals, including nurses
(Bognar et al., 2000, p. 319). Balazs found the co-payment system a way to eliminate informal

patient payments in Hungary (Balazs, 2007, p. 17).
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1.3. The ethical attitude as a learned attitude

The social and legal development of Hungary has brought about healthcare providers
maintained by churches. In Hungary, the state is separated from the churches and churches have
a large autonomy in all meanings of this word. The prohibition of acceptance of informal
payments and illegal gifts is also extended to healthcare providers maintained by churches, if
the provider treats the patient in state healthcare as well. The Hungarian legislator included this
rule into the Hungarian Act on Health [Sec. 138/A Para. (3)]. In Hungary, in the health care
facilities maintained by churches, the great majority of nurses are not religious nuns but secular
nurses.

The ethical approach is more important than the legal one. The ethical norms are closer
to the basic natural laws directing the societies than the legislated rules. The legislators often
take example of ethical norms when prescribing rules. In a society with strong ethical and
religious grounds the individuals’ attitude is usually law-abiding. In fact, it is not the legal rule
that orientates the patients, but the patients’ collective and individual ethical behavior.

The Hungarian nurses’ attitude vis-a-vis the patients is a learned attitude. The nurses
learn in nursing schools and also imitate the older and more experienced nurses’ attitude. The
formation of nurses is largely based on practice. The nurses learn what and how to do or not to
do when working at the bedside. The younger generation of nurses follow the practice: when
they see senior and more experienced nurses refusing informal payments and accepting only
gifts of a small value after care, they do the same thing. Among nurses, the more experienced
and better educated ones can influence the beginners. It is a sort of model learning. They teach
the freshmen not only healthcare practices but also ethical behavior. It is not just the physician
but also the nurse who have to differentiate between good and wrong. The legislation can

orientate only those who are susceptible to a correct behavior.

1.4. The role of ethics and psychology

Similarly to the medical doctors since 1994 (Act XXVIII of 1994 on the Hungarian
Medical Chamber), the acceptance of informal payments has been forbidden for nurses as well
since 2003 (Act LXXXIII of 2003 on the Chamber of Hungarian Health Care Professionals).
Between 2003 and 2006, in Hungary, those who intended to work as nurses had to adhere to

the Chamber of Hungarian Health Care Professionals. Between 2006 and 2011, the membership
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was voluntary. Those, who were members of the Chamber, were ethically supervised by the
Chamber’s ethical committee. The outsiders were supervised by the ethical committee
established by the minister of health care. From April 1%, 2011, those who intend to work as
nurses have to adhere to the Chamber of Hungarian Health Care Professionals. According to
Sec. 1 Para. (2) of the Act XCVII of 2006, in Hungary, there are three chambers in healthcare:

- Hungarian Medical Chamber,

- Hungarian Chamber of Pharmacists and

- Chamber of Hungarian Health Care Professionals.

These chambers established codes of ethics including rules on correct behavior. When a nurse
does not observe an ethical rule may be brought before the committee of ethics. This ethical
regulation of nurses’ professional behavior has been imported from the Western legal culture.
In the USA, there had been a code of medical ethics already in force in the 19" century (Julesz,
1987). A code of nursing ethics appeared only in the 20" century. In communist countries of
Eastern Europe, the nursing ethics were not regarded as strictly as the medical ethics, albeit, the
Ordinance on Health Professionals (Egészségiigyi Dolgozok Rendtartasa) included ethical
norms relating to both physicians and nurses.

We had to transform the Hungarian healthcare system into a system based on legal safety
and patient safety in the 1990s. Many ethical norms were coined in the codes of ethics, however,
the informal patient payments were merely mentioned and not elaborated in a sufficient
measure. The informal payments were doomed by nursing ethics, however, no effective steps
were made against corruption in the daily practice until the regulation changes in 2021. Ethical
rules may become legal rules if the legislators so decide. The lawmakers decided to enforce
ethical norms via legal rules and it seems to be promising.

Czeglédi and Tandari-Kovacs found in 2019: “Within the health care system, nurses
face multiple hazards from the aspect of burnout syndrome (emotional exhaustion,
depersonalisation, and reduced personal accomplishment) development. Burnout has a negative
impact on the health and economic status of individuals. Moreover, burnout diminishes
compliance, reduces the quality of care, and it influences the prevalence of medical malpractice
and complications.” (Czeglédi and Tandari-Kovacs, 2019, p. 12) The psychological problems
generated by a low-level occupational hygiene may be manifested in unexpected ways. Besides
the medical malpractice problems, the cognitive biases and dysfunctional attitudes of the burned
out nurses can lead to illegal behavior, such as, e.g., the non-observance of the prohibition to
accept informal payment or illegal gift. By and large, the negative psychological consequences

of the heavy workload can be counterbalanced by a higher salary and more free time for
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recreation. The problem of burnout cannot be solved merely by money, however, a good
economic situation can ensure a better quality of life and a law-abiding attitude. The Hungarian
nurses’ economic situation is not getting better, though their salaries are increasing. The pay
rise follows neither the inflation nor the augmentation of the physicians’ salaries. More pay rise
and further socio-economic measures are needed in the short run. The Hungarian nurses’ moral
attitude towards patients is better than expected regarding their monetary situation. This
imponderable might be measured by means of statistics if we ask the nurses the right questions
and draw proper consequences. Measuring an imponderable seems to be irreal. However, this
work makes an attempt to demonstrate the morally correct behavior of the Hungarian nurses.
In 2022, USA researchers stated that the burnout of health care workers was diminished when
patients expressed their gratitude (Converso et al., 2015; Locklear et al., 2022, p. 18).

The empathy and sometimes introjection are palpable among the Hungarian nurses.
These fortify the nurses’ attitude to refuse undue money from the patients. The fact that ex ante
gift and informal payment are criminalized might strengthen the law-abiding behavior of the
nurses. Now, refusing informal payment is based on more than well-meaningness: it is
grounded in criminal law. When the punishment of corrupt nurses is divulged by mass media,
the general preventive effect of criminal law is clear-cut. However, the mere possibility to get
punished also has a preventive effect. We do not have to wait until the criminal law comes into
action. The criminal law relating to informal patient payment orientates the nurses (as well as
other health care workers) what to do when illegal money is offered. Nevertheless, it is not
enough to know what to do; it would also be important to know how to refuse informal patient
payments. The education of nurses is relevant and the sheer knowledge of the criminal liability
for corruption does not substitute a preventive psychological education. The communication
skills regarding how to refuse informal payments should be taught to nurses with a stronger

emphasis.

1.5. The international environment

Informal payments to nurses have been observed in a number of countries. The
phenomenon of such payments has traditionally been understood as personal compensation for
low salaries and/or an expression of thanks, but nowadays the shortage of healthcare staff also
has a major impact on these payments. In countries where tipping nurses represents a small sum
of money as one is leaving the medical facility, it expresses true gratitude and differs little from

tipping taxi drivers or waiters. Nurses have less autonomy and power to influence treatment
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decisions, but in some situations patients are dependent on them. It is important to highlight the
fact that most medical professionals assert that they do not wish to work in a sector tainted by
informal payments, yet many still accept them (Julesz and Kereszty, 2021).

The patient’s dignity is part of the personal rights of the patient (Reaume, 2003;
Schachter, 1983). When the patient must make informal payments for health care, the human
right to dignity is threatened. The right to life and the right to health are strongly related to the
right to dignity. The informal patient payment compromises the right to access to health care.

When gratitude payments express true gratitude and are made out of a feeling of
gratitude, it is morally correct for nurses, physicians and other health care staff to accept this
sort of payment. However, in countries where gratitude payments are a form of corruption and
the life and health of the patient depend on whether the patient can be corrupted to purchase
health care, the human right to dignity is also corrupted (Allan and Davidson, 2013; Macklin,
2003; McCrudden, 2008).

The similarities of post-communist countries could be assessed as follows:

- In all those countries, there are remnants of the communist economy that permeate

the present development of a market economy;

- This leads to a certain level of poverty;

- The eradication of poverty could be the only way out of informal payments, gratitude

payments and other sorts of corruption in the health care system;

- Informal payments are more prevalent in post-Soviet Asian countries than in post-

communist European ones;

- These countries should learn from each other when legislating on cleansing the

health care sector and when putting legislative measures into practice;

- The merely top-down way of eradicating informal payments in the health care sector

does not seem feasible; and, finally,

- There is no clear-cut solution, but the Slovenian example could be followed as a

post-communist country where the health care sector is slightly affected by informal
payments; however, in larger countries with a larger population, the Slovenian

example might fail.

1.6. Gratitude or tipping
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In Hungary, according to the Central Statistical Office, a nurse received an average of
what amounts to Ft2000 per occasion in gratitude payments in 2014. In Hungarian health care,
only 6% of all informal payments are made to nurses. The rest are made to medical and dental
practitioners (KSH, 2015).

The vast majority of gratitude payments in Hungary go to physicians in hospitals (50%),
while family physicians and specialists receive only 30% of them. Dentists collect 14% of the
totality of such payments per year. Nurses find themselves at the end of the list (KSH, 2015).

In the Hungarian public sector, about half of the approximately 81,000 nurses changed
jobs between 2002 and 2008. Those who moved on to private health care were experienced,
registered nurses (Berki et al., 2014). These nurses’ professional capacities cannot be purchased
in the public sector; however, patients with a higher income pay for it in private health care.

In public health care, nurses who care for in-patients usually obtain more tips than their
colleagues who do paperwork. Gratitude payments are not generally found in private health
care because the physicians are well paid by private patients. Nurses employed by private health
care providers still tend to receive some tips, being employed by and financially dependent on
the doctor (Julesz, 2018).

Gifts are the only form of tips and gratitude payments that are distinct from forms of
corruption, for example, when the patient gives the nurse or the physician flowers or handmade
products that represent no pecuniary value. A gift of small value to health care staff, a “gift as
a courtesy”, is also acceptable when it is not more than some coffee, chocolate or other sweets.
The notions of tips and gratitude payments (borravalé and hdlapénz, respectively, in
Hungarian) are semantically distinguished by the Hungarian Central Statistical Office (KSH,
2015). Usually, tipping is understood to involve a relatively small sum of money offered for a
small service, while a gratitude payment is made in exchange for a service of great importance.
A gift is given after the care (KSH, 2015). In the USA, it is normal to give some tip to nurses
who come to care for patients in their home. It is a true expression of gratitude. The nurses in
the USA who receive any form of gratitude are more satisfied and more dedicated to their job
than others (Stegen and Wankier, 2018; Day et al., 2020, p. 2309). Also in the USA, Starkey et
al. arrived at the conclusion that nurses who received gratitude felt physically better than others
(Starkey et al., 2019; Day et al., 2020, p. 2309).

In Hungary, it is often experienced that nurses divide chocolate, coffee etc. among
themselves when their shift is over. This greatly resembles the custom of waiters splitting tips
at the end of their shift. This custom may be maintained because the 2021 modification of the

Hungarian Act on Health of 1997 still gives opportunity for it. It is legal and ethical, so
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unquestionably part of the Hungarian health care culture. Riskin et al. are of the following
opinion: “when directed at the team, expressions of gratitude often signal to team members that
they have collectively made a positive difference in other people’s lives, which, in turn, can
bond members to one another and intensify members’ sense of pride in and dedication to the
team” (Riskin et al., 2019, p. 6.; Grant, 2007). This statement is valid for Hungarian nurses as
well. This psychological approach discloses the real way of thinking of the nurses in Hungary
today. The maintained institution of legal gift-giving is beneficial not only for the nurse-patient

relationship, but also for the teamwork of nurses.

1.7. The informal patient payment and similar notions

Meskarpour-Amiri et al. (2016) and others point out that informal payments help finance
the health care systems of a number of developing countries (Meskarpour-Amiri et al., 2016;
Liu and Sun, 2012). For example, in Uganda, according to McPake et al., “Most health workers
who have the opportunity to do so, levy informal charges.” (McPake et al., 1999, p. 849.)
McPake et al. also argue that “In all facilities, it appeared that if health workers offered better
interpersonal treatment at all, it was largely in the cases of patients who made higher levels of
informal payment.” (McPake et al., 1999, p. 862.)

Gaitonde et al. (2016) provide the following definition:

“Corruption is the abuse or complicity in abuse, of public or private position, power or

authority to benefit oneself, a group, an organisation or others close to oneself; where

the benefits may be financial, material or non-material. It is widespread in the health

sector and represents a major problem” (Gaitonde et al., 2016, n.p.).
This definition is not restricted to gratitude payments made by patients to doctors; it also
includes such forms of corruption as money paid or a service provided by pharmaceutical
companies to doctors to encourage them to prescribe a certain medicine instead of a similar one
produced by a competitor, for example (Gaitonde et al., 2016).

Schaaf and Topp (2019) note:

“Genuine gift-giving and informal payments that are considered absolutely necessary to

keep the facility operating or to deliver a service, such as when providers ask a patient

to purchase drugs that are part of the entitlement but absent at site level, can hardly be

described as corrupt. There is no private gain in these instances” (Schaaf and Topp,

2019, p. 223).
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According to Parsa et al. (2015), “in some Central and Eastern European countries,
informal payments are often referred to as ‘gratitude money’” (Parsa et al., 2015, p. 79). The
authors mention other denominations of informal payments in this sector that are widely used
in the literature: “gratuities, envelope payments, under-the-table payments, under-the-counter
payments, [and] unofficial payments” (Parsa et al., 2015, p. 79).

Souliotis et al. (2016) conclude that there is no relevant under-the-table payment in
private health care. It is primarily public health care that induces informal payments. This sort
of payment is usually requested ex ante by physicians and nurses in Greece and elsewhere
(Souliotis et al., 2016). Cohen (2012) believes that informal payments in the health care sector
are an expression of citizens’ dissatisfaction with government services (Cohen, 2012).

Simkhada et al. (2012) notes that “Informal payments can be voluntary such as gratitude
payments, or bribes which patients are ‘expected’ to pay to get decent care or any care at all”
(Simkhada et al., 2012, p. 317). A gratitude payment is a sort of informal payment that still has
a negative legal and moral connotation in the literature; in Central and Eastern European post-
communist countries, the expression more likely occurs as a euphemism for bribery (Simkhada
etal., 2012).

A “gratitude payment” is an expression of thanks to physicians and nurses, although it
is clear that such payments generally constitute a price paid for better health care (Julesz, 2018).
Pitea et al. (2014) have arrived at a similar conclusion (Pitea et al., 2014). A Latin term used in
this context in Hungary, parasolventia (or paraszolvencia), which translates roughly to
“ancillary” or “additional solution”, is another synonym for gratitude money and is a
euphemism for these kinds of illegal payments. Parasolventia was originally an ex post
payment and once referred to in-kind payments, such as a chicken or a labour-saving device.
According to Hungary’s Health Act under socialism, it was literally forbidden and medical
facilities were obliged to post a warning on the wall citing the prohibition rule (Act on Health,
1972). It had no effect on patients, and doctors ignored it. On the contrary, there were fees for
medical interventions that spread through rumours or chats among patients; sometimes the
nurses were asked (Julesz, 2018).

Tipping also represents an after-care payment, similar to other tips, when the patient’s
satisfaction is shown to the care-giver (Slot et al., 2017). Paredes-Solis et al. (2011) refer to the
tipping of nurses in the Baltic states as “petty corruption”, which, in fact, does not promote the
quality of medical care (Paredes-Solis et al., 2011). Tips are usually accepted as legal extra
payments for services; however, when tips are paid for an illegal advantage, they are considered

as corruption (Slot et al., 2017).
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The comprehensive term “informal or irregular” payment is composed of different
elements in the healthcare sector. After a review study, Pourtaleb et al. found that the most
frequently used terms are: informal payments, gratitude payments, envelope payments,
unofficial payments, bribe payments, under-the-table payments, and red package payments
(Pourtaleb et al., 2018). Chereches et al. arrived at the conclusion that the different expressions
for informal payments in the healthcare sector reflect the various characteristics of local
healthcare systems. Chereches et al. found that “informal payment” is the most common term
in the international literature; however, it is not the only one in use (Chereches et al., 2013). In
Serbia, it may be uncertain to patients and providers whether they are acting corruptly because
there is no clear understanding of these payments among the general public (Mejsner and
Karlsson, 2017).

1.8. Informal patient payments in post-socialist and other countries

According to a study conducted in 2010 and funded by the European Commission,
informal payments for healthcare services were fairly high in Ukraine and Romania, while they
were relatively low in Poland and Bulgaria. Hungary and Lithuania fell between these two
groups (Stepurko et al., 2015). Chereches et al. concluded that, in Romania, even the Ministry
of Health recognized the existence of informal payments in the healthcare sector (Chereches et
al., 2011). Ensor and Savelyeva estimated in 1998 that such payments were a huge part of the
income in healthcare in the former Soviet Union and in Eastern and Central Europe (Ensor and
Savelyeva, 1998). Habibov and Cheung measured a very low level of informal payments in
Slovenia and contrasted this with a very high level in the former member states of the Soviet
Union (Habibov and Cheung, 2017). Tambor et al. arrived at the conclusion that “in some
European countries, the implementation of cost-sharing requires policy actions to reduce other
patient payment obligations, including measures to eliminate informal payments” (Tambor et
al., 2013, p. 284). Vian et al. found that factors that promote these payments in Albania include
the perception that healthcare personnel’s earnings are low, a belief in good health being worth
any amount of money, the desire to ensure better service, the fear that treatment will be denied
otherwise, and the custom of giving a gift to show gratitude (Vian et al., 2006).

Besides post-socialist countries, we find informal payments in the health care sector of
Greece as well. The phenomenon of informal payment to health care workers is not unique in
the post-socialist countries, however, we usually understand the latter countries when writing

about informal patient payments.
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Emil Weil, secretary general of the Hungarian physicians’ trade union, made the
following observation of the situation in Hungary in 1947: “Health care workers [including
physicians and nurses] are infected by tipping, and the low salaries are the reason.” (Mohos,
1998, p. 144) After 1957, “gratitude payment” became a widely used term to describe an ex
post sum of money that was unofficially calculated into physicians’ and nurses’ incomes. The
Act on Health of 1972 prohibited the acceptance of gratitude money; however, the ex post
version remained unpunished (Mohos, 1998).

We must note that tipping and gratitude payments originated long before the post-war
era. Low salaries among medical practitioners and nurses had paved the way for such payments
during and before the Second World War. The true value of human health has always been
undervalued in Eastern Europe, and salaries have always stood far below the desired level
reached in Western Europe and North America. These two coefficients seem to restrain most
Eastern European countries from extirpating tips and gratitude payments. Non-legal historical
sources from Hungarian archives — such as the speech by the trade union leader quoted above
— make it clear for researchers today that tips and gratitude payments in Hungary do not only
stem from the communist era (Julesz, 2018). This phenomenon, in slightly different forms, was
incorporated into the Hungarian health care system long before the establishment of communist

Hungary.

1.9. The new regulation of informal patient payment in Hungary

A nurse who does the office (receptionist) work may influence admission times, thus
possibly leading to a negative or positive health outcome for patients. In Western European and
North American countries, where nurses have more competencies than in Eastern Europe and
in certain other countries, the nurses are the first to meet the patients, at which point they make
the appointment with the physician. In these countries, it is normal to give tips to nurses for
their logistic services. This influencing power is weaker in countries where nurses are
traditionally subject to physicians and have no autonomy in decision-making. This power might
be used illegally in favor of the paying patient. It is a kind of corruption, not a legal additional
service. When any nursing service depends on informal money, not on professional need, and
this service is withdrawn from a non-paying patient, this also represents a sort of corruption,
not merely an ethical issue.

From January 1, 2021, the status of health care workers has been basically changed and

this conveyed a new legislation on informal patient payment. In Hungary, from January 1, 2021,
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giving and accepting informal payments in healthcare constitutes a crime, according to the
Hungarian Act on Health and the Hungarian Criminal Code. A gift may be given after care in
an amount not to exceed 5% of the Hungarian minimum wage (per month), i.e., Ft10,000 from
2022 (Ft8,370 in 2021). If money is given ex post or ex ante and if the gift is given before care,
the crime of corruption is punishable by imprisonment. If a gift is given after care, but it exceeds
the legal limit, it is also considered as corruption.

Not only healthcare workers can commit this crime but also patients. Active corruption
on the part of the patient giving an informal payment has rarely been prosecuted up to now.
However, passive corruption on the part of the healthcare worker in accepting an informal
payment has been investigated in a larger number. Colonel Piroska Varadi declared in an
interview in March 2022 that, in the former 15 months, 58 physicians, 38 other healthcare
workers and 152 civilians came under investigation by the National Protective Service (Nemzeti
Védelmi Szolgalat) in Hungarian health care. Out of these cases, only six ones were closely
related to informal patient payments; the rest represented other sorts of criminal activities in
health care, such as, e.g., budget fraud, falsification of immunization certificate, etc. (Haiman,
2022.) According to data from the Prosecution Service of Hungary, until November 22th, 2022,
approximately 600 covered investigations were implemented by the National Protective
Service, though only 25 cases ended up in open criminal procedure.

Gaal et al. believe that among the reasons patients make informal payments are to gain
access to priority care and to secure adequate care, as well as lack of information and gratitude,
but not official pay, since patients are not generally aware of health workers’ salaries (Gaal et
al., 2021).

Informal payments are not only a criminal problem. In Hungary, both the Code of
Medical Ethics and the Code of Nursing Ethics prohibit gratitude payments. While Hungarian
physicians received a large pay rise as compensation for the non-acceptance of informal
payments, Hungarian nurses did not. However, criminal liability also applies to them. Since the
ban on accepting informal payments is enshrined in the Act on Health, not only criminal liability
but also ethical liability and labour law consequences might emerge. The parallel establishment
of these liabilities do not violate the principle of ne bis in idem, although, if a criminal
proceeding is underway, the Chamber of Hungarian Health Care Professionals will suspend the
ethics proceeding until the end of the criminal one.

The informal patient payment is given not only to corrupt the health professionals, but
also to express the gratitude of the patient for being received in time of the COVID-19

pandemic.
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2.Aims

In Hungary, the small salaries of nurses pose a high risk to patient safety and legal
certainty as well. Nurses receive a pay rise from time to time, though not in a measure large
enough to compensate for the missing informal payments. During the COVID-19 pandemic,
nurses have had to work outside their normal workplace if ordered, under extreme pressure and
severe working circumstances.

As a result of our literature research, we assert that the informal payments going to
nurses have not been researched in Hungary previously, so the aim of our research was to survey
the nurses in 2020 and in 2021.

We wanted to have an overview of the informal payment situation among Hungarian
nurses before and after the new banning regulation. Concerning the pandemic, we wanted to
see the changes of the informal payment habits in this extreme situation. The questions we
wanted to answer were as follows:

- Do nurses in care respect the new regulation on non-acceptance of informal

payments?

- What are the differences between informal payments in the COVID-19 emergency
care unit, the COVID-19 general care unit, and the COVID-19 intensive therapy
unit?

- What are the motivations of Hungarian nurses in refusing informal payments?

- What is the nurses’ attitude towards informal patient payments and what are the

changes of this attitude?
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3.Materials and methods

3.1. 1st study
In the fall of 2020, we questioned 167 nurses in the Albert Szent-Gyo6rgyi Health Center

of the University of Szeged, Hungary, in order to highlight the motivations, forms,
circumstances, and sums of informal payments.

The surveys were first conceived and printed out. They were distributed by the Nursing
Directorate of the University of Szeged among the nurses in all university clinics providing in-
patient health care services. After three months, we recuperated the surveys and digitalized the
answers in Excel table. Then, we evaluated the data and drew the conclusions thereof. We
excluded no survey sheet.

We analyzed the results by means of descriptive statistical methods, with special regard
to the differences among surgical, internal medical and pediatric fields. We analyzed the results
with a view to the new legal regulations.

The survey questions in 2020 were composed of three groups of questions. The first
group of questions was related to the motivations of informal patient payments:

1.a) given as an expression of gratitude,

1.b) given in order to get a better position on the waiting list (so to be cared for before
other patients),

1.c) given so that a better experienced nurse cares for the patient,

1.d) given for privilege (for better food, TV, Internet etc.),

1.e) given in order to infringe upon the rules in the interest of the patient (e.g. to receive
visitors when otherwise it is not allowed),

1.f) given for the exercise of an otherwise legal right (e.g. so that the parents may be
with their child all along day and night),

1.g) given by the relative of the deceased patient for care for the dying patient.

1.h) Did the nurse refuse informal payment?

The second group of questions was related to the forms and sums of informal patient
payments:

2.a) a written or verbal “Thank you!” happened,

2.b) a gift of small value (sweets, flowers etc.) was given,

2.c) a gift of higher value (precious painting, jewels etc.) was given,

2.d) a small sum of money was given (no more than 5,000 HUF),
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2.e) a higher sum of money was given (more than 5,000 HUF),

2.f) the patient offered their social relations (such as giving private lesson to the child
of the nurse for free).

2.9) How much informal payment was given per occasion and after one week of in-
patience?

The third group of questions was related to the situation in which the informal patient
payment was given:

3.a) during working time,

3.b) after active duty,

3.c) in private healthcare as a second job,

3.d) at home (e.g. flowers or other gifts were sent to the nurse’s domicile).

3.2. 2nd study
In May—July 2021, we questioned 246 nurses in the Albert Szent-Gyorgyi Health

Center of the University of Szeged, Hungary, in order to highlight the forms, circumstances,
and sums of informal payments and gift giving.

The surveys were first conceived and printed out. They were distributed by the Nursing
Directorate of the University of Szeged among the nurses in all university clinics providing in-
patient health care services. After two months, we recuperated the surveys and digitalized the
answers in Excel table. Then, we evaluated the data and drew the conclusions thereof. We
excluded no survey sheet. The questions of the 1 study were changed because the new banning
regulation had been set in force and an exact legal limit of gift value had been introduced.
Moreover, the Hungarian minimum wage (per month) was augmented and concomitantly the
legal limit of ex post gift-giving also increased. Considering the fact that informal patient
payment even after care was criminalized, we could not directly ask the nurses about them
accepting informal patient payment. We rather asked them indirectly.

We analyzed the results by means of descriptive statistical methods, with special regard
to the differences among surgical, internal medical and pediatric fields. We compared our
results to those found in 2020.

The survey questions in 2021 in non-COVID-19 care were as follows:

1. Did you receive any gifts of small value (e.g., candy, coffee, an alcoholic beverage,

flowers, a handmade object, etc.) from a patient or their relative in the first four
months of 20217

2. If so, how much did the gift(s) of small value amount to (in forints) per occasion?
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3. If so, how much did the gift(s) of small value amount to (in forints) in case of longer
in-patient stay?

4. Did you receive any gifts of relatively high value (e.g., a painting, jewelry, a vehicle,
a labor-saving device, etc.) from a patient or their relative in the first four months of
20217

5. If so, how much did the gift(s) of relatively high value amount to (in forints) per
occasion?

6. If so, how much did the gift(s) of relatively high value amount to (in forints) in case
of longer in-patient stay?

7. Did the nurses receive any gifts from a patient or their relative collectively in the
first four months of 20217

8. If so, how much did the gift(s) that the nurses received collectively amount to (in
forints)?

9. Did you refuse cash from a patient or their relative in the first four months of 2021?

10. If so, how much did the cash you refused amount to (in forints)?

11. Do you know of any colleagues who received cash from a patient or their relative in
the first four months of 20217

12. If so, how much did the cash received by the colleague(s) amount to (in forints)?

13. How often did you experience a patient or their relative merely saying “Thank you!”
for treatment in the first four months of 20217

14. How often did you experience a patient or their relative giving a gift before treatment
in the first four months of 2021?

15. If you refused an informal payment in the first four months of 2021, what was the
reason? (You may choose more than one option.)

- Because it constitutes a crime.

- Because it’s not ethical.

- Because the Act on Health of Hungary forbids it.

- Because the patient or their relative is vulnerable.

- Because I don’t need the money.

3.3. 3rd study
In May-July 2021, by means of anonymous, voluntary surveys, we questioned 202

nurses in the Albert Szent-Gyorgyi Health Center of the University of Szeged, Hungary, in the
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COVID-19 care in order to highlight the forms, circumstances, and sums of informal payments
and gift giving.

The surveys were first conceived and printed out. They were distributed by the Nursing
Directorate of the University of Szeged among the nurses in all university clinics providing in-
patient health care services. After two months, we recuperated the surveys and digitalized the
answers in Excel table. Then, we evaluated the data and drew the conclusions thereof. We
excluded no survey sheet.

We analyzed the results by means of descriptive and also analytical statistical methods,
with special regard to the differences among COVID-19 emergency care unit, COVID-19
general care unit, and COVID-19 intensive therapy unit.

We compared the results of 2020 with those of 2021, and published them in two articles.
In addition, we compared the answers from COVID-19 care nurses with those working not in
the COVID-19 care, both collected in 2021, by means of statistical analysis.

We applied Wilcoxon signed rank test when comparing the answers of nurses working
in the COVID-19 care with those working not in the COVID-19 care. As to the question ‘If you
refused an informal payment in the first four months of 2021, what was the reason?,” we
compared the answers from COVID-19 care with the answers from not COVID-19 care by
means of McNemar test for each answer respectively/separately because more than one answer
was possibly accepted from the same nurse.

The results of the surveys are summarized in tables.

The survey questions in 2021 in COVID-19 care were as follows:

16. Did you receive any gifts of small value (e.g., candy, coffee, an alcoholic beverage,

flowers, a handmade object, etc.) from a COVID-19 patient or their relative in the
first four months of 20217

17. If so, how much did the gift(s) of small value amount to (in forints)?

18. Did you receive any gifts of relatively high value (e.g., a painting, jewelry, a
vehicle, a labor-saving device, etc.) from a COVID-19 patient or their relative in the first four
months of 20217

19. If so, how much did the gift(s) of relatively high value amount to (in forints)?

20. Did the nurses receive any gifts from a COVID-19 patient or their relative
collectively in the first four months of 2021?

21. If so, how much did the gift(s) you received collectively amount to (in forints)?

22. Did you refuse cash from a COVID-19 patient or their relative in the first four
months of 2021?
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23. If so, how much did the cash you refused amount to (in forints)?

24. Do you know of any colleagues who received cash from a COVID-19 patient or
their relative in the first four months of 2021?

25. If so, how much did the cash received by the colleague(s) amount to (in forints)?

26.  How often did you experience a COVID-19 patient or their relative merely
saying “Thank you!” for treatment in the first four months of 2021?

27. How often did you experience a COVID-19 patient or their relative giving a gift
before treatment in the first four months of 2021?

28. If you refused an informal payment in the first four months of 2021, what was
the reason? (You may choose more than one option.)

- Because it constitutes a crime.

- Because it’s not ethical.

- Because the Act on Health of Hungary forbids it.

- Because the patient or their relative is vulnerable.

- Because I don’t need the money.

The frequency was counted in the following way:

- 1=never,

- 2=once in a number of months;

- 3=once a month;

- 4=once a week;

- 5=a few times a week.

We asked the same questions from nurses working in not COVID-19 care, too, in order
to compare the COVID-19 care with the not COVID-19 care from the aspect of gift-giving and
informal payments.

We counted the mean, standard deviation, and variance of the sums noted by the
respondents. We asked the respondents to round the sums expressed in Hungarian forints to

Ft500. We accepted more than one response to question 28.
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4.Results

4.1. 1st study
In the fall of 2020, we questioned 167 nurses in the Albert Szent-Gyo6rgyi Health Center

of the University of Szeged. Out of 167 respondents, 93 worked in surgical field, 54 in internal
medical care, and 18 in pediatric care. Besides gratitude, corruption appeared in all the three
fields, however, pediatric care was the least touched by corruption. Gifts of a higher value were
rare, however, small gifts were common. The respondents received 10 851 HUF as informal
payment from in-patients after one week, while, occasionally, 5326 HUF. The sums —similarly
to informal payments to physicians — varied from field to field in healthcare. In the surgical
field, the sums surpassed the new legal limit (the legal limit was, from 2021, 8370 HUF; from
2022, 10 000 HUF). (Table 1)

According to our survey conducted in the fall of 2020, nurses working in the
surgical/operative field reported up to twice as much informal payment as their colleagues
working in the field of internal medicine or children/youth healthcare; on average, those
working in the field of internal medicine and pediatrics received two-thirds of the informal
payment in the surgical field.

Regarding the entire sample, half of the healthcare professionals stated that they
received the informal payment once a month, while one-third stated that they received it once
a week as a thank you after the healthcare service, out of sincere gratitude.

According to 40% of all respondents, only annually once happened that the informal
payment was given to them so that an experienced nurse performed the intervention. This
showed the same proportions in the fields of surgery and internal medicine, but was less
common in the case of childcare providers.

According to 32% of the respondents, they got informal payment once a month in order
for more frequent change of the bedding than mandatory, or to get better food, greater comfort,
special services (e.g. TV, Internet). According to 25% of the respondents, this never occurred
in their practice. On the contrary, 20% of them answered that it happened once a week. (Table
2)
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Table 1: The forms and sums of informal payments

Surgical care (n=93)

Table 1.1.
The forms of informal payment =1 =2 =3 =4 =5
a)The patient said or wrote *Thank you!’ 8 12 58 13 1
b)The patient gave gift of small value (e.g. sweets,
flowers, handmade object). 1 0 15 69 7
) The patient gave gift of high value (e.g. jewels,
painting). 6 23 47 14 2
d)The patient gave a small sum of money (no more
than 5,000 HUF). 2 2 28 51 9
e)The patient gave a greater sum of money (more than
5,000 HUF). 3 28 47 13 1
f)The patient offered their social or professional
relationships (e.g. extra lessons to the child of the
nurse). 57 30 5 0 0
Standard
Mean deviation
g)According to your experience, how much money
does a patient or relative give — after one week of in- 12
patience (HUF)? 390 6 269
According to your experience, how much money does
a patient or relative give — per occasion (HUF)? 6 244 3578
1 = never, 2 = once a year, 3 = once a month, 4 = once a week, 5 = a few times a week
Internal medical care (n=54)
Table 1.2.
The forms of informal payment =1 =2 =3 =4 =5
a)The patient said or wrote *Thank you!’ 3 4 24 14 8
b)The patient gave gift of small value (e.g. sweets, flowers,
handmade object). 0 0 12 39 2
) The patient gave gift of high value (e.g. jewels, painting). 6 15 30 2 0
d)The patient gave a small sum of money (no more than 5,000
HUF). 5 1 14 29 4
e)The patient gave a greater sum of money (more than 5,000
HUF). 7 14 28 3 1
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f)The patient offered their social or professional relationships
(e.g. extra lessons to the child of the nurse).

24

25

g)According to your experience, how much money does a
patient or relative give — after one week of in-patience (HUF)?

According to your experience, how much money does a
patient or relative give — per occasion (HUF)?

Mean

Standard
deviation

8917

3389

4146

1688

1 =never, 2 = once a year, 3 = once a month, 4 = once a week, 5 = a few times a week

Pediatric care (n=18)

Table 1.3.

The forms of informal payment

a)The patient said or wrote *Thank you!’

ol

(620 B\

1
ol

o|lo

b)The patient gave gift of small value (e.g. sweets, flowers,
handmade object).

10

c)The patient gave gift of high value (e.g. jewels, painting).

11

d)The patient gave a small sum of money (no more than 5,000
HUF).

e)The patient gave a greater sum of money (more than 5,000
HUF).

14

f)The patient offered their social or professional relationships
(e.g. extra lessons to the child of the nurse).

14

g)According to your experience, how much money does a
patient or relative give — after one week of in-patience (HUF)?

According to your experience, how much money does a
patient or relative give — per occasion (HUF)?

Mean

Standard
deviation

7889

5011

3778

2635

1 =never, 2 = once a year, 3 = once a month, 4 = once a week, 5 = a few times a week
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Table 2: Reasons of the tipping of nurses

Surgical care (n=93)

Table 2.1.
Reasons of the tipping of nurses (Motivations) =1| =2| =3| =4
a)As an expression of true feeling of gratitude after
the healthcare has been accomplished. 1 2| 51| 29
b)For getting ahead on the waiting list. 3| 29| 35| 16
c)Professional motivation (so that the experienced
nurse administer the injection. 12| 41| 16| 17
d)For privileges (e.g. for changing the bedding
more frequently than regular). 371 19| 26 6
e)For favouritism (e.g. for permission to receive
relatives over the regular reception time). 41| 31| 13 5

f)To obtain an otherwise legal right (e.g. so that
parents may stay with their child at pediatrics
during day and night). 59| 25 4 5

g)The relative of the deceased patient gave it for
care for the dying patient. 15 7| 55| 16

h)Did you refuse informal payment? 20 9] 45| 12

1 =never, 2 = once a year, 3 = once a month, 4 = once a week, 5 = a few times a week

Internal medical care (n=54)

Table 2.2.
Reasons of the tipping of nurses (Motivations) =1| =2| =3| =4
a)As an expression of true feeling of gratitude after
the healthcare has been accomplished. 0 0| 19| 26
b)For getting ahead on the waiting list. 0 6] 33| 11
c)Professional motivation (so that the experienced
nurse administer the injection. 0| 19| 23 9
d)For privileges (e.g. for changing the bedding
more frequently than regular). 0 2| 20| 27
e)For favouritism (e.g. for permission to receive
relatives over the regular reception time). 3] 11| 21| 12

f)To obtain an otherwise legal right (e.g. so that
parents may stay with their child at pediatrics
during day and night). 10 15| 21 4

g)The relative of the deceased patient gave it for
care for the dying patient. 41 18| 24 7

h)Did you refuse informal payment? 11| 16| 20 5

1 = never, 2 = once a year, 3 = once a month, 4 = once a week, 5 = a few times a week
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Pediatric care (n=18)

Table 2.3.
Reasons of the tipping of nurses (Motivations) =1| =2| =3| =4| =5
a)As an expression of true feeling of gratitude after
the healthcare has been accomplished. 0 3] 11 3 1
b)For getting ahead on the waiting list. 6 6 4 2 0
c)Professional motivation (so that the experienced
nurse administer the injection. 9 6 2 1 0
d)For privileges (e.g. for changing the bedding
more frequently than regular). 5 3 8 2 0
e)For favouritism (e.g. for permission to receive
relatives over the regular reception time). 7 4 4 2 1

f)To obtain an otherwise legal right (e.g. so that
parents may stay with their child at pediatrics

during day and night). 10 3 3 0 2
g)The relative of the deceased patient gave it for

care for the dying patient. 11 6 1 0 0
h)Did you refuse informal payment? 2 2 1 3] 10

1 = never, 2 = once a year, 3 = once a month, 4 = once a week, 5 = a few times a week

According to just over 6.5% of all respondents, they received informal payment more
than once a week in order to deviate from institutional rules for the benefit of the patient (for
example, the patient may receive visitors beyond the visiting hours). According to 27.5% of
respondents, this happened once a year, while 31% said never.

Almost half of the respondents claimed that they never received informal payment in
order to make possible an otherwise legal right of the patient. A quarter of the respondents
answered that this, however, happened once a year. Only 3.5% of the respondents experienced
it more than once a week. Here, the phenomenon was the most common in the field of internal
medicine, while the phenomenon was the rarest in pediatric care.

40% of the respondents used to refuse informal payment once a month. 11% of
respondents refused informal payment more than once a week. Approximately 12% of the
respondents refused informal payment once a week. One fifth of the responding nurses never
refused an informal payment.

57% of the responding nurses reported that it occurred only once a month that gratitude
was expressed verbally or in writing in their direction. According to 6.5% of the nurses, it never
happened. Only 5% of the nurses reported that they were thanked more than once a week.

71% of the respondents received a gift of smaller value once a week as an expression of

gratitude. In all three areas, weekly regularity becomes the most typical frequency.
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4.2. 2nd study

In May—July 2021, we questioned 246 nurses in the Albert Szent-Gyorgyi Health Center
of the University of Szeged. In surgical field, the average refused informal payment amounted
to 13,250 HUF, which is higher than the sum measured in 2020. In internal medical care, 13,467
HUF, while in pediatric field, 13,286 HUF were refused, which is also higher than in 2020. Gift
giving in 2021 was rarer than before 2021.

Only a few nurses received gifts of greater value in the first four months of 2021. In the
surgical field every several months once only three nurses. In the field of internal medicine,
four nurses once every several months. In the field of pediatrics, three nurses once every several
months. In the first four months of 2021, gifts of smaller value were much more frequent than
gifts of greater value, but compared to the fall of 2020, they occurred less often. The gift given
to the collective seems to be general. In internal medicine and pediatrics, the answer "never"
rarely occurred. In the surgical field, did not reach the 15% rate either. In the first four months
of 2021, the nurses collectively received per occasion gifts of higher value in all three examined
areas. The value of those gifts exceeded the legally permitted sum. This sum should be divided
by two or more and thus the sum per capita remains below the 2021 legal limit.

In all three examined area, it happened that the patient gave gift ex ante. In internal
medical care and pediatric care, 20% of the nurses reported it; while in surgical field, 15%.

It hardly ever occurred that a nurse reported that their colleague received cash from the
patient in the first four months of 2021. Those who, however, reported such cases, reported
20,000 HUF in the surgical field; 10,000 HUF in the internal medical care; and 5,000 HUF in
pediatric care. This happened once in a month only in internal medical care. Cash was received

in all three areas once in several months. (Tables 3.1., 3.2., 3.3.)
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Table 3.1.: Surgical care (n=80)

Mean

Standard
deviation

1. Did you receive any gifts of small value (e.g., candy,
coffee, an alcoholic beverage, flowers, a handmade object, etc.)
from a patient or their relative in the first four months of 2021?

18

17

31

13

2. If so, how much did the gift(s) of small value amount to
(in forints) per occasion?

3409

1751

3. If so, how much did the gift(s) of small value amount to
(in forints) in case of longer in-patient stay?

5 846

3221

4, Did you receive any gifts of relatively high value (e.g., a
painting, jewelry, a vehicle, a labor-saving device, etc.) from a
patient or their relative in the first four months of 2021?

76

5. If so, how much did the gift(s) of relatively high value
amount to (in forints) per occasion?

26 667

12 583

6. If so, how much did the gift(s) of relatively high value
amount to (in forints) in case of longer in-patient stay?

32 500

3536

7. Did the nurses receive any gifts from a patient or their
relative collectively in the first four months of 2021?

11

37

20

8. If so, how much did the gift(s) that the nurses received
collectively amount to (in forints)?

9603

4379

9. Did you refuse cash from a patient or their relative in the
first four months of 20217

14

28

30

10. If so, how much did the cash you refused amount to (in
forints)?

13 250

11781

11. Do you know of any colleagues who received cash from
a patient or their relative in the first four months of 20217

74

12. If so, how much did the cash received by the colleague(s)
amount to (in forints)?

20000

13. How often did you experience a patient or their relative

merely saying “Thank you!” for treatment in the first four months
of 2021?

13

13

27

24

14. How often did you experience a patient or their relative
giving a gift before treatment in the first four months of 2021?

65

15. If you refused an informal payment in the first four
months of 2021, what was the reason? (You may choose more
than one option.)
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Because it constitutes a crime. 43

Because it’s not ethical. 43

Because the Act on Health of Hungary forbids it. 27

Because the patient or their relative is vulnerable. 16

Because I don’t need the money. 2

1 = never, 2 = once in a number of months, 3 = once a month, 4 = once a week, 5 = a few times a week
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Table 3.2.: Internal medical care (n=99)

Mean

Standard
deviation

1. Did you receive any gifts of small value
(e.g., candy, coffee, an alcoholic beverage,
flowers, a handmade object, etc.) from a patient or
their relative in the first four months of 2021?

13

32

32

21

2. If so, how much did the gift(s) of small
value amount to (in forints) per occasion?

2772

1554

3. If so, how much did the gift(s) of small
value amount to (in forints) in case of longer in-
patient stay?

5013

3309

4, Did you receive any gifts of relatively
high value (e.g., a painting, jewelry, a vehicle, a
labor-saving device, etc.) from a patient or their
relative in the first four months of 20217

95

5. If so, how much did the gift(s) of
relatively high value amount to (in forints) per
occasion?

22500

14 053

6. If so, how much did the gift(s) of
relatively high value amount to (in forints) in case
of longer in-patient stay?

30 000

12 247

7. Did the nurses receive any gifts from a
patient or their relative collectively in the first four
months of 20217

46

39

11

8. If so, how much did the gift(s) that the
nurses received collectively amount to (in
forints)?

7882

4 281

9. Did you refuse cash from a patient or
their relative in the first four months of 2021?

24

52

18

10. If so, how much did the cash you refused
amount to (in forints)?

13 467

14 638

11. Do you know of any colleagues who
received cash from a patient or their relative in the
first four months of 2021?

86

11

12. If so, how much did the cash received by
the colleague(s) amount to (in forints)?

10 000

13. How often did you experience a patient
or their relative merely saying “Thank you!” for
treatment in the first four months of 2021?

17

42

35

14. How often did you experience a patient
or their relative giving a gift before treatment in
the first four months of 2021?

75

16
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15. If you refused an informal payment in the
first four months of 2021, what was the reason?
(You may choose more than one option.)

Because it constitutes a crime. 46

Because it’s not ethical. 56

Because the Act on Health of Hungary forbids it. 41

Because the patient or their relative is vulnerable. 23

Because [ don’t need the money. 2

1 = never, 2 = once in a number of months, 3 = once a month, 4 = once a week, 5 = a few times a week

Table 3.3. Pediatric care (n=66)

Standard
=1= |=2= |=3= |=4= |=5= Mean | deviation

1. Did you receive any gifts of small value
(e.g., candy, coffee, an alcoholic beverage,
flowers, a handmade object, etc.) from a patient or
their relative in the first four months of 2021? 8| 19| 32 5 2

2. If so, how much did the gift(s) of small
value amount to (in forints) per occasion? 2945 1592

3. If so, how much did the gift(s) of small
value amount to (in forints) in case of longer in-
patient stay? 5106 3564

4, Did you receive any gifts of relatively

high value (e.g., a painting, jewelry, a vehicle, a
labor-saving device, etc.) from a patient or their
relative in the first four months of 20217 63 3

5. If so, how much did the gift(s) of
relatively high value amount to (in forints) per
occasion? 25000 10 801

6. If so, how much did the gift(s) of
relatively high value amount to (in forints) in case
of longer in-patient stay? 38333 20 207

7. Did the nurses receive any gifts from a
patient or their relative collectively in the first four
months of 20217 4 1| 36| 22 2

8. If so, how much did the gift(s) that the
nurses received collectively amount to (in
forints)? 9233 4309

9. Did you refuse cash from a patient or
their relative in the first four months of 2021? 17 21| 24 3|1
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10. If so, how much did the cash you refused
amount to (in forints)? 13 286 16 479

11. Do you know of any colleagues who
received cash from a patient or their relative in the
first four months of 20217 60 6

12. If so, how much did the cash received by
the colleague(s) amount to (in forints)? 5000

13. How often did you experience a patient
or their relative merely saying “Thank you!” for
treatment in the first four months of 2021? 4 1| 11| 28| 22

14. How often did you experience a patient
or their relative giving a gift before treatment in
the first four months of 2021? 54| 12

15. If you refused an informal payment in the
first four months of 2021, what was the reason?
(You may choose more than one option.)

Because it constitutes a crime. 31

Because it’s not ethical. 32

Because the Act on Health of Hungary forbids it. 29

Because the patient or their relative is vulnerable. 10

Because I don’t need the money.

1 = never, 2 = once in a number of months, 3 = once a month, 4 = once a week, 5 = a few times a week

4.3. 3" study
According to our survey of 2021, there were 202 nurses working in COVID-19 care:

118 women and 84 men. Sixty-eight of them were involved in the COVID-19 emergency care
unit, 76 in the COVID-19 general care unit, and 52 in the COVID-19 intensive therapy unit.

According to our survey of 2021, 196 nurses worked both in COVID-19 care and outside
the COVID-19 care. (Tables 4.1., 4.2., 4.3.)
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Table 4.1. Responses from nurses in the COVID-19 emergency care unit (n=68)

=1=[=2=|=3=|=4=| =5= Mean S.D.
16.Did you receive any gifts of small value (e.g., candy,
coffee, an alcoholic beverage, flowers, a handmade object,
etc.) from a COVID-19 patient or their relative in the first
four months of 20217 16/ 10 36 6
17.1f so, how much did the gift(s) of small value amount to
(in forints)? Ft2,680 978
18.Did you receive any gifts of relatively high value (e.g.,
a painting, jewelry, a vehicle, a labor-saving device, etc.)
from a COVID-19 patient or their relative in the first four
months of 20217 68
19.1f so, how much did the gift(s) of relatively high value
amount to (in forints)? Ft8,000 0
20.Did the nurses receive any gifts from a COVID-19
patient or their relative collectively in the first four months
?
of 20217 12l 7 35 14
21.1f so, how much did the gift(s) you received collectively
amount to (in forints)? Ft9,167 2,357
22.Did you refuse cash from a COVID-19 patient or their
relative in the first four months of 20217 oo 31 16 1
23.1f so, how much did the cash you refused amount to (in
forints)? Ft5,000 0
24.Do you know of any colleagues who received cash from
a COVID-19 patient or their relative in the first four
months of 2021? 65 2
25.1f so, how much did the cash received by the
colleague(s) amount to (in forints)?
26.How often did you experience a COVID-19 patient or
their relative merely saying “Thank you!” for treatment in
; ?
the first four months of 20217 9 9 8 25 29
27.How often did you experience a COVID-19 patient or
their relative giving a gift before treatment in the first four
?
months of 2021° 66 1
28.1f you refused an informal payment in the first four
months of 2021, what was the reason? (You may choose
more than one option.)
Because it constitutes a crime. 35
Because it’s not ethical. 34
Because the Act on Health of Hungary forbids it. 21
Because the patient or their relative is vulnerable. 6
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Because I don’t need the money.

1=never; 2=once in a number of months; 3=once a month; 4=once a week; 5=a few times a week

Table 4.2. Responses from nurses in the COVID-19 general care unit (n=76)

=1=

=2=

=3=

=4=

=5=

Mean

S.D.

16.Did you receive any gifts of small value (e.g.,
candy, coffee, an alcoholic beverage, flowers, a
handmade object, etc.) from a COVID-19 patient or
their relative in the first four months of 2021?

33

12

22

17.1f so, how much did the gift(s) of small value
amount to (in forints)?

Ft3,171

1,458

18.Did you receive any gifts of relatively high value
(e.g., a painting, jewelry, a vehicle, a labor-saving
device, etc.) from a COVID-19 patient or their relative
in the first four months of 2021?

73

19.1f so, how much did the gift(s) of relatively high
value amount to (in forints)?

Ft21,750

18,945

20.Did the nurses receive any gifts from a COVID-19
patient or their relative collectively in the first four
months of 2021?

10

25

38

21.1f so, how much did the gift(s) you received
collectively amount to (in forints)?

Ft7,133

3,452

22.Did you refuse cash from a COVID-19 patient or
their relative in the first four months of 2021?

40

17

14

23.1f so, how much did the cash you refused amount
to (in forints)?

F16,500

7,036

24.Do you know of any colleagues who received cash
from a COVID-19 patient or their relative in the first
four months of 2021?

70

25.1f so, how much did the cash received by the
colleague(s) amount to (in forints)?

26.How often did you experience a COVID-19 patient
or their relative merely saying “Thank you!” for
treatment in the first four months of 2021?

16

29

24

27.How often did you experience a COVID-19 patient
or their relative giving a gift before treatment in the
first four months of 2021?

75

28.1f you refused an informal payment in the first four
months of 2021, what was the reason? (You may
choose more than one option.)

Because it constitutes a crime.

31
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Because it’s not ethical. 53

Because the Act on Health of Hungary forbids it. 32

Because the patient or their relative is vulnerable. 14

Because I don’t need the money. 1

1=never; 2=once in a number of months; 3=once a month; 4=once a week; 5=a few times a week

Table 4.3. Responses from nurses in the COVID-19 intensive therapy unit (n=52)

=]1=| =2= | =3= | =4= | =b= Mean S.D.

16.Did you receive any gifts of small value (e.g.,
candy, coffee, an alcoholic beverage, flowers, a
handmade object, etc.) from a COVID-19 patient or
their relative in the first four months of 2021? 13 8| 22 8 1

17.1f so, how much did the gift(s) of small value
amount to (in forints)? Ft2,632 1,130

18.Did you receive any gifts of relatively high value
(e.g., a painting, jewelry, a vehicle, a labor-saving
device, etc.) from a COVID-19 patient or their relative
in the first four months of 20217 52

19.1f so, how much did the gift(s) of relatively high
value amount to (in forints)?

20.Did the nurses receive any gifts from a COVID-19
patient or their relative collectively in the first four

"
months of 20217 11 1 22 18

21.1f so, how much did the gift(s) you received
collectively amount to (in forints)? Ft8,158 3,268

22.Did you refuse cash from a COVID-19 patient or
their relative in the first four months of 2021?

20| 18| 14
23.1f so, how much did the cash you refused amount
to (in forints)? Ft10,000 0
24.Do you know of any colleagues who received cash
from a COVID-19 patient or their relative in the first
four months of 2021? 46 5 1

25.1f so, how much did the cash received by the
colleague(s) amount to (in forints)?

26.How often did you experience a COVID-19 patient
or their relative merely saying “Thank you!” for
treatment in the first four months of 20217

27.How often did you experience a COVID-19 patient
or their relative giving a gift before treatment in the

first four months of 2021? 52
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28.1f you refused an informal payment in the first four
months of 2021, what was the reason? (You may
choose more than one option.)

Because it constitutes a crime. 23

Because it’s not ethical. 30

Because the Act on Health of Hungary forbids it. 28

Because the patient or their relative is vulnerable. 15

Because I don’t need the money. 1

1=never; 2=once in a number of months; 3=once a month; 4=once a week; 5=a few times a week

The vast majority of nurses in COVID-19 care had received a gift of small value (e.qg.,
candy, coffee, an alcoholic beverage, flowers, a handmade object, etc.) from a COVID-19
patient or their relative once a month in the first four months of 2021 in all three areas of
COVID-19 care. In the COVID-19 general care unit, gifts of small value amounted to Ft3,171
on average. In the COVID-19 intensive therapy unit, gifts of small value totaled Ft2,632 on
average and in the COVID-19 emergency care unit, gifts of small value totaled Ft2,680 on
average.

Only a few nurses in COVID-19 general care admitted having received a gift of higher
value (e.g., a painting, jewelry, a vehicle, a labor-saving device, etc.) from a COVID-19 patient
or their relative in the first four months of 2021. Gifts of relatively high value amounted to the
equivalent of Ft21,750 on average.

The nurses had collectively received gifts from a COVID-19 patient or their relative in
the first four months of 2021 in all three areas of care. The collectively received gifts were
valued at Ft9,167 in the COVID-19 emergency care unit, Ft7,133 in the COVID-19 general
care unit, and Ft8,158 in the COVID-19 intensive therapy unit.

In the COVID-19 emergency care unit, only one nurse admitted that a COVID-19
patient or their relative had given a gift before treatment in the first four months of 2021, an act
which was against the law. No nurses reported the same in the COVID-19 general care unit or
COVID-19 intensive therapy unit.

In all three areas, a COVID-19 patient or their relative often merely said “Thank you!”
for their treatment in the first four months of 2021. In the COVID-19 intensive therapy unit,
most nurses declared that this happened several times a week, although an almost equal number

of them answered that this was the case once a week. In the other two areas, most nurses
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reported this occurring once a week. However, almost an equal number reported that it took
place a few times a week.

Latent informal payments amounted to the highest sum in the COVID-19 intensive
therapy unit. Such payments also play a role in both the COVID-19 general care unit and the
COVID-19 emergency care unit. Refused informal payments totaled the equivalent of Ft5,000
on average in the COVID-19 emergency care unit, Ft6,500 on average in the COVID-19 general
care unit, and Ft10,000 on average in the COVID-19 intensive therapy unit.

In the COVID-19 emergency care unit, two nurses knew of a colleague who had
received cash from a COVID-19 patient or their relative in the first four months of 2021. In the
COVID-19 general care unit, five nurses reported that a colleague had accepted informal
payment, and six nurses in the COVID-19 intensive therapy unit said the same.

Most nurses in the COVID-19 emergency care unit refused informal payments in the
first four months of 2021 either because they understood that it constituted a crime or was
unethical. Only six nurses from this unit turned down such offers because they said the patients
or their relatives were vulnerable, and no one said that they did not need the money. Most nurses
in the COVID-19 general care unit refused informal payments because they felt it was not
ethical. Many other nurses serving there declined such offers because they saw that it
constituted a crime or because the Act on Health of Hungary forbade it. Fourteen respondents
reasoned that the patients or their relatives were vulnerable, and one nurse said that they did not
need the money. Most nurses working in the COVID-19 intensive therapy unit found informal
patient payments unethical. Many nurses serving there turned them down either because they
understood that this constituted a crime or because the Act on Health of Hungary forbade it.
Fifteen nurses felt that the patients or their relatives were vulnerable, and one nurse responded
that they did not need the money (see Tables 4.1., 4.2, 4.3.).

We compared the answers to the very same questions relating to COVID-19 care and
not COVID-19 care. Significance arose not in all answers to all questions. We put the stress on
questions entailing answers with significant difference between COVID-19 and not COVID-19
care.

The distribution of the answers differed significantly (p=0.004) to the question ‘Did you
receive any gifts of small value (e.g., candy, coffee, an alcoholic beverage, flowers, a handmade
object, etc.) from a patient or their relative in the first four months of 2021?” In the COVID-19
care, more nurses answered ‘never’ than outside the COVID-19 care; while less COVID-19

nurses answered once a week than nurses working not in the COVID-19 care.
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The distribution of the answers differed significantly (p<0.001) to the question ‘Did the
nurses receive any gifts from a COVID-19 patient or their relative collectively in the first four
months of 2021?°. ‘Never’ occurs more times in COVID-19 care; while more not COVID-19
nurses answered a few times a week.

The distribution of the answers differed significantly (p<0.001) to the question ‘Did you
refuse cash from a patient or their relative in the first four months of 2021?° The answer ‘never’
occurred in a higher number in COVID-19 care than in not COVID-19 care.

The distribution of the answers differed significantly (p=0.029) to the question ‘Do you
know of any colleagues who received cash from a patient or their relative in the first four months
of 2021?” In COVID-19 care, more nurses did not know of any colleague having received cash
than in not COVID-19 care.

The distribution of the answers differed significantly (p<0.001) to the question ‘How
often did you experience a patient or their relative giving a gift before treatment in the first four
months of 2021?° In COVID-19 care, nurses answered in a larger number that they more rarely
received ex ante gifts than not in COVID-19 care.

To the question ‘If you refused an informal payment in the first four months of 2021,
what was the reason?’, in COVID-19 care, the nurses answered ‘because the patient or their
relative is vulnerable’ significantly more rarely than in not COVID-19 care (p=0.029).

No significant differences arose when comparing the answers to the rest of the questions.
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5.Discussion

Both law and ethics are needed to surmount the ancient problem of corruption in health
care. The informal patient payments have been tolerated since the communist regime in
Hungary. Now, the time of its eradication has arrived. However, we have to eliminate other
forms of health care corruption as well. The investigative authorities should focus on all sorts
of corruption in health care.

According to the EBRD — World Bank Life in Transition Survey, the Slovenian and the
Czech attempts to make informal patient payments vanish were mostly successful. The data
resulting from this survey show it black on white (Mihalyi, 2009, p. 47.).

In the marketplace, those who pay the most get the best healthcare service. The free
market economy was introduced in Hungary from January 1%, 2012, when the old Constitution
was substituted by the new Basic Law, not containing the term "social market economy”. This
process developed into the secession of private healthcare from public healthcare. See the
Sections 6:487-6:490 of the Civil Code of Hungary of 2013 on private health insurance! The
advances in the healthcare sector are not unique ones. The rule of law of Hungary has been
shaped and reshaped by the lawmakers during the over three decades of democracy in Hungary.
The healthcare sector and the inherent system problems are important indicators of the level of
rule of law and democracy in all countries of the world. Hungary’s healthcare sector reflects
the changes of the laws relating to the functioning of the human right to life and health.

As to the eleven points of the Hungarian Medical Chamber issued in 2020, in
comparison with the conclusions from the article by Velkey et al. (Velkey et al., 2022), those
eleven major problems have not been all resolved yet. The seventh point of the Hungarian
Medical Chamber made it clear that many physicians did the work of the nurses merely to
obtain informal payment instead of the nurses. According to the new regulation, in effect from
2021 in Hungary, the legal opportunity to give a gift of relatively small value after treatment
might be a compromise among physicians, nurses, patients, and the state. For example, in
France, the institution of caisse de café is a legal possibility to give a banknote of €20 or €50
to the nurses. The patient, when leaving the health care facility, may put this banknote into a
transparent plastic box, so that anyone can see it.

Horodnic et al. reported that, in 2020, informal patient payments were present in
Hungary, among many other Central and Eastern European countries. Horodnic et al. wrote that

“The finding is that there are large disparities between countries in the prevalence of informal
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payments, and that the practice is more likely to occur where there are poorer formal and
informal institutions, namely higher acceptability of corruption, lower trust in authorities, lower
perceived transparency in handling the COVID-19 pandemic, difficult access to and poor
quality of healthcare services, and higher mortality rates due to the COVID-19 pandemic”
(Horodnic et al., 2021, p. 1). The international literature has usually understood "physicians”
when writing about informal payments. However, the nursing profession has also been tainted
by informal payments. The COVID-19 pandemic brought about a special healthcare and legal
situation. Until 2020, ex post informal patient payment was legal in Hungary, although, the
pandemic rendered it more difficult than before. The opportunities to give informal payment
were reduced because of patients not being in state to give anything to the health professionals.
The relatives of the patients were also kept away from the healthcare facilities. The COVID-19
pandemic was a sort of booster to leave behind informal patient payments for ever. The ethical
need to get rid of informal patient payment was for long neglected in Hungary. During the
pandemic, the nurses have suffered physical and psychological decompensation and they have
been the biggest losers of the healthcare discrepancies rooted in the legislation. Although, the
informal patient payments have decreased, this transfer of physical and psychological burden
is still present in the Hungarian healthcare.

We conducted survey among Hungarian nurses in 2020 in non-COVID care, before the
change in legislation related to informal patient payments. In 2021, we conducted surveys
among Hungarian nurses in COVID-19 care and in non-COVID care as well. The latter two
were performed after the new legislation had put a ban on informal patient payments.

In 2020, nurses accepted gifts and informal payments as well. The higher sums were
more frequent among nurses working in the surgical field.

In Hungary, nurses usually divide chocolate, coffee, and other gifts among themselves
when their shift is over. This strongly resembles the custom of waiters splitting tips at the end
of their shift. If we divide the sum of collectively received gifts, it is far below the legal limit.

Our results demonstrated that nurses usually accepted small gifts. In 2021, a gift of small
value amounted to Ft3,000 on average. However, high informal payments and gifts of high
value were rare. In 2021, a gift of high value amounted to approximately Ft22,000-27,000. In
2021, the refused informal payment was circa Ft13,000 on average. (Julesz and Kereszty, 2021,
Julesz and Kereszty, 2022)

In 2021, in COVID-19 emergency care unit, a gift of high value amounted to Ft8,000;
in COVID-19 general care unit, a gift of high value amounted to Ft21,750 on average, which is

far above the legal limit. In COVID-19 intensive therapy unit, we have no data. The cash refused
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in COVID-19 care in 2021 amounted to Ft5,000 in emergency care unit; to Ft10,000 in intensive
therapy unit; and to Ft6,500 on average in general care unit.

Since 2021, with the criminal sanctioning of informal payments, nurses seem to be
afraid to accept illegal money or illegal ex ante gifts. This can partly be explained by their sense
of ethics and partly by fear of legal consequences (Julesz and Kereszty, 2021; Julesz and
Kereszty, 2022).

As compared to our results from a survey among nurses working in not COVID-19 care
in the same period of 2021, they received gifts of relatively high value more frequently than
their peers who cared for COVID-19 patients, and the value of the gifts was also higher. A
similar trend was noted for gifts of small value. Informal payments that were offered but refused
were also lower among COVID-19 care nurses (Julesz and Kereszty, 2022).

In time of COVID-19 pandemic, the access to non-COVID-19 health care services was
restricted, this leading to gifts of higher value, expressing the gratitude of the patients for having
the opportunity to meet a health professional personally.

As compared to our 2020 survey among nurses working outside COVID-19 care, the
sums of refused informal payments increased in 2021, a situation which may also be explained
by inflation in Hungary (Julesz and Kereszty, 2021).

We demonstrated that gifts of small value rarely went to nurses working in the COVID-
19 care. The reason thereof is that COVID-19 patients are not in state to purchase gifts, having
been transported from home immediately to the COVID-19 emergency care unit and, from
there, either to the general COVID-19 care unit or to the COVID-19 intensive therapy unit. The
lack of opportunity to ask a relative to bring gift to the COVID-19 care also limits gift-giving.
The danger of contamination makes it forbidden to give any object to the nurses in COVID-19
care. In COVID-19 care, the collectively received gifts are also rarer than in not COVID-19
care. It fortifies the previous statement. In COVID-19 care, nurses answered in a larger number
that they more rarely received ex ante gifts than not in COVID-19 care. It is also a data
underlining that gift-giving was not typical in the COVID-19 care. Albeit, a certain degree of
illegal behavior still exists among the nurses.

The nurses in COVID-19 care accepted more informal payments than not in COVID-19
care. The answers to the question why nurses refused informal payments in the first four months
of 2021 reflect that nurses were not touched by the vulnerability of the patients and their
relatives. That is, informal payments going to nurses working in the COVID-19 care happened
more frequently than in not COVID-19 care. Nevertheless, the nurses in COVID-19 care did

not intend to divulge that their colleagues also received informal payments. All that means that
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the nurses in COVID-19 care accepted money rather than gift. In addition, they did not want to
report their fellow nurses to the authorities. Since there is no room for gift-giving in COVID-
19 care, the patients offer money instead. There was no controlling of the nurses in COVID-19
care by the covert agents of the National Protective Service of Hungary in the first four months
of 2021. Anyway, it would be difficult for the Service to be present in the COVID-19 care. We
can rather rely on the data provided by the COVID-19 care nurses. The patients giving informal
payments are motivated to compensate the workload of the nurses in COVID-19 care.

Day et al. argued that ”Gifts are not inevitably associated with gratitude, and gratitude
does not demand a gift, but much gift-giving does go on in health care settings and this raises
ethical issues” (Day et al., 2020, p. 2306). Morse arrived at the following result: ”As nurses
work for the hospital, the act of giving care to the patient creates an imbalance, a feeling of
indebtedness in the patient toward the nurse” (Morse, 1991, p. 597). This psychological aspect
of gift-giving to nurses is important for Hungary, a country now on the way out of a system of
informal patient payments. The patients psychically need to have an opportunity to express their
gratitude. That is why a legal possibility to give ex post a gift of small value is maintained
according to Section 138/A of the Hungarian Act on Health of 1997, in effect from January 1st,
2021. The lawmakers foresaw this need of the patients and left the door open for those who
really feel gratitude toward the nurses. In my opinion, the expression of gratitude is both
ethically and legally correct only if the patient or their relatives have not even a slight intention
or knowledge of corrupting the nurse. When examining a gift-giving case, not only the mere
act of gift-giving should be scrutinized, but great attention should be paid to the state of mind
of the gift-giver. Corruption cannot be committed negligently or recklessly, so in an involuntary
way.

One of the main problems with gift-giving in COVID-19 care is that, from the aspect of
virus transmission, it is inappropriate to accept informal payments or gifts. In COVID-19 care,
gifts are usually given after treatment and do not exceed the legal limit.

Riskin et al. believe that *when individuals are thanked by others for a particular action,
they often experience stronger feelings of social worth and the need to give back, which, in
turn, motivates them to engage in further such actions’ (Riskin et al., 2019, p. 6; Grant and
Gino, 2010). This kind of motivation exists among Hungarian nurses alike. However, the
thankful heart of the patients should not be tainted by money or precious chattels.

According to our results measured in the fall of 2020 in non-COVID-19 care, 57% of

the responding nurses reported that they were thanked verbally or in writing only once a month.
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According to about 6.5%, they have never been thanked for their work in this way. About 5%
of them admitted that they were verbally thanked for their work more than once a week.

A change is demonstrated by our research conducted in May-July 2021. In all three areas
under examination, a large number of nurses involved in COVID-19 care reported that they had
merely received a spoken “Thank you!” for the treatment. This factor is very important because
saying “Thank you!” costs nothing. However, this positive feedback from a patient or their
relative fortifies nurses psychologically and encourages them to continue doing their best for
other patients as well. The case is similar when patients and would-be patients applaud the
nurses, the entrepreneurs offer food and beverage to nurses and other health professionals. All
this demonstrates that the social capital is a real value helping societies defeat a pandemic. The
recognition of the nurses’ work is not only a question of money. The cooperation of the patients
with the health professionals is a must in the time of COVID-19 pandemic too. This social
capital strengthened during the waves of COVID-19 pandemic and should be maintained after
the SARS-CoV-2 vanishes or becomes less dangerous to the people. This social value could be
one of the main profits of this pandemic.

In all three areas under examination, the nurses asserted that they refused informal
payments. This means that the patients still attempted to corrupt the nurses and were thus
committing the active form of corruption. These refusals suggest that a latent form of informal
payments is still present among nurses in Hungary. The new regulation is still too fresh. More
time is needed to ascertain whether informal payments can be eradicated by means of criminal
law. Some criminal proceedings have been initiated against nurses, while patients that offer
informal payments have not yet been convicted in Hungary under the new regulation, which
has been in effect from January 1, 2021. The sums of refused informal payments are not relevant
from a Western European perspective. However, they are high compared to the average
monthly salary of a Hungarian patient or nurse. The pay rise of the nurses is not comparable to
that of the physicians. In addition, patients that offer informal payments are or have been
exposed to the vicissitudes of the COVID-19 pandemic, so they form a vulnerable group within
the larger group of patients.

The argument of a patient’s vulnerability rarely emerged among the reasons why
Hungarian nurses refused informal patient payments in COVID-19 care. Their illegality is the
main motivation. Certainly, nurses still need this money. However, they are deterred by legal
sanctions. Further, empathy towards vulnerable COVID-19 patients is not a frequent reason for
them to refuse such payments in COVID-19 care. Among the five possible answers, solely the

vulnerability of the patients showed significant difference between nurses working in the
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COVID-19 care and those working not in the COVID-19 care. It is possible that the burnout of
the nurses working in COVID-19 care resulted in PTSD and thus led to significantly less nurses
refusing informal patient payments in COVID-19 care on grounds of the patient’s or relative’s
vulnerability than in not COVID-19 care.

Preventing corruption in health care can be understood from two aspects: medical and
legal. A combination of medical and legal notions of prevention should be applied:

1) Primary medico-legal prevention involves eliminating the danger of corruption to
stop the formation of a medical culture marked by gratitude payments and other unofficial
corrupt moneys going to health care workers. This may happen via legislation as well as through
directives issued by the head of a medical facility to regulate the acceptance of gratitude
payments at the local level.

2) Secondary medico-legal prevention entails recognizing cases of corruption in health
care and bringing those cases to the head of the medical facility and, if necessary, to the
Committee of Ethics, or, as a last resort, to court. A sanction applied would prevent the nurse
concerned from repeating the corrupt act (specific prevention) and other nurses from imitating
it (general prevention).

Since the problem of gratitude payments is a mixed one, it must be approached by
uniting ideas from medical prevention with those of legal prevention. These combined notions
would best serve to eliminate the emerging and growing problem of such payments in the health
care sector. The emphasis is on primary medico-legal prevention, since it aims to halt the
development of a corrupt health care culture. However, it is also important to recognize and
punish corruption so that the punishment deters other health care workers from committing
similar unlawful acts. The accent is not on punishment, but on preventing a generation of cases
in which some sort of punishment is unavoidable. Punishing a medical worker is a sign of the
malfunctioning of the local health care culture. It is detrimental not only to the worker
concerned, but also to the good reputation of the health care sector. It is a warning sign to
patients not to trust in their treating doctors and nurses. Thus, patients feel encouraged to
purchase the attention of nurses. When this phenomenon becomes widespread, it snowballs.

The many kinds of corruption combined with a variety of medico-legal cultures result
in a large number of kinds of health care corruption. In addition, some unofficial payments do
not constitute a crime; however, giving a gift to a nurse, for example, still raises ethical
considerations. Differentiating a criminal act from an immoral act is of great relevance because
the person today does not consider the breach of ethical norms as a serious unlawful act. In the

history of humanity, people used to equate immorality and crime. This changed in everyday
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people’s minds. Today, when we assert that a certain problem is of a moral sort, it is also meant
that the problem should not be handled rigorously. This sort of indulgence is an acceptable step
forward; however, it should not be understood as permission to behave immorally. This latter
problem is at the heart of the petty corruption in the health care sector.

It would be an advisable way to carve into the minds of both patients and medical
workers that being punished for immorality is as disadvantageous as being brought to criminal
court. A change in people’s mindset could help eradicate even the thought of corrupt payments
from the local health care culture. Besides the education of health professionals, the patients
should also be taught, for example through TV and Internet advertisings, why not to offer
informal payments.

In my opinion, the criminalization of informal payments to nurses is the last resort of
the lawmakers. If we can surmount corruption by ethical measures, such as bringing the case
before the Ethical Committee of the Chamber of Hungarian Health Care Professionals, it would
be the ideal solution of the case. In Hungary, we could see that declaring informal payments to
nurses unethical was not sufficient to eradicate this phenomenon. The Hungarian lawmakers
had to make a step forward and find a more serious way of legal sanctioning of the informal
payments and ex ante gift-givings.

”In addition to the informal payments, in Bulgaria, Hungary and Ukraine, respondents
also report that they brought goods for their last hospitalization at the medical staff’s request”
(Stepurko et al., 2017, p. 454). This statement is based on data collected in 2010-2011. The
phenomenon hardly survived in COVID-19 care because COVID-19 patients could bring only
a limited amount of goods, if any. In general COVID-19 care, the patients could bring some
goods with them, though, it usually did not last until the end of their hospitalization. In intensive
COVID-19 care, patients had no opportunity to bring any goods with them. The families of the
COVID-19 patients were not allowed to get in physical contact with the patients. The family
members could not informally pay to the nurses and other health professionals. Before the
augmentation of the healthcare salaries, it meant a loss of revenue for the physicians. The nurses
suffered this loss of informal revenue after 2021 as well, although, they got extra money from
the state budget, the right to travel free of charge by public transport and 10 days of extra paid
leave per year.

The COVID-19 pandemic brought deep social problems to the surface. One of these
problems was the low pay in health care. Those who saved the lives of COVID-19 patients
could not remain without a proper remuneration. The physicians’ salaries were greatly

augmented, however, the nurses’ salaries were not increased in a similar measure. Nevertheless,
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the ethical behavior could help nurses surmount the financial difficulties. Day et al. are of the
following opinion: ”Medical professionals are urged to ask themselves questions about the
motivations of patients in giving gifts, necessitating a degree of interpretation that cannot be
encoded in policies” (Day et al., 2020, p. 2307). Similar questions should arise in Hungarian
nurses too before accepting any gifts. The grateful heart of the patient should not be disputed at
first sight, however, when a nurse has more than a doubt that the patient gives a gift with an
illegal purpose, the nurse ought to refuse this gift, even if it falls within the new Hungarian legal
limits. The moral cleanliness of the nurses precedes a merely legal approach to gift-giving. The
moral cleanliness of the Hungarian nurses is a precious value that characterizes a whole
country’s health care ethics.

Regarding the advantages of the changes brought about by the COVID-19 pandemic, it
is noticeable that telemedicine came forth in health care (Julesz, 2020; Julesz 2022). The
telemedicine does not give opportunity to the patients to give and to the nurses to accept
informal payments or gifts. This consequence of the pandemic will hopefully be maintained
after the pandemic too.

The experiences of the latest months show that the new regulation changed the tools of
corruption in health care and the physicians almost always cooperate with or involve the nurses
when asking informal payment from the patients.

The limitations of our research are that only inpatient ward nurses participated in the

research, not other professionals (e.g. physiotherapists, laboratory assistants, X-ray assistants).
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6.Conclusions

From 2021, accepting and offering informal payments in Hungarian healthcare has been
outlawed and punishable pursuant to the Hungarian Criminal Code. Only gifts of small value
may be legally accepted after care.

Even if the nurses know what they are permitted to accept and what they are not, not all
laic patients know about the prohibition by law. However, the principle of “ignorance of law
excuses no one” still applies to them.

Our results suggest that Hungarian nurses by and large follow the new regulations and
thus respect the patients’ right to human dignity. Most nurses know about the legal ban on
informal patient payments, since they answered that they refused cash because it constituted a
crime and/or because the Act on Health forbids it. The ethical argument to refuse informal
patient payments is also relevant among the nurses.

Among others, this thesis displays the attitude of Hungarian nurses involved in COVID-
19 healthcare toward accepting or refusing informal patient payments and gifts. As compared
to our results of 2020 in non-COVID care, the sum of offered but refused cash augmented in
2021 in non-COVID care. The cash offered by the patients and refused by the nurses was typical
in COVID-19 care. The term “refused cash” might allude to latent informal patient payments.

According to our results, the gift-giving is still present after the regulation changes of
2021, however, it is rarer in COVID-19 care than in non-COVID care. The ethically acceptable
small gifts are more typical than gifts of high value.

The accent on verbally thanking the nurses for their work has been fortified during the
years of COVID-19 pandemic, as shown by our results. It furnishes the nurses with a
psychological comfort feeling which has a huge impact on their working morale. Nevertheless,
the argument of a patient’s vulnerability rarely emerged among the reasons why Hungarian
nurses refused informal patient payments in COVID-19 care. The latter phenomenon is
alarming. Their illegality is the main motivation.

Slovenia and the Czech Republic made great advances in eradicating corrupt payments
in health care. Many other post-communist countries also tried to stand up against corruption
in health care, however, with less success. The examples of Slovenia and the Czech Republic
cannot be directly imitated in Hungary. The informal patient payments and excessive or ex ante

gifts have been concomitant with the Hungarian social and legal culture for long.
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Many of the post-communist countries have tried to stand up against corruption in health
care, though, with little success. The new Hungarian legislation on informal patient payments
is one of the greatest legislative attempts and it is too early to draw final consequences from an
introductory period.

The eradication of corrupt payments in healthcare might lead to patients going to private
healthcare instead of public healthcare. The waiting list in private healthcare have become
longer than before the elimination of gratitude payments. In Hungary, most patients are entitled
to social security, although, many of them opt for private healthcare where they may pay legally
for an otherwise free of charge healthcare service. A great number of nurses went to the private
healthcare because of the higher salaries. It is not necessarily a negative outcome. It might mean
the restructuring of the healthcare sector. In the near future, the accent might be put on the
private healthcare. According to Sec. 138/A Para. (3) of the Hungarian Act on Health, informal
payments and excessive gift-givings are forbidden not only in the public, but also in the private
healthcare. The fees of a private clinic are set up according to the rules of a free market
economy, so the patients do not really feel motivated to give more money than necessary.

The technical development in health care has put the telemedicine in relief during the
COVID-19 pandemic. The technical development, mainly the telemedicine, is also a factor that
excludes illegal practices, such as, e.g., the offering and acceptance of informal payments or
gifts. The COVID-19 pandemic per se reduced the opportunity to give and accept informal
patient payments and gifts. The pandemic brought about other sorts of corruption; such as, e.g.,
falsification of immunization certificates for bribes.

A significant pay rise for nurses is needed in the health care system. Even if everyone
seems to know the prohibition of informal payments and ex ante gift-givings, though in a
diminished measure, this phenomenon is still present among nurses. In nursing education, the
communication skills should, inter alia, more focus on how to refuse informal patient payments
in a polite way. The patients should not be hurt by the refusal, a fortiori, it is the nurses’ task to
make the patients understand that ex ante gifts and informal payments have no room in the
Hungarian health care system. The nurses have to apply the laws relating to them, so it is
important that they learn and refresh both their professional and legal knowledges. At first sight,
this task of the nurses is too hard and is opposed to their low educational level. In Hungary, the
nurses are accustomed to receive coffee and candies, this tradition originating from the
communist health care system before the 1990s.

The informal payments and gifts going to nurses in Hungary have not been in depth

similarly analyzed previously to our research. Our results give a view of the new tendencies
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detectable in the acceptance of informal payments. This phenomenon is to be further

researched.
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7.New findings

1. According to our results, almost all nurses are in knowledge of the new regulation
related to informal patient payments in Hungary.

2. The informal patient payment has not wholly vanished from the Hungarian health
care system despite the legislative measures in effect from January 1%, 2021. In a
latent form, it seems to survive in a certain measure, as shown by the refused
informal patient payments.

3. The Hungarian nurses’ attitude regarding informal patient payments is largely based
on the standards of ethical conduct. Many Hungarian nurses respect the criminal as
well as the ethical prohibition of informal payments.

4. The legally allowed form of gift-giving is still present among nurses, though, not in
a corrupt way.

5. The legally acceptable ex post gifts not exceeding Ft10,000 represent a compromise
in order to leave room for patients to express their true gratitude.

6. The psychological factor exerts an important effect on the nurses’ professional
behavior, as reflected by the role of “Thank you!”.

7. It is worrisome that the argument of the patient’s vulnerability rarely emerged
among the reasons why Hungarian nurses refused informal patient payments in
COVID-19 care.

8. While, by and large, the answers of nurses working in surgical care, internal medical
care and pediatric care show heterogeneity both in the 1%t and 2" studies, the answers

of nurses in COVID-19 care are rather homogeneous.
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a magyar egészseégiigyi szakdolgozok
korében

Julesz Maté dr. = Kereszty Eva Margit dr.

Szegedi Tudomanyegyetem, Altalanos Orvostudoményi Kar, Igazsagiigyi Orvostani Intézet, Szeged

Bevezetés: Magyarorszagon 2021. janudr 1-jét6l a hdlapénz minden formdjinak adasa és elfogaddsa biincselekmény,
kivéve a legfoljebb a minimalbér 5%-at (8370 forintot) elérd ajaindékot. Mig a tilalmat az orvosok esetében jelentds
béremelés kompenzilja, addig a szakdolgozok korabban is kevéssé vizsgalt hilapénzjuttatdsinak helyzetére és meg-
valtozasira vonatkozoéan alig vannak adatok.

Célkitiizés: A szakdolgozéi hdlapénz 2020 végi kiinduld helyzetének feltirdsa és az 4j jogszabdlyi el8irdsok becstilhe-
t6 hatdsainak vizsgalata a szakdolgozok dltal nydjtott informacié alapjan.

Modszer: 2020 8szén 167 egészségligyi szakdolgozd kérdbives felmérése tortént meg a Szegedi Tudomanyegyetem
Szent-Gyorgyi Albert Klinikai Kézpontjaban a halapénzadas motivicidinak, formdinak és kortilményeinek, valamint
osszegének megismerése érdekében. Az eredményeket elsGsorban leird statisztikai formaban elemeztiik, kiilonos te-
kintettel a mdtéti, a belgyogyaszati és a gyermekgyogyaszati szakteriiletek kozott mutatkozo kiilonbségekre; és 0sz-
szevetettiik az 4j torvény hatdsara virhat6 valtozasokkal.

Eredmények: A 167 vilaszaddbdl 93-an mitéti/operativ teriileten, 54-en belgyogydszati jellegt tertileten, 18-an pe-
dig a gyermek/ifjasagi ellitisban dolgoznak. Mindegyik szakteriileten megjelent a hdla mellett a korrupcids céla
juttatds, de ezzel és a hilapénzjelenséggel legkevésbé a gyermekgyodgyaszati teriilet volt érintett. A nagyobb értékd
ajandék ritka, de a kisebb értékd rendszeresen alkalmazott juttatds. Egy hét benntartézkodas esetén a vilaszadok at-
lagosan 10 851 forintot (36 USD) kaptak hilapénzként, mig egy-egy alkalommal 5326 forintot (18 USD). Az 8sz-
szegek — hasonlban az orvosi hdlapénzhez — jelentss eltérést mutattak az egyes tertiletek kozott, a miitéti szakmakban
pedig meghaladtik az 4j torvényi korldtot. A magdnellatisban kapott hilapénz kisebb arinyt, a munkahelyen kiviil
atadott juttatds pedig kifejezetten ritka.

Kovetkeztetés: A korrupcids célt halapénz az egészségiigyi szakdolgozéi szféraban ugyan jelen van, de nem jellemzd.
A szakdolgozoknak juttatott hilapénz biintetSjogi szankcionalasit nem kompenzilja az orvosokéhoz hasonld bér-
emelés. A pénzbeli juttatds ajandéktargy formdjiban torténd juttatisa minden teriileten jelent veszteséget, a météti
tertileten az értékben kifejezett veszteség is jelentSsebb lehet. A biintetSeljirdsi fenyegetettség nem elegendd a ma-
gyarorszagi hilapénzrendszer megsziintetéséhez, tovabbi tirsadalompolitikai intézkedések sziikségesek az egészség-
tigyi dolgozdk és a betegek attitidjének megviltoztatisihoz.

Orv Hetil. 2021; 162(41): 1658-1668.

Kulcsszavak: halapénz, egészségiigyi szakdolgozok, ajandéktargy, korrupcio, Magyarorszag

The customs of acceptance of informal payments among Hungarian nurses

Introduction: In Hungary, since January 1st, 2021, the giving and acceptance of all forms of informal payments con-
stitute a crime, except for gifts of a value of no more than 5% of the minimal monthly salary. While in the case of
physicians, a pay rise compensates the loss of revenue, we hardly have data on the nurses’ attitude in relation to the
acceptance of informal payments.

Objective: We intend to uncover the situation of informal payments at the end of 2020 and to examine the effects of
the new legal regulation, based on information from nurses.

Method: In the fall of 2020, we questioned 167 nurses in the Albert Szent-Gyorgyi Health Center of the University
of Szeged, Hungary, in order to highlight the motivations, forms, circumstances, and sums of informal payments. We
analyzed the results by means of descriptive statistical methods, with special regard to the differences among surgical,
internal medical and pediatric fields. We analyzed the results with a view to the new legal regulations.

Results: Out of 167 respondents, 93 work in operative field, 54 in internal medical care, and 18 in pediatric care.
Besides gratitude, corruption appeared in all the three fields, however, pediatric care was the least touched by corrup-
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tion. Gifts of a higher value are rare, however, small gifts are common. The respondents received 10 851 HUF (i.e.,
36 USD) as informal payment from in-patients after one week, while, occasionally, 5326 HUF (i.e., 18 USD). The
sums — similarly to informal payments to physicians — vary from field to field in healthcare. In the surgical field, the
sums surpassed the new legal limit. Informal payments are given in private healthcare more rarely than in public
healthcare. Informal payments given outside the workplace hardly ever occur.

Conclusion: The informal payment with the goal of corruption is present in the sphere of nurses, however, it is not
typical. The criminal sanctioning of informal payments to nurses is not compensated by a pay rise similar to that of
physicians. The fact that informal payments are substituted by gifts results in loss of revenue in all fields of healthcare,
however, this loss is the most salient in the surgical field. The criminal sanctioning is not sufficient to eliminate infor-
mal payments in Hungary; further socio-political measures are to be taken with the goal to change the attitude of

healthcare workers and patients.

Keywords: informal payment, nurses, gift, corruption, Hungary

Julesz M, Kereszty EM. [The customs of acceptance of informal payments among Hungarian nurses]. Orv Hetil.

2021; 162(41): 1658-1668.

(Beérkezett: 2021. februar 26.; elfogadva: 2021. 4prilis 10.)

Roviditések

Btk. = Biintet6 torvénykonyv; COVID-19 = (coronavirus dis-
case 2019) koronavirus-betegség 2019; Eszjt. = az egészség-
tigyi szolgdalati jogviszonyrdl sz6l6 2020. évi C. torvény; Eiitv.
= az egészségligyrdl szolé 1997. évi CLIV. torvény; KSH =
Kozponti Statisztikai Hivatal; SZTE SZAKK = Szegedi Tudo-
madnyegyetem, Szent-Gyorgyi Albert Klinikai Kézpont

Magyarorszagon az egészségligyi szolgalati jogviszony-
ol 52616 2020. évi C. torvény (Eszjt.) hatalybalépésével
a Kuria kordbbi alldspontja mar nem lesz alkalmazhato.
A halapénzadis és a halapénz-elfogadds korrupcios biin-
cselekménynek mindsiil minden, eddig jogszertinek elfo-
gadott esetben is. A Bintet$ torvénykonyv (Btk.) 290.
§ (6) bek. értelmében aki egészségiigyi szolgaltatds nyuj-
tasaval Osszefiiggésben egészségiigyi dolgozonak, egész-
ségiigyben dolgozénak vagy ezekre tekintettel mdasnak
az egészségligyrdl szold torvényben meghatarozottak
szerint jogtalan elényt ad vagy igér, ha stlyosabb bln-
cselekmény nem valésul meg, vétség miatt egy évig ter-
jedd szabadsdgvesztéssel biintetendd. Az aktiv vesztege-
t6vé vald beteg és a passziv vesztegetésért felel§s orvos
kozti informalis kapcsolat eddigi szokdsai megvaltoznak.

A Kdaria emlitett hatdrozata (Bhar.III.6/2015.) egy
biintetStigyben kifejtette: ,,Halapénz az a juttatas, ame-
lyet az egészségiigyi szolgdltatds igénybevételét kovets-
en a beteg vagy hozzatartozoja hilja, koszonete jeléiil a
szolgaltatisban kozremikods egészségiigyi dolgozoénak
nyajt. EbbdI viszont egyértelmien kovetkezik, hogy az
elére adott elény nem halapénz, és az sem, amelyet a
beteg nem sajit elhatirozdsibodl, nem onként szolgaltat.
A Kért és ennek eredményeként kapott juttatds tehat
nem sorolhaté a halapénz kategoriajaba. Kérés alatt ér-
tendd pedig minden olyan magatartas — igy a célozgatis,
a szokdsokra torténd figyelemfelhivis stb. is —, amely az
onkéntességet, s ennek folytin a juttatds hilapénz jelle-
gét kizarja.”

Az 10j torvény a Btk.-ban foglalt fenyegetettség aldl
csak szlik korben ad felmentést, bizonyos esetekben a kis
értékd ajandék adasat és elfogadasat lehetové teszi. Mig
a kozszolgaltato egészségiigyben dolgozd orvosok jelen-
tosen emelkedd illetménye okafogyotta teszi a betegtdl
elfogadott kiilon juttatast, addig a szakdolgozok eseté-
ben a jovedelmi poziciok valtozatlanul hagyasa mellett
érvényesiil az §j tilalom. A torvény egészét illetGen érvé-
nyesiil, hogy az egészségiigyi szakdolgozok esetén a ko-
telezettségek /szigoritisok nének, mig az ellentételezés
nem.

Az egészségiigyi torvény (Eiitv.) Gjonnan beillesztett
138 /A §-a értelmében az egészségiigyi dolgozo vagy az
egészségligyben dolgozo a szolgiltatis nydjtasat kovets-
en egy alkalommal elfogadhat a beteg vagy rd tekintettel
mads altal ajindékként adott olyan targyat, amelynek érté-
ke nem haladja meg a mindenkori minimalbér havi sz-
szegének 5%-at (egyszeri, befejezett ellitds). Az egész-
ségligyi dolgozd vagy az egészségiigyben dolgozd a
folyamatos benntartézkodds mellett végzett, hosszi ide-
ig tartd egészségligyi szolgaltatds nyujtasa soran kétha-
vonta egy alkalommal elfogadhat a beteg vagy ra tekin-
tettel més altal ajandékként adott olyan targyat, amelynek
értéke nem haladja meg a mindenkori minimdlbér havi
osszegének 5%-at (kronikus ellitds). Ez az 6sszeg 2021-
ben 8370 Ft-ot jelent.

A hilapénz-szakirodalom a magyarorszigi helyzet
vizsgalatakor altalaban az orvosok, az egyes orvosi szak-
teriiletek pozicidjat vizsgalja, illetve a jelenség makro-
gazdasigi Osszefliggéseit elemzi. A szakdolgozodkra
vonatkozo6 kutatdsok és elemzések alig talilhatok. Vizs-
gilatunknak nem volt tirgya a korabban sziiletett tanul-
ményok elemzése, kizirélag egy eddig nem vagy kevéssé
vizsgdlt teriilet feltirdsira fokuszaltunk. A jelen munka-
ban a ,,névérhalapénz” hazai és nemzetkozi — elsGsorban
posztkommunista orszagokban megfigyelhetd — helyze-
tét, jogi megitélését vizsgaljuk.
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2014-ben a KSH adatai szerint a legnagyobb Osszeget
a koérhazi orvosok kaptak (4,1 milliard forint), utana ko-
vetkeztek a hazi- és szakorvosok (2,5 millidrd), a fogor-
vosok (1,1 millidrd), végiil az apoldk, orvosi assziszten-
sck, m@it8sok (508 millié). Az alkalmankénti legkisebb
Osszeg az dpoldknak, orvosi asszisztenseknek, mitSsok-
nek jutott: atlagosan 2000 forint volt, ami az 6sszes ha-
lapénztomegen beliil enyhén novekvs ardnyt mutatott
2010-et kovetSen (5,8%-r6l 6,1%-ra) [1].

A sziilészeti tevékenység sajatos helyet foglal el a héla-
pénz viligiban. Az elmult években elterjedt a fogadott/
valasztott sziilészng (sziilészeti szakdolgozd) kozremi-
kodése a valasztott orvos mellett. Blogok és kozéleti in-
terjuk alapjan az érintett betegek beszamoldi szerint a
f6évarosban 30 000-50 000 Ft, a Dundntalon 20 000—
40 000 Ft a fogadott sziilésznbi ,,tarifa”.

Antal és Baba a romdaniai hilapénzadds kapcsin, egy
2017-2018-ban egészségiigyi dolgozoék korében vég-
zett felmérés eredményeként arra a kovetkeztetésre ju-
tottak, hogy a valaszadé egészségiigyi dolgozok mintegy
hdromnegyede jelentds — 100%-o0s vagy annal nagyobb
mértékid — béremelés esetén volna hajland6 lemondani a
halapénzrdl. Ugyanakkor a szerz6k ramutattak, hogy a
hidlapénzadas gyakorlata a kommunizmus idején alakult
ki, és ez a gyakorlat immanensen jelen van a mai Roma-
niaban is [2].

Zandian és szerzotarsni 2019-ben arra a kovetkezte-
tésre jutottak, hogy nincs univerzalis megoldds a hdla-
pénz problémdjara. A konkrét dllamban mkods egész-
ségiigyi finanszirozdsi formatdl fiigg, hogy milyen
megoldas lehet helyben hatékony. Ilyen megoldas lehet
példaul a halapénz informalisbol formalissa tétele vagy az
egészségiigyben dolgozok dllam altali anyagi timogatasa
is [3]. Horodnic és szerzitarsas 2018-ban a szomszédos
Roméniaban foly6 egészségiigyi hilapénzadas gyakorla-
tit elemezve arra a kovetkeztetésre jutottak, hogy héla-
pénzt adni megszokott jelenség, biar a korrupcidra
egyébként hajlamosabb betegek, valamint a vidéken élGk
nagyobb arinyban adnak halapénzt vagy nagy értékd
ajandékot az egészségiigyi szolgaltatisért, mint a tobbi
péaciens [4].

Avrsenijevic és mtsai 2015-ben a Szerbidban folyé hala-
pénzadas gyakorlatira hivtdk fel a figyelmet. A valasz-
adoknak csak 5,7%-a szamolt be arrdl, hogy illegilisan
halapénzt adott az egészségligyi ellatasaval Osszefiiggés-
ben. Sokkal tobben vallottik azt, hogy torvényesen fizet-
tek: példaul hospitalizacidjuk alkalmaval az egészségiigyi
vagy higiéniai termékekért [5]. Radin 2013-ban a Hor-
vatorszagban foly6 egészségligyi hilapénzadasi gyakorlat
visszassagaira mutatott rd. A szerz6 kiemelte, hogy az
egészségiigyben tapasztalhatd korrupcio az orszag kom-
munista mualtjabol szarmazé 6rokség. A korrupcid ero-
ddlja az egészségiigyi szektor hatékonysagat, és tobblet-
koltségeket okoz [6].

A hélapénzadas posztkommunista jellegét htiztak ala
litvaniai szerz6k, amikor arrdl szamoltak be, hogy a volt
szovjet tagkoztirsasigban, Litvanidban teljesen termé-
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szetesnek ting gyakorlat, hogy a betegek halapénzt (va-
l6jaban vesztegetési pénzt) fizetnek azért, hogy idejében
sorra kertiljenek az orvosnal, valamint hogy jobb min6-
ségl ellatisban részesiljenek. A litvaniai szerz8k ered-
ményei arra engednek kovetkeztetni, hogy a litvaniai la-
kossag val6éjaban nem is szeretné legdlissi tenni a
hélapénzadast. Litvinidban ugyan van allam altal finan-
szirozott egészségiigyi ellitérendszer, de az egészség-
tigyben dolgozok alacsony bérezése itt is sziikségessé
teszi a halapénzadast [7].

A hélapénzt Magyarorszigon az alacsony egészség-
tigyi bérek kompenzalasara vagy kivaltsagok elérése célja-
bél adjik, és a betegek is érzik ennek korrupcids jellegét
[8]. A kiviltsigok eléréséhez kulcsszereplS lehet az
egészségiigyi szakdolgozo, aki példiul elébbre adhat
idépontot a paciensnek, vagy példaul valamely komfort-
emel$ szolgaltatast nyajthat. Az orvosnak adott hala-
pénz nagyobb Osszegl, mint az egészségligyi szakdolgo-
zonak adott hilapénz, de sokszor az utébbival lehet
ténylegesen elérni valamely privilégiumot. Eppen ezért
az egészségligyi szakdolgozokat is érzékenyen érinti a
hélapénz- és ajandékrendszer atalakitdsa.

Két svédorszagi kutatd, Holmbery és Rothstein, arra a
kovetkeztetésre jutott, hogy mig a szegényebb orszi-
gokban a lakossig tobb mint 80%-a talilkozott mar a
hilapénz problémdjaval, a gazdagabb orszigok egész-
ségiigye is mutat diszfunkcionalitist. A gazdagabb orsza-
gokban olyan tipust hdalapénzadist, mint példiul a
posztkommunista allamokban, nem latunk, de a tal-
szamldzas és mas jogellenes gyakorlatok a tehet&sebb
orszagok egészségiigyére is rainyomjik a bélyegiiket [9].

Williams és Horodnic 2018-ban arra a posztkommu-
nista orszagokbeli jelenségre hivtik fel a figyelmet, hogy
a hdlapénz mint informadlis jelenség a jog dltal szabdlyo-
zott intézmények diszfunkcionalis miikodésébdl ered. A
kozép- és kelet-eurdpai orszagokban a halapénz erre az
aszimmetrikus miikodésre vezethetd vissza [10].

Baldzs Péter 2019-ben az Orvosi Hetilnpban igy fogal-
mazott: ,Minden kozfinanszirozdsi modelliinket kiil-
foldrél masoltuk, majd kovetkezetesen figyelmen kiviil
hagytuk, hogy az eredeti rendszereket nem lehet tetszés
szerint manipulalni. Kovetkezetesen elkovettiik a kozos
blnt, hogy gitlastalanul alacsony szinten szdmoltunk az
orvosi munkadijakkal, és ellenségesen viselkedtiink a ma-
ganfinanszirozassal szemben” [11].

A Magyar Egészségiigyi Szakdolgozéi Kamara Etikai
Koédexe kimondja: ,,Az egészségiigyi szakdolgozo hala-
pénzt nem kérhet, és nem tanasithat olyan rautal6 maga-
tartast, amely halapénz irdnti igényt fejez ki. Az etikai
normak kiilonosen stlyos megsértésének mindsiil, ha az
egészségligyi szakdolgoz6 barmilyen anyagi vagy nem
anyagi eredetd juttatast kér, vagy erre utalé6 magatartast
tanusit a siirgdsségi betegellatds sordn, haldokld beteg
ellatdsa sordn, egészségiigyi dolgozo ellitisa sorin, és
minden olyan esetben, amikor az egészségiigyi ellatas-
hoz valé hozziférés korlatozott. Az egészségiigyi szak-
dolgozok egymast6l nem fogadhatnak el halapénzt.”

2021 m 162. évfolyam, 41. szam
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Moébdszer

2020 6szén, a COVID-19-jarvany masodik hulliméanak
idején [12]az SZTE SZAKK egészségiigyi szakdolgozo-
it kérdeztiitk meg a halapénzzel kapcsolatos, kdzelmalt-
beli (az elmult 6t évben tapasztalt) szokasaikrol egy kér-
doiv segitségével. A kitoltés idején még nem fogadta el
az Orszaggytilés az Eszjt.-t, ennek a halapénzt érint§
rendelkezéseirdl tervek, informdciok sem voltak ismer-
tek. A kitoltés anonim és teljes mértékben onkéntes volt.
A szakdolgozok a miitéti /operativ, a belgyogyaszati vagy
a gyermek/ifjusdgi teriileten dolgoznak, szindékosan
nem vontunk be sziilészeti dolgozdkat.

A kérdések a hilapénzadas motivaciéjat, formdjit és az
dtadasi helyzetet vizsgaltak, mindegyik kérdéscsoportnil
a valaszadonak gyakorisagi besorolast kellett kivilasztani.
Az egy ellatasi esemény alkalmaval adott hilapénzossze-
get, illetve az egy hét bennfekvést/dpolist kovetGen
adott 6sszeget a valaszadok ezres kerekitéssel, szabad va-
laszként adtak meg.

A valaszokat Osszességében és a szaktertileti csoporto-
sitdsnak megfelelen dolgoztuk fel, a halapénzosszegek
tekintetében dtlag-, szoérds- és varianciaszamitast végez-
tiink.

Tekintettel a mintaszamra, az eredményeket elsGdle-
gesen a valaszadok szamaval jellemeztiik, a tipikus maga-
tartdsok meghatarozasaval, a szazalékos aranyokat els6d-
legesen a trendek demonstrilisira mutatjuk be. Az
eredményeket tiblizatba foglaltuk, illetve grafikus dbra-
zolast alkalmaztunk.

A kérd6iv harom f6 részre tagozddott:

(1) A halapénzadas okai (motiviciok).

(2) A halapénz formdi (a beteg vagy hozzatartozodja a
halajat hogyan fejezte ki?).

(3) A halapénzt milyen helyzetben adtak?

(1) A halapénzadas okai (motivaciok):

a) Koszonetnyilvanitasként. (Az egészségligyi szolgal-
tatas befejezése utdn, Gszinte halabol adtak?)

b) A soronkiviiliség elérése céljabol. (Azért adtik,
hogy elébb jussanak egészségiigyi szolgiltatishoz; hogy
hamarabb vagy soron kiviil kertiljenek ellatasra, elébbre
kertiljenek a varélistan?)

¢) A szakértelem elismeréseként. (Azért adtik, hogy
tapasztalt egészségiigyi szakdolgozo végezze a beavatko-
Z4st?)

d) Privilégium szerzése. (Azért adtik, hogy [a kotele-
z6nél] gyakrabban cseréljék az dgynemitit, vagy jobb étel,
nagyobb komfort, kiilon szolgaltatasok [példdul tv, in-
ternet] elérése érdekében adtik?)

¢) Kivételezés. (Azért adtik, hogy a beteg javara az
intézményi szabalyoktdl eltérjenek? Példaul a litogatasi
id6n tal is fogadhassanak latogatot?)

f) Valamely, jog szerint egyébként is jir6é jogosultsig
tényleges elérése érdekében. (Azért adtik, hogy a gya-
korlatban nem érvényesiil6 elGirdsok szerint kapjik a
szolgaltatast, példaul egész nap a Gyermekklinikan 1évg
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gyermekiikkel lehessenek, tudjanak a kezel6orvossal be-
sz€Ini, stb.?)

4) A beteg elhunyta utdn a hozzitartozé adta, amiért
nem neki kellett a haldoklas/halal id&szakiban gondos-
kodnia a betegrdl. (Azért adta a hozzatartozé, hogy 6n-
non lelkiismeretét megnyugtassa, vagy a halottkezelés/
temetkezés koltségeinek velejardjaként tekintette?)

) Utasitott-e vissza halapénzt?

(2) A halapénz formii (a beteg vagy hozzatartozdja a
halajat hogyan fejezte ki?):

@) SzOban vagy irisban megkoszonte.

) Kisebb értékd targyi ajindékot adott (példaul édes-
ség, virag, hazi készitést szbttes, csemegekosir stb.).

¢) Nagyobb értékd targyi ajandékot adott (példaul
utazasi utalviny, nemesfém ékszer, értékes mtitargy stb.).

d) Kisebb 6sszegii készpénzt (nem tobb mint 5 ezer
forintot) adott.

¢) Nagyobb 0sszegii készpénzt (tobb mint 5 ezer fo-
rintot) adott.

/) Felajanlotta a tarsadalmi-szakmai kapcsolatait (pél-
ddul tanirként korrepetalast).

) Tapasztalatai szerint mekkora 6sszeget/értéket jut-
tat a beteg/hozzitartozo (egy hét benntartdzkodds ese-
tén, illetve egy-egy alkalommal)?

(3) A halapénzt milyen helyzetben adtak?

a) Munkaidében.

&) Ugyeleti id6ben.

¢) Miésodéllisban a maginegészségiligyben (példaul
maganklinikin).

d) Otthondban, maganéletében felkeresve vagy ide
kiildve (példaul virdgcsokrot, ajindékkosarat).

A gyakorisig minden kérdés esetében 1-t6l 5 fokig
terjed:
— soha (1),
— évente egyszer (2),
— havonta egyszer (3),
— hetente egyszer (4),
— gyakrabban, mint hetente egyszer (5).
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1. tablazat | A hilapénzadds motivacioi

EREDETI KOZLEMENY

Miitéti/operativ munkahely (n = 93)

1.M téblazat

A hélapénzadds okai (motiviciok) =l = =3 =4 =5
a) Koszonetnyilvanitasként 1 51 29 10
b) Soronkiviiliség elérése céljabol 3 29 3 16 10
¢) A szakértelem elismeréseként (Azért adtdk, hogy tapasztalt egészségiigyi szakdolgozo végezze a 12 41 16 17 7

beavatkozast?)
d) DPrivilégium szerzése 37 19 206 6 5
¢) Kivételezés 41 31 13 3
f) Valamely, jog szerint egyébként is jir6 jogosultsig tényleges elérése érdekében 59 25 4 5 0
4) A beteg elhunyta utdn a hozzatartozé adta, amiért nem neki kellett a haldoklds /haldl idGszakaban 15 7 55 16 0

gondoskodnia a betegrél

h)  Utasitott-e vissza halapénzt?

20 9 45 12 7

Belgyogyaszati jellegli munkahely (n = 54)

1.B tibldzat

a) Koszonetnyilvanitasként

b)  Soronkiviiliség elérése céljabol

¢) A szakértelem elismeréseként (Azért adtik, hogy tapasztalt egészségiigyi szakdolgozé végezze a 0o 19 23 9
beavatkozast?)

d) Privilégium szerzése 2 20 27 5

¢) Kivételezés 3 11 21 12 7

f)  Valamely, jog szerint egyébként is jard jogosultsig tényleges elérése érdekében 10 15 21 4 4

4) A beteg elhunyta utdn a hozzdtartozé adta, amiért nem neki kellett a haldoklds /halal id6szakdban 4 18 24 7 1

gondoskodnia a betegrél

b)  Utasitott-¢ vissza halapénzt?

11 16 20 5 2

Gyermek /ifjasagi ellatas (n = 18)

1.GY tdbldzat

a) Koszonetnyilvianitisként 0 11 3
b) Soronkiviiliség elérése céljabol 6 4 0
¢) A szakértelem elismeréseként (Azért adtak, hogy tapasztalt egészségiigyi szakdolgozo végezze a 9 6 2 1 0

beavatkozast?)

d) Privilégium szerzése 3 8 2 0
e) Kivételezés 4 4 2 1
f) Valamely, jog szerint egyébként is jird jogosultsig tényleges elérése érdekében 10 3 3 0 2
2) A beteg elhunyta utdn a hozzitartoz6 adta, amiért nem neki kellett a haldoklds /haldl idGszakdban 11 6 1 0 0

gondoskodnia a betegrdl

k) Utasitott-e vissza hilapénzt?

1 = soha

2 = évente egyszer

3 = havonta egyszer

4 = hetente egyszer

5 = gyakrabban, mint hetente egyszer

Eredmények

167 kérdéivet kaptunk vissza a valaszadéktol. Néhany
megyvilaszolatlanul maradt kérdés el6fordult a kérd6-
ivekben, de Osszességében véve jol értékelhetd, teljesko-
rien kitoltott adatlapokat kaptunk. A beérkezett vila-
szokbol nem kertilt kizarasra kérd6iv.

56 férfi és 109 ndi valaszadot azonositottunk, szak-

macsoportos megoszlasukat az 1. 4brdn mutatjuk be. Az

1-2. tablizatr szakmacsoport szerinti bontdsban tartal-
mazza a beérkezett valaszokat.

A teljes mintdra vonatkozbdan az egészségiigyi szakdol-
gozok fele allitotta, hogy havonta egyszer, mig egyhar-
mada vallotta, hogy hetente egyszer kapta a halapénzt
koszonetnyilvanitasként, az egészségligyi szolgaltatas
befejezése utin, Gszinte halabol.

A vialaszadok 43%-a vélte gy, hogy havonta egyszer
fordult el8, hogy soronkiviiliség elérése céljabél, azért
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2. tablazat | A hilapénz formdi és sszege

2.M téblazat

Miitéti /operativ munkahely (n = 93)

EREDETI KOZLEMENY

A hélapénz formai =1 =2 =3 =4 =5
a) Koszonet szoban vagy irasban 8 12 58 13 1
b) Kisebb értékd targyi ajindék (példaul édesség, virdg, hazi 1 0 15 69 7
készitésii szGttes, csemegekosar stb.)
¢) Nagyobb értéki targyi ajaindék (példaul utazasi utalvany, 6 23 47 14 2
nemesfém ékszer, értékes mitargy stb.)
d) Kisebb 6sszegii készpénz (nem tobb mint 5 ezer forint) 2 2 28 51 9
¢) Nagyobb 6sszegii készpénz (tobb mint 5 ezer forint) 28 47 13
f)  Tarsadalmi-szakmai kapcsolatok felajanldsa (példdul tandrként 57 30 5 0 0
korrepetalas)
Atlag Szo6ris Variancia
s) Tapasztalatai szerint mekkora 6sszeget/értéket juttat a beteg/ 12 390 6269 39 302 620
hozzatartozé — egy hét benntartézkodds esetén (HUF)?
Tapasztalatai szerint mekkora osszeget/értéket juttat a beteg/ 6244 3578 12 803 975
hozzitartoz6 — egy-egy alkalommal (HUF)?
Belgyogydszati jellegli munkahely (n = 54)
2.B tablazat
A hélapénz formai =1 =2 =3 =4 =5
a) Koszonet szoban vagy ifrasban 3 4 24 14
b) Kisebb értékd targyi ajandék (példaul édesség, virdg, hazi 0 0 12 39 2
készitésl sz6ttes, csemegekosdr stb.)
¢) Nagyobb értéki targyi ajaindék (példaul utazdisi utalvany, 6 15 30 2 0
nemestém ékszer, értékes mitargy stb.)
d) Kisebb 6sszegii készpénz (nem tobb mint 5 ezer forint) 5 1 14 29 4
¢) Nagyobb 6sszegii készpénz (tobb mint 5 ezer forint) 7 14 28 3 1
f) Tarsadalmi-szakmai kapcsolat felajanlasa (példdul tandrként 24 25 4 0
korrepetalas)
Atlag Sz6ris Variancia
y) Tapasztalatai szerint mekkora Osszeget/értéket juttat a beteg/ 8917 3389 11482 270
hozzatartozé — egy hét benntartézkodds esetén (HUF)?
Tapasztalatai szerint mekkora 6sszeget/értéket juttat a beteg/ 4 146 1 688 2 850 621
hozzitartoz6 — egy-egy alkalommal (HUF)?
Gyermek /ifjusigi ellatds (n = 18)
2.GY tablazat
A hélapénz formai =l =2 =43 = =5
a) Koszonet szoban vagy irisban 0 5 13 0
b) Kisebb értékd targyi ajandék (példdul édesség, virdg, hazi 2 1 5 10
készitési szGttes, csemegekosar stb.)
¢) Nagyobb értéki targyi ajaindék (példdul utazdsi utalviny, 11 7 0 0 0
nemesfém ¢kszer, értékes mitargy stb.)
d) Kisebb 6sszegli készpénz (nem tobb mint 5 ezer forint) 8 7
¢) Nagyobb 6sszegii készpénz (tobb mint 5 ezer forint) 14 4 0
f) Tarsadalmi-szakmai kapcsolat felajanlasa (példdul tandrként 14 4 0
korrepetalas)
Atlag Sz6ris Variancia
y) Tapasztalatai szerint mekkora 6sszeget/értéket juttat a beteg/ 7 889 5011 25111111

hozzatartoz6 — egy hét benntartdézkodas esetén (HUF)?

Tapasztalatai szerint mekkora osszeget/értéket juttat a beteg/
hozzitartoz6 — egy-egy alkalommal (HUF)?

3778 2 635 6944 444

L
1 =soha; 2 = évente egyszer;

3 = havonta egyszer;

4 = hetente egyszer,

5 = gyakrabban, mint hetente egyszer
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adtdk a halapénzt, hogy elébb jussanak egészségiigyi
szolgiltatishoz; hogy hamarabb vagy soron kiviil kertil-
jenek ellatasra, el6bbre kertiljenek a vardlistan. A valasz-
adok 8%-a vallotta, hogy hetente tobbszor is kapott ilyen
célbdl halapénzt.

Az 6sszes valaszadd 40%-a szerint mindossze évente
egyszer fordult el6, hogy azért adtak nekik a halapénzt,
hogy tapasztalt egészségligyi szakdolgoz6 végezze a be-
avatkozast. Ez a miitét és belgydgyaszati teriileten azo-
nos aranyokat mutatott, a gyermekellaiték esetében ke-
vésbé gyakori volt.

A valaszadok 32%-a szerint havonta egyszer fordult
el6, hogy azért kaptak hilapénzt, hogy (a kotelezGnél)
gyakrabban cseréljék az agynemiit, vagy jobb étel, na-
gyobb komfort, kiilon szolgaltatasok (példaul tv, inter-
net) elérése érdekében. A valaszadok 25%-a szerint ilyen
soha nem fordult el6 a gyakorlatukban. Ellenben 20%-uk
szerint hetente egyszer el6fordult.

Az 6sszes vilaszad6 alig tobb mint 6,5%-a szerint he-
tente tobb mint egyszer azért kaptak hilapénzt, hogy a
beteg javara az intézményi szabdlyoktdl eltérjenek (pél-
ddul a latogatisi id6n tdl is fogadhassanak latogatét). A
vilaszadok 27,5%-a szerint ilyesmi évente egyszer fordult
elé, mig 31%-uk szerint soha. A privilégium megszerzése
és a kivételezés a mitéti szakmdknal a valaszadék mint-
egy 40%-dnak esetében, a gyermekgydgyaszati teriileten
mintegy 30%-uk szerint soha nem volt a halapénz addsi-
nak célja, mig a belgyogydszatban 5,5% szerint nem for-
dult el6 kivételezésért, de privilégium megszerzése érde-
kében mindegyik Dbelgydgyaszati teriileten dolgozé
valaszadé tapasztalt mar ilyet.

A vilaszad6 egészségiigyi szakdolgozoék csaknem fele
allitotta, hogy soha nem kapott halapénzt azért, hogy
valamely, jog szerint egyébként is jard jogosultsigot
ténylegesen elérhetévé tegyen. A valaszadok egynegyede
szerint csak évente egyszer fordult el6 ilyesmi. A valasz-
adok mindossze 3,5%-a tapasztalta, hogy hetente tobb
mint egyszer kapott ilyen célbdl halapénzt. Itt a belgyo-
gyaszati teriileten volt a leggyakoribb, mig a gyermekel-
latdsban a legritkabb a jelenség.

A valaszadok mintegy fele szerint havonta egyszer for-
dult el8, hogy a halapénzt a beteg elhunyta utdn a hoz-
zatartoz6 azért adta, amiért nem neki kellett a haldok-
las/halal idGszakaban gondoskodnia a betegrdl. Azért
adta a hozzitartozé, hogy 6nnon lelkiismeretét meg-
nyugtassa vagy a halottkezelés/temetkezés koltségeinek
velejardjanak tekintette. Hetente egyszer ilyesmi az
egészségiigyi szakdolgozok 13%-a szerint tortént. Mint-
egy 18%-uk szerint sohasem kaptak ilyen célbdl hala-
pénzt. A gyermekgyogyaszatban kifejezetten ritka ez a
motivicio, a masik két tertileten azonban — leginkabb
havi gyakorisaggal — elGfordul.

A vialaszadok 40%-a havonta egyszer szokott halapénzt
visszautasitani. A valaszadék 11%-a hetente tébb mint
egyszer utasit vissza hdlapénzt. A vilaszadék mintegy
12%-a hetente egyszer utasit vissza halapénzt. Ugyanak-
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kor a valaszad6 egészségiigyi dolgozok egyotdde soha-
sem utasitott vissza halapénzt (1. tablizat).

A vilaszadé egészségiigyi szakdolgozok 57%-a arrdl
szamolt be, hogy mindossze havonta egyszer fordult eld,
hogy a halat szébeli vagy irasbeli koszonettel fejezték ki
iranyukban. Mintegy 6,5%-uk szerint soha nem fordult
el6, hogy igy koszonték volna meg a munkajukat. Mint-
egy 5%-uk vallotta azt, hogy hetente t6bb mint egyszer
koszonték meg verbalisan a munkajukat.

A valaszadok 71%-a kap hetente egyszer kisebb értékd
targyi ajandékot a hila kifejezéseképpen. Mindhiarom te-
riileten a heti rendszeresség a legtipikusabb gyakorisag.
46%-uk kap havonta egyszer nagyobb értékd targyi ajan-
dékot, feleannyian pedig évente részesiilnek ilyenben.
A gyermekgyogydszati teriileten azonban a nagy értékd
ajandék kifejezetten ritka, évente legfeljebb egyszer ré-
szesiil ilyenben a vilaszadok 38%-a. Hetente tobbszor
kisebb értékid tirgyi ajandékot 5%-uk kap (gyermekelld-
tok egyaltalin nem), mig nagyobb értékdt hetente tobb-
szOr kizarolag a sebészeti tertileten dolgozok jeleztek.

Kisebb 6sszegii készpénzt (nem tobb mint 5 ezer fo-
rintot) a valaszadé egészségiigyi szakdolgozok mintegy
fele kap hetente egyszer. Hetente tobbszor 7,7%-uk kap.

Nagyobb 6sszegii készpénzt (tobb mint 5 ezer forin-
tot) havonta egyszer a vilaszad6k 45,5%-a szokott kapni.
14%-uk azt vallotta, hogy sohasem kapott ekkora 6ssze-
gl készpénzt. A gyermekgyogyaszatban a kisebb 6ssze-
gl készpénz is inkabb havi gyakorisiga, a nagyobb 0sz-
szeg kifejezetten ritkasig, még éves szinten is csak a
valaszadok egyotode tapasztalta. A sebészeti teriileten
ugyanakkor a vilaszadok fele havi szinten, tobb mint ne-
gyede évente, hetede (14%) heti szinten részesiilt ebben.
A belgyogyaszat mutatdi a havi és az éves gyakorisigot
tekintve a mitéti szakmakhoz hasonldak, de a gyakoribb
el6fordulas jelentGsen alacsonyabb ardanyt.

A valaszadok 58%-a szerint a paciens sohasem ajan-
lotta fel tarsadalmi-szakmai kapcsolatait. A valaszadok
35%-a tapasztalta, hogy évente egyszer tortént veliik
ilyen. A vélaszadok egyike sem adott szamot arrél, hogy
hetente egyszer vagy hetente tobbszor tortént volna vele
ilyesmi. A legkisebb arinyt itt is a gyermekgyodgydszat
képviseli, a legnagyobb ardnyban a belgyogyaszaton for-
dult el6.

Egy hét benntartézkodas esetén a vilaszadok dtlago-
san 10 851 forintot kaptak hilapénzként (a szérds 5606
forint), mig egy-egy alkalommal 5326 forintot (a széris
3159 forint). A szakteriileti megoszlis mindkét forma-
ban azonos tendenciit mutat (1. dbra). Az egyhetes
benntartézkodast kovetSen adott Gsszegek mutatnak je-
lent8s szoérast a mUtéti és a gyermekgyogyaszati teriile-
ten (2. tablazat).

A vilaszadok a leggyakrabban a munkahelyen, szokd-
sos munkaidében kapnak halapénzt, de a sebészeti és a
belgyogyaszati szakmak esetében az tgyeleti idGben
rendszeresen fordul el6 a hilapénz addsa. Osszességében
a vélaszadok 66%-a szaimolt be arrél, hogy hetente egy-
szer munkaidében kapott halapénzt, tigyeleti id6ben a
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valaszadoék 30%-a kapott hetente egyszer. 27,5%-uk
tgyeleti id6ben sohasem kapott halapénzt.

A valaszadok (masodallasban) a maginegészségiigy-
ben ritkdn, évente egyszer kapnak halapénzt, a sebészeti
teriileten fordul el§ elvétve havi gyakorisag.

Az egészségligyi szakdolgozék otthonukban, magan-
életiikben felkeresve vagy ide kiildve igen ritkan (a va-
laszadok 22%-a), évente egyszer kaptak halapénzt, ajan-
déktargyat. A gyermekgyogydszatban ez minddsszesen
egy esetben fordult eld.

Megbeszélés

Williams és mesai szerint a kelet-kozép-eurdpai poszt-
kommunista orszagok koziil Magyarorszigon, Lettor-
szigban, Litvanidban, Szlovakiiban, Bulgaridban ¢és
Romanidban a legjelentGsebb a hdlapénzadas az egész-
ségiigyben. Mig a nék inkiabb adnak halapénzt, mint a
férfiak, az alliskeresGk, valamint azok, akik korabban
rendszerint kifizették a szamlaikat, kisebb arinyban ad-
nak hélapénzt [13].

A magyarorszagi helyzetet jellemzi, hogy az elmult
években tobb gyakorlati 1épés is tortént az orvosi hala-
pénz megsziintetéséért. A rezidensek szamdra bevezetett
Markusovszky-0sztondijprogram  szerz&dési  feltétellé
tette a hdlapénz el nem fogaddsit, de ennek ellenGrzése
nem tortént meg. Ezzel parhuzamosan tobb orvosi civil
szervezet (példaul a Magyar Rezidens Szovetség), majd
a Magyar Orvosi Kamara is célul tiizte ki a halapénz
megsziintetését. Az ezzel kapcsolatos orvosiattitlid-vizs-
galatok is a halapénzjelenség elutasitasanak novekedését
mutatjak, kilondsen a fiatalabb orvosgeneraciok ko-
rében [14]. Minden esetben az érzékelhetd, hogy a je-
lent8s béremelést mint alapfeltételt kapcsoltik Ossze a
hilapénz megsziintetésével. A 2021. januar 1-jén hataly-
ba lépett Eszjt. szabdlyozdsa a szakdolgozok szdmara ezt
a feltételt nem teremtette meg, a szakdolgozdk évekre
szétteritett béremelési programja pedig az egészségiigyi
szakdolgozdk szamara a tarsadalmi pozicidjavulist nem
alapozta meg, igy a halapénz tilalma szdmukra akar jove-
delmi pozicidvesztéssel is jarhat.

Felméréstink kérdései alapjan elemezhetévé valt maga
a hdlapénz mint az 4j szabalyok szerinti korrupcios jelen-
ség, illetve a halapénz formai, tipusai, melyek koziil lega-
lisan csak kis értékd ajaindéktirgy adhaté 2021. janudr-
tol.

Az egészségligyi dolgozoknak informalisan adott pén-
zek osztilyozdsunk szerint a nemzetkozi szakirodalom
alapjan:

1) Halapénz
A koszonet kifejezése, 6nkéntes, de az egészségiigyi dol-
gozOk dltaldban elvirjak [15].

2) Nem hivatalos pénzfizetés (unofficial payment)
Nem hivatalos hozzdjarulds az egészségiigyi koltségek-
hez, valamint tobbletszolgaltatasért adott pénz. lllegilis,
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de az egészségiigyi rendszer mikodéséhez hozzatarto-
zik, igy nem biintetik [16].

3) Hongbao

Kindban megszokott pénzfizetés (piros boritékban) az
egészségiigyi dolgozd szivességéért. Legilis, igy nem
biintetik [17].

4) Ajiandék

Az egészségligyi dolgozd altal nem elvért, a hala Gszinte
kifejezésének szamitoé ajindék. Jogszert és erkolesos, igy
nem biintetendd [18].

5) Asztal alatt (pult alatt) fizetés (under-the-table pay-
ment)

Pénz dtaddsa, amelyet nem tiintetnek fel az adébevallas-
ban. Ha felderitik, akkor biintetik [19].

6) Vesztegetési pénz

Kotelességszegésért vagy befolyasolasi céllal nyajtott
vagy igért jogtalan el6ny. Bilincselekménynek mindsiil
[20].

Ezen hat kateg6riabdl jogi szempontbdl a vesztegetési
pénz és az ajandék érvényesiill Magyarorszagon a leg-
gyakrabban, és a kifizetések a beteg és az orvos egyiitt-
muikodésével sok esetben a Kuria altal korabban legalis-
nak elismert, utdlagosan fizetett halapénz formajiban
zajlanak. 2021. januar 1-je 6ta azon informdlis fizetés,
amely nem mindsiil 8370 forintot meg nem haladé érté-
ki ajindéktirgynak, vesztegetési pénznek mindsiil. Az
azt ad6 paciens vagy hozzatartozoéja aktiv vesztegetésért,
az azt elfogadd egészségiigyi dolgozd passziv vesztege-
tésért felel. Szakositott nyomozdé szerv (Nemzeti Védel-
mi Szolgalat, Korrupcitellenes FGosztily) felderitési fel-
adatdva tették a blincselekmények feltirdsat, amely szerv
—a sajtonak adott tajékoztatas szerint — kizardlag az elfo-
gado orvosokkal szemben fog eljarni.

A hilapénz koribban ismert jogfogalma ezzel meg-
szinik. Annak adojogi vonzata is kivezetésre keriilt a
jogszabalyokbdl, azaz a 2020-as ad6éévben kell utoljara
az erre nevesitetten feltiintetett sorba beirni a halapénz-
bevételt. Nem egyértelmd, hogy kell-e adot fizetni az
ajandék utan, mert az ajandék elfogaddsa egyébként adé-
koteles.

A szakdolgozok korében a hilapénz ugyanugy atszovi
az ellatérendszert, mint az orvosok korében, bar az egy
ellatéra jutd Osszeg nyilvan jelentGsen kisebb. Felméré-
stink szerint az alkalmanként adott dpoldi hdlapénz az
elmalt 7 év alatt a KSH altal mért értékhez [1] képest
1,5-6-szorosara novekedett. Az 6sszegszerliség vizsgala-
takor neheziti az apoldhelyzet megitélését, hogy mig az
orvos személyesen kapja a halapénzt, addig az dpoléknil
az osztilyos dpoldi kozosség tagjai kozotti felosztasrdl is
gyakran beszamolnak, azaz az egy fére jut6 halapénz ne-
hezebben kalkuldlhaté. Nyilvanval6, hogy a vilasztott/
fogadott sziilésznd esetében ez a csoporttal torténd
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megosztas nem meril fel. Az 4j jogszabaly az egészség-
igyi szolgalati jogviszonyban dolgozoéra bontottan ne-
vesiti a minimalbér 5%-at értékhatarként, tehit akkor egy
7 {6s osztilyosnévér-csapattal miikods osztilyon 58 590
Ft értékd kozos ajandék adhaté.

Az ajandékértéket a vilaszok szerinti értékekkel dssze-
vetve a befejezett alkalmankénti hdlapénzosszeg eddig
sem érte el a szakdolgozdk korében az Gj szabilyozds
szerint megengedett Osszeget, az egyheti benntartézko-
déshoz kapcsolddod sszeg azonban a sebészeti szakmak-
ban mintegy 30%-kal volt magasabb, és a belgyogyaszati
szakmakban is valamivel magasabb volt. Az utobbi két
esetben tehat a kéthavonta elfogadhat6 érték csokkenti
az eddigi gyakorlat szerinti forintban kapott 6sszeget is
(2. abra).

Az egészségiigy disztunkcionalitasait vizsgild nemzet-
kozi elemzések arra engednek kovetkeztetni, hogy Ma-
gyarorszagon a halapénzadds kivezetésével nem biztos,
hogy teljesen kitisztul az egészségiigy. Lehet, hogy mas
praktikik gyokeresednek meg, amelyek masképpen, de
szintén kompromittaljak az etikus és jogszert egészség-
ugyi gyakorlatot. Ez is azt htizza ald, hogy a biintet§jog
ultima ratio jellegét figyelmen kiviil hagyo, napi rend-
szerességli biintetSjogi szankcionalds nem biztos, hogy
meghozza a virt eredményt. Pusztin biintet§jogi eszko-
zOkkel tarsadalmi-gazdasigi folyamatokat, tirsadalmi
attitidoket nem lehet irdnyitani. Egyéb eszkozok, kiilo-
nosen a betegek magatartdsit befolyasold egészségiigy-
politikai beavatkozasok eddig nem kertiiltek szabalyozas-
ra vagy bemutatasra, a jelen tervek szerint a biintetSjogi
eszkozoket viszont az § esetiikben nem alkalmazzak. (Az
ezzel kapcsolatos biintetSjogi és eljarasjogi aggilyok
meghaladjik a jelen munka kereteit.)

Az altalunk végzett felmérés soran a mdtéti/operativ
teriileten tevékenykedd egészségiigyi szakdolgozok akdr
kétszer annyi hilapénzrdl is beszimoltak, mint a belgy6-
gydszati vagy gyermek /ifjasagi teriileten dolgozé kollé-
giik; dtlagosan a bel- és gyermekgyodgydszati teriileten
dolgozok a mtéti teriilet halapénzének kétharmadat
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kaptdk (1. abra). Ez j6l mutatja, hogy a mitéti beavat-
kozasok kapcsan a paciensek erGsebben kiszolgaltatva
érzik magukat, akdr az egészségiiket érintGen, akdr az
ellatas kortlményeit illetGen, és felismerik, hogy az apo-
6k fizikai terhelése itt a legerSteljesebb. Ez a jelenség
leképezi az orvosi hdlapénznél észlelt tendencidt, mely
szerint a mtitéti szakteriiletek orvosai magasabb hala-
pénzdsszegekkel szimolhatnak. Eppen ezért az j tilal-
mak a mutéti teriileten fejtik ki hatdsukat a legérzéke-
nyebben.

A hilanak a kezelést kovetd, koszonet jellegt kifejezé-
se a gyermekellatok esetében volt inkabb jellemzd, a bel-
gybgyaszati és mitéti teriileteken az egyéb, eddig is ille-
gélis motivaci6 1ényegében ugyanolyan gyakran fordult
el6. A 2021-t6l hatalyos jogalkotasi fordulat értelmében
ajandéktargy ataddsa csak a kezelést kovetSen, azaz ko-
szonetnyilvanitasként lehetséges, pénzt egyaltalin nem
torvényes adni. Felméréstink alapjan ez a szabdly a gyer-
mekgyogyaszatban jelenti a legkisebb valtozast, hiszen
itt volt jellemz6 a kdszonet, és itt voltak a legalacsonyab-
bak a pénzosszegek.

A halalesetekhez kapcsolédd halapénzadasi hajlam a
belgyogyaszatban volt a leginkdbb jelen, feltehetSen a
hosszabb haldoklas, kronikus- vagy hospice-elldtds indo-
kolta.

Nagyobb problémat jelent a jovedelmekbe informali-
san belekalkuldlt halapénzbevétel. Egy eddig alkalman-
ként tobb ezer vagy havi szinten tobb tizezer forint héla-
pénzt legilisan elfogadd egészségiigyi szakdolgozd a
betegektdl kapott ajandéktargybdl (vagott virag, csoko-
ladé, kézisz6ttes stb.) nem tudja kompenzailni a kiesd
bevételét, ami az egészségiigyi szakdolgozok csaladjanak
anyagi helyzetét is megneheziti. Rdaddsul a belgyogya-
szati és mUtéd tertleteken a kivételezés és a privilégium
megszerzése is fontos helyet kapott a betegek motivacio-
jaban. Tehat a beteg szamara elmaradé ,,tobbletszolgal-
tatds” a betegelégedettséget csokkentheti, mig a hala-
pénz elmaraddsa a szakdolgozéi elégedetlenség forrasava
valhat.

A szakdolgozok altal is felismert korrupcié a legkevés-
bé a mitét teriileteken volt jelen; az elmult évek néhany
szabalya dllhat a hattérben, példaul a nyilvanos vardlista-
rendszer a miitéti osztalyos felvételek, az id6pont-egyez-
tetések tekintetében transzparensebb rendszer kialakuld-
sit eredményezte. Az idGtényez6 (hamarabb elvégzett
beavatkozas) érdekében adott juttatdst illetGen a véla-
szok szerint hasonld kovetkeztetésre jutunk: a mitéti
teriileteken havonta vagy ennél gyakrabban adtak hala-
pénzt a vilaszadok kétharmada szerint, mig a belgyogya-
szati teriileten a vilaszadok mintegy 90%-a, a gyermek-
gyogyaszatban egyhatoda (16%) szamolt be errdl.

A héalapénz helyettesitd vagy kiegészit$ formaja lehet a
tarsadalmi-szakmai kapcsolatok felajinlisa, protekcid
ajanlasa. Az egészen egyszer( segitségtdl a buintetd jog-
szabalyokban is megjelend befolyassal tizérkedésig ez a
szivességfelajinlas sokféle lehet. Ez kifejezetten ritkan
fordul el§. Nem zarhato ki, hogy az 6j szabilyozas ennek

2021 m 162. évfolyam, 41. szam

ORVOSI HETILAP

Unauthenticated | Downloaded 05/13/22 06:58 AM UTC



a nem targyiasulé hidlapénzformanak a meger6sodését
eredményezi.

Osszességében tehdt a tényleges korrupcids célt vagy
annak nagyobb veszélyét magaban rejtd céllal és moédon
adott halapénz az egészségiigyi szakdolgozdi szféraban
ugyan jelen van, de nem jellemzd.

A hélapénz visszautasitisa tekintetében kapott vila-
szok alapjin a vélaszoloék mintegy 10-15%-a soha nem
utasitott el hdlapénzt, a visszautasitas gyakorisiga szerint
a gyermekgydgyaszatban ez kifejezetten gyakori, a md-
téti szakmakban is dltalinos, mig a belgyogyaszati szak-
teriileteken kifejezetten ritkabb.

A hilapénz targyi ajindék formadjaban is jelen van a
magyar egészségiigyben, akdr nagyobb értékben is. Jel-
lemzG&en a gyakoribb és nagyobb értékek a sebészeti te-
rilleten jelennek meg. Az Gj szabalyozas ezt a 1étezd je-
lenséget erGsiti meg, kiilondsen az akutellatok javdra,
akik ellatasi esetenként részesiilhetnek benne, mig a
hossza tava ellatdsndl kéthavi gyakorisiggal fogadhato el
juttatds. Ezzel egyébként a szakdolgozoéi halapénzkii-
lonbségek — kis valtozdssal — konzervaldédnak.

A maganellatasban a halapénzjelenség jelen van, de
nem olyan gyakorisiggal, mint a kozszolgaltaté egész-
ségiigyben. A betegek és hozzatartozéik dontSen a szak-
dolgozok munkavégzésének helyén és idejében adjik a
halapénzt vagy ajaindékot. Ezeket a magatdl értet6dé
megdllapitidsokat mint kiinduldsi helyzetet kell rogzite-
nink, mert az 4j torvényi szabalyozds kovetkeztében
nem kizart, hogy a betegek (és/vagy az ellatok) a hila-
pénzjelenséget megprobaljak kivinni, kiterelni a kdzszol-
galtat6 intézménybdl, és az egészségiigyi dolgozo egyéb
tevékenysége soran vagy otthondban, mintegy magin-
életi kapcsolaton (baratsag) alapulé ajandék vagy mds
jogcimen adott juttatds formajiban tovabbra is fenntar-
tani.

Kovetkeztetés

A hédlapénz a 2021-t8] hatilyos jogalkotasi fordulat el6tt
is jelen volt a magyarorszagi egészségiigyi szakdolgozok
korében, és varhatdan a jogalkotasi fordulat utdn is jelen
lesz. Felmérésiink adatai szerint a szakdolgozoi hilapénz
sok tekintetben azonos jellemzdket mutat az orvosi hi-
lapénz jelenségével. Esetiinkben a legkevésbé korrum-
palt és legkevésbé érintett tertilet a gyermekellatds volt,
mig az egyéb teriileteken még a maganellitasban is jelen
van. A jov6ben a hangsuly virhatéan inkdbb az ajandék-
targyak felé fog eltolédni, de a dolgozoi csoportok ko-
zotti eloszlas aranytalansigai fennmaradnak. Az eddig
pénzben jelent6s fizetéskiegészitést elér6k szimdra az
Osszegszerd korlit és a pénz tilalma is veszteséget jelent,
mert a valaszok szerint a torvényi limit folott vannak a
halapénzjuttatasaik. Mindazonéltal nem lehetetlen, hogy
valamiféle pénzbeli juttatas is fennmarad az egészségiigyi
szakdolgozok korében, amelynek tényleges dtaddsa kihe-
lyez6dhet a munkahelyen és munkaidén kiviilre. A ki-
sebb értékd ajandéktargyak adasit a jogalkotd tovabbra
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is lehetévé teszi. A hdla meg nem engedett mértékd és
formajua kifejezését nem konnyd jogalkotdsi aktussal eli-
mindlni. Az eddigi kommunikacié csak az orvosok ellen-
Grzését és felelGsségre vondsit vetitette elSre, a szakdol-
gozokra vonatkozé szandékok nem ismertek.
Megillapithatd, hogy a hdlapénz ,,betiltisihoz” veze-
t6 jogszabily el6készitése soran az orvosokat érint§ ada-
tok, elemzések rendelkezésre dlltak, de atfogd, szakdol-
g0z61 elemzést nem ismeriink. A biintetd torvénykonyvi
tiltds ugyanakkor minden egészségligyi szolgilati jogvi-
szonyban all6 dolgozoéra és az ellitott betegekre és hoz-
zatartozoikra egyarant vonatkozik. Sziikséges lenne egy
olyan tarsadalompolitikai komplex program és kommu-
nikdcidjanak kidolgozasa, amely segiti a hidlapénz ma-
gyarorszagi felszamoldsat, és képes a tarsadalmi, valamint
egészségligy-szakmai attitid megvaltoztatisara.

Anyagi tamogatds: A kézirat megirisa anyagi tAimogatas-
ban nem részesiilt.

77

Szerzoi munkamegosztds: J. M.: A kérdbives kutatas ered-
ményeinek kiértékelése és a cikk megirasa. K. E. M.: A
kutatds szakmai feliigyelete és a cikk megirdsa. A cikk
végleges valtozatit mindkét szerz$ elolvasta és jova-
hagyta.

Evdekeltségek: A szerzéknek nincsenek érdekeltségeik.

Ko6szonetnyilvanitas

Készonjiik a Szegedi Tudoményegyetem Apoldsi Igazgatésiginak a
valaszadok eléréséhez nyujtott segitségét.
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A magyar egészségiigyi szakdolgozoknak
adott ajand¢k és ,,halapénz”
a 2021. ¢évi jogi fordulat utan

Julesz Maté dr. = Kereszty Eva Margit dr.

Szegedi Tudomanyegyetem, Szent-Gyorgyi Albert Klinikai Kozpont, Igazsagiigyi Orvostani Intézet, Szeged

Bevezetés: A magyar egészségiigyi szakdolgozok halapénzes szokdsairél 2020-ban végzett kutatdst kovetSen 2021-
ben, a megvaltozott jogszabalyi kornyezetben is végeztiink felmérést, hogy kimutassuk az egészségiigyi szakdolgo-
70k jogkovetd, etikus és empatikus hozzaallasat.

Célitiizés: A 2021. majus—jaliusban végzett kérddives felmérés alapjan kimutatni az ajindékozis modjait, Osszegét és
egyéb szokdsait az egészségligyi szakdolgozok korében, kiilonos tekintettel arra, hogy ez a juttatis és elfogadas kor-
rupciés blincselekménynek mindstil.

Modszer: 2021. mijus—jaliusban 246 egészségiigyi szakdolgozd kérddives felmérése tortént meg a Szegedi Tudo-
manyegyetem Szent-Gyorgyi Albert Klinikai Kézpontjdban a készpénzadas és ajaindékozas formainak és kortilménye-
inek, valamint 6sszegének megismerése érdekében. Az eredményeket elsGsorban leird statisztikai formaban elemez-
tiik, kiilonos tekintettel a mdtéti, a belgydgyaszati és a gyermekgyogyaszati szakteriiletek kozott mutatkozo
kiilonbségekre. Mindezt Osszevetettiik a 2020-ban késziilt felmérésiink eredményeivel.

Eredmények: A m(itéti teriileten a visszautasitott paraszolvencia dtlagosan 13 250 Ft (cca. 38 eurd) volt, amely maga-
sabb Osszeg, mint a 2020-ban mért, akkor még legalisan elfogadott hilapénz. Hasonloképpen joval nagyobb 6ssze-
geket utasitottak vissza a belgyogyaszati és a gyermekgyogydszati teriileten mikodd egészségiigyi szakdolgozok
2021-ben, a megviltozott jogi szabdlyozas mellett, mint amennyit 2020-ban még torvényesen elfogadtak: belgyo-
gyaszati teriileten 13 467 Ft-ot (cca. 38 eurdt), mig gyermekgyogyaszati teriileten 13 286 Ft-ot (cca. 38 eurdr)
utasitottak vissza. Az ajindéktirgy dtaddsa a kérddivek adatai szerint 2021-re ritkabba valt, mint a kordbbi jogszabalyi
kornyezetben mért adatok szerint volt.

Kovetkeztetés: Az egészségligyi szakdolgozok korében a készpénz visszautasitisa és jobbdra a kisebb értékd ajandék-
targyaknak a kezelést kovetd elfogadasa jellemz6 a 2021-t6l megvaltozott magyarorszagi jogszabalyi kornyezetben.

Orv Hetil. 2022; 163(9): 362-372.
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Gift and informal payment to Hungarian nurses after the regulation changes in
2021

Introduction: After our research in 2020 on informal payments to nurses, we made a research in 2021, in a new legal
environment, in order to demonstrate nurses’ legal, ethical and empathetic behaviour.

Objective: We intended to highlight the manners, sums and other circumstances of gift given to nurses, based on a
survey conducted in May-July 2021, with a special regard to the fact that informal payment now constitutes a crime
of corruption.

Method: In May—July 2021, we questioned 246 nurses in the Albert Szent-Gyorgyi Health Center of the University
of Szeged, Hungary, in order to highlight the forms, circumstances, and sums of informal payments and gift giving.
We analyzed the results by means of descriptive statistical methods, with special regard to the differences among
surgical, internal medical and pediatric fields. We compared our results to those found in 2020.

Results: In surgical field, the average refused informal payment amounted to 13 250 forints (cc. 38 euros), which is
higher than the sum measured in 2020. In internal medical care, 13 467 forints (cc. 38 euros), while in pediatric field,
13 286 forints (cc. 38 euros) were refused, which is also higher than in 2020. Gift giving in 2021 is rarer than before
2021.

Conclusion: In the new legal environment in effect from 2021 in Hungary, the nurses tend to refuse informal pay-
ments and rather accept small gifts after treatment.

Keywords: informal payment, nurses, gift, corruption, Hungary
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Roviditések

Btk. = Biintetd torvénykonyv; COVID-19 = (coronavirus
disease 2019) koronavirus-betegség 2019; Eiitv. = az egészség-
tgyrdl szolé 1997. évi CLIV. torvény, MESZK = Magyar
Egészségiigyi Szakdolgozéi Kamara; NVSZ = Nemzeti Védel-
mi Szolgdlat; Ptk. = Polgari torvénykonyv; SARS-CoV-2 =
(severe acute respiratory syndrome coronavirus 2) stlyos akut
léguti tiinetegytittest okozo koronavirus-2; VIP = (very impor-
tant person) nagyon fontos személy

Magyarorszagon az egészségiigyrdl szolé 1997. évi
CLIV. torvény (Eiitv.) 138 /A §-a értelmében 2021. ja-
nuar 1-jétdl az egészségiigyi dolgozo vagy az egészség-
tigyben dolgozé a szolgiltatds nyujtisit kovetSen egy
alkalommal elfogadhat a beteg vagy ra tekintettel mds
altal ajandékként adott olyan targyat, amelynek értéke
nem haladja meg a mindenkori minimalbér havi 6sszegé-
nek 5%-at (egyszeri, befejezett ellatas). Az egészségiigyi
dolgoz6 vagy az egészségiigyben dolgozé a folyamatos
benntartézkodds mellett végzett, hossztt ideig tartd
egészségiigyi szolgaltatds nyjtasa sordn kéthavonta egy
alkalommal elfogadhat a beteg vagy rd tekintettel mds
altal ajandékként adott olyan targyat, amelynek értéke
nem haladja meg a mindenkori minimalbér havi 6sszegé-
nek 5%-at (krénikus ellatas). Ez az osszeg 2021-ben
8370 Ft.

2021. januar 1-jétdl a Biintetd torvénykonyv (Btk.)
290. §-dnak (6) bekezdése értelmében, aki egészségiigyi
szolgaltatds nyujtasaval Osszefiggésben egészségiigyi
dolgozoénak, egészségligyben dolgozénak vagy ezekre
tekintettel masnak az Etitv.-ben meghatirozottak szerint
jogtalan elényt ad vagy igér, ha salyosabb btincselek-
mény nem valésul meg, vétség miatt egy évig terjedd
szabadsagvesztéssel biintetendd. A Btk. 291. §-a értel-
mében a halapénzt clfogadd egészségiigyi dolgozd és
egészségiigyben dolgozdé is korrupciés biincselekményt
valésit meg. Ezen tigyek felderitésével a Nemzeti Védel-
mi Szolgilatot ,,bizta meg” a jogalkotd, amely szerve-
zetnek joga van fedett eszkozoket is hasznalni. Az NVSZ
a vesztegetést elfogadd orvosok mellett az egészségiigyi
szakdolgozok tesztelését is végzi. Tevékenységiiket
2021. marcius 1-jével kezdték meg, a sajtohirek szerint a
bevont munkatirsak célzott felkészitést kaptak. A sajtod
tobb esetben is beszamolt tevékenységiikrél, esetenként
arr6l, hogy az érintettnek vélt személy ellen lezartik az
eljarast, mivel igazol6dott, hogy nem kovette el a cselek-
ményt.

Nem szabad megteledkezni arrél, hogy a valétlan or-
vosi igazolasok, orvosi bizonyitvanyok, alkalmassagi vé-

lemények, szocidlis ellitdsok érdekében kiadott leletek
—amennyiben pénzért vagy mas juttatas ellenében adtak
ki — eddig is vesztegetésnek (és/vagy okirat-hamisitas-
nak) szamitottak, a Btk.-ba titk6z§ cselekmények voltak.

Az ellatasi dijként, illetve VIP-ellatdsért adott felarként
értelmezhets pénzjuttatist egyes szerzOk a szocialista
berendezkedésben gyodkerez6 jelenségnek tartjak, masok
a gazdasagilag fejletlenebb orszdgok jellemz&jeként mu-
tatjak be.

Habibov 2016-ban arra a kovetkeztetésre jutott 12
volt szovjet tagkoztarsasiggal kapcsolatban, hogy minél
jelentGsebb a korrupcid az egészségiigyben, anndl kevés-
bé elégedettek a paciensek az egészségiigyi szolgdltatds-
sal. Ugyanakkor a szerz6 Magyarorszagot — mely nem
volt tagdllama a Szovjetuniénak — a gazdasagilag jobban
all6 posztkommunista orszagok kozé sorolta [1].

A Magyarorszaggal szomszédos Romdnidban elterjedt
¢és megszokott jelenség, hogy a betegek ajaindékcsomag-
gal tilnek a korhazi varéteremben. Ugyanakkor a kész-
pénz mint halapénz atadasat titkolni igyekeznek [2].
Oroszorszagban olyan vélemény is felmeriilt, hogy az
egészségiigyi dolgozoknak adott 6sszeget nem korrupci-
onak kellene tekinteni, hanem az orvos-beteg kapcsolat
etikus és helyes formdjanak [2].

Egy friss felmérés eredményei szerint a régiénkhoz
tartoz6 Lengyelorszdgban és Szlovikiaban az egészség-
tgyi szakdolgozonak tanuldk korében kevesebben vélik
ugy, hogy a betegjogokat betartjik, mint az Eurdpai
Unié nyugati tagillamdban, Spanyolorszigban [3]. A
betegjogok tiszteletben tartdsa szoros korrelaciot mutat
az informalis juttatas elleni hajlandésiggal. A hagyoma-
nyos ctikai normdkban gyokerezd betegjogok korébe
tartozik, hogy az egészségiigyi dolgozé ne virja el és ne
is fogadja el a korrupciés pénz felajanlasat.

Vogler és mtsai 2015-ben Magyarorszagot, Bulgariat,
Lettorszagot, Romaniat és Lengyelorszagot emelték ki a
kozép-eurdpai orszagok koziil aszerint, hogy itt a leg-
hangsulyosabb a jelenség [4]. Deliversky 2016-ban arrél
szamolt be, hogy Bulgiridban lényegében csak halapénz
tejében lehet megfelel$ szinvonalt egészségiigyi szolgal-
tatdshoz jutni. Bulgaridban ritkin, de megfigyelhetd,
hogy az ajindékot valoban a héla kifejezéseként juttatjik
az egészségiligyi dolgozonak, vesztegetési szandék nél-
kil. Ez utébbi a szerz§ szerint szakmai-etikai szempont-
bdl elfogadhaté [5].

Giannouchos és mtsai 2021-ben arrél adtak hirt, hogy
Gorogorszagban tovibbra is él a halapénzadas szokasa,
és ezen valoszintleg az sem segithet, ha az egészségiigyi
szolgaltatisokat fix dijszabashoz kotik [6]. A gorog pél-
da mutatja, hogy a kelet-eurdpai posztkommunista dlla-
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mokon kiviil is van az Eurépai Uniéban olyan délkelet-
eurdpai tagallam, amelyben a paraszolvencia rendszere
ma is mdkodik, jéllehet példiul Gorogorszag nem szi-
mit posztkommunista allamnak. Tumlinson és mitsai
2019-ben publikalt kozleményiikben kiemelték, hogy az
alacsony és a kozepes jovedelmd orszagokban az orvo-
sok és az egészségligyi szakdolgozok is hajlamosak pénzt
kérni a betegektdl. Kilonosen a vidéki egészségiigyi elld-
tasban tapasztaltak ilyesmit, mert ott a szokdsosnal is ki-
sebb a kiils§ kontroll [7].

Kollar Janos egy igen fontos problémara hivta fel a fi-
gyelmet 2016-ban: ,,A magyarorszigi orvos-szakdolgo-
z6 kommunikdcié hatékonysagara er6sen ranyomja bé-
lyegét a munkahelyi bizonytalansagbdl ered§ félelem, az
eltéré mértékd hilapénzzel terhelt finanszirozasi nehéz-
ségek sora, valamint a kiégés” [8]. Boros és mtsai szerint:
»Magyarorszigi n6k korében végzett kvalitativ felmérés
szerint ... a szil6 n6knél az orvosvalasztas és a halapénz-
adas f6 motivicidja a biztonsigérzet, a megfeleld ellitds
irdnti igény, valamint az, hogy a fogadott orvos jelen le-
gyen a szllésnél” [9]. Magyarorszagon a hilapénzadds
torténete régre nyulik vissza. Jelenleg ennek a kommu-
nista rendszerben megszokott hagyomanyait igyeksziink
megsziintetni [10].

Gaal és mtsni 2021-ben — az Gj szabilyozdst clemezve
— ramutatnak, hogy Magyarorszigon a kozelmultban a
rendszer megsziintetésére tett torekvések nem a rend-
szerhibdkat probaljik kijavitani, hanem a beteget és az
orvost biintetik. Tovabba nincsenek tekintettel a betegek
halapénzadasi motivaciodira. A szerz8k szerint igy a jutta-
tds az eddiginél is kevésbé detektalhaté formdban fog
tovabb élni [11]. Balogh és Gellér igy fogalmaznak: ,,Egy
2018-ban kiadott jelentés szerint 35 eurdpai orszag ko-
ziill Magyarorszdg a masodik helyen all — csak Albédnia
el6zi meg — a tekintetben, hogy mennyire gyakran fizet-
nek a betegek *zsebbe’ az orvosoknak, és a pénz fizetésé-
nek jelensége kiilonosen meghatarozo a sziilészeti elld-
tasban” [12]. A Debreceni Egyetem Sziilészeti és
Nogyogyaszati Intézetének munkatarsai 2021-ben a ko-
vetkez8rél szamoltak be: ,, Mivel a munkaidén tali sziilé-
szeti készenlétért és munkavégzésért (*személyi sziilé-
szeti ellitds’) utdlagosan adott juttatds nem kertilt
megkiilonboztetésre a hilapénz egyéb formditél, a deb-
receni Sziilészeti Klinika orvosai 6nkéntes, de egyhangu
dontéssel megsziintették a munkaidén tali felkért, sze-
mélyhez kot8d6  sziilésvezetést” [13]. Rubashkin és
misai 2021-ben megjelent, de az 1) szabdlyozast meg-
el6z6 felmérésre épiild cikkiitkben hangsulyoztak, hogy
Magyarorszigon azok a betegek, akik ,,szolvaltak” a szii-
lészeten, jobb ellatist kaptak, mint azok, akik nem adtak.
A pénzt adé nbk jobb fijdalomesillapitast kaptak, na-
gyobb szamban részesiiltek csaszarmetszésben, nagyobb
tisztelettel beszéltek veliik, stb. [14].

A mtéti szakmdikban korabban is nagyobb 6sszegli
halapénz volt jelen, mint a belgy6gydszati vagy gyermek-
gyogyaszati teriileteken [15]. Mefsner és Karisson Szerbia
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kapcsan is arrdl szamolt be, hogy a mttéti teriileteken
rendkiviil gyakori ez a juttatds. Egyik okaként kiemelik a
szerbiai egészségligyi dolgozoék alacsony fizetését,
ugyanakkor el6fordul a valéban a héla kifejezéseként
adott Osszeg, de nem igazin gyakran [16]. Kutatasaink
szerint is kevés alkalommal fordult el6 Magyarorszagon,
hogy pusztan koszonetnyilvanitasként adtik a halapénzt
2021 el6tt [15].

Specialis helyzetben vannak az dpoldk. Sokan agy vé-
lik, hogy az dpolodk csak kisebb 6sszeget és foleg kisebb
ajandékot — jellemzden kavé, tea, csokolddé — kapnak, és
nincs rahatdsuk az ellatasra, azaz az elitélendd, korrupci-
0s Osszegek tekintetében érdektelenek. Nyilvin meg sem
kozeliti a szakdolgozdknak juttatott Osszeg a sziilészeti
vagy matéti teriileteken kozszajon forgd pénzjuttatist,
de a beteg szempontjabdl ez is megterheld lehet. Az egy
beteggel foglalkozé szakdolgozok szamara tekintettel
osszességében nagyobb értéket is elérhet az informalis
juttatds. A 2020 madasodik felében végzett felmérésiink
adatai, valamint a relevins hazai adatok azonban arra
utalnak, hogy az 6sszegek is dinamikusan novekedtek az
elmult években, és a korrupcids cél is megjelent [15].
Az 4j szabdlyozas miatt indult biintetSeljardsok esetében
a sajtébeszamolok tobbnyire az orvos és az asszisztens
vagy apolé egyiittes korrupcios cselekményére utalnak.
Nem mondhat6 tehat, hogy a szakdolgozék koérében ne
jelenne meg a gesztusértékiin tilmutatd juttatds, illetve
nem 4llithat6, hogy a szakdolgozdi juttatisok ne lenné-
nek etikailag is kifogdsolhatok.

Mobdszer

2021. mdjus—jaliusban, a COVID-19-vilagjirvany har-
madik hullima alatt [17] a Szegedi Tudomdnyegyetem
Szent-Gyorgyi Albert Klinikai K6zpontjanak 246 egész-
ségiigyi szakdolgozéjat kérdeztiik meg kérdSiv segitsé-
gével a 2021-t8l 4j jogszabalyi kornyezetben tanasitott,
az év és az Gj szabalyozas bevezetésének els6 4 honapjara
vonatkozé informdlis juttatdsi gyakorlatukrol és tapasz-
talataikroél. A kérdések alkalmasak a 2020 6szén szintén
ebben a személyi korben végzett kérdGives kutatidsunk
eredményeivel torténd Osszehasonlitasra. A kitoltés ano-
nim ¢és teljes mértékben 6nkéntes volt. A szakdolgozok a
matéti/operativ, a belgydgyaszati vagy a gyermek /ifja-
sagi teriileten dolgoznak. A jelen felmérés az altalanos
osztalyos tapasztalatokat, azaz nem a specialis COVID-
19-ellatast nyajtokat érintette.

A vilaszokat 6sszességében és a szakteriileti csoporto-
sitdsnak megfelelGen dolgoztuk fel, a készpénz- és ajan-
dékosszegek tekintetében atlag-, szords- és varianciasza-
mitast végeztiink.

Tekintettel a mintaszamra, az eredményeket elsGdle-
gesen a valaszadok szamaval jellemeztiik, a tipikus maga-
tartdsok meghatirozasaval, a szizalékos ardnyokat els6d-
legesen a trendek demonstrilisira mutatjuk be. Az
eredményeket tablizatba foglaltuk.
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A kérd6iv a kovetkezSket tartalmazta:

1) Kapott-e kisebb értékd ajandéktirgyat (példaul
édességet, kavét, italt, viragot, hizi készitési tirgyat
stb.) betegtdl vagy hozzatartoz6jatol 2021 els6 négy ho-
napjaban?

2) Becslése szerint alkalmanként a kisebb értéki ajan-
déktargy értéke Otszazra kerekitve hany forint volt?

3) Becslése szerint hosszabb bennfekvés esetén a ki-
sebb értéki ajandéktargy értéke otszdzra kerekitve hany
forint volt?

4) Kapott-e nagyobb értékd ajaindéktargyat (példaul
testményt, ékszert, jarmivet, haztartasi gépet stb.) be-
tegtdl vagy hozzatartozo6jatdl 2021 elsé négy honapja-
ban?

5) Becslése szerint alkalmanként a nagyobb értékd
ajandéktargy értéke otszdzra kerekitve hiny forint volt?

6) Becslése szerint hosszabb bennfekvés esetén a na-
gyobb értékd ajandéktargy értéke Otszdazra kerekitve
hdny forint volt?

7) Kapott-e 2021 elsé négy honapjaban a betegellatas-
ban részt vevs osztilyos névérek csoportja kollektiven
ajandéktargyat betegtdl vagy hozzatartozo6jatol?

8) Becslése szerint a kollektiven kapott ajaindéktargy
értéke Otszazra kerekitve hany forint volt?

9) Utasitott-e vissza készpénzt betegtdl vagy hozza-
tartozéjatél 2021 elsé négy hénapjaban?

10) A visszautasitott készpénz Otszdzra kerekitve hany
forint volt?

11) Tudomdsa szerint kapott-¢ kollégaja, ismer@se
készpénzt betegtsl vagy hozzitartozojatol 2021 elsé
négy hénapjaban?

12) Az ismerGse, kollégaja altal kapott készpénz Ot-
szdzra kerekitve hany forint volt?

13) Milyen gyakran fordult el6 2021 elsé négy honap-
jaban, hogy a beteg vagy hozzitartozdja az ellatist
mindossze szOban vagy frisban megkdoszonte?

14) Milyen gyakran fordult el6 2021 els6 négy hénap-
jaban, hogy a beteg vagy hozzitartozéja az ellitis meg-
kezdése el6tt adott ajandéktargyat?

A fentiek megvilaszolasahoz gyakorisigot lehetett va-
lasztani. A gyakorisig 1-t6l 5 fokig terjed: 1 = soha, 2 =
tobbhavonta egyszer, 3 = havonta egyszer, 4 = hetente
egyszer, 5 = hetente tObbszor.

15) Miért utasitotta vissza a hilapénzt 2021 els§ négy
hoénapjaban? (Tobb valaszt is bekarikdzhat!)

a) Azért, mert biincselekménynek mindsiil az elfoga-
dasa.

b) Azért, mert erkolcestelen az elfogadasa.

c) Azért, mert az egészségligyi torvényiink értelmé-
ben tilos elfogadni.

d) Azért, mert a beteg vagy hozzatartozoéja kiszolgal-
tatott helyzetben van.

e) Azért, mert nincs sziikségem erre a pénzre.

A konkrét pénzosszegeket a valaszaddk magyar forint-
ban, otszdzra kerekitve irtdk be. A kérd6iveket papirala-
pon, kézzel toltotték ki, az adatokat Excel-tablazatban
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osszegeztiik. A 15. kérdésre tobb valaszt is elfogadtunk,
ezért példaul voltak, akik az 6tbdl akdr négyet is bejelol-
tek.

Az ajandék értékének meghatarozasakor kisebb értékd
ajandékon értettiik példaul az édességet, kavét, italt, vi-
ragot, hizi készitést targyat stb. Nagyobb értékd ajandé-
kon értjiik példaul a festményt, ékszert, jarmdvet, haz-
tartisi gépet stb.

A vilaszado egészségiigyi szakdolgozok nemét is meg-
kérdeztiik, tekintettel arra, hogy a vizsgalt munkateriile-
teken nemek szerinti eltérések adédhatnak.

Eredmények

246 kérddivet kaptunk vissza. Néhiny megvilaszolatla-
nul maradt kérdés el6fordult a kérdGivekben, de zo6-
mében teljeskorden kitoltott adatlapokat kaptunk. A be-
érkezett valaszokbdl nem kertiilt kizarasra kérd6iv.

100 férfi és 144 n6i valaszadot azonositottunk. Kozii-
lik mtéti tertileten 80-an, belgyogydszati tertileten 99-
en, gyermekgyogyaszati tertileten 66-an dolgoznak.

A 15. kérdésre tobb vilaszt is elfogadtunk, ezért pél-
ddul voltak, akik az 6tbdl akar négyet is bejeloltek.

Felmérésiink részletes eredményeit az 1., 2. és 3. tabla-
zatban Osszesitettiik.

Nagyobb értékdi ajaindéktirgyat 2021 elsé négy ho-
napjaban kevesen kaptak: mtitéti teriileten tobbhavonta
egyszer mindossze harman; belgyogyaszati teriileten
tobbhavonta egyszer négyen; gyermekgyogydszati terii-
leten tobbhavonta egyszer hirman.

2021 els6 négy honapjaban a kisebb értéki ajandéko-
zas joval gyakoribb volt, mint a nagyobb értékd ajandé-
kozis, de 2020 6széhez képest kevesebb alkalommal for-
dult el6.

Ugyanakkor a valaszadék tobb mint hiaromnegyede
részesiilt valamilyen ajandéktirgyban, bar elenyészé a
heti tobb alkalommal megajandékozottak szama.

A kollektivanak juttatott ajaindék dltalanosnak mond-
hat6; belgydgyiszati és gyermekgyogyaszati teriileten
alig fordult el a ,,soha” vilasz, de a sebészeti teriileten
sem érte el a 15%-o0s ardnyt. 2021 elsé négy hénapjiban
az osztalyos névérek csoportja kollektiven alkalmanként
mindhidrom vizsgalt teriileten dtlagosan nagyobb értékd
ajandékot kapott, mint az torvényileg megengedett lett
volna. Itt azonban legalabb kettGvel vagy tobbel kell
osztani a kollektiven kapott ajindék értékét, ami a torvé-
nyileg megengedett Osszeghatirt meg nem haladé érté-
ket eredményez. A ,kivékassza” (Kaffeckasse, caisse de
café¢) Nyugaton elterjedt az egészségiigyben, és fGleg az
egészségiigyi szakdolgozok javara fizetnek be a tivozo,
elégedett paciensek. A Magyarorszigon elterjedt, az osz-
talyos névéreknek nyajtott kollektiv ajindék lényegében
a nyugati ,,kdvékasszaba” helyezett pénznek felel meg.
Erkolcesileg anndl is inkabb timogatandd, mert a beteg
igy nem kivételezhet a szubjektiv véleménye szerint vele
jobban biné egészségiigyi szakdolgozokkal. Az indivi-
dualizalt készpénzatadas helyett egy Nyugaton is meg-
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EREDETI KOZLEMENY

| A mitéti teriileten tevékenykedd egészségiigyi szakdolgozok ajandék- és hilapénz-clfogaddsi szokdsai

1. tiblazat

Mutéti/operativ jellegti (n = 80)

Atlag Sz6ras Variancia

—

1. | Kapott-e kisebb értékd ajindéktirgyat (példdul édességet, kavée, italt, | 18 | 17 | 31 | 13
viragot, hazi készitési targyat stb.) betegtdl vagy hozzatartozojatol
2021 elsé négy honapjaban?

2. | Becslése szerint alkalmanként a kisebb értékd ajindéktargy értéke 3409 1751 3065 657

otszazra kerekitve hany forint volt?

3. | Becslése szerint hosszabb bennfekvés esetén a kisebb értékii ajandék- 5846 | 3221 | 10377828

targy értéke Otszdzra kerekitve hany forint volt?

4. | Kapott-e nagyobb értéki ajindéktargyat (példdul festményt, ékszert, 76 3
jarmtvet, haztartasi gépet stb.) betegtdl vagy hozzitartozéjatél 2021
clsé négy hénapjaban?

5. | Becslése szerint alkalmanként a nagyobb értéki ajandéktargy értéke 26 667 | 12583 | 158 333 333

otszazra kerekitve hany forint volt?

6. | Becslése szerint hosszabb bennfekvés esetén a nagyobb értékd 32500 | 3536 | 12500000

ajandéktargy értéke otszdzra kerekitve hany forint volt?

7. | Kapott-e 2021 elsé négy honapjiban a betegellatisban részt vevd 11 7 | 37 | 20 5
osztalyos névérek csoportja kollektiven ajaindéktirgyat betegtdl vagy
hozzatartozéjitdl?

8. | Becslése szerint a kollektiven kapott ajindéktirgy értéke 6tszazra 9603 | 4379 | 19178699

kerekitve hany forint volt?

9. | Utasitott-e vissza készpénzt betegtdl vagy hozzatartozéjitol 2021 14 | 28 | 30 4
elsé négy hénapjaban?

10. | A visszautasitott készpénz 6tszdzra kerekitve hany forint volt? 13250 | 11781 | 138785714

11. | Tudomdsa szerint kapott-¢ kollégdja, ismerGse készpénzt betegtdl 74 6
vagy hozzitartozéjatol 2021 elsé négy honapjiban?

12. | Az ismer&se, kollégdja dltal kapott készpénz Otszdzra kerekitve hany 20 000

forint volt?

13. | Milyen gyakran fordult el6 2021 elsé négy honapjiban, hogy a beteg | 13 3 13|27 |24
vagy hozzitartozoja az ellitdst mindossze szoban vagy irasban
megkoszonte?

14. | Milyen gyakran fordult el§ 2021 elsé négy honapjiban, hogy a beteg | 65 9 4 1
vagy hozzitartozdja az ellitds megkezdése el6tt adott ajindéktargyat?

15. | Miért utasitotta vissza a hdlapénzt 2021 elsé négy honapjiban?
(Tobb vilaszt is bekarikdzhat!)

Mert biincselekménynek mindsiil az elfogadasa. 43

Mert erkolestelen az elfogadasa. 43

Mert az egészségiigyi torvénytink értelmében tilos elfogadni. 27

Mert a beteg vagy hozzitartozoja kiszolgdltatott helyzetben van. 16

Mert nincs sziikségem erre a pénzre. 2

1 = soha; 2 = tobbhavonta egyszer; 3 = havonta egyszer; 4 = hetente egyszer; 5 = hetente tobbszor

szokott, erkolcsileg és jogilag is korrekt ajandékozas tor-
ténik.

Mindharom vizsgalt egészségligyi szakdolgozoi terti-
leten el6fordult, hogy a beteg az ellaitdis megkezdése
elétt adott ajandékot. Osszesen a valaszolok mintegy
20%-anak esetében tortént ilyen a belgyogyaszati és
gyermekgyogyaszati teriileten, kb. 15%-ban a sebészeti
teriileten. MUtéti és belgyogydszati teriileten egyarant
egy egészségiigyi szakdolgozé nyilatkozta, hogy hetente
egyszer, négyen nyilatkoztik, hogy havonta egyszer kap-
tak el6re ajandékot. Miitéti teriileten 9 egészségiigyi

szakdolgozé vallotta, hogy a beteg tobbhavonta egyszer,
mig belgydgyaszati teriileten 16 egészségiigyi szakdol-
goz6 vallotta, hogy a beteg tobbhavonta egyszer elére
adta az ajandékot. Gyermekgyogyaszati teriileten 12
egészségiigyi szakdolgozoval tortént, hogy elére kapta
az ajandékot.

Miitét teriileten 2021 els6 négy honapjaban atlago-
san 13 250 Ft felkindlt Osszeget utasitottak vissza az
egészségiigyi szakdolgozok; belgydgyaszati teriileten
13 467 Ft-ot; gyermekgyogyaszati teriileten 13 286 Ft-
ot. A felkindlt és visszautasitott készpénz Osszege a hd-
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2. tablazat

Belgyogyaszati jellegti (n = 99)

EREDETI KOZLEMENY

| A belgybgyaszati teriileten tevékenykedd egészségiigyi szakdolgozok ajandék- és hilapénz-clfogaddsi szokdsai

Atlag Szoéras Variancia

Kapott-e kisebb értékii ajaindéktargyat (példaul édességet, kavét

jatol 2021 els6 négy honapjiban?

>

italt, virdgot, hazi készitésd tirgyat stb.) betegtsl vagy hozzitartozé-

otszazra kerekitve hany forint volt?

Becslése szerint alkalmanként a kisebb értékii ajaindéktargy értéke

2772 1554 2415 368

Becslése szerint hosszabb bennfekvés esetén a kisebb értékii
ajandéktargy értéke otszdzra kerekitve hany forint volt?

5013 3309 | 10952523

jarmtvet, haztartasi gépet stb.) betegtdl vagy hozzitartozjatol
2021 elsé négy honapjaban?

Kapott-e nagyobb értéki ajindéktirgyat (példdul festményt, ékszert,

95

otszazra kerekitve hany forint volt?

Becslése szerint alkalmanként a nagyobb értékd ajandéktargy értéke

22500 | 14 053 | 197 500 000

Becslése szerint hosszabb bennfekvés esetén a nagyobb értékii
ajandéktargy értéke otszdzra kerekitve hany forint volt?

30 000 | 12247 | 150 000 000

hozzatartozéjatol?

Kapott-e 2021 elsé négy hénapjaban a betegellatisban részt vevd
osztalyos névérek csoportja kollektiven ajindéktargyat betegtdl vagy

46 | 39 | 11

kerekitve hany forint volt?

Becslése szerint a kollektiven kapott ajandéktargy értéke otszazra

7 882 4281 | 18322814

elsé négy honapjiban?

Utasitott-¢ vissza készpénzt betegtdl vagy hozzatartozo6jatol 2021

24 | 52 | 18

10. | A visszautasitott készpénz Otszdzra kerekitve hiny forint volt?

13467 | 14 638 | 214 266 667

11.
vagy hozzitartozéjatol 2021 elsé négy honapjiban?

Tudomisa szerint kapott-¢ kollégaja, ismerGse készpénzt betegtsl

86 | 11

12.
forint volt?

Az ismerGse, kollégdja altal kapott készpénz 6tszazra kerekitve hiny

10 000

13.
vagy hozzitartozoja az ellitdst mindossze szoban vagy irasban
megkoszonte?

Milyen gyakran fordult el 2021 elsé négy hénapjaban, hogy a beteg

17 | 42 | 35

14.

gyat?

Milyen gyakran fordult el§ 2021 elsé négy hénapjiban, hogy a beteg
vagy hozzitartozdéja az ellitids megkezdése el6tt adott ajindékedr-

75 | 16

15. | Miért utasitotta vissza a halapénzt 2021 els§ négy hénapjiban?

(Tobb vilaszt is bekarikdzhat!)

Mert biincselekménynek mindsiil az elfogadisa.

46

Mert erkolestelen az elfogaddsa.

56

Mert az egészségiigyi torvényiink értelmében tilos elfogadni.

41

Mert a beteg vagy hozzitartozoja kiszolgéltatott helyzetben van.

23

Mert nincs sziikségem erre a pénzre.

1 = soha; 2 = tobbhavonta egyszer; 3 = havonta egyszer; 4 = hetente egyszer; 5 = hetente tobbszor

rom f6 egészségiigyi szakdolgozdi teriileten kozel meg-
egyezett. Ha ezt Osszevetjiik a 2020 &szén mért
eredményeinkkel, akkor azt latjuk, hogy akkor még mi-
téti teriileten egy hét benntartézkodds esetén atlagosan
12 390 Ft-ot kaptak az egészségiigyi szakdolgozok; bel-
gyogyaszati teriileten 8917 Ft-ot; gyermekgyogyaszati
tertileten 7889 Ft-ot. A betegek altal felkindlt osszeg
mindharom teriileten nétt a 2021-t4l hatdlyos jogszaba-
lyi kornyezetben.

A halapénzt visszautasito egészségligyi szakdolgozok
koziil a mUtéti teriileten tevékenykedSk ugyanannyian

érveltek a biintetjogi fenyegetettséggel, mint erkolesi
okkal. A belgyogyaszati teriileten dolgozé egészségiigyi
szakdolgozok koziil a legtobben az erkolesi okot jelolték
meg a juttatas visszautasitisinak okaként, de sokan indo-
koltik a visszautasitast a biintetGjogi fenyegetettséggel és
azzal, hogy az Eiitv. tilalmazza. Gyermekgyogyaszati te-
riileten a legtobb egészségiigyi szakdolgozd erkolesi ok-
bol utasitja vissza a halapénzt, de a biintetGjogi szankcid
és az Eiitv. szakmai-etikai szabalya is a gyakori érvek ko-
zott szerepel. Mtéti és belgyogydszati teriileten mind-
Ossze egyarant 2-2 egészségiigyi szakdolgozoé utasitotta
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3. tablazat

Gyermek /ifjasdgi jellegl (n = 66)

EREDETI KOZLEMENY

| A gyermekgydgydszati teriileten tevékenykedd egészségiigyi szakdolgozok ajandék- és hilapénz-clfogaddsi szokdsai

Atlag Sz6ris Variancia

1. | Kapott-e kisebb értéki ajandéktargyat (példdul édességet,
kavét, italt, virdgot, hdzi készitési targyat stb.) betegtdl vagy
hozzatartozo6jatol 2021 elsé négy honapjiban?

o]
—
O
w
(%)
[92%
\S]

2. | Becslése szerint alkalmanként a kisebb értékd ajandéktargy
értéke otszdzra kerekitve hany forint volt?

2 945 1592 2534 007

3. | Becslése szerint hosszabb bennfekvés esetén a kisebb értékd
ajandéktargy értéke 6tszdzra kerekitve hany forint volt?

5106 3564 12 699 378

4. | Kapott-e nagyobb értékd ajindéktirgyat (példdul festményt,
ékszert, jarmtivet, haztartdsi gépet stb.) betegtdl vagy
hozzatartozo6jatol 2021 elsé négy honapjiban?

63 3

5. | Becslése szerint alkalmanként a nagyobb értékd ajandéktirgy
értéke otszdzra kerekitve hany forint volt?

25000 | 10801 | 116 666 667

6. | Becslése szerint hosszabb bennfekvés esetén a nagyobb értéki
ajandéktargy értéke 6tszdzra kerekitve hany forint volt?

38333 | 20207 | 408 333 333

7. | Kapott-e 2021 els6 négy honapjiban a betegelldtisban részt
vev§ osztalyos névérek csoportja kollektiven ajandéktargyat
betegtdl vagy hozzitartozdjitdl?

36 22 2

8. | Becslése szerint a kollektiven kapott ajindéktargy értéke
otszazra kerekitve hany forint volt?

9233 4 309 18 563 277

9. | Utasitott-e vissza készpénzt betegtdl vagy hozzitartozojatol
2021 elsé négy honapjaban?

17 21 24 3 1

10. | A visszautasitott készpénz Otszdzra kerekitve hiny forint volt?

13286 | 16479 | 271 571 429

11. | Tudomasa szerint kapott-¢ kollégdja, ismerdse készpénzt
betegtdl vagy hozzitartoz6jatdl 2021 elsé négy hénapjiban?

60 6

12. | Az ismerGse, kollégaja altal kapott készpénz 6tszazra kerekitve
hény forint volt?

5000

13. | Milyen gyakran fordult el6 2021 els6 négy hénapjaban, hogy a
beteg vagy hozzitartozdja az ellitist minddssze szdban vagy
irasban megkoszonte?

28 22

14. | Milyen gyakran fordult el 2021 els§ négy hénapjiban, hogy a
beteg vagy hozzitartozdja az ellitds megkezdése el6tt adott
ajandéktargyat?

54 12

15. | Miért utasitotta vissza a hdlapénzt 2021 elsé négy honapjiban?
(Tobb vialaszt is bekarikazhat!)

Mert biincselekménynek mindsiil az elfogadisa.

31

Mert erkolestelen az elfogaddsa.

32

Mert az egészségiligyi torvényiink értelmében tilos elfogadni.

29

Mert a beteg vagy hozzitartozoéja kiszolgiltatott helyzetben
van.

10

Mert nincs sziikségem erre a pénzre.

1 = soha; 2 = tobbhavonta egyszer; 3 = havonta egyszer; 4 = hetente egyszer; 5 = hetente tobbszor

vissza a felajinlott Gsszeget azért, mert nincs sziiksége
erre a pénzre. Gyermekgyogyaszati teriileten pedig senki
sem jelolte be ezt a valaszt. Csak a belgyogyaszati tertile-
ten mikods egészségiigyi szakdolgozok korében sza-
mottevé az informdlis juttatds visszautasitisa azzal az
indokkal, hogy a beteg vagy hozzatartozoja kiszolgalta-
tott helyzetben van.

Alig fordult ¢l8, hogy az egészségiigyi szakdolgozok
koziil valaki azt vallotta volna, hogy egy kollégaja kapott

a betegtdl készpénzt 2021 elsé négy honapjaban. Akik
mégis azt irtak, hogy tudnak ilyesmirdl, matéti teriileten
20 ezer, belgyogyaszati teriileten 10 ezer, gyermek-
gyogyiszati teriileten pedig 5 ezer Ft dtaddsirol és elfo-
gadasarol szamoltak be. Havonta egy alkalommal csak
belgyogyaszati  teriileten tevékenykedd egészségiigyi
szakdolgozok tapasztaltak kollégdjuk torvénysérté ma-
gatartasat. Tobbhavonta egyszer mindhdrom tertiletrdl
adtak hirt készpénz elfogaddsarol.
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Megbeszélés

A hilapénz jelentése a magyar jogi nyelvben a korrupciéd
elkovetési targya, mig a megengedett Osszeghatiron be-
lil torténd ex post ajindékozds az ,ajandék” szé eredeti
denotativ jelentéstartalmdhoz nyulik vissza. Az ajin-
dékozas a Magyarorszagot koriilvev§ posztszocialista
allamokban a korrupcios jellegii juttatishoz hasonlo je-
lentéssel él tovabb. A jogalkoté szandéka szerint Ma-
gyarorszagon az ajaindékozds az egészségligyben vissza-
nyeri az 6nként és erkolesdsen nyujtott jelentését. Az,
hogy mindez a gyakorlatban miként alakul, hosszabb
tavon ddl el; az elsé hénapoknak a szakdolgozok ko-
rében tapasztalhat6é hatdsait mértik fel tanulmanyunk-
ban.

A tobbletjuttatds visszautasitasara adott valaszokbdl az
derdl ki, hogy a felmérésben részt vevsk értestiltek az 0j
szabdlyozasrol, tisztiban vannak a biintet§jogi fenyege-
tettség megvaltozdsaval. Ugyanakkor beszamolnak arrél,
hogy tudomasuk van a készpénzatadas el6fordulasardl is,
mégpedig — a gyermekgydgyaszati tertiletet kivéve — a
megengedett ajindékozasi értékhatart meghaladé mér-
tékben.

Magyarorszagon tiltdsra keriilt a halapénz pénzben
nygjtott birmely formdja. Az ajaindék ex ante dtadasa ko-
zepes sulyt krimindlis cselekmény: tilos. Felmérésiink
szerint ilyen jellegi biincselekmény a vilaszolok 15—
20%-a szerint tortént legalabb egyszer. Ez a magas krimi-
nalitasi arany arra utal, hogy a korrupcié jelenleg is erd-
sen jelen van az ellitdsban. Nem zarhatjuk ki, hogy a
felmérés idején még nehezen hozziférhet§ nem
COVID-ellatasok elérhetsége érdekében igyekeztek a
betegek chhez a hozzaférési esélynoveléshez nyulni.
A kezelést kovetGen nyujtott, 2021-ben a 8370 Ft-ot
(a 2022-t6l 200 ezerre emelt minimalbér esetén a
10 ezer Ft-ot) meg nem haladé értékd ajaindékozas nem
valoésit meg bilincselekményt; etikai megitélése azonban
ujragondoldst igényel.

Tovabbra is hatdlyosak a Magyar Egészségiigyi Szak-
dolgoz6i Kamara (MESZK) etikai kddexének 11. 21-23.
pontjai, melyek szerint:

— II. 21. Az egészségligyi szakdolgozé halapénzt nem
kérhet, és nem tanusithat olyan rdutalé magatartast,
amely halapénz irdnti igényt fejez ki.

— II. 22. Az etikai normék kiilénosen sulyos megsérté-
sének mindsiil, ha az egészségiigyi szakdolgoz6 bar-
milyen anyagi vagy nem anyagi eredetd juttatast kér,
vagy erre utalé magatartast tantsit a siirgGsségi beteg-
ellatas soran, haldokl6 beteg ellatisa soran, egészség-
igyi dolgozé ellitisa sordn és minden olyan esetben,
amikor az egészségiigyi ellatishoz valé hozziférés
korlatozott.

— II. 23. Az egészségiigyi szakdolgozok egymastdl nem
fogadhatnak el halapénzt.

A MESZK etikai kédexének II. 18. pontja értelmé-
ben: ,,Azzal a személlyel, akinek egészségiligyi ellatasa-
ban részt vesz, az egészségligyi szakdolgozo vagy kozeli
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hozzitartozo6ja nem kothet ... ajindékozasi szerz6dést.”
Mig a pénzosszeg tiltdsara, illetve visszaszoritdsara tett
etikai normativ kijelentések tovibbra is tarthaték, addig
a II. 18. pontba foglalt ajindékozasi tilalom korabban is
szigorbb volt, mint az j szabalyok. 2020-as és idei fel-
mérésiink alapjan az etikai kdédexbe foglaltak alig kertil-
tek kovetésre, és a formalis értékeléssel szemben a jelen
jogi megoldas a gyakorlatban szigoritist jelentett. Fel-
meriil az etikai szabidlyok médositisinak sziikségessége
is, mert a torvényi ,engedély” mellett az ennél szigo-
rabb kovetelmények érvényesitésére nincs redlis esély; a
Ptk. a targy ataddsit szobeli ajandékozasi szerz&désként
ismeri el. Nem kertlt rendezésre az ado- és illetékkotele-
zettség, de a torvényben megengedett mérték nem éri el
a 150 000 Ft-ot, ezért ajaindékozidsi illetékfizetési kotele-
zettség nem mertl fel.

Habibov és Cheunyg 2017-ben alahtzta, hogy a poszt-
kommunista orszigok koziil Szlovénidban tapasztalhaté
a legkevésbé a hidlapénzjelenség, de ott sem ismeretlen.
Magyarorszagon sokkal jelentGsebb volt ez az egészség-
tigyben, mint az akkor mar magasabb bérekkel miikodé
csch egészségiligyben [18]. A szlovéniai egészségiigyben
végrehajtott béremelés jelentSsen visszaszoritotta a je-
lenséget, de nem elimindlta teljesen. A szakdolgozok
korében az évekre széthtzott és idén zarddo hazai bér-
emelés nem volt olyan litvanyos, mint az orvosok bér-
emelése. Virhatéan Magyarorszagon is fennmarad a ha-
lapénz, csokkent és latens formaban; az ajandékozasi
szokasok esetlegesen j jellemz&i még nem alakultak ki.

A felmérés szerint a nagy értékd ajandékozas a 2020
8szén mért juttatdsi értékekkel Osszevetve lényegesen
csokkent. Ez a szankcionalas bevezetésével korrelal.

Schaaf és Topp 2019-ben kiemelték, hogy Magyaror-
szdgon az ajaindékozis a beteg lelkidllapotit hozza helyre
azzal, hogy az egészségiigyi dolgozd és a beteg kozti
kapcsolatban megsziinteti a paciensnek a betegség miatt
érzett fiigglségi helyzetét [19]. Az egészségligyi szak-
dolgozé az, aki a legtobb id6t tolti személyesen a beteg-
gel, ezért az 6 joindulatinak megnyerése rovid tivon a
legfontosabb, hosszt idejd ellitasnal pedig a legelemibb
betegérdek. Koribban az orvosok kaptik a tobb na-
gyobb Osszegl halapénzt, de azzal, hogy az ajandékoza-
si rendszer szurrogalja a kordbbi rendszert, az egészség-
tgyi szakdolgozoék osszességében véve ardnyaiban tobb
ajandékot kellene, hogy kapjanak, mint az orvosok. A
gyakorlatban latszik, hogy nétt az egészségiigyi szakdol-
gozbéknak adott ajandékok értéke, de még nem latszik,
hogy a leginkabb érintett orvosi szakma — és fGleg a m-
téti tertlet — miként reagdl a halapénz-elfogadds és hala-
pénzadas kriminalizdcidjara. A Markusovszky-6sztondij
és a rezidensek etikai alapti mozgalma mar évekkel ez-
el6tt elkezdte megalapozni a paraszolvenciarendszer fel-
szamolasat, és Torzsa és mesai felmérése a haziorvos-rezi-
densek korében egyértelmten igazolta a fiatalok
halapénzt elutasité attitidjének erdsodését [20]. Az
egészségiigyi szakdolgozok ebbdl a szempontbdl egy-
szer(ibb helyzetben vannak. Ok eddig is csak nagyon kis
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szeletet, az Osszes juttatds 6%-at kaptik a hilapénztorta-
bol [21], ezért konnyebben szorithatok jogkovetd ma-
gatartasra.

Magyarorszigon a hilapénz elfogadisa pirhuzamos
jogagi felelGsséget keletkeztethet. Etikai eljaras, mun-
kajogi fegyelmi eljaras és biintetSeljards is lefolytathaté.
A parhuzamos felelGsségre vonas nem sérti a ne bis in
idem elvét. Jelenlegi jogszabalyaink szerint a hangsaly az
ctikai felel@sségrdl a biintetSjogi telelGsségre tevédott at,
de a biintetSjogi felelGsségre vonds egyelére kevésszer
fordult el6, erre idS sem lett volna. Kevés alkalommal, de
tettek mar feljelentést orvos és egészségiigyi szakdolgo-
z6 ellen is, az eddigi sajtobeszimoldk azonban féleg a
kordbban is korrupciéonak mindsilé tigyeket érintették
(SARS-CoV-2 elleni véddoltisi igazolds hamis kidllitasa).
A juttatast elfogadd, ,,bilincsben elvitt orvosok™ sajtohir-
ként torténs megjelenitése pedig nyilvan a generalis pre-
vencid, a példa statualdsinak eszkoze. A biintet6jogi fe-
lelGsségre vonds lehetSsége az elsd fokozat a prevencios
skalan. Ez sokszor mar énmagaban is elegend$ ahhoz,
hogy az egészségiigyi szakdolgozok visszautasitsdk a ne-
kik felkinalt pénzosszeget. Ezt alatimasztotta felméré-
stink eredménye is. Matéti és gyermekgyogyaszati terii-
leten a legtobben havonta egyszer, mig belgydgyaszati
teriileten tobbhavonta egyszer utasitottak vissza kész-
pénzt 2021 elsé négy hénapjiban.

A mult évben mért adatok szerint a mdtéti teriileten
tevékenyked§ egészségiigyi szakdolgozok kozil a leg-
tobben azt vallottik, hogy havonta egyszer, mig ezen a
teriileten idén mar a legtobben azt dllitottak, hogy he-
tente egyszer fordult el§, hogy a beteg vagy hozzatarto-
z0ja az ellatast mindossze szoban vagy irasban megko-
szonte. Belgyodgyaszati teriileten tavaly még a legtobb
egészségiigyi szakdolgozé azt irta, hogy havonta egy-
szer, idén mar a legtobben azt jelolték be, hogy hetente
tobbszor is el6fordult, hogy mindossze koszonetet kap-
tak. Gyermekgyogyaszati teriileten tavaly még a legtob-
ben azt vallottak, hogy havonta egyszer, mig idén mdr
azt, hogy hetente egyszer kaptak pusztin szobeli vagy
irdsbeli koszonetet.

Miitéti, belgydgyaszati és gyermekgyogyaszati teriile-
ten is gyakran fordult el6, hogy a beteg vagy hozzatarto-
z6ja az ellatist mindGssze széban vagy irdsban megko-
szonte. A 2021 els6 négy hénapjiban, az 4j jogszabalyi
kornyezetben még gyakrabban fordult el, mint a 2020
Gszén mért adatok szerint. Tehat a hala nem pénzbeli és
nem is ajandéktargy formdjaban torténd kifejezése nem
idegen a magyar egészségiigyi kultaratél. A sokszor em-
legetett klisék mellett fontos felhivni a figyelmet arra,
hogy mind a betegek, mind pedig az egészségiigyi szak-
dolgozdk szempontjabdl természetesnek tekinthetd, ha
a koszonetnyilvanitds gesztusa nem materializaloédik
pénzben kifejezhetS értékben. Erre szamos kilfoldi és
sok belfoldi kutatds nem tér ki, pedig a kdszonet a beteg-
nek nem keriil semmibe, mig az egészségiigyi szakdolgo-
z6 betegekkel szembeni attitdidjét pozitivan befolyasolja,
és jol elhatarolja az egészségligyi szolgaltatast az egyéb,
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személytelen vagy nem a bizalmi elven mikodé szolgal-
tatasoktol.

Kisebb értékd targyi ajindékot miitéti teriileten a leg-
tobb egészségiigyi szakdolgozo tavaly hetente egyszer
kapott. Idén a legtobben havonta egyszer kaptak ilyes-
mit. A kisebb értékii ajandéktargy értéke idén alkalman-
ként atlagosan 3409 Ft, hosszabb bennfekvés esetén
5846 Ft volt. Belgyogydszati teriileten tavaly a legtob-
ben hetente egyszer, mig idén havonta egyszer és tobb-
havonta egyszer kaptak kisebb értékd ajandékot. E teri-
leten idén alkalmanként dtlagosan 2772 Ft, mig hosszabb
bennfekvés esetén 5013 Ft volt az ajaindék értéke. Gyer-
mekgyogyaszati teriileten tavaly hetente egyszer, idén
havonta egyszer kapott a legtobb vilaszad6 egészségiigyi
szakdolgozdé kisebb értékd ajandéktargyat. Ezen a terii-
leten idén alkalmanként atlagosan 2945 Ft, mig hosz-
szabb bennfekvés esetén 5106 Ft volt a kisebb ajindék-
targy értéke.

Miitéti teriileten a legtobb egészségiigyi szakdolgozo
tavaly azt jelolte be, hogy havonta egyszer kapott na-
gyobb értékil ajandéktargyat, mig idén azt, hogy soha.
Idén, akik mégis kaptak, atlagosan 26 667 Ft értékben
kaptak alkalmanként nagyobb értékd ajindékot, mig
hosszabb bennfekvés esetén dtlagosan 32 500 Ft érték-
ben. Belgyogyaszati teriileten a legtobben tavaly havonta
egyszer, mig idén soha nem kaptak ilyesmit. Idén, akik
mégis kaptak, dtlagosan 22 500 Ft értékben kaptak alkal-
manként nagyobb értékd ajaindékot, mig hosszabb
bennfekvés esetén dtlagosan 30 000 Ft értékben. Gyer-
mekgyogyaszati teriileten tavaly és idén is a legtobben
soha nem kaptak nagyobb értéki ajindéktargyat. Idén,
akik mégis kaptak, dtlagosan 25 000 Ft értékben kaptak
alkalmanként nagyobb értéki ajandékot, mig hosszabb
bennfekvés esetén atlagosan 38 333 Ft értékben.

A betegattitidok valtozisa is sziikséges lenne a vilto-
zis kiteljesedéséhez, a hdlapénzadasi hajlandésig nem
szlint meg az 0j szabalyozas hatdsara. Erre utal, hogy
mind a mtéti, mind a belgydgyaszati, mind pedig a
gyermekgyogyaszati teriileten tevékenykedd egészség-
tigyi szakdolgozok utasitottak vissza pénzosszegeket a
2021. évi jogi fordulat utan is. Olykor egészen magas
osszeget. Példaul gyermekgyogyaszati teriileten el6for-
dult, hogy az egészségiigyi szakdolgoz6 2021 els6 négy
hénapjaban 50 000 Ft-ot utasitott vissza. Belgydgyaszati
teriileten pedig hosszabb bennfekvés esetén 30 000 Ft
éreékd ajandéktargy elfogadasardl is szamolt be egész-
ségiligyi szakdolgozo6, ami joval meghaladja a megenge-
dett értékhatirt. Tehat a betegek egy része tovibbra is
természetesnek tartja az informadlis juttatdst, és a biinte-
téjogi fenyegetettséget feliilirja a paciensek egészségtél-
tése. Kutatdsaink szerint a 2021. évi jogi fordulat utan is
nagyobb 0sszegii ajandékozas tapasztalhaté a mitéti te-
rileten. Baji és Guldcsi 2012-es kutatasi eredményei sze-
rint a magyar lakossag elfogad6 a halapénzzel kapcsolat-
ban, bar egyértelmlen nem a pénz, hanem az ajindék
jelenti a hala kifejezését. A valaszadék kevesebb mint fele
(48%) rendelkezett negativ attittiddel, tobb mint fele ko-

2022 m 163. évfolyam, 9. szam

370

ORVOSI HETILAP

Unauthenticated | Downloaded 05/13/22 07:00 AM UTC



zOmbds, vagy pozitivan itélte meg a halapénzt. Az ajan-
dékok megitélését tekintve a vilaszadok kozel egyenld
aranyban oszlanak meg a ’pozitiv’, a ’k6zombos’ és a
negativ’ kategoériak kozott. A jelenség , kiirtasaval” a va-
laszad6k tobb mint fele egyetértett [22].

Baldzs Péter 2014-ben igy fogalmazott: ,Az 1989-es
rendszervaltozas azért okoz mind a mai napig fennallo
fesziiltséget, mert elvileg megszabaditott benniinket a
megalkuvasok kényszerd vallaldsatol. A hdlapénzt mégis
azért véllaljuk, mert az *elényei’ megérik a kockizatmen-
tességet a rovid tava szemlélettel gondolkodod egészség-
politikiban” [23]. A 2021. évi jogi fordulat mar hosz-
szabb tavon tervez.

Kovetkeztetés

A halapénzrendszer leépitése a magyar egészségligyben
hosszabb id6t fog igénybe venni.

Az egészségiigyi szakdolgozok korében a pénz vissza-
utasitdsa ¢s jobbara a kisebb értéki ajindéktargyaknak a
kezelést kovetd elfogadisa jellemz6 az Gj jogszabdlyi
kornyezetben. A latens 6sszeg a 2021. janudri fordulat
utan novekedett a 2020 Gszén mérthez képest. A 2021-
ben mért adatok szerint a legtobb egészségiigyi szakdol-
goz06 az erkolesi ok mellett a biintetSjogi kovetkezmé-
nycktdl tartva utasitja vissza, azaz a jogszabalyvaltozast
az érintett egészségiigyi szakdolgozok ismerik, és hatasa-
ra megvaltozott a kordbbi készpénz- és ajindékelfoga-
dasi gyakorlatuk. Felmérésiink az egészségiigyi szakdol-
gozokra vonatkozik, akik a hdlapénznek arinyaiban a
legkisebb haszonélvezdi voltak, ezért ebbdl a felmérés-
bél az orvosi szokdsokra és attittidokre vonatkozdan
nem lehet kovetkeztetést levonni.

Az NVSZ nyilvinossigra hozott tigyei alapjan korab-
ban is korrupciénak mindsiil§ tigyeket tartak fel szamos
esetben, azaz a jogszabalyviltozastdl fiiggetlen teriileten
er6sodott az egészségiigy antikorrupcids feliigyelete, de
megindult a valédi paraszolvenciatigyek feltirdsa is.
Szakdolgozokra vonatkozodan csak az el6z6 kategoriiba
tartozo esetekrdl hallottunk.

Az elGzetes, az ellatis megkezdése el6tti juttatis ma-
gas ardnya — bar kis 6sszegl ajandék kategoridjaba sorol-
tan — tovabbra is jelent8s korrupcids kockazatot, illetve a
korrupcié tényleges jelenlétét mutatja.

A régionkhoz tartozé orszagokkal foglalkozé friss
szakirodalmi kozlemények és az altalunk végzett empiri-
kus kutatds eredményeinek Osszevetése alapjan Magyar-
orszdg a szlovéniai példa megvaldsitdsa felé indult el. A
halapénz-mentesités ott sem valésult meg hidnytalanul,
de a magyarorszagi reform el6tt Szlovéniaban sikertilt
el6szor jelents dttorést elérni az egészségiigyi korrupcio
elimindlasa terén.

Bayji és Guldcsi adatai az idGsebbeket mutatjik elfoga-
dobbnak a jelenséget illetGen [22]. Ez magiban hordoz-
za a fokozatos megszlinés esélyét, amennyiben az orvo-
sok és a betegek kozott is ,,felnd egy olyan genericio”,
amely mar eleve halapénzellenes, és nem kivanja fenntar-
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tani a kordbbi gyakorlatot. Bar a vilaszadok szama alap-
jan nem vonhatunk le ilyen kovetkeztetést, bizunk ben-
ne, hogy a 2020-as és a 2021-es felmérés sorin a
gyermekgyodgyaszatban észlelt helyzet mar a hozzaaillas
valtozasat jelzi. E teriilet (fiatal sziil6k mint a juttatas
forrasa) volt a legkevésbé érintett a korrupcids mértékd
halapénzzel /ajandékkal.

Anyagi tamogatis: A kézirat megirdsa anyagi timogatas-
ban nem részesiilt.

Szerzdi munkamegosztis: J. M.: A kérdGives kutatas ered-
ményeinek értékelése és a cikk megirisa. K. E. M.: A ku-
tatds szakmai feliigyelete és a cikk megirdsa. A cikk vég-
leges valtozatat mindkét szerzd elolvasta és jovahagyta.

Erdekeltségek: A szerzGknek nincsenek érdekeltségeik.
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Koszonjiik az Szegedi Tudoményegyetem Apolisi Igazgatdsiganak a
valaszadok elérés¢hez nyqjtott segitségét.
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Health equity and health data protection related to
telemedicine amid the COVID-19 pandemic

The correlation between health equity and health data protection in the area of
telemedicine has been put into relief during the COVID-19 pandemic. Indeed, the
right to health data protection is not only a personal right but also a human right.
Health equity cannot be maintained without an adequately functioning system of
health data protection in telemedicine, yet, in many countries, health equity re-
mains a mere dream. The United States and the European Union are the flagships
of both health equity and health data protection, with HIPAA (in the US) and the
GDPR (in the EU); however, some gaps do exist, as demonstrated by the practice of
telemedicine during the COVID-19 pandemic. While US and EU regulations on tele-
medicine do provide legal certainty, fighting the COVID-19 pandemic has created a
new legal climate, with new priorities superseding health data protection, which
had been paramount beforehand.
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rights, personal rights.

Author Information
Maté Julesz, University of Szeged, Department of Forensic Medicine
https://orcid.org/0000-0003-0148-1857

How to cite this article:
Maté Julesz. “Health equity and health data protection related to telemedicine amid
the COVID-19 pandemic”.
Informdcids Tarsadalom XXII, no. 2 (2022): 27-38.
== https://dx.doi.org/10.22503/inftars.XXI1.2022.2.2 =

All materials
published in this journal are licenced
as CC-by-nc-nd 4.0

T

Z O - P O > v = >




1. Introduction

Health equity and health data protection are strongly correlated in the area of tele-
medicine. The quality of health equity in telemedicine is largely affected by the ob-
servation of data protection rules and principles. There is no legal certainty without
ethics, and ethics are reflected in the law in effect. Ethical norms orientate not only
lawmakers but also legal practitioners.

Health equity can be made a reality not only if a legal foundation is established
but also if there is wide acceptance of the laws in society. Health equity should be
guaranteed for all — the poor as well as the better-off. If there is a social discrepancy,
health equity cannot be maintained. Health equity presupposes data protection be-
ing respected by all. When certain social actors erode data protection for their own
purposes, other groups of people will suffer abuse of their rights. Where rights tied
to health data are abused because of deficiencies in telemedicine, health inequity
comes about.

The ethical ‘good’ is not necessarily identical to the notion of ‘lawfulness’. A der-
ogation from the basic international principles of health data protection may be
justified either by laws related to the COVID-19 pandemic or by social ethics. It is not
only health equity that requires social coherence. The law on health data protection
also demands it. Strictly abiding by the laws is not always ethical: summum jus =
summa injuria. However, when the social actors are inclined to obey the laws and
to respect the health data protection regulations, there is a great chance to create a
society with immanent health equity.

It is important to protect all patients’ health data; no one is entitled to a higher
level of protection by law than others. A right to health data protection is a personal
right enjoyed by a living patient that vanishes after death. According to Hungarian
court practice, if a patient has initiated a civil lawsuit for infringement of their right
to health data protection, their heirs may continue the legal procedure after the
patient’s death. This suggests that health equity presupposes a state of law where
health data protection is guaranteed by the telemedicine system and also by the
judiciary as a last resort.

2. Health equity and telemedicine in light of the COVID-19 pandemic

Authors from the United States have underlined the following problem: ‘economi-
cally disadvantaged Americans have the greatest need to take advantage of telemed-
icine to minimise unneeded contact for medical care as they are already in high-risk
groups on a number of other fronts. Regarding work, they are more likely to work
in essential public services’ (Khilnani, Schulz and Robinson 2020, 399). This sort of
problem arises in every country in the world, and it is one of the main sources of
health inequity amid the COVID-19 pandemic.

Recent research conducted in Canada has demonstrated that western rural Cana-
dians prefer in-person medical consultations to telemedicine. This is the case even
thoughmostwesternrural Canadiansenjoyaccesstotelemedicine (Rushetal.2021,10).
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A similar problem arises in other countries as well, including Hungary. Most rural
Hungarians today, as before the pandemic, will take a coach to meet their physician
personally rather than enjoying the advantages of telemedicine. In countries where
telemedicine is not accessible to all, the hardship is even greater. The Canadian phe-
nomenon is observed in various societies and cultures.

There is a certain level of intrinsic inequality in the information positions of
the physicians and patients. The patients find themselves in a vulnerable situation
when disclosing their health data. The physicians’ responsibility for data protection
is not merely of a legal but also of an ethical character. The physician’s duty to pro-
tect other people, who are in contact with the contagious patient, may overwrite the
patient’s right to health data protection.

Recently, US authors have emphasised the importance of health equity in con-
nection with telemedicine during the COVID-19 pandemic. Access to broadband
Internet, the ability to pay for telemedicine and many other factors have been de-
termining health equity during the pandemic (Ortega et al. 2020a, 369). Other US
authors have argued that ‘[tlhe COVID-19 pandemic has exposed the magnitude of
US health inequities — which the World Health Organization defines as “avoidable,
unfair, or remediable differences” in health’ (Berkowitz, Cene and Chatterjee 2020).
Lynch has observed that ‘[tlhe COVID-19 pandemic has revealed starkly and public-
ly the close interconnections between social and economic equality, health equity,
and population health’ (Lynch 2020, 983).

In China, from July 2018, the government has introduced regulations on telemed-
icine (Iong 2020, 595) and it is now free of charge. In the US, Medicare reimburses
the costs of healthcare provided through telemedicine (Ortega et al. 2020a, 369). Oth-
er countries, such as the UK, Germany, Canada, India and Hungary, also promote it
in light of the COVID-19 pandemic. Hopefully, these developments will be upheld
after the current situation.

In relation to the COVID-19 pandemic, authors from all over the world have
pointed to the ‘loss of health insurance, jobs and homes, which increases risk for
mental and physical morbidity and all-cause mortality’ (Shadmi et al. 2020, 2). All
that harms health equity in various ways in the countries under examination. For
example, in this study, the co-authors from Brazil state that rich white people have
imported SARS-CoV-2 from abroad and then infected less well-off Black workers
in Brazil (Shadmi et al. 2020, 3). The Chinese co-author is satisfied with the health
measures taken by the Chinese government. The US co-author stresses the problem
of uninsured homeless people and that of the prison population of 2.3 million be-
cause the prison healthcare system is ‘understaffed and ill-equipped’ (Shadmi et al.
2020, 10), and the co-author from Colombia focusses on the relevance of ‘telemedi-
cine for higher-risk groups, with the aim of reducing their unnecessary contact with
the health system’ (Shadmi et al. 2020, 13).

In Hungary, health equity is by and large ensured by the state. All the relevant
human rights documents are in effect in the country. Nevertheless, there are eth-
nic minorities (e.g. the Roma), jobless people, underpaid employees, retirees with
a small income and other social groups who have never enjoyed full health equity
during the recent history of Hungary. Telemedicine is not accessible to these people



or at least not fully accessible. The lack of access to broadband Internet is one of the
disadvantaging factors. In Hungary, an unusual number of healthcare services are
free; however, it is in private healthcare that a truly standard level of care is provid-
ed. After healthcare professionals’ salaries were raised in 2021, they had to decide
whether to work exclusively in the public or in the private healthcare sector because
it was not permitted to work in both. Those who have chosen the public healthcare
sector earn a considerable salary, while Hungarian patients who use private health-
care are those that can well afford it. Most socially vulnerable patients turn to public
healthcare providers, thus enlarging the gap between the level of healthcare for the
rich and that for the less well-off.

Telemedicine has been vital during the COVID-19 pandemic; however, health illit-
eracy and digital illiteracy mean that it is rather available to better-off and younger
social groups (Julesz 2020, 29; Piké and Kiss 2019, 108). Health inequity arises from
this phenomenon, and it is not the only factor at play. In Hungary, it is mostly baby
boomers who suffer from digital illiteracy. Those of advanced age hardly ever use
the Internet. Their main means of telecommunication with their doctor is the tele-
phone, though this is often insufficient for telemedicine. Spanish authors have con-
cluded that ‘[i]f face-to-face care cannot be offered, telehealth interventions should
be guaranteed, whenever possible facilitating contact by video call rather than by
telephone’ (Sanchez-Guarnido et al. 2021, 9). This assertion was made in connection
with occupational therapy for mental health; however, it applies to a variety of ar-
eas of medicine, except for such interventions as surgery or other cases of physical
intervention. Gy6rffy et al. point out that quite a few patients conceal or exaggerate
symptoms. This can be better recognised through a video connection than via tele-
phone (Gydrffy et al. 2020, 989). Balogh et al. argue that telemedicine has become
common in primary healthcare during the COVID-19 pandemic and that its advan-
tages should be maintained after the pandemic but that the length of consultations
via telephone ought to be reasonably limited (Balogh, Di6és and Papp 2020, 1431).

In the US, authors have argued that ‘those groups most vulnerable during the
COVID-19 pandemic — older adults and those with pre-existing conditions — are also
two groups that have historically been more likely to suffer from digital inequalities’
(Khilnani, Schulz and Robinson 2020, 398). Other authors from the US have arrived
at the result that during a major increase of telemedicine visits in March and April
2020 in the US, it was mainly patients aged 20 to 44 years who used telemedicine,
particularly for urgent care (Mann et al. 2020, 1132). The COVID-19 pandemic makes
telemedicine necessary to guarantee equal access to healthcare for all. However,
health equity for the elderly and the poor exists on the whole in the law but not in
reality. Those who cannot purchase the required technology cannot enjoy the ad-
vantages of telemedicine. They have to appear in person and expose themselves to
potential infection. The waiting lists are long, and telemedicine can only cut them
short for those experienced in the digital world. The tendency detected in the US
applies in Hungary as well, though the living standards and the quality of the health-
care provided are not comparable.

According to Ortega et al., ‘[l]linguistic barriers are a recognized source of health
inequities for ethnic minority communities whose health communication needs
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cannot be adequately met in the majority language’ (Ortega et al. 2020b, 1530). In
Hungary, this sort of problem did not arise during the COVID-19 pandemic because
ethnic minorities in Hungary generally (also) speak Hungarian. Nevertheless, these
communities are legally permitted to use their first language in healthcare. Howev-
er, in practice, they do not. In telemedicine, members of these groups intending to
use their first language would certainly meet difficulties due to the lack of health
professionals who speak minority languages.

In many countries, health inequity is produced by the scarcity of medical practi-
tioners in the face of a growing population, among other factors. This sort of health
inequity can be surmounted by training residents via telemedicine platforms, among
other solutions. This is a great opportunity to teach them how to perform medical
interventions and observe social distancing at the same time. For example, in Peru,
ophthalmology residents have successfully been taught how to do cataract surgery
via Cybersight, Orbis International’s telemedicine platform (Geary et al. 2021, 8).
Although the authors give an account of a success story, I believe that in-person
resident—patient contact needs to be ensured to train future medical practitioners
even during the COVID-19 pandemic. In the case of undergraduate medical students,
e-education may be a way out because of the huge number of students concerned. In
Hungary, medical students who enjoyed online education during the worst times of
the COVID-19 pandemic have since had the opportunity to make up the leeway and
take practical classes in the summer.

3. Telemedicine and health data protection

Telemedicine has gained in importance due to COVID-19. The pandemic prompted
lawmakers to regulate the legal and professional ethical framework for telehealth.
In Hungary, a large number of legal norms have been put in place to keep telemed-
icine within the borders of the state of law. The protection of sensitive health data
and the special legal features of the doctor—patient relationship make it important
to meticulously regulate the functioning of telemedicine. The regulations follow the
inter- and supranational legal norms in effect in Hungary.

As stipulated by section 52 of the Preamble of the General Data Protection Regula-
tion of the European Union (GDPR): ‘Derogating from the prohibition on processing
special categories of personal data should be allowed when provided for in Europe-
an Union or Member State law’, especially for the purposes of ‘prevention or control
of communicable diseases and other serious threats to health’. This regulation offers
a certain level of freedom to Member States, such as Hungary, to place public health
before personal health data protection, on condition that it is necessary and propor-
tional to prevent the spread of COVID-19. Becker et al. argue that ‘[iln a pandemic,
such regulations can derogate from data subjects’ rights and provide a legal basis for
processing beyond the existing legal framework’ (Becker et al. 2020, 5).

The right to health data protection is a human right. According to Article 6 of the
Convention for the Protection of Individuals with regard to Automatic Processing of
Personal Data of the Council of Europe: ‘personal data concerning health [inter alia]



... may not be processed automatically unless domestic law provides appropriate
safeguards’. Article 8 of the Charter of Fundamental Rights of the European Union
declares: ‘Everyone has the right to the protection of personal data concerning him
or her. Such data must be processed fairly for specified purposes and on the basis
of the consent of the person concerned or some other legitimate basis laid down by
law”’

Telemedicine provides an ample source of health data. There is a fine line be-
tween a legally permitted derogation from data protection and a violation of law.
In Hungary, health services provided through telemedicine should be properly doc-
umented in the Electronic Health Cooperation Service Space. This requirement is
a sine qua non of health data protection. An illegal breach of the patient’s right to
health data protection may lead to both civil and criminal liabilities. The patient
may seek damages and bring the case before a criminal court, although the estab-
lishment of criminal liability rarely occurs in Hungarian judicial practice. According
to section 219 of the Hungarian Criminal Code: ‘Any person who, in violation of the
statutory provisions governing the protection and processing of personal data in
Hungary or in the European Union, for profit or causing serious disadvantage: a)
is engaged in the unauthorized and inappropriate processing of personal data or
b) fails to take measures to ensure the security of data is guilty of a misdemeanour
punishable by imprisonment not exceeding one year. ... Any misuse of personal data
shall be punishable by imprisonment not exceeding two years if committed in con-
nection with special data.’

Leite et al. are of the following opinion: ‘Public administrations around the world,
such as Australia, the USA and the UK, are investing in telemedicine to manage COV-
ID-19, with the specific aim to reduce the volume of patients interacting with emer-
gency departments’ (Leite, Hodgkinson and Gruber 2020, 484). The same authors
underline the importance of data privacy and protection (Leite, Hodgkinson and
Gruber 2020, 483). The Hungarian Act on Health Data Protection is in harmony with
the GDPR (EU). The constitutional ‘state of danger’ in effect in Hungary narrows pa-
tients’ right to health data protection with regard to COVID-19, though this is propor-
tional and necessary in the time of a pandemic. In Hungary, there are limitations to
how the health data obtained from the Electronic Health Cooperation Service Space
can be used. Unnecessary and disproportional use of health data is strictly forbid-
den. The constitutional ‘state of danger’ is not an excuse for the Hungarian state to
abuse patients’ health data, and this is so in other countries as well.

Abeler et al. believe that ‘{fw]eakening data protection might be preferable to the
far-reaching restrictions of personal freedom and to the economic costs of the cur-
rent lockdown’ (Abeler et al. 2020, 1). The authors consider that a contact tracing
system would be useful to warn a person who has been in contact with an infected
person to self-quarantine. The authors find it secure because ‘the necessary data
could be processed in a way that would effectively preclude the central server from
identifying users’ (Abeler et al. 2020, 2). Bradford et al. argue that ‘exposure tracing
and notification is a proportionate response to the coronavirus public health threat
that justifies some intrusion on the privacy rights of individuals’ (Bradford, Aboy
and Liddell 2020, 21). In my view, data collection does not run counter to the GDPR
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(EU) if it happens with the intention of containing the COVID-19 pandemic. In the
European Union, the national regulations on data protection may differ from each
other on the condition that they do not violate the common basic EU principles of
data protection.

Those basic EU principles of data protection are as follows: the health data must
be processed lawfully and transparently; there is no room for data processing with-
out a specific purpose; and only health data necessary for this specific purpose
should be processed. Further, the health data should be protected against unlawful,
unauthorised and unnecessary data processing. The Hungarian app has been criti-
cised in relation to the aspect of data protection, mainly by party politicians; howev-
er, I believe that the basic principles of data protection have not been infringed in
practice. Detailing the technological conditions of telemedicine is not a goal of this
article.

In the US, the Health Insurance Portability and Accountability Act of 1996 (HI-
PAA) regulates the processing of information related to healthcare. While the US De-
partment of Health and Human Services (HHS) Office for Civil Rights and healthcare
providers found public video call platforms insecure for telehealth before the out-
break of the COVID-19 pandemic, the COVID-19 era has changed that office’s opinion,
and, as a consequence, healthcare providers have also changed their position. Skype,
Zoom, GoToMeeting and many other platforms may now be used (Pool, Akhlaghpour
and Fatehi 2021, 74). However, in terms of health data protection, some other public
video platforms are still considered to be insecure and are not authorised by the
Office for Civil Rights as a telehealth platform (Pool, Akhlaghpour and Fatehi 2021,
75). Bassan is of the opinion that ‘[h]ealth information accumulated in time of pan-
demic is highly valuable for those who profit based on it: health providers, health
and medical device vendors, health insurance companies, health devices manufac-
turers, pharmaceutical companies, telecommunication and technology companies
whose products may be used to provide telehealth, and advertisers’ (Bassan 2020, 7).
Bassan points out that ‘privacy policies’ and ‘terms of conduct’ set up by companies
not covered by HIPAA but still providing platforms for telehealth do not guarantee
health data protection (Bassan 2020, 7). In the US, management of electronic protect-
ed health information is regulated by HIPAA. Other US authors have concluded that
‘(wlith the transition to a postpandemic phase, the key transformation of telehealth
systems is to shift from crisis mode (where the use of stopgap or unproven technolo-
gies has been permitted) to sustainable, secure systems that properly preserve data
security and patient privacy’ (Wosik et al. 2020, 961).

Bhardwaj has pointed to the following problem: ‘In the telemedicine framework,
a standout among the most significant issues is the exchange of electronic patient in-
formation (EPI) between patient and a doctor that are remotely connected. A minute
change to EPI may result in a wrong diagnosis for the patient’ (Bhardwaj 2021, 2915).
This is why new methods need to be developed.

From the perspective of scientific researchers, US authors have reasoned that ‘we
can imagine a unifying multinational COVID-19 electronic health record waiting for
global researchers to apply their methodological and domain expertise’ (Cosgriff,
Ebner and Celi 2020, e224). Another US author has argued: ‘HHS should encour-



age health researchers to use the increased data provided by telehealth services
to train Al [artificial intelligence] software that can further improve not only the
telehealth services, but also other clinical care, healthcare operations, and research’
(Hoffman 2020, 15; see also Héder 2020). In my opinion, health data protection, as
a general rule, outweighs scientific aims; however, if those data could help contain
the COVID-19 pandemic, a proper anonymisation would counterbalance derogation
from general data protection rules. Section 4 paragraph 2(d) of the Hungarian Act
on Health Data Protection allows data processing for scientific purposes. Section 4
paragraph 4 makes it legal only if justifiably necessary for the purposes of scientif-
ic research. Nevertheless, health data processing is always legal when the patient
concerned or the patient’s legal representative gives informed consent. In light of
the COVID-19 pandemic, the last point is an exception, since masses of patients are
concerned, and a great many of them are not in a state to exercise their right to
self-determination.

The COVID-19 era has brought significant changes to the social, economic and
scientific functioning of all countries. Nevertheless, the political functioning has not
changed radically. In Hungary, data protection had become a battleground between
civil society and government long before the outbreak of the COVID-19 pandemic.
The pandemic put health data protection into relief, and it further increased the
debate between civil society and government. In the list of the deceased due to COV-
ID-19 published online by the government, it has been possible to link certain data to
a specific person, though the rule of law has been observed. In some of those cases,
concurrent information retrieved from tabloids have aided in this recognition.

4. Pros and cons of telemedicine

Telemedicine is largely based on legal and ethical cooperation between healthcare
providers and patients. Telemedicine has not only primary advantages (e.g. social
distancing) but also secondary ones (e.g. avoidance of informal payments). When I
take into account the advantages of telemedicine, I arrive at the conclusion that, for
various reasons, the secondary advantages prevail over the primary ones.

The primary advantages are that:

— the doctor—patient relationship does not always necessitate physical contact
between doctor and patient;

— the cost of healthcare provided through telemedicine is usually lower because
there are no additional expenditures, such as the cost of travel, meals and
accommodation;

— telemedicine can reach rural areas that have previously fallen outside the
scope of healthcare; and

— telemedicine makes it possible for physicians who are on sick leave because
of COVID-19 to continue working from home.

There are also certain secondary advantages, namely that:

— telemedicine forwards new technologies and promotes digital literacy;

— digital nomads can enjoy a higher level of occupational health;
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— the Internet of Things is an unavoidable step on the path of human digital
evolution;

— the distance between doctor and patient mostly excludes informal patient
payments, which are illegal in Hungary;

— patients will spend more money on necessary and useful healthcare devices
than on purchasing legal gifts for physicians;

— patients become educated in healthcare to a certain degree, for example
learning how to take blood pressure and how to measure oxygen saturation;

— both patients and doctors save precious time by curtailing futile chatting, al-
though the doctor does still need to talk to the patient in order to establish the
diagnosis and, in terms of health psychology, it is also important to inform and
comfort the patient;

— the general health culture of society will be improved because of patients’
increased personal involvement in caring for themselves; and

— timeworn medical practices will be more or less replaced by millennial physi-
cians’ digital response to current problems.

Besides the pros, however, cons also emerge, such as that:

— patients may be objectified;

— digital connections may replace interpersonal relationships;

— doctors’ altruism and empathy towards patients may be diminished;

— only well experienced physicians will be able to offer medical advice via tele-
medicine, with fresh doctors needing to wait and learn despite having little
opportunity to gain physical experience; and

— ageneration gap between older and younger physicians might hinder the ef-
ficacy of healthcare provision.

5. Conclusion

Western-type health equity and health data protection are fairly new phenomena
in Hungary. Both were imported from the European and American legal cultures. A
Western type of health data protection was incorporated into the Hungarian legal
system in the second half of the 1990s. Health equity is still under development in
Hungary. The right to health data protection is a personal right of the patient, which
may be overwritten by the healthcare provider’s duty to protect others. Health eq-
uity and health data protection have been going hand in hand in the field of tele-
medicine during the COVID-19 pandemic. The digital illiteracy of the elderly might
hinder the use of telemedicine, which is of high importance and not only during the
pandemic. Regardless of party politics, the steps made by the Hungarian lawmakers
during the COVID-19 pandemic have promoted the use of telemedicine, ameliorated
the level of health equity and, meanwhile, protected the citizens’ health data.
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The Legal History of Gratitude Payments to Physicians in Hungary

Maté Julesz*

Abstract

In Hungary, Act XIV of 1891 on Medical Care for Industrial and Factory Employees made it compulsory for most blue-collar workers to be
members of welfare funds (betegsegélyezd pénztir). In Hungary, Act I of 1936 on Medical Activity, Sec. 39(1), stipulated that physicians were
entitled to a fee when practising medicine privately. In the 1970 s and even for decades before and after, gratuities were paid in advance as an il-
legal but socially legitimate form of bribery. During the history of gratuities in Hungary, it has always been a crucial question whether to pay the
gratuity to the physician in advance or only after treatment. The Code of Medical Ethics of the American Medical Association of 1847 was taken
into consideration during the codification of the Hungarian Act on Health of 1972. This Code of Medical Ethics forbids physicians from accepting
any payment from other physicians for medical services. However, in other cases, the Code permits the acceptance of payments for medical services
as a remuneration for self-employed persons. According to the Corpus Hippocraticum, the physician is only allowed to accept money for medical
services after treatment and the physician is not allowed to force the patient to pay. Gratuities for physicians in Hungary seem to be inherent to the
low earnings among physicians, and the situation is similar for nurse practitioners.

Keywords: gratitude payments; healthcare; Hungary; corruption; communist and postcommunist countries; putative complicity; transition from

communism to free market economy.

1. The immanence of gratuities in the Hungarian
healthcare system

We know that medical operations in ancient Egypt were per-
formed by a properly educated slave held by the physician and
that the true role of the physician was to direct his slave and
provide medical advice for the patient. The physical part of the
work was done by the physician’s slave, and the gratuity money
was paid to the physician. In ancient Rome as well as in ancient
Greek societies, medical care was considered as magic rather
than as work done by a human. We know that Saint Luke the
Evangelist was a physician and Jesus Christ’s healing of the sick
is also an integral part of the birth of Christianity. The power
to heal was granted by God, and people regarded these healing
events as miracles. In ancient times, physicians were not remu-
nerated as they are today. They received offerings, they were
revered, but they were not tipped for their treatment. There
was no need to bias physicians because physicians did what
they could do, and, ultimately, it was God who decided to save
the patient’s life or not. It was much more about religious belief
than about science. Gratuity payments like those of today were
unknown to patients in ancient times, though this was not the
case in the Middle Ages. Physicians employed by European and
Asian kings and queens had to prove their capacity to cure the
members of the royal families. Mediaeval physicians gained sur-
gical experience on the battlefield, e.g., Paracelsus in the early
16th century. In the Middle Ages, absent a healthcare system,

physicians were employed by noble families, who did not mind
paying a great deal of money for their family physicians’ medi-
cal services. Those services were rather homeopathic, though
the doctrine of homeopathy was only created by Samuel Hah-
nemann in 1796. In the 19 century, the science of medicine
rapidly evolved and physicians were able to treat their patients
with more successful outcomes than before. Religious belief was
substituted in large part by a scientific approach, and highly
skilled physicians were held in esteem by those who were able
to pay for their services. There was no need for informal pay-
ments, since the best medical practitioners became rich legally;
and some of them obtained a title of nobility. This was true not
only in Hungary, but all over Europe. Baron Sindor Kordnyi
(1866-1944), a Hungarian specialist in internal medicine, is
a case in point like so many other physicians who were suc-
cessful in their profession. Physicians tended to transfer their
professional skills to their offspring, thus creating medical dy-
nasties, and a similar tendency is still palpable. In the 19% cen-
tury, all remunerations paid to physicians were legal and formal.
The physician might have received a piece of art or some other
gift in addition to the fee. When the patient was satisfied with
the job done, they (or their husband or father) freely expressed
their gratitude by offering more than previously promised. That
was a true expression of gratefulness, and it was neither solic-
ited by the physician nor taxed by the state. Today, physicians
are Jegally obliged to pay tax on gratuity money or gifts, which
is difficult for the tax authority to check, thus Jeaving room for
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illegal accumulations of wealth among obstetricians, surgeons
and similarly respected medical professionals, while physicians
practising in low-paid areas of medicine live very modestly.
There was a difference in means of livelihood between highly
remunerated physicians and low-paid physicians in the 19%
century as well as in the first half of the 20" century, though
this difference did not originate from informal payments. The
reason was that physicians treating poor people earned less than
their colleagues who provided care for wealthy families.

In Hungary, Act XIV of 1891 on Medical Care for Industrial
and Factory Employees made it compulsory for most blue-collar
workers to be members of welfare funds (betegsegélyezd pénztir),
which offered ‘free’ medical care, pharmaceuticals, medical aids
(such as glasses, crutches etc.), financial support for the sick
and for women during and after pregnancy. ‘Free’ meant that
the healthcare contribution was paid by the employer. The em-
ployer covered one third of the contribution and was authorised
to cover the remaining two thirds through deductions from the
employee’s pay. In Western Europe, similar regulations came
into force. Hungary followed the example of Western Europe-
an industrial countries. Given that it was only physicians who
could not find a better paid job that worked for the welfare
funds, blue-collar workers started to pay them gratuities. The
original aim of the legislator who made membership in welfare
funds compulsory for blue-collar workers was to ease the dif-
ficult financial and healthcare situation of the less well-off, but
the low-paid physicians associated with the welfare funds began
to accept gratuities from the blue-collar workers for a higher
level of healthcare service. At the beginning, it was not a pros-
perous career for a young physician to treat blue-collar workers
for the small fee offered by the welfare funds; however, later,
similar jobs were seen as appropriate for medical trainees, who,
after gaining experience, became valuable physicians and found
better-paid jobs. Those trainees earned their living by accepting
money both from the welfare funds and from their blue-collar
patients. If no money was offered, a gratuity could take the
form of the services of a craftsman, e.g., a bricklayer or a repair-
man or a gratuity might be a precious gift.

In Hungary, gratuities for physicians are immanent in the
healthcare system developed in the late 19% century and in the
20t century. Before that time, informal gratuity payments had
no significance, since payments to Hungarian medical practi-
tioners were settled before treatment. In the second half of the
19t century, the medical career was also open to children of
the poor. It was a means of upward mobility for those with
talent. This phenomenon was a forerunner of what we have
seen in Hungarian society as of the early 1950 s. The situation
was not the same, though many similarities could be noted. For
instance, while the legal profession was not open to the poor in
the 19 century, a medical career was already open to them.

In Hungary, Act I of 1936 on Medical Activity, Sec. 39(1),
stipulated that physicians were entitled to a fee when practis-

ing medicine privately. Sec. 39(2) stipulated that the National
Chamber of Physicians shall decide on the maximal fee. Sec.
39(4) stipulated that the physician had the right to treat the pa-
tient for free or for a lower fee. I believe that these legal norms
led to the birth of gratuities for physicians, since patients nor-
mally paid a gratuity to the physician who treated them for free.
Physicians usually started their career as unpaid trainees, and,
after some years, they arrived at the level of paid trainee and
unpaid assistant. Physicians either had a contract for service or
an employment contract.! Those with a contract for service ei-
ther earned a fee or only a gratuity payment. Those with an em-
ployment contract earned a fixed salary. Family physicians were
contracted by the head of the family, and they earned a salary
according to their contract. In 1870, an insurance company was
established to cover the costs of medical care for workers. Act
XXI of 1927 made it compulsory for workers to be insured in
case of sickness or accident. Although created between the two
world wars, social security only gained more attention after the
Second World War. By 1959, 72% of the Hungarian population
were part of the social security system.? Thus, the healthcare
service lost its private character and gradually became a public
service.

As Kornai observed in 2000, “The rather pompous expres-
sion paraszolvencia, now a synonym for gratitude money current
among Hungarian doctors, dates back to the period before the
Second World War. However, paraszolvencia at that time had
a different meaning from the one it acquired later. Senior doc-
tors would put an appreciable proportion of the rather high
fees they received from private practice into what was known
as a petty-cash fund. This they distributed from time to time
among the subordinate doctors and assistants working for

‘them. It was a redistribution of fees from the private provision

of healthcare. It differed from the gratitude money of the so-
cialist and postsocialist periods in having no connection with
free provision funded out of the public purse.”® The changes
in the meaning of expressions may reveal important informa-
tion on the legal history of the evolution of gratuity payments
in Hungary. What was originally an ethical and legal form of
quasi-equalisation of revenue among highly esteemed physi-
cians and among beginners later changed connotative meaning
and became a sort of euphemism in the language of corruption.
In Hungary, the social contract between the communist state
and the people concealed social norms that became unwrit-
ten legal norms. One of those norms was the right of medical
practitioners to gratuities and the obligation of patients to pay
for otherwise free medical services. In Hungary, this social con-
tract was terminated in 1989; however, the new social contract
reached by state and society also included the natural right of
physicians to gratuities and the natural obligation of patients
to pay them. In Hungary, this social contract, in effect during
the transitional period after 1989, should be terminated and
a new social contract, based on Western types of ethics, ought

L See also SZALMA, J., A munkaszerz6dés magan- és kézjogi sajatossagai, killénos tekintettel az eurdpai és magyar jogfejlédésre. In: Publicationes Univer-
sitatis Miskolciensis Series Juridica et Politica, Vol. 21, No. 2, 2003, pp. 735-776.

2 ADAM, Gy, Az orvosi hélapénz kifejlédésének jogi elézményei. In: Jogtudomdnyi Kizliny, Vol. 39, No. 10, 1984, pp. 547-556.

3 KORNAL J., Hidden in an envelope: Gratitude payments to medical doctors in Hungary. In: DAHRENDORE, R. et al. (ed.): The paradoxes of unintended

consequences. CEU Press, Budapest, 2000, p. 199.
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to be reached. This need is urgent; however, there seems to be
no hope for a new social contract implying a higher level of
ethics and a full secession from the postcommunist legal and
ethical legacy. )

In 1974, an article appeared in the weekly Képes Ujsdg esti-
mating that the gratuity for a birth was Ft500 (one seventh of
the average monthly salary by that time, approximately €1.70
today).* In that period, gratuities for physicians were a custom-
ary right that, although illegal, no court or authority disputed.
Neither physicians nor patients were sued for accepting or giv-
ing gratuities for medical services. This customary right of phy-
sicians to gratuities left the patient in the dilemma of whether
to tip the medical doctor and the nurse practitioner or to risk
malpractice that would later possibly never come to light. In the
1970 s and even decades before and since, gratuities were paid
in advance as an illegal but socially legitimate bribe. During the
history of gratuities in Hungary, it has always been a crucial
question whether to pay them to the physician in advance or
only after treatment. One can easily see that paying in advance
has been in the best interests of the patient. Some physicians
have expected a gratuity in advance, and those patients who
have tended to pay gratuities have mostly been in favour of
paying before treatment.

In 1986, Losonczi estimated that the total sum of gratuity
money paid to physicians in Hungary per annum was Ft4 billion
(i.e. approximately $ 85 million by that time).”> As Galasi and
Kertesi asserted in their article in the Kozgazdasdgi Szemle (Hun-
garian Review of Economics) in 1991, gratuity payments to physi-
cians in Hungary increased by 250% from 1972 to 1986.° As
Baldzs reported in the journal Lege Artis Medicinae in 2013, the
total sum of gratuity money paid for healthcare services in Hun-
gary was, by that time, approximately Ft50-100 billion per an-
num (i.e. $192-384 million).” In Hungary today, approximately
Ft100,000 ($384) is paid as gratuity money for an average
surgery. A renowned surgeon or obstetrician may earn millions
of forints (thousands of dollars) per month in informal gratu-
ity payments. This has been a latent form of financing in the
healthcare sector in Hungary. Latent financing is also palpable
when it is not the patient who pays the gratuity to the physician,
but pharmaceutical companies that finance conference tourism
for medical practitioners (a legal practice according to the Hun-
garian Act on Pharmaceutical Products). Many such companies
support physicians who prescribe their patients their products.
It is mainly medical practitioners who treat patients that enjoy
this kind of gratuity payment. Those physicians who are not in
a position to prescribe medicine to patients (e.g. those working
in laboratories) do not receive similar payments, so physicians
who are not in personal and direct contact with patients have
a lower living standard than their colleagues.

The 1847 Code of Medical Ethics of the American Medical
Association was taken into consideration during the codifica-

tion of the Hungarian Act on Health of 1972. This Code of
Medical Ethics forbids physicians from accepting any payment
from other physicians for providing care. However, in other
cases, the Code permits acceptance of payments for medical
services as a remuneration for self-employed persons. This ethi-
cal norm has guided prosecutors since the 1970 s. Accepting
gratuities was based on the ethical deliberation of the physi-
cians, and they normally did not accept gratuity money from
their colleagues. The reception of this ancient American ethical
norm in Hungarian medical practice in the 1970 s seemed to be
unique, considering that all this was happening during the cold
war. Some global ethical norms can survive for centuries when
those ethical norms are based on jus naturale. The ethical and
legal contemplations behind the acceptance of gratuity money
for healthcare services are still based on jus naturale rather than
on jus positivum. I believe that, as long as gratuity money persists
in the healthcare sector in Hungary, it is an equitable way to
judge its acceptance according to jus naturale.

2. Gratuities in communist Hungary and Romania

The situation of gratuity payments to physicians in com-
munist and postcommunist Hungary has been similar to that
in Romania. During the Ceausescu era, cigarettes, coffee and
wine were frequently offered to physicians as informal gifts in
return for proper medical care. Western cigarettes and alcoholic
beverages were equal to money. In Hungary, it was a custom to
give fine wine or other alcoholic drinks in return for adequate
medical care. In Romania, under Ceausescu, physicians were
partly financed by the state, partly by patients. This meant
that at least half of the physicians’ salary originated from illegal
sources. Unfortunately, this negative phenomenon is still pres-
ent in the Romanian healthcare system, just like in Hungary.
Nowadays, patients mostly give money to physicians because
products of Western origin have lost their former value. As
Chereches et al. observed in the Transylvanian Review of Admin-
istrative Sciences in 2011, “The existence of informal payments
in Central and Eastern European countries relates to the char-
acteristics of the health systems in the communist period. For
this category of countries, including Romania, the norm was
a Semashko model of healthcare delivery. Access to healthcare
services was free and all types of services were provided for-
mally. However, due to financial shortages, hospitals and other
healthcare facilities confronted the impossibility of providing
quality services to the patients, in terms of time and patient
satisfaction. In order to overcome this problem, patients found
methods to shortcut the inadvertencies. The methods included
paying money, giving gifts or approaching friends or relatives
who happen to know people working in the healthcare sys-
tem. By accessing these mechanisms, people gained access to
higher quality services, skipped waiting lists, acquired extra/
better drugs or benefited from better conditions during hos-

4 GERENCSER, J., A-I;;zﬁavalé, a hdlapénz és a csiszopénz helyzetének vizsgdlata a szillivds- és hirkozléshen. UTORG Munkagazdasagi Féosztilya, Budapest,

September 1976, Annex 3, p. 2.

> LOSONCZI, A., A kiszolgdltatottsig anatomidja az egészségiigyben. Magvet, Budapest, 1986, p. 179.

® GALASI, P, and KERTES], G., A halapénz skonémidja. In: Kizgazdasdgi Szemle, Vol. 38, No. 3, 1991, pp

. 260-288.

7 BALAZS, P, Orvosi halapénz: mi a megalkuvasunk titka? In: Lege Artis Medicinae, Vol. 23, No. 2, 2013, pp. 144-149.
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pitalisation.”® As Stan pointed out in the Journal of the Royal
Anthropologiml Institute in 2012, “The increasing prominence of
predation in healthcare informal exchanges is directly related
to the neoliberal transformation of Romanian society. Indeed,
predation is bred by the increasing competition, inequality, and
insecurity on which this transformation is predicated. This is
also perceived by many Romanians, who do not embrace the
official view of predation as a feature of state bureaucracies. For
them, the private sector is often an equally likely site of preda-
tory practices. Many money-short Romanians experience the
increased costs incurred by private consultations and tests as
predation, while also resenting the use of free public services by
wealthy private patients.”®

In Hungary, as Gyorgy Adém reported in the Journal of Medi-
cine and Philosophy in 1989, ‘Although granting and accepting
gratuities are forbidden by law, the wages of doctors have been
fixed since 1954, for so long that acceptmg gratuities has come
to be considered part of the wages.” 0 In his article, Adam ex-
pressed his hope that ‘by transforming the provision of medical
care, the giving and accepting of gratuities for doctors could be
terminated, not only in law but also in the economy’.*! Unfor-
tunately, at the beginning of the 21* century, gratuities paid
to physicians still seem unavoidable. This customary law is so
rooted in the fabric of everyday healthcare provision in Hun-
gary that there seems to be no hope in reducing it. According to
judgment No. BharII1.6/2015/20 issued by the Supreme Court
of Hungary in 2015, it is legal for physicians to accept gratu-
ities ex post. The court declared that physicians informing the
patient ex ante on how much gratuity is common are not com-
mitting any crime. This judgment reflects the legal presence of
gratuities for physicians in the Hungarian healthcare system.
Of course, physicians accepting gratuities ex ante are commit-
ting the crime of corruption. Information supplied ex ante to the
patient about the sum of the gratuity expected by the physician
constitutes putative complicity in corruption, meaning that the
physician is therefore not held criminally liable. The same rules
apply to gratuities accepted by nurse practitioners. According
to Section I1.15 of the Code of Ethics issued by the Medical
Chamber of Hungary, physicians are not allowed to promote
gratuity payments in any way, so physicians who are putatively
complicit can be brought before the Medical Chamber. A simi-
lar problem arises in Greece. Greek researchers published an ar-
ticle in 2016 in the European Journal of Health Economics asserting
that, according to the results of a survey, gratuities were paid to
physicians in 32.4% of public hospital admissions. The authors
report that informal gratuity payments are often made upon
request prior to provision of services to facilitate access to care

and to reduce waiting time, and, at a much lower percentage,
ex post and out of a true feeling of gratitude.'? According to the
Corpus Hippocraticum, the physician is only allowed to accept
money for his medical services after treatment and the physi-
cian is not allowed to force the patient to pay. The honour of
the medical profession is more valuable than money.!3

The history of gratuities for physicians in Hungary seems
to be rooted in the low earnings of the physicians, and the
situation is similar for nurse practitioners. It is not feasible to
eradicate gratuities from the Hungarian healthcare system, and
the Supreme Court of Hungary accepts this phenomenon when
decriminalising the less dangerous way of accepting gratuities.
At an earlier stage of the history of gratuities for physicians in
Hungary, the criminal justice system and law enforcement did
not deal with this form of corruption. In Hungary, the evolu-
tion of the rule of law after 1989 made it necessary to establish
alegal framework for the practice of giving gratuities. The previ-
ously well-functioning tacitus consensus accepted by the criminal
justice system and law enforcement was no longer sufficient for
Hungary as it joined the Western and Central European legal
culture. Since according to the Criminal Code of Hungary stricto
sensu, all physicians and nurse practitioners accepting gratuities
are to be brought before a criminal court and sentenced, the
judicial system had to intervene and eliminate an impending
economic disaster for society and healthcare in particular.

In Hungary today, when physicians and nurse practitioners
are brought before a criminal court for having required gratuity
money in advance, they generally receive probation and a fine
as sanctions. Physicians and nurse practitioners convicted of
corruption rarely serve a prison sentence. This is also current
judicial practice in other EU member states; however, the pre-
ventive effect of those court decisions is low. The barristers for
medical workers convicted of corruption usually expect a light
punishment for defendants, so it is an easy and quite profit-
able task for the barristers to provide a defence. When gratuity
money is solicited in advance and physicians and other medical
workers form a network of corruption, punishments should be
more serious than otherwise.

3. The Roma, refugees and the gratuity

As Puporka and Zadori reported in 1999, with physicians’
gratuities having become integrated into Hungary’s healthcare
system, relatively poor Roma cannot access the level of care
they need for recovery.!* The problem of the Roma and gratu-
ities has always been present in tandem with the majority na-
tion’s gratuity problem. Those who are not in a position to give
gratuities to physicians and nurse practitioners may find that

8 CHERECHES, R. et al., Informal payments in the health care system ~ research, media and policy. In: Transylvanian Review of Administrative Sciences, No.

32E, 2011, p. 7.

9 STAN, S., Neither commodities nor gifts: post-socialist informal exchanges in the Romanian healthcare system. In: Journal of the Royal Anthropological

Institute, Vol. 18, No. 1, 2012, pp. 65-82.

10 ADAM Gy., Gratuity for doctors and medical ethics. In: Journal of Medicine and Philosophy, Vol. 14, No. 3, 1989, pp. 315-322.
11 ADAM, Gy., Gratuity for doctors and medical ethics. In: Journal of Medicine and Philosophy, Vol. 14, No. 3, 1989, pp. 315-322.
12 SOULIOTIS, K. et al., Informal payments in the Greek health sector amid the financial crisis: old habits die last... In: European Jowrnal of Health Econo-

mics, Vol. 17, No. 2, 2016, pp. 159-170.

13 JONES, W. H. S. {(ed.), Collected Works by Hippocrates. Harvard University Press, Cambridge, USA, 1868.
14 PUPORKA, L., and ZADORY, Zs., The health status of Romas in Hungary. World Bank Regional Office Hungary, NGO Studies No. 2, Budapest, 1999,

p-58.
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the healthcare system does not function in their favour. This is
unacceptable, and both legislation and the judicature tend to
cancel or, at least, marginalise a similar gap in distributive jus-
tice. A similar outcome is expected for immigrating foreigners.
Those who leave their homeland for a better future are usually
less well-off. They cannot afford to purchase the best healthcare
services. Their only refuge is to receive good treatment covered
by social security. This appears to be utopian, so immigrating
foreigners find themselves in a healthcare situation comparable
to that of the Roma. The only difference is that the Roma are
accustomed to this discrepancy, while refugees arrive in Hun-
gary with great expectations.

The main difficulty arising from the customary culture of
gratuities in the Hungarian healthcare system is that their ex-
istence causes an incongruence in Hungarian society. That is
why legislators and legal practitioners make efforts to sustain
only a slight incongruence. The absolute negation of gratuities
would result in latent criminality, so it is better to make it legal
for the better-off part of society to prompt their treating physi-
cians to provide a higher standard of service. The duty of care
necessitates an average level of healthcare provision. Purchasing
a higher level is not against the law. This is the case in Hungar-
ian medical law, as well as according to the Bolam test and the
Bolitho test in English-Welsh medical law.

An interesting Turkish experience with Syrian refugee pa-
tients was described in a fresh article published in the Inter-
national Nursing Review: “We determined that the refugees who
participated in the study experienced difficulties in communi-
cating, meeting their personal needs and correctly following
treatment instructions. They also had certain expectations from
the hospital administration and nurses, and they felt gratitude
for both nurses and the nation of Turkey.” > In 2008, a Spanish
and an American researcher published an article on the health
of immigrants in European countries in the International Migra-
tion Review with the following results: ‘In Austria, Belgium, Den-
mark, France, Germany, Greece, Italy, the Netherlands, Spain,
Sweden and Switzerland, migrants generally have worse health
than the native population. In these countries, there is a little
evidence of the healthy migrant at ages of 50 years and over.
In general, it appears that growing numbers of immigrants por-
tend more health problems in the population in the subsequent
years.’ 16

4. Gratuity payments during the rule of the Hungarian
communist party

Nowadays, more and morxe papers are appearing in Hungary
that analyse the situation of gratuity payments. For example, in
2017, an article published in Orvosi Hetilap (Hungarian Medical

Weekly) concluded that more than 50% of Hungarian family
medicine trainees do not approve of accepting gratuity mon-
ey.!7 Articles with a similar outcome have also been published
in other Eastern European countries, though, with regard to the
number of physicians heading west because of low pay, gratu-
ity money is still a phenomenon in the Hungarian healthcare
culture. Poland, the Baltic states, member states of the former
Yugoslavia, as well as Romania and Bulgaria also have to face
the postcommunist phenomenon of gratuity payments in the
healthcare sector. The culture of tipping treating physicians has
been kept alive in those countries after the fall of communism.
Slovenia is an exception because Slovenian physicians’ salaries
were raised high enough to eliminate illegal tipping of physi-
cians.!8

The postcommunist survival of informal payments in the
healthcare sector hampers development from a communist
state to a free market economy in most former communist
countries. As Habibov and Cheung noted in Social Science and
Medicine in 2017, “The countries of the former Soviet Union,
especially those in the Caucasus and Central Asia, exhibit the
highest scale of informal payments, followed by Southern Eu-
rope and then Eastern Europe. (...) Living in the countries of
the former Soviet Union and in Mongolia is associated with
the highest likelihood of informal payments, and this is fol-
lowed by the countries of Southern Europe. In contrast, living
in the countries of Eastern Europe is associated with the low-
est likelihood of informal payments.’!? It is good to see that
Hungary is among those postcommunist countries which are
less contaminated by gratuity payments in the healthcare sector
than others; however, this also means that Hungary is not an
exception to the postcommunist practice of gratuity payments.
The corruption institutionalised during the Stalinist period and
during the period after Stalin and before the fall of communism
left behind the insurmountable customary law of gratuity pay-
ments and a legal system that made it practicable.

An analysis of communist countries before and around the
time of the Soviet breakup in 1991 reflects how gratuity pay-
ments in the healthcare sector during the rule of the Soviet
empire influenced the professional behaviour of physicians.
A survey was conducted in 1991 in Estonia with the participa-
tion of one thousand physicians (20% of all practising Esto-
nian physicians below the age of 65). It turned out that it was
common practice for physicians to accept gifts, tips or prefer-
ential access to scarce consumer goods from their patients.2® As
Praspaliauskiene noted in the Medical Anthropology Quarterly on
gratuity payments in communist Lithuania, ‘In the mid-1970s,
at the height of mature socialism, when it seemed that the rule
of the USSR would last forever, Adomas was a teenager sitting

15 SEVING, S. et al,, Difficulties encountered by hospitalized Syrian refugees and their expectations from nurses. In: International Nursing Review, Vol. 63,

No. 3, 2016, pp. 406-414.

16 SOLE-AURQ, A., and CRIMMINS, E. M., Health of immigrants in European countries. In: International Migration Review, Vol. 42, No. 4, 2008,

pp- 861-876.

17 GYORFFY, Zs. et al., What do family medicine trainees think about gratitude payment? In: Orvosi Hetilap, Vol. 158, No. 26, 2017, pp. 1028-1035.
18 Study on Corruption in the Healthcare Sector, Committee of the European Union, HOME/2011/ISEC/PR/047-A2, 2013, p. 303.
19 HABIBOV, N., and CHEUNG, A., Revisiting informal payments in 29 transitional countries: The scale and socio-economic correlates. In: Social Science

and Medicine, Vol. 178, 2017, pp. 28-37.

20 BARR, D. A., The ethics of Soviet malpractice: Behaviours and attitudes of physicians in Soviet Estonia. In: Journal of Medical Ethics, Vol. 22, No. 1,

1996, pp. 33-40.
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with his mother on a bus route that went from the town of Bal-
bieriskis to Vilnius. There were three older men on the same bus
and they were cursing greedy doctors and saying loudly that it
was almost impossible to get good care without money."?!

While the Soviet army was posted in Eastern and Central
European countries, Soviet soldiers and their families gained
access to the local healthcare system. It was common for them
to offer Russian caviar and other scarce consumer goods as an
informal payment to treating physicians. Those Soviet soldiers
were not in a position to pay, though officers with good in-
formal relationships gained access to consumer goods that an
average Soviet citizen could not purchase. Family members of
former Soviet officers sometimes returned to Hungary in the
1990s to visit their former treating physicians because they did
not trust in the Russian healthcare system and also because,
after decades of a doctor-patient relationship in Hungary, they
paid for Hungarian healthcare rather than start to build a doc-
tor-patient relationship in Russia. Another reason was that the
professional level of the Hungarian healthcare system was high-
er than that in Russia. In this postcommunist interval in the
1990s, family members of former Soviet officers formally paid
the Hungarian state for healthcare and informally paid gratuity
money to treating physicians. Since all this cost a great deal,
this postcommunist phenomenon gradually disappeared.

A Russian researcher published an article in 2016 on the
present practice of gratuity payments for healthcare services
in Russia many years after the collapse of the Soviet Union.
Zasimova found that, despite the constitutional right of every
citizen to free medical care, informal gratuity payments still
persist.?2

Nowadays, in Hungary, it is common for nationals of neigh-
bouring countries living just across the border to be treated by
Hungarian physicians. These people can afford to pay for Hun-
garian healthcare services, as well as for prescribed drugs. They
pay a great deal officially, and they also make informal payments
to physicians, thus purchasing confidence in the treating phy-
sician and purchasing informal advantages, such as a prompt
appointment with the physician. During the Soviet era, it was
mainly Hungarians living in neighbouring countries who used
to see physicians in Hungary. By that time, they mostly paid
those physicians informally.

As Ensor reported in Social Science and Medicine in 2004,
“While 91% report paying for public care in Armenia, the pro-
portion is only 60% in the Slovak Republic and 22% in Albania.
The variation cannot entirely be explained by the level of aver-

age income alone. Poland is one of the wealthier countries in
the group yet more than 78% report paying for healthcare.”?3
According to a survey conducted in Bulgaria in 1994, 42.9%
of respondents paid for healthcare services that were officially
free. The average gratuity payment for an operation was 83% of
the mean monthly income.?# In Central Asian postcommunist
countries, e.g., Kyrgyzstan, Kazakhstan and Tajikistan, informal
payments for officially free healthcare services can also be de-
tected.?> As Belli et al. noted in Health Policy in 2004, ‘Informal
out-of-pocket payments were most probably existing during the
Soviet times, but with the economic and fiscal collapse of the
early 1990s they became much more prevalent. (...) Moreover,
it is estimated that almost half of the total revenue from out-
of-pocket payments is informally paid. (...) Georgia is not an
exception in the region. (...) For instance, private spending is
estimated to be equal to 82% of total health expenditure in
Azerbaijan, 80% in Moldova and 60% in the Kyrgyz Repub-
lic.’ 26 As Fan argued in the Kennedy Institute of Ethics Journal in
2007, in China ‘there has been a loss of the Confucian apprecia-
tion of the proper role of financial reward for good healthcare’.
Fan also asserted that in China, ‘misguided governmental poli-
cies have distorted the behaviour of physicians and hospitals’.
According to Fan, ‘the distorting policies include (1) setting
very low salaries for physicians, (2) providing bonuses to physi-
cians and profits to hospitals from the excessive prescription
of drugs and the use of more expensive drugs and unnecessary
expensive diagnostic procedures, and (3) prohibiting payments
by patients to physicians for higher quality care’?” As Chen
pointed out in the Journal of Medicine and Philosophy in 2007,
‘In contemporary China, physicians tend to require more di-
agnostic work-ups and prescribe more expensive medications
than are clearly medically indicated. These practices have been
interpreted as defensive medicine in response to a rising threat
of potential medical malpractice lawsuits.” Chen argues that
‘these practice patterns are due as well, if not primarily, to the
corruption of medical decision-making by physicians being mo-
tivated to earn supplementary income, given the constraints of
an ill-structured governmental policy by the over-use of expen-
sive diagnostic and therapeutic interventions’.28 As Gaal et al.
reported in the Journal of Health Politics, Policy and Law in 2006
on informal payments for healthcare in low- and middle-income
countries, ‘Emerging evidence suggests that the phenomenon is
both diverse, including many variants from cash payments to
in-kind contributions and from gift giving to informal charging,
and widespread, reported from countries in at least three con-
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tinents.”2? It is clear that gratuity payments for otherwise free
healthcare services are not only a problem in Hungary. They are
rooted in the fabric of everyday life in countries where ethical
and legal standards have been distanced from each other for
decades. Gratuity payments seemed to be harmless, and the
phenomenon was by and large acknowledged in Western and
Eastern Europe before the cold war. In Western Europe, gratu-
ity payments became outdated in the second half of the 20"
century. If they ever occur in Western-type democracies, we
can only see grateful patients offering a bunch of flowers, but
nothing more. In Eastern Europe, the gift for physicians lost its
true meaning and physicians and lawyers in particular label the
money in corruption as a gift to conceal institutionalised cor-
ruption. The Confucian way of solving the problem of gratuity

payments in China brings up a kind of jus naturale to surmount

the problem that cannot be tackled with jus positivum. This is
also a legal philosophy to be followed by other countries with
gratuity problems. If it is not the Confucian philosophy, then
any other operable means of changing the way of thinking of
the local people could provide a solution in the long run. In
Hungary, the role of the churches faded during the existence of
the atheist communist state. After the transitional period from
1989 to 2010, it is high time for the churches of Hungary to
persuade believers to say no to gratuity payments for medical
and other publicly financed services. It was clear that after the
communist party took power in Hungary, religious belief, as
an extra legem approach to corruption, disappeared. In 1946,
after Soviet soldiers were murdered in Budapest, civil society,
including religious associations, was banned in Hungary. Cor-
ruption continued to flourish and gratuity paid to physicians
was no longer an ethical problem, but a source of livelihood that
formed part of the doctor—patient relationship. The respirituali-
sation of Hungarian society only came about after 1989, and the
long period of atheism eroded the morals of both patients and
physicians. The atheism adopted by the Hungarian communist
state effected certain changes to social behaviour in Hungary.
Gratuity payments to physicians were considered as natural in
the healthcare system when the legislation and the legal prac-
tice to be followed were designed by the leaders of communist
Hungary. This was, of course, a legacy from before communism
in Hungary; however, no steps were made to stop this practice.
The communist state remained mostly reticent about gratuities
and thus made it possible in doctor-patient relationships for
healthcare services of high quality to be bought with informal
payments. Instead of noble families having sufficient wealth to
purchase healthcare services of high quality, the newly rich com-
munist leaders and their families paid gratuities to the best edu-
cated and experienced physicians or used their political capital
to offer well-paid and highly sought after jobs to favoured phy-
sicians. The roles were changed; however, the inequalities were
maintained. Some dynasties of physicians survived the transi-
tion from kingdom to people’s republic, while others vanished.

There was an important axiological change in the physicians’ at-
titude to their profession: obtaining political positions became
a priority and, thus, many good medical practitioners, though
not all, became lost to patients. This can also be considered as
a legacy from the late 19 and early 20% centuries, though this
tendency was reinforced in Hungary after the Second World
War. Physicians who opted for a political career no longer had
an interest in sustaining the customary institution of gratuity
payments, although physicians who treated patients still did.
Between 1949 and 1989, a fee schedule was established for gra-
tuity payments according to the academic rank of the medical
practitioners. An associate professor received higher gratuities
than an assistant professor. Physicians therefore started to have
an interest in obtaining academic degrees not only for the scien-
tific reputation, but also to receive higher gratuities from their
patients. When no more university jobs could be offered to the
increasing number of physicians, honorary academic titles, such
as honorary associate professor and honorary professor, were
accorded to physicians to keep up with the growing need for
academic titles which augmented the sum of informally offered
gratuities. This customary right of physicians with an academic
rank survived after the end of the cold war, and it is still present
in Hungary and in many other postcommunist countries.
Corruption exists in medicine in Western European democ-
racies, though with a meaning different from that of gratuity
payments in postcommunist countries. Corruption in Western
European countries and in the USA means biasing medical
decision-makers when deciding on an organ transplantation or
on whether or not to permit a physician-assisted suicide, bias-
ing medical experts into issuing a false expert opinion to make
insurance companies pay, etc. A similar sort of corruption in
medicine also exists in postcommunist countries; however, this
kind of corruption is differentiated from gratuity payments on
the level of criminal justice. A Western type of medical corrup-
tion is considered a serious crime, while the Eastern type of
informal gratuity payments remains latent for the most part.
According to a study conducted in 2010 and funded by the
European Commission, informal payments for healthcare services
were fairly high in Ukraine and Romania, while they were relative-
ly low in Poland and Bulgaria. Hungary and Lithuania fell between
these two groups.3 An article published in Health Policy suggests
that ‘in 2001, the overall magnitude of informal payments lay be-
tween 16.2 and 50.9 billion HUF (i.e. 64.8 million euros — 203.6
million euros), which amounted to 1.5-4.6% of total health ex-
penditures in Hungary’. The authors of the article underline that
‘as informal payments are unequally distributed among health
workers, with the bulk of the money going to physicians, with
some not taking any informal payments, family doctors and some
specialists may have earned between 60 and 236% of their net
official income from this source in 2001".3! As Szende and Culyer
reported in Health Policy in 2006, ‘Our results show that individu-
als with low income pay proportionally more for public healthcare
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services through the informal payments system in Hungary than
the relatively rich.”*? I believe that this is an interesting phenom-
enon. Less well-off people are normally more exposed to vicis-
situdes than those who are better off. This socio-economic rule
results in a social injustice which might never disappear. It cannot
be extirpated through legislation or court rulings.

Between 1949 and 1989, gratuity payments were criticised by
Hungarian communist political leaders from time to time; how-
ever, this was not an important topic for the communist party.
No steps were taken by communist lawmakers to cope with the
problem of gratuity payments. Leaders of the communist party
found gratuity payments coherent with the policy of remunera-
tion for physicians. If the state had to pay less and patients were
involved in remunerating physicians, it was cheaper for the state.
Gratuity payments thus did not run counter to the objectives of
the Hungarian communist state. For many first-generation Hun-
garian physicians, gratuities were highly attractive. An informal
fee schedule was circulated among patients on how much gratu-
ity money to pay for this or that healthcare service. People from
families of peasants and factory workers enjoyed an advantage
at entrance exams in medical schools. (See the 1963 cult film
Oldds és kités (Cantata) by director Miklés Jancsé.)

In 1959, Hungarian communist leaders publicly declared that
‘the corruption, the vending of beds to patients and the black-
mailing of patients’ should be terminated once and for all.3* This
was just a slogan that was never turned into reality. However, the
fact that the problem of illegal gratuity payments had come to the
attention of Hungary’s communist leaders reflects the fact that
the anomie represented by illegal gratuity payments had led to
a normless situation in the field. This notwithstanding, this ano-
mie was not truly dangerous for the functioning of the Hungar-
ian communist state. Criminal procedures were not or were only
rarely initiated against physicians accepting gratuity payments.
Physicians who were not satisfied with the salary offered by the
state and with the gratuity payments made by patients could
freely leave Hungary and settle in the West. The one problem
was that emigrating physicians could not later return to Hungary
because emigration constituted a crime according to the Hungar-
ian communist Criminal Code. In 1952, a series of criminal pro-
cedures was launched against physicians in the Soviet Union on
political grounds, not because of corruption. After the Hungarian
Revolution of 1956, some physicians treating revolutionaries had
to face criminal justice, though not for corruption.

5. Before and after 1989

After 1989, criticisms of gratuity payments grew in impor-
tance, but mainly on the level of social debate. Criminalising or

decriminalising the acceptance of gratuity payments is of great-
er relevance today than in the 1970s and 1980s.34 The true so-
lution might be the total decriminalisation of the phenomenon.
A well-functioning free market economy could automatically
solve this problem. Private healthcare services may substitute
public healthcare in Hungary today.3> An American or English
type of healthcare system does not suffer from distributive in-
justice. With the development of the private healthcare sector,
the Hungarian economy can rid itself step by step of the post-
communist skeleton in the closet that is gratuity payments to
physicians.

Reformist Hungarian economists already published articles
on gratuity payments in the early 1980s, using a special eco-
nomic approach.3¢ The economic approach to the topic may
provide solutions other than legal ones. Reaching the Pareto-
optimum is in the interest of patients, physicians and social
security alike. The aim of medical economists is to find this
Pareto-optimum hidden in the correlation of state, society and
economy. Since 1989, the theory of collaborative advantage
has gained in importance and the economic way of solving the
problem of gratuity payments may be based on this theory. In
Hungary in the 1980s, the theory of collaborative advantage
did not function. In Hungary, the theory of competitive advan-
tage emerged on the legal and economic levels in the late 1980s
and survived until the mid-1990s.

Since 1989, the birth of a multi-party system has resulted
in the appearance of a variety of political ideas on corruption,
including gratuity payments to physicians. Many of those po-
litical ideas have been designed to win votes, and those ideas
could never be implemented. Small political parties often come
up with ideas on corruption that they will never have to put
into practice. Blaming gratuity payments on the communist era
is a political slogan also used by political parties of various sizes,
and this is partly right.

It is interesting to see the results of admissions data collected
from applicants to Croatian medical schools from 1979 to 2006.
As Puljak et al. reported, “We showed that final-year medical stu-
dents profess significantly lower interest in science and that they
are less interested in altruistic aspects of medicine. Instead, great
number of them would reconsider choosing medical studies again
because of the corruption in medicine (...)." 37 As Miller and Brody
observed in the Journal of Medicine and Philosophy in 2001, ‘A basic
question of medical ethics is whether the norms governing medi-
cal practice should be understood as the application of principles
and rules of the common morality to medicine or whether some
of these norms are internal or proper to medicine.’38 I believe
in the existence of special medical ethics that are neither stricter
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than the common morality nor more permissive. The differen-
tia specifica is the professional aspect of medical ethics. Medical
ethics derive from the practice of the medical profession, while
the common morality originates from people living together in
a community over time. A physician may overrule certain norms
of the common morality if it is necessary to maintain the respect
of the medical profession and if the concerned act of the physi-
cian abides by respect for human life, human health and physi-
cal integrity. From the point of view of medical ethics, a gratuity
may be correct under certain circumstances. If a physician asks
for a gratuity for saving the life or the health of the patient, this
runs counter to medical ethics. If the physician accepts a gratuity
ex post, it might run counter to the common morality, though it
should not be disapproved by medical ethics. The medical profes-
sion has long been considered as some kind of magic. The medi-
cal profession, shrouded in mystery, has made people afraid of
disadvantages that could possibly stem from a lack of knowledge
of the rules of the medical profession. Since lay patients are not
capable of checking what physicians do to them, the greater the
mystery, the greater the gratuity. This is instinctive rather than
conscious, and it brings up another reason why patients give
a gratuity to treating physicians, despite the fact that they do not
consciously desire to maintain the practice of giving gratuities in
the healthcare system. In a certain way, medical ethics have long
stood above the common morality, though only according to the
principle of virtus specialis derogat virtuti generali.

Since the 1950s, this principle has taken certain medical eth-
ical norms which would not be tolerated by other professionals
and made them exceptionally applicable in everyday situations.
This notwithstanding, we have seen other ethical norms lead-
ing to abuse in the practice of other professions. For instance,
in Hungary, since the construction of the communist state and
society, repairmen have normally required payment in advance,
a practice which has been in harmony with the dispositive rule
in the Hungarian Civil Code of 1959 (and it is still in harmony
with Section 6:238 of the Civil Code of 2013); however, this
is only in the case of a free agreement between the contracting
parties and not when the repairman forces the customer to pay
in advance. In Hungary today, it is common for some physi-
cians and dentists in private medical care to issue invoices for
the payment of a lower sum of money than was in fact paid. In
a society where any form of corruption is common, other forms
of corruption exist in parallel. That is why corruption is easy to
grow accustomed to, but difficult to eradicate.

As Vari noted in the Revue d’Etudes Comparatives Est-Ouest,
‘From 1965 to 1978, the mortality rate of adults of work age
rose in all Central and Eastern European countries. The exposure
to risk factors (alcohol, tobacco), the most frequently advanced
explanation, throws responsibility onto individuals and their
habits. This explanation meets up with the contradictory evi-
dence of an avoidable mortality linked to the healthcare system.
By definition, cases of avoidable mortality have an institutional
dimension that reaches beyond personal behaviour. According
to WHO data, the level of such mortality is higher in Hungary
than elsewhere. (...) Since the 1980s, medical progress has led

to a sharp drop in this cause [heart-related illness] of mortality.
This positive effect has occurred in Hungary too, but to a lesser
degree and at a later date because the operation of the health
system limited the diffusion of innovations. The conjecture is
made that this slow diffusion can be blamed on the under-the-
counter medicine, which Hungarians call the gratitude money.
Owing to corruption and a lack of motivation among healthcare
providers, patients hold off before visiting a doctor, whence the
belated care. All this inexorably limits the Hungarian patients’
chances for survival, and as much can be said about the other
countries in Central and Eastern Europe.’3° This criticism of
the practice of gratitude payments to physicians in Hungary
highlights an opinion that is widespread in Western Europe.
A number of years have elapsed since the end of the cold war;
however, such semi-legal practices as gratitude payments to
physicians divide Western and Eastern Europe.

While we can find the word ‘gratitude’ in numerous articles
by Western European, North American and Japanese health re-
searchers, we can also see that the word denotes some positive
feeling on the part of the patient towards the treating physi-
cian. In the postcommunist part of the world and also in a great
many developing African countries, authors always mean cor-
ruption when they use the word ‘gratitude’. It is not the word
that sustains corruption in the healthcare system of those coun-
tries, though the gap between the two meanings of ‘gratitude’ is
salient. One can assert that this anomaly is hidden in historical
communist clichés, but what about those poor African coun-
tries where there has never been communist rule in the second
half of the 20% century? Certainly, in Hungary and in other
former communist countries, it was not directly the communist
ideology that brought about the phenomenon of gratitude pay-
ments to physicians. The direct cause was the poor economic
conditions in communist countries. Normally, we can find eco-
nomic numbers behind political ideas. This economic reality
provides a true explanation of why and how gratitude lost its
original value in the healthcare systems in poor countries and
how political systems could corrupt local healthcare with the
institutionalisation of under-the-counter payments in a number
of branches of the public sector.

Some form of the gratitude payment has been well-known
since an early age of medical history, and medical ethicists have
not abandoned their efforts against unethical payments that
undermine the reputation of the medical profession. This fight
might never be surrendered by that profession, though there
will always be under-the-counter payments until all medical
practitioners stop accepting them. The conclusion is that good
economic conditions and properly functioning medical ethics
can synergistically put an end to corrupt practices. Corruption
may have different faces:

- When a whole society makes gratitude payments to a large
number of physicians, this sort of corruption is recognised as

a customary right.

- When corruption is perpetrated by a small number of peop-
le, this kind of corruption is considered highly dangerous for
society and, thus, it is to be tried and punished sub judice.

3 VARI, S., A significant public health trend: Mortality in Hungary since 1970. In: Revue d’Etudes Comparatives Est-Ouest, Vol. 34, No. 1, 2003,
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