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Horváth Zsuzsanna szakdolgozatában a pre- és perinatális időszakra vonatkozó WHO 

ajánlásokat és más szakmai irányelveket, ajánlásokat mutat be és elemez abból a szempontból, 

hogy azok mennyire épültek be a szülés-születés hazai törvényi szabályozásába, szülészeti 

protokolljaiba. A 80 oldalas szakdolgozatot 14 függelék egészíti ki, melyek között találunk 

interjúkat döntéshozókkal, a Tauffer-regiszter adatlapját,  protokollok szövegelemzésének 

eredményeit, civil kezdeményezések és média-megjelenések részletes listáit. A szakdolgozatnak 

része tartalomjegyzék, 126 tételes irodalomjegyzék és az interneten elérhető források 27 tételes 

listája.  

Már ebből megállapítható, hogy a szerző nagyon gondos, sokrétű munkát végzett mind a 

szülés körüli időszakkal kapcsolatos kutatások feltérképezésében, mind a szakmapolitikai 

döntéshozatal mechanizmusainak feltárásában. Fontos megállapítása, hogy míg a WHO és más 

nemzetközi szakmai szervezetek ajánlásai az elérhető legmagasabb szintű tudományos 

bizonyítékokon alapulnak, addig a hazai szülészeti, terhes- és csecsemőgondozási gyakorlatok 

ezeket nem vették figyelembe, inkább a hazai (orvosközpontú, a szülést medikalizáló) 

hagyományokat erősítették meg. 2010 óta ebben elmozdulást tapasztalunk, azonban a hazai 

gyakorlat és az irányelvek összhangja gyakorlatilag nem vizsgálható, a transzparencia és 

megfelelő országos szintű adatbázisok híján, valamint az alulról jövő (bottom-up) 

kezdeményezések gyengesége miatt. A szerző dicséretre méltó kritikával kezeli saját 

eredményeit, mivel a megbízhatatlan vagy nem átlátható forrásokból gyűjtött adatokból 

általános érvényű következtetések csak nehezen vonhatók le. Ugyanakkor megfogalmaz négy 

javaslatot, amelyet vizsgálatának eredményei messzemenően alátámasztanak. 1) A legjobb 

gyakorlatot követve „bababarát kórházak felállítását szorgalmazza. 2) Olyan törvényi 

szabályozást javasol, amely előírja az adatok szisztematikus és transzparens módon való 

gyűjtését. (Megjegyzem, ezek hiánya más területeken is – például a kardiológiai ellátásban – 

jelzi a hazai egészségügy egyik alapvető strukturális hibáját: hogy akarunk reformot, ha azt sem 
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tudjuk, mihez képest és mekkora javulást várunk?) 3) Nagyon kevés az anyák elégedettségével 

és szülési tapasztalataival kapcsolatos pszichológiai és szociológiai kutatás, ezek számát a szerző 

szerint jelentősen növelni kellene. 4) A kórházak anyagi támogatása jelenleg minél több 

medikális beavatkozásra ösztökél, a normális születést támogató gyakorlatok helyett. A szerző 

javasolja, hogy a normális hüvelyi születés levezetése legyen a legerősebb pénzügyi incentív a 

kórházaknak.  

Amennyire saját kompetenciáim megengedik, a szerző által felhasznált forrásokat 

hitelesnek, elemzéseit helytállónak, következtetéseit és javaslatait megalapozottnak látom. 

Remélem, perinatális szaktanácsadóként lehetősége lesz az általa megfogalmazott ajánlások 

kivitelezésére. 

Formai szempontból dicséretes, hogy félkövér betűvel szövegközt kiemeli az adott rész 

legfontosabb megállapításait, következtetéseit. Ezzel a sokféle információ integrálásában, 

feldolgozásában is segít. Kár, hogy a hivatkozások nem felelnek meg az APA hivatkozási rend 

előírásainak (bár a lábjegyzetes hivatkozások a sokféle forrás azonosítását megkönnyítik). Hiba 

azonban, hogy a – mű természetéből adódó – bőséges és terjedelmes idézethez, a nyomtatott 

források esetén, nem társít oldalszámot, így a szöveghelyek nem kereshetők vissza. Ilyen nagy 

terjedelmű szövegnél jó lett volna, ha talpatlan betűtípus helyett – az olvashatóság 

megkönnyítése érdekében – hagyományos, talpas betűtípust használ. 

Horváth Zsuzsanna szakdolgozata, a fent említett, főként formai hibák ellenére, a 

perinatális szakképzésben elvárt követelményeknek messzemenően megfelel, és – mind elméleti, 

mind gyakorlati szempontból – nagyon hasznos, tovább gondolásra, szélesebb körben való 

publikálásra érdemes mű. 

 

A szakdolgozat érdemjegye (számmal, betűvel): jeles (5) 

 

A szakdolgozat védésére javasolt kérdések: 

1.kérdés: Kérem, röviden foglalja össze, hogy az otthonszüléssel kapcsolatban milyen törvényi 

szabályozást látna optimálisnak. 

2. kérdés: Milyen módszerekkel érné el, hogy a korai kötődést, optimális szülés-születési 

élményeket támogató civil szervezetek megkapják a kellő szakmai támogatást, az érintettek 

(stakeholderek) legnagyobb bevonódását és (a hagyományos, biomedikális szemlélelet képviselő) 

szakemberek részéről a legkevesebb ellenállásba ütközzenek? 

 

Dátum: Budapest, 2016. december 22.   

 

Dr. Költő András egyetemi adjunktus, bíráló 
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ABSTRACT  
Medical and psychological knowledge has been extended significantly in the past decades, 
including the field of human attachment and early bonding. In my thesis I overview the most 
important findings related to early bonding, and describe how these new findings were 
included in the international recommendations, mainly in the WHO recommendations, and if 
and how these are reflected in the Hungarian birth-related medical protocols. I also consider 
to what extent the practice follows the protocols. Overviewing the changes, the trends and 
tendencies between 1990 and 2016, we can state that the Hungarian practice follows the 
international recommendations and good practices at a slow pace. The overview allows us to 
draw conclusions about what steps could be taken at law, policy and practice levels to make 
sure that the highest possible number of mother-infant dyads can experience early bonding 
instead of early separation.  
 
Keywords: early bonding, early separation, newborn care, skin-to-skin contact, 
breastfeeding, rooming-in, medical protocols, medical practice, Tauffer registry, OEP, Baby-
Friendly Hospital Initiative, human rights, women’s rights.  
 
Disclaimer: Not being aware of any Hungarian or English language summary of this specific 
topic, I chose to write this thesis in English, given the role that the international scientific 
literature plays and should play in creating the Hungarian medical protocols, and the role it 
should play in shaping the medical practice.  

1, RESEARCH  
“Early attachment” and “early bonding” have similar meanings, however, early bonding is a 
wider phenomena. As early attachment currently cannot be measured with primary caretaker-
infant dyads before the infant is at least 6-8 months old, however, the WHO has 
recommended using different practices immediately after birth for the sake of fostering early 
bonding, I will use the term “early bonding” in the thesis. In the first chapter, I overview the 
most important scientific papers regarding early bonding and very early bonding. 
Though my focus is the Hungarian medical protocols and practice since 1990, I list the animal 
research from a lot sooner, hence these affected the human research, and the international 
medical guidelines, whose recommendations later appear (or do not appear) in the Hungarian 
protocols.  
 
Early bonding can be supported by many factors, however, distilling messages and practices 
recommended by the WHO, this thesis focuses on these factors: 
 
Regarding the first hours / “golden hour” period:  
-early skin-to-skin contact,  
-early breastfeeding 
-rooming-in  
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Regarding factors having a strong effect on the first hours / “golden hour”:  
-place of birth (home, birth center, hospital etc.) 
-interventions at labor (induction, epidural or spinal analgesia etc.)  
-interventions at birth --> type of birth (vaginal, VBAC, C-section, forceps, vacuum)  
-participants at birth (doula-midwife-doctor, family members, father, intimacy) 
-mandatory/recommended length of hospital stay  
 
Regarding women’s rights, decisions, support:  
-whether the women’s decisions are taken into consideration regarding all the above  
-who (the doctor or the mother) is legally responsible for the birth process 
-emotional support 
-right to be informed, data and statistics 
 
TABLE 1, Researched factors related to early bonding 

1.1 Animal studies regarding early bonding 
Research concerning early bonding between the mothers and the newborn animals 
(mammals) have produced significant results from the mid-20th century.  
In 1958 Hersher observed that early separation among goats reduces the mother’s feeding 
and caretaking ability.1 
In 19592 and later in 19633, Harlow published the results of his experiments with rhesus 
monkeys, stating that contact clinging is the most important variable between mothers and 
infants to create bonding. His results show that both the quality and the quantity of sensory 
stimulation are relevant for both the mother and the newborn monkeys, and the effect can be 
observed later at the adult behavior of the monkeys.  
In 1960, Levine noted that better stress responses are given by rats that were well handled as 
newborns, also, the stimulated newborns would grow faster.4  
In 1963, Hersher found similar results at sheep as at goats, namely, maternal caregiving 
ability lowers in case of early separation.5  
In 1965, Rosenblatt noted that at laboratory rats, even a very short period of early separation 
decreases the nurturing behaviour of the mother.6 In 1969, similar behavioral changes at rats 
were observed by Denenberg, who also described the long term behavioral and physiological 
effects of this early experience.7  
 
After the discovery of sequenced oxytocin by Vincent du Vigneaud in 1953, many research 
papers have concentrated on the role of oxytocin in the process of animal bonding. Results 
show that synthetic/peripheral oxytocin and endogen oxytocin (or oxytocin injected directly to 
the brain) have different effects on the behavior of animals.  

																																																								
1 Hersher L ., Moore A.U. and Richmond J.B. (1976) Effect of post partum separation of 
mother and kid on maternal care in the domestic goat. Science, 1_28:1342, 1958., cited by 
De Chateau, 1976  
2 Harlow H.F., Zimmerman R.R. (1976) Affectional responses in the infant monkey. Science, 
130:421, 1959. cited by De Chateau, 1976  
3 Harlow H.F., Harlow M.K. and Hansen, E.W. (1963) The maternal affectional system of 
rhesus monkeys. In: H.L. Rheingold (eds) : Maternal Behaviour in Mammals. Wiley. New 
York, 1963. 
4 Levine S. (1960) Stimulation in infancy. Sci Am, 202:80, 1960. cited by De Chateau, 1976  
5 Hersher, L ., Rochmond, J.B. and Moore, A.U. (1963) Maternal behaviour in sheep and 
goats. Jjv. H.L. Rheingold (ed): Maternal Behaviour in Mammals. Wiley, New York, 1963. 
cited by De Chateau, 1976  
6 Rosenblatt J.S. (1965) The basis of synchrony in the behavioural interaction between the 
mother and her offspring in the laboratory rat. IN: B.M. Foss (ed): Determinants of Infant 
Behaviour. Vol 3, Methnen, London, 1965. cited by De Chateau, 1976  
7 Denenberg V.H. (1969) The effects of early experience. IN: E.S.E.Hafez (ed): The behaviour 
of domestic animals (2e ed) Bailliere, Tindall and Cox, London, 1969. cited by De Chateau, 
1976 
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In 1979, Pedersen and Prange showed for the first time that oxytocin injected directly into the 
brain triggers maternal behavior in nullipara rats, who would in general never show interest in 
newborn rats.8  
In 1992, Insel confirmed new functions of oxytocin: it alters behavior related to social 
affiliation and social relations, namely, maternal behavior, reproductive behavior, social 
bonding, seeking the company of conspecifics, grooming and licking of conspecifics, etc. He 
also examined the role of central oxytocin in the behavior of newborn rats, and found that the 
separated newborn rats having a high level of central oxytocin produced less isolation calls 
than the ones having low level.9  
In 1997, similarly to Pedersen and Prange, Insel found the emerge of maternal behavior 
among ewe lambs who received oxytocin directly in their brains. He also tested what the 
oxytocin antagonist causes in ewe lambs who give birth, and found that it decreases the level 
of maternal care.10  
 
As the new scientific field of epigenetics has been emerging, many of the research papers 
show the long term effects of early bonding in the animal literature.  
In 2008 and 2009, Champagne and Curley examined the long term effects of oxytocin level 
around birth, and the long term effects of early bonding. They describe the high and low 
licking and grooming maternal behavior among rats, and show that the newborns born to - or 
simply raised by - lLG (low licking and grooming) rats became similarly lLG as mothers, and 
newborns born to or raised by hLG (high licking and grooming) rats became similarly hLG as 
mothers.11 Not only the later parental behavior is affected by the received maternal care, but 
behavioral and many physiological characteristics as well, e.g. stress-reaction is different, 
mainly due to the altered HPA (hypothalamic–pituitary–adrenal axis) activity, and reproductive 
behavior is different as well. They conclude that “the long-term consequences of early 
environmental experiences for development have been explored extensively in animal models 
to better understand the mechanisms mediating risk of psychopathology in individuals 
exposed to childhood adversity.”12 
 
As we can conclude from the animal literature, important factors facilitating early bonding 
beyond feeding are the followings: closeness to the mother, skin to skin contact, high level of 
central oxytocin in both parties, clearly perceivable smell of the mother, interactions between 
the newborn and the mother instead of separation. The animals used for research and 
experiments mentioned above are animals that are good models of humans, therefore 
these results have a relevant role in explaining some human physiological and 
psychological processes. As the authors of the “Epigenetic programming of stress 
responses through variations in maternal care” article wrote in their abstract: “Early life 
experiences shape an individual's physical and mental health across the lifespan … 
Given the importance of early life and parent-child interactions to later behavior, 
prevention and intervention programs should target this critical phase of 
development.”13  
 

1.2 Human research 
 

																																																								
8 Pedersen C.A., Prange Jr. A. J. (1979) Induction of maternal behaviour in virgin rats after 
intracerebroventricular administration of oxytocin. Proc Nat1 Acad Sci USA. 6661-5  
9 Insel T. R. (1992) Oxytocin, a neuropeptide for affiliation: evidence from behavioural, 
receptor autoradiographic, and comparative studies. Psychoneuroendocrinology, 17, 3-35, 
cited by Varga, 2011.  
10 Insel T. R. (1997) A neurobiological basis of social attachment. American Journal of 
Psychiatry, 44, 207-219; cited by Varga, 2011. 
11 Champagne F. A., Curley J. P (2009) Epigenetic mechanisms mediating the long-term 
effects of maternal care on development. Neuroscience and Biobehavioral Reviews 33 (2009) 
593–600  
12 Fish EW, Shahrokh D, Bagot R., Caldji C, Bredy T, Szyf M. (2004) Epigenetic programming 
of stress responses through variations in maternal care. Annals of the New York Academy of 
Sciences, 2004; 1036, 167-80 
13 Fish EW et al (2004)  
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1.2.1 Prenatal experiences  
The theory that prenatal experiences have a huge physiological and psychological effect on 
human life has been researched for a long time by public health experts, epidemiologists, 
geneticists, medical doctors, psychologists, even by economists.  
 
In 1986, Dr. Barker published findings proposing a direct connection between prenatal 
nutrition and coronary heart disease. He later stated that “chronic, degenerative conditions of 
adult health, including heart disease and type 2 diabetes, may be triggered by circumstance 
decades earlier, in utero nutrition in particular”14. Epigenetics research supports this “fetal 
origins hypothesis”. Many papers were written about outstanding (tragic) events when 
pregnant mothers experienced very similar difficulties and losses, and that made reliable 
research possible. Naming a few events: Chernobyl nuclear disaster explosion, China's Great 
Leap Forward, the Dutch Hunger Winter in 1945, Holocaust, etc. Epigenetics research related 
to the effects of different kinds of pollution and maternal stress are also worth mentioning 
here. All results of these research show these events’ life-long effects on the child’s health.  
 
Consequently, health economists have been increasingly interested in the pre- and perinatal 
period. Professor James Heckman received the Nobel Memorial Prize in economics in 2000, 
for - among other reasons - “showing that quality early childhood development heavily 
influences health, economic and social outcomes for individuals and society at large.” 
Heckman has shown that “there are great economic gains to be had by investing in early 
childhood development.”15 The Heckman-curve shows that investment in prenatal 
programs has the highest rate of return in investment of human capital.  
 

 
 
TABLE 1.2.1, The Heckman-curve 
 

																																																								
14 Almond D, Currie J, (2011) Killing Me Softly: The Fetal Origins Hypothesis 
15 http://heckmanequation.org/about-professor-heckman, retrieved on Nov 1, 2016. 
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1.2.2 Perinatal experiences at birth 
Not only prenatal but the perinatal events also have long term effects on the human child. The 
effect of events both right at birth and shortly after birth are being researched, and the results 
underline the outstanding importance of this phase of life. In the following paragraphs I will 
list some of the most relevant papers that show the potentially lifelong effects that the 
events at birth and shortly after birth has on the life of a human. At the time of birth, 
traumas and the effects of different interventions are being examined. Shortly after birth, skin-
to-skin contact versus separation, breastfeeding versus formula feeding, and maternal 
responsivity are the main topics examined.  
 
In 1985, Lee Salk found correlation between birth trauma, - in this case, respiratory distress 
for more than one hour at birth – and later self-destructing behavior, suicide included.16 
Since 1990, Bertil Jacobson and Karen Nyberg have researched the connection between the 
dosage of received painkillers at birth and later drug addiction and self-destructing behavior.  
Regarding addiction, in a Swedish case-control study from 1990, “opiate abusers were 
compared with their siblings and found to have a 4.7 times greater relative risk of becoming 
an abuser if exposed to three or more drug doses at birth, as compared with no drug 
exposure.”17  
In 1992, Jacobson and Nyberg together stated “obstetric practices may be risk factors for 
adult drug addiction”18.  
In 2000, Nyberg got similar results to Jacobson in the US: “We estimated an unadjusted odds 
ratio of 4.7 (95% CI 1.0–44.1) for becoming drug dependent in adulthood after perinatal drug 
exposure of multiple drug doses.”, and finished her article stating “These findings imply that in 
utero exposure to high-dose medication may be an important and preventable risk factor for 
later substance abuse in humans.”19  
Regarding suicide, in 1998, Jacobson found “for multiple birth trauma the estimated relative 
risks of offspring subsequently committing suicide by violent means were 4.9 (95% 
confidence interval 1.8 to 13) for men.”20  
Regarding the connection between birth traumas, early bonding traumas and destructive or 
even criminal behavior at adult life, Raine conducted research. In 1994, Raine’s team 
assessed 

“birth complications and maternal rejection at age 1 year in 4,269 live male births in 
Copenhagen, Denmark. Birth complications significantly interacted with maternal 
rejection of the child in predicting violent offending at age 18 years. Only 4% of the 
sample had both birth complications and maternal rejection, but this small group 
accounted for 18% of all the violent crimes committed by the entire sample.”21  

In 2009, he stated “babies with birth complications are more likely to develop externalizing 
behavior problems at age 11. Low IQ was associated with birth complications and was found 
to mediate the link between early predictors and later externalizing behavior.”22 
 

																																																								
16 Salk L, Lipsitt LP, Sturner WQ,. (1985) Relationship of maternal and perinatal conditions to 
eventual adolescent suicide. Lancet. 1985;1(8429):624-7.  
17 Jacobson B, Nyberg K, Gronbladh L, Eklund G, Bygdeman M, Rydberg U. (2000) Opiate 
addiction in adult offspring through possible imprinting after obstet- ric treatment. BMJ 1990; 
301:1067–1070. , cited by Nyberg (2000)  
18 Nyberg K, Allebeck P, Eklund G, Jacobson B. (1992) Socio-economic versus obstetric risk 
factors for drug addiction in offspring. Br J Addict. 1992 Dec;87(12):1669-76.  
19 Nyberg, K, Buka S. L, Lipsitt L.P., (2000) Perinatal Medication as a Potential Risk Factor for 
Adult Drug Abuse in a North American Cohort. Epidemiology November 2000, Vol. 11 No. 6.  
20 Jacobson B, Bygdeman M. (1998) Obstetric care and proneness of offspring to suicide as 
adults: case-control study. BMJ. 1998 Nov 14;317(7169):1346-9.  
21 Raine A, Brennan P, Mednick SA. (1994) Birth complications combined with early maternal 
rejection at age 1 year predispose to violent crime at age 18 years. Archives of General 
Psychiatry 1994 ;51:984–988. 
22 Liu J., Raine A., Wuerker A., Venables P.H., Mednick S. (2012) The Association of Birth 
Complications and Externalizing Behavior in Early Adolescents: Direct and Mediating Effects, 
J Res Adolesc. 2009 Mar; 19(1): 93–111. 
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1.2.3 Perinatal experiences shortly after birth 
Similarly to animal research, human research also shows that the first hours and days in the 
life of a human child are of high importance. I considered extending the topic of my thesis to 
the traditional postpartum period (approximately 40 days or the first six weeks after birth)23 
and even till the end of the first year, especially given that the secure-ambivalent-avoidant-
disorganized attachment patterns are researched rather at the 6-12+ months period, and not 
sooner. However, a growing number of recent literature supports the importance of the 
first hours and days, therefore I keep my focus on this short period.  
 
The notion of the “golden hour” is a relatively new one, and there is no scientific 
consensus yet regarding the relevance of it. Those who acknowledge the importance 
of the golden hour claim that uninterrupted skin-to-skin contact between mother and 
baby during the first hour after birth is important or even critical to the child’s growth 
and development, as it can maximize the bonding experience between mother and 
child.  
 
In the following chapter, I overview the history of medical and psychological research 
regarding the importance and the long term effects of the golden hour and first days of the life 
of a child. Research shows that the first short period after birth is a sensitive period that can 
help or hinder the early bonding between the mother (primary caregiver) and the newborn. 
Early bonding has a strong correlation with the attachment type of the child later, and that has 
a strong correlation with the physical and psychological well-being of the person as an adult.  
One of the most influential supporters of the importance of golden hour and early bonding is 
Dr. Michel Odent. He founded the Primal Health Research Center in 1987 in London to collect 
data about the long term effects of the circumstances of birth, because, as he says “that short 
but significant period that immediately follows birth is a sensitive period, it affects the 
development of a person’s ability to love in the long run”24  
 
In 1943, Imre Hermann, the Hungarian psychoanalyst wrote about the grasp reflex and Moro 
reflex that are among the competences of a full term newborn. He argued that these are 
residuals of the primate instinct of clinging. Unlike many psychologists at that time, he did not 
assume that newborns are “tabula rasa” without competences, but stated that people are 
born with innate urge to connect to the outside world, and specifically to the mother that 
has the most relevance for the newborn.25 As it was listed in the animal research chapter, 
some 15 years later the results of Harlow’s rhesus monkey experiments fully support this 
theory.  
 
In 1969, similarly to Hermann, Bowlby argued that “humans come into the world with a 
predisposition to be sensitive to social interactions and to need these interactions in 
order to have a healthy development”26 Bowlby wrote his book “Maternal Care and Mental 
Health” for the WHO in 1951 on his research on delinquent and affectionless children, and on 
the effects of hospitalized and institutionalized care. He argued that contrary to the 
widespread belief among psychoanalysts at that time, infants’ behavior is affected by real life 
events and not by fantasies, and he wrote about the dangers of privation (no primary 
attachment figure) and deprivation (loss of the primary attachment figure). Privation and 
deprivation were researched decades later as well, at institutional rearing settings in England, 
Romania and Lebanon, etc. and they proved the utmost importance of early bonding in a 

																																																								
23 Postpartum period length: Hungarian culture: 1-6 weeks, source: Hungarian ethnographic 
encyclopedia / Magyar Néprajzi Lexikon, “asszonyavatás”, 
http://mek.oszk.hu/02100/02115/html/1-386.html, retrieved on Nov 13, 2016. Balinese culture: 
42 days. „A születés körüli rítusok, a korai gyermekgondozás és a kultúra” by Csóka Sz., 
Lázár I, IN: Lázár I., Pikó B. (2012) Orvosi antropológia. Medicina, Budapest. p.442, Baskhir 
culture, 40 days, “Nemiség, szülés, szoptatás, a történeti és néprajzi adatok tükrében” IN: 
Lázár I., Pikó B. (2012) Orvosi antropológia. Medicina, Budapest p460. 
24 Odent M. (1999)  
25 Hermann I. (1943) Az ember ősi ösztönei. Pantheon, Budapest 
26 Issroff, J., Reeves, C., Hauptman, B. (2005). Donald Winnicott and John Bowlby: personal 
and professional perspectives. London: Karnac Books Ltd. 
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person’s life. (see more at “lack of early bonding” part at the end of chapter 1, also the 
Attachment “Att5.3 Interview with Beata Borza”)  
 
In 1965, Ainsworth designed the Strange Situation Procedure inspired by and working with 
Bowlby, and in 1978 she published the book “Patterns of Attachment” that counts as a 
landmark in the history of human attachment theory, describing the following types of 
attachment: secure, anxious-ambivalent, anxious-avoidant and disorganized/disoriented (the 
last one got added only later as a category).  
 
In 1975, the French obstetrician, Frederick Leboyer published a book “Birth Without 
Violence”. It summarized his decades long experience and his views on early bonding. It was 
not a scientific book in a strict sense, however, it became one of the most powerful and 
influential books on early bonding, as the text the was written from the perspective of the 
newborn – a perspective that was not only under-researched at that time, but even the 
necessity of that research was not acknowledged.  
 
In Sweden in 1976, Peter de Chateau researched the behavior of mothers and babies at birth 
and after birth, providing routine care for the control group (separation of mother and newborn 
right after birth) and providing 15 minutes “extra contact time” and skin-to-skin contact for the 
experimental group.27 His team found significant differences in the dyads’ behavior 3 days, 3 
months and even a year and 3 years after birth. 36 hours after birth, De Chateau’s team 
found that “mothers with extra contact were sitting up significantly more frequently; they were 
holding their infants more often than the mothers in the control group.” Also, extra contact 
mothers “were looking their infants en face twice as often as the mothers in the control group” 
and their infants were crying less, though these differences did not reach significance. 3 
months after birth “extra contact mothers spent more time looking en face and kissing their 
infants, while they less frequently cleaned their infants (…) Infant smiling or laughing was 
more often observed in the experimental group, as opposed to infant crying, which was seen 
more frequently in infants of the control group.” At the 3 months check, 58% of mothers 
breastfed their infants in the experimental group as opposed to 26% of the control group, all 
in all they breastfed their infants on an average 2.5 months longer. 3 years later similar 
differences were found: the experimental group’s mothers were “more encouraging and 
instructing”.28 The great results of extra contact in this experiment and presumably the 
outcome of similar observances in many Swedish birth facilities contributed to a quick change 
in routine care. When De Chateau wanted to repeat the experiment in 1979, he could not find 
a control group, given that “separation of mother and infant immediately after delivery was no 
longer practiced in our country”.29  
 

																																																								
27 De Chateau P. (1976) The influence of early contact on maternal and infant behaviour in 
primiparae. Birth and the Family Journal 1976;3:149-55. 
28 De Chateau P, (2007) Presidential address: Early parent-infant interaction and mental 
health. Infant mental health journal, Volume 28, Issue 4 July/August 2007, Pages 449–457 
29 De Chateau (2007) 
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TABLE 1.2.3, De Chateau, 1977: Impact on breastfeeding duration of early infant-
mother contact 
 
In the same year, 1976, Klaus and Kennell conducted similar experiments in the US, 
hypothesizing that early skin-to-skin contact leads to closer bonds being formed between new 
mothers and their babies. “Klaus and Kennel concluded that the mother showed these more 
soothing behaviour because of the extended skin to skin contact that they received in the 
hospitals. They, mirroring Lorenz’s findings, stated that there is a “sensitive period” in which 
bonding appears in human babies.”30 Their findings were not only important regarding the 
theory of maternal-infant bonding, but their work was “considered a prime catalyst for 
changes in hospital procedures that gave new mothers more private time with their infants, let 
fathers into the delivery room and allowed young children to visit new siblings in the 
hospital.”31  
 
In 1984, another French obstetrician, Michel Odent came to very similar conclusions as 
Leboyer, and emphasizing the importance of the golden hour he published the books “Birth 
reborn”32 and “Primal Health”33. Furthermore, he founded the Primal Health Research Institute 
that explores correlations between the 'primal period' (fetal life, perinatal period and year 
following birth) and health and personality traits in later life, assuming that “a new generation 
of research confirms that our health is shaped during the primal period”34. According to him, 
not only physical health, but pivotal psychological skills are also shaped by this period: 
“growing evidence shows that the short but very important time that immediately follows the 
birth, this so called “sensitive period” has long-lasting effects shaping a person’s ability to 
love”35.  

																																																								
30 https://alevelpsychologyrevision.wordpress.com/2013/09/29/klaus-and-kennel-skin-to-skin-
contact-hypothesis/ Klaus and Kennel – Skin to Skin Contact Hypothesis A Level Psychology 
Revision (2013) retrieved April 2, 2016.  
31 Vitello P. (2013) John Kennell, Advocate of Infant Bonding, Dies at 91” 
http://www.nytimes.com/2013/09/22/health/john-kennell-advocate-of-infant-bonding-dies-at-
91.html retrieved April 2, 2016. 
32 Odent M. (1984) Birth reborn, New York, Pantheon.  
33 Odent M. (1986) Primal Health. Century Hutchinson. London. 
34 http://www.primalhealthresearch.com, Primal Health Research Databank definition. 
retrieved Nov 10, 2016.  
35 Odent M. (1999) The Scientification of Love, Free Association Books p 18.  
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In 1994, Van den Boom showed that an important factor determining the quality of early 
bonding is the responsiveness of the mother. By testing “the hypothesis that enhancing 
maternal sensitive responsiveness will improve quality of mother-infant interaction, infant 
exploration, and attachment”, Van den Boom found that “intervention infants had higher 
scores than control infants on sociability, self-soothing, and exploration, and they cried less. 
Quality of exploration also improved (…) At 12 months of age, significantly more intervention 
group dyads were securely attached than control group dyads.”36  
 
In 2004, Ferber studied 47 term infants and measured the effects of one hour very early skin 
contact. They found only benefits of the early contact: “During a 1-hour-long observation, 
starting at 4 hours postnatally, the kangaroo care infants slept longer, were mostly in a quiet 
sleep state, exhibited more flexor movements and postures, and showed less extensor 
movements” As a conclusion, they stated: “Kangaroo care seems to influence state 
organization and motor system modulation of the newborn infant shortly after delivery. (…) 
Medical and nursing staff may be well advised to provide this kind of care shortly after birth”.37 
 
In 2007, Moore and Anderson had similar results and reached similar conclusions with 1925 
mother-infant dyads:  

“Skin-to-skin contact between mother and baby at birth reduces crying, improves 
mother-baby interaction, keeps the baby warmer, and helps women breastfeed 
successfully. (…) The review was done to see if there was any impact of early skin-
to-skin contact between the mother and her newborn baby on infant health, behavior 
and breastfeeding. The review included 30 studies involving 1925 mothers and their 
babies. It showed that babies interacted more with their mothers, stayed warmer, and 
cried less. Babies were more likely to be breastfed, and to breastfeed for longer, 
if they had early skin-to-skin contact. Babies were also, possibly, more likely to 
have a good early relationship with their mothers, but this was difficult to measure.”38  

 
In 2009, Bystrova worked with 176 mother-infant pairs who were randomized into four 
experimental groups. They followed up on the dyads a year later, and their findings are 
similar to De Chateau’s, however, they also write explicitly about the negative effects of the 
lack of very early skin-to-skin contact:  

“The practice of skin-to-skin contact, early suckling, or both during the first 2 
hours after birth when compared with separation between the mothers and their 
infants positively affected the PCERA variables maternal sensitivity, infant's self-
regulation, and dyadic mutuality and reciprocity at 1 year after birth. The negative 
effect of a 2-hour separation after birth was not compensated for by the practice of 
rooming-in.”39  

 
In 2010, Widström videotaped 28 infants immediately after birth, and wrote “It is hypothesized 
that when the infant is given the option to peacefully go through the nine behavioural phases 
birth cry, relaxation, awakening, activity, crawling, resting, familiarization, suckling and 
sleeping when skin-to-skin with its mother this results in early optimal self-regulation.”40  
 

																																																								
36 Van den Boom DC (1994) The influence of temperament and mothering on attachment and 
exploration: an experimental manipulation of sensitive responsiveness among lower-class 
mothers with irritable infants. Child Development. 65(5):1457-77.  
37 Goldstein Ferber S., Makhoul R.I. (2004) The Effect of Skin-to-Skin Contact (Kangaroo 
Care) Shortly After Birth on the Neurobehavioral Responses of the Term Newborn: A 
Randomized, Controlled Trial. Pediatrics. 2004 Apr;113(4):858-65. 
38 Moore ER. Anderson GC, Bergman N. (2007) Early skin-to-skin contact for mothers and 
their healthy newborn infants. Cochrane Database Syst Rev. 2007 Jul 18;(3):CD003519. 
39 Bystrova K, Ivanova V, Edhborg M, Matthiesen AS, Ransjö-Arvidson AB, 
Mukhamedrakhimov R, Uvnäs-Moberg K, Widström AM (2009) Early contact versus 
separation: effects on mother-infant interaction one year later. Birth. 2009 Jun;36(2):97-109.  
40 Widström AM, Lilja G, Aaltomaa-Michalias P, Dahllöf A, Lintula M, Nissen E (2010) 
Newborn behaviour to locate the breast when skin-to-skin: a possible method for enabling 
early self-regulation. Acta Paediatr. 2011 Jan;100(1):79-85. 
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In 2012, Moore and Anderson published again about early skin-to-skin contact, hypothesizing 
that “According to mammalian neuroscience, the intimate contact inherent in this place 
(habitat) evokes neurobehaviors ensuring fulfillment of basic biological needs. This time may 
represent a psychophysiologically 'sensitive period' for programming future physiology and 
behavior.” 41 They concluded that “the intervention appears to benefit breastfeeding 
outcomes, and cardio-respiratory stability and decrease infant crying, and has no apparent 
short- or long-term negative effects.”  
Their conclusion was based on the following results:  

“Thirty-four randomized controlled trials were included involving 2177 participants 
(mother-infant dyads). Data from more than two trials were available for only eight 
outcome measures. For primary outcomes, we found a statistically significant positive 
effect of early SSC on breastfeeding at one to four months postbirth (13 trials; 
702 participants) (risk ratio (RR) 1.27, 95% confidence interval (CI) 1.06 to 1.53, and 
SSC increased breastfeeding duration (seven trials; 324 participants) (mean 
difference (MD) 42.55 days, 95% CI -1.69 to 86.79) but the results did not quite reach 
statistical significance (P = 0.06). Late preterm infants had better cardio-respiratory 
stability with early SSC (one trial; 31 participants) (MD 2.88, 95% CI 0.53 to 5.23). 
Blood glucose 75 to 90 minutes following the birth was significantly higher in SSC 
infants (two trials, 94 infants) (MD 10.56 mg/dL, 95% CI 8.40 to 12.72).”42 

1.2.3.1 Preterm infants  
Early skin-to-skin contact proved to have positive long term effects not only with healthy, full-
term newborns, but on preterm infants as well. I will not focus on this in my thesis, but it is 
important to mention some landmark examinations regarding preterm infants and skin-to-skin 
contact.  
In 1979, the Instituto Materno Infantil NICU in Bogotá, Colombia was running out of available 
incubators, and the neonatologist suggested that mothers have continuous skin-to-skin 
contact with their preterm babies to keep them warm and do breastfeeding. Using Kangaroo 
Mother Care (KMC), 

“body temperature and weight gain are significantly increased, and a meta-analysis 
showed that the kangaroo position increases the uptake and duration of 
breastfeeding. Investigations of the behavioral effects of KMC show rapid 
quiescence. The psychosocial effects of KMC include reduced stress, enhancement 
of mother–infant bonding, and positive effects on the family environment and the 
infant's cognitive development.”43  

These results were published in 1979 in Spanish by Rey and Martinez, and in 1985 reached 
the English speaking professionals by Whitelaw and Sleath’s article in The Lancet.44  
 
A randomized controlled trial published in 2004 reinforced their findings. It claimed that with 
kangaroo method, “the survival of babies born under 1500 g improved from 10% to 50%, 
whereas that of babies 1500-1999 g improved from 70% to 90%.” compared to babies who 
did not receive kangaroo care, however, did not receive incubator care either.45  
 
In a randomized controlled trial conducted in Ethiopia in 2005,  

“survival for the preterm low birthweight infants was remarkably better for the early 
kangaroo mother care group than the babies in the conventional method of care in 
the first 12 h and there after. More than 95 per cent of mothers reported that they 

																																																								
41 Moore ER, Anderson GC, Bergman N, Dowswell T. (2012) Early skin-to-skin contact for 
mothers and their healthy newborn infants. Cochrane Database of Systematic Reviews 2012, 
Issue 5. Art. No.: CD003519.  
42 Moore et al (2012).  
43 Charpak, N., Ruiz, J., Zupan, J., Cattaneo, A., Figueroa, Z., Tessier, R., Cristo, M., 
Anderson, G., Ludington, S., Mendoza, S., Mokhachane, M., & Worku, B. (2005). Kangaroo 
mother care: 25 years after. Acta Paediatric, 94 (5), 514-522. (text from the Abstract)  
44 Whitelaw A, Sleath K. (1985) Myth of the marsupial mother: home care of very low birth 
weight babies in Bogota, Colombia. Lancet 1985 May 25;1(8439):1206-8 (text from the 
Abstract) 
45 Bergman NJ, Jurisoo LA. (1994) The ‘kangaroo-method’ for treating low birth weight babies 
in a developing country. Trop Doct 1994; 24(2): 57-60. (text from the Abstract) 
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were happy to care for their low birthweight babies using the early Kangaroo mother 
method. It was recommended to study the feasibility and effectiveness of Kangaroo 
mother care at the community level.”46 
 

In 2002, Feldman compared skin-to-skin (kangaroo) and traditional preterm care, and 
examined the parenting outcomes and infant development. He concluded  

“Kangaroo care had a significant positive impact on the infant's perceptual-cognitive 
and motor development and on the parenting process. We speculate that kangaroo 
care has both a direct impact on infant development by contributing to 
neurophysiological organization and an indirect effect by improving parental mood, 
perceptions, and interactive behavior.47” 
 

In 2004, Bergman worked with preterm infants, and did a “randomized controlled trial of skin-
to-skin contact from birth versus conventional incubator for physiological stabilization in 1200- 
to 2199-gram newborns.” As a result, he wrote “all 18 SSC subjects were stable in the sixth 
hour, compared to 6/13 incubator infants”, and he concluded  

“Newborn care provided by skin-to-skin contact on the mother's chest results in better 
physiological outcomes and stability than the same care provided in closed servo-
controlled incubators. The cardio-respiratory instability seen in separated infants in 
the first 6 h is consistent with mammalian "protest-despair" biology, and with "hyper-
arousal and dissociation" response patterns described in human infants: newborns 
should not be separated from their mothers.”48  
 

As of 2016, across 184 countries, the rate of preterm birth ranges from 5% to 18% of babies 
born49. In Hungary in 2013, 8.4% of the newborns were born preterm50 (the OECD average is 
6.7%), therefore providing the preterm infants with the best possible options for successful 
early bonding is a relevant issue in Hungary as well. Unfortunately, as we will see in chapter 
4, skin-to-skin contact and kangaroo care is not yet mentioned in Hungarian protocols for 
preterm care (“Preterm birth management” and “Opportunities enhancing survival chances of 
preterm infants” 2010 protocols). 

1.2.4 Relevant factors and importance of very early bonding 
Just as the animal literature shows, human literature also confirms that early skin-to-
skin contact and interactions (most notably: breastfeeding) between the mother and 
the newborn are relevant factors of successful early bonding.  
 
Skin-to-skin contact and breastfeeding in the first hours have many medical and 
psychological advantages.  
As for very early skin-to-skin contact, the short term beneficial effects are listed from the 
above papers and from other sources: it has painkiller and anti-stress effects on the newborn, 
optimizes the infant’s breathing, heartbeat frequency, body temperature, oxygen saturation, 
level of blood sugar, self-regulation processes, etc. On the mother, it elevates her level of 
oxytocin, speeds up delivering the placenta, stimulates milk flow and facilitates maternal 
feelings and behavior. As the WHO summarizes, skin to skin contact immediately after birth 
“keeps the baby warm; calms mother and baby and regulates breathing and heart 
rate; colonises the baby with the mother’s normal body bacteria; reduces infant crying, thus 

																																																								
46 Worku B, Kassie A. (2005) Kangaroo mother care: a randomized controlled trial on 
effectiveness of early kangaroo mother care for the low birthweight infants in Addis Ababa, 
Ethiopia. J Trop Pediatr 2005 April;51(2):93-7. 
47 Feldman R, Eidelman AI, Sirota L, Weller A. (2002) Comparison of skin-to-skin (kangaroo) 
and traditional care: parenting outcomes and preterm infant development.  Pediatrics. 2002 
Jul;110(1 Pt 1):16-26. 
48 Bergman NJ, Linley LL, Fawcus SR. (2004) Randomized controlled trial of skin-to-skin 
contact from birth versus conventional incubator for physiological stabilization in 1200- to 
2199-gram newborns. Acta Paediatr. 2004 Jun;93(6):779-85. 
49 WHO (2016) Preterm birth fact sheet. http://www.who.int/mediacentre/factsheets/fs363/en/ 
retrieved on Nov 16, 2016. 
50 Index (2014) Népbetegség a koraszülés Magyarországon, 2014-08-08. 
http://index.hu/belfold/2014/08/08/nepbetegseg_a_koraszules/ retrieved on Nov 15, 2016. 
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reducing stress and energy use; allows the baby to find the breast and self-attach to start 
feeding; facilitates bonding between the mother and her baby51” 
 
Very early breastfeeding has numerous advantages, the most important medical advantage 
might be that it stimulates the optimal start of the milk flow, hence it facilitates smooth 
breastfeeding for the long run. Scientific consensus has already been reached decades 
ago about the fact that exclusive breastfeeding in the first 6 months of a newborn’s life 
is the most beneficial form of nutrition. All the newborn care related WHO 
recommendations confirm this, it is detailed in the second chapter of this thesis.  
 
Finishing this chapter about the advantages of early bonding, the consequences of the lack 
of early bonding have to be mentioned here as well. Representing a growing body of 
research on this, the I am quoting three landmark papers. These provide evidence of the 
outstanding importance of early bonding.  
 
In 1973, Dennis published a book about orphans who were institutionalized in Lebanon and 
later got adopted. He found that institutionalization effects intelligence and behavior. 
Results showed higher IQs and better social adaptation among those who had normal 
opportunities for cognitive experience in the institute than among those who had minimal 
opportunities, and among the adopted than among the nonadopted.52 
 
In 1975 and 1978, Tizard conducted research on children who were institutionalized in 
England, in high quality nurseries where they received care, however, where “close personal 
relationships were discouraged” for the staff. Consequently, the children met approximately 
50 different caregivers by the age of 4, but none of them had a primary caregiver. They 
formed satisfactory relationships later with their adopting parents, showing disproportionately 
much friendliness towards adults, at the same time, they had difficulties in forming 
relationships with their peers.53 
 
In 2001, Chugani published a paper about research he conducted with 10 adopted Romanian 
children, and 2 control groups. He found significantly decreased glucose metabolism in many 
parts of the adopted children’s brains that participate in stress reaction processes, and he 
concluded “early global deprivation of institutionalized children may result in persistent 
specific cognitive and behavioral deficits. (…) Dysfunction of these brain regions may 
result from the stress of early global deprivation and may be involved in the long-term 
cognitive and behavioral deficits displayed by some Romanian orphans.”54  

2, INTERNATIONAL GUIDELINES  
 
The international guidelines follow closely the results of the research I have listed in the 
previous chapter and use them as reference points. Commenting on the methodology of how 
international guidelines are written, two points should be mentioned. One, that the global 
recommendations by the WHO and the UNICEF equally consider research conducted in 
developed and developing countries. Two, the most popular research method in the literature 
they use is randomized control trial tests. However, it is worth noting that the RCT method is 

																																																								
51 WHO (1993), p108  
52 Dennis W. (1974) Children of creche. The American Journal of Psychology 87(1/2) · March 
1974 
53 Tizard B, Rees J. (1975) The effect of early institutional rearing on the behaviour problems 
and affectional relationships of four-year-old children. J Child Psychol Psychiatry. 1975 
Jan;16(1):61-73., cited by Csóka Sz. (2008) Életminőség és esélyegyenlőség a korai kötődés 
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54 Chugani H. T., Behen M. E., Muzik O., Juhász, C., Nagy F., Chugani D. C. (2001): Local 
brain functional activity following early deprivation: a study of postinstitutionailzed Romanian 
orphans. Neuroimage, 14: 1290-1301.  
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not always suitable, e.g. for analyzing very complex effects or complex interventions, like 
national programs promoting breastfeeding.55  
 
Focusing on the first hours and days of the newborn, I overview the international 
recommendations in this chapter that discuss either this period directly, or such 
factors that have strong effects on this.  
 
Regarding the golden hour period itself: skin-to-skin contact, lactation and the possibility of 
rooming-in are important factors. (I focus on guidelines regarding healthy mothers and 
newborns.)  
Regarding factors having a strong effect on the golden hour: place of birth (home, birth 
center, hospital etc.), interventions used at labor and birth, type of birth (vaginal, C-section, 
VBAC, or the use of forceps or vacuum at the end of a vaginal birth), participants at birth, 
interventions used at birth, and mandatory or recommended length of hospital stay might all 
have huge effect on the golden hour period.  
Whether the women’s decisions are taken into consideration regarding all the above is of 
utmost importance, therefore I take that also into account. The human rights aspect of birth 
and newborn care include the topics like what responsibilities the different stakeholders have, 
importantly, whether the “ultimate” legal responsibility for a birth belongs to the mother or to a 
healthcare professional; whether the mother has the right to receive appropriate information 
about the birth facilities practices, statistics, about the procedures that are awaiting for her at 
birth and after birth, and whether she has the right to receive social support and emotional 
support besides professional medical help.  
 
I considered the guidelines of the WHO / UNICEF, the European Union’s DG SANCO 
(Directorate General for Health and Food Safety) and the policy recommendations of the 
OECD. Hungary joined the OECD in 1996 and the EU only 2004, meaning it was not part of 
these organizations in the first years of the time period I overview. Also for reasons of brevity, 
I only detail the WHO recommendations in my thesis.  
 

2.1 WHO recommendations in the 1980’s 
After warnings in 1974 and 1978 about the general decline in breast-feeding in many parts of 
the world, the WHO issued a new document at the 33rd World Health Assembly (WHA 33.32 
resolutions) on “Infant and young child feeding” in 198056. It paved the road to the WHO’s and 
the UNICEF’s International Code of Marketing of Breast-milk Substitutes that got accepted in 
1981.57  
 

2.1.1 In 1985: “Appropriate technology for birth” 
In 1985, the WHO organized a conference on “Appropriate technology for birth”. All the 
participants from different regional WHO offices unanimously agreed to issue the “Appropriate 
technology for birth” recommendations that aimed both developed and developing countries. 
This relatively short but very compendious list of good practices and recommendations got 
reconfirmed a decade later in the 1994 and 1996, when the WHO issued the “Essential 
Newborn Care” (1994) and the “Care in Normal Birth” (1996) guidelines. Essentially these 
recommendations have not changed even since then. This recommendation list includes 
many good practices that have not reached the Hungarian guidelines and practice for 
decades, as we will see in the chapters 4 and 5.  
 
Regarding the first hour of the newborn’s life, the WHO recommended: “The healthy 
newborn must remain with the mother whenever possible. Observation of the healthy 

																																																								
55 Victora CG, Habicht JP, Bryce J. (2004) Evidence-based public health: moving beyond 
randomized trials.  Am J Public Health. 2004 Mar;94(3):400-5. 
56 WHA (1980) WHA33.32 Infant and young child feeding Geneva, 5-23 1980 
http://www.who.int/nutrition/topics/wha_nutrition_iycn/en/  
57 WHO (1981) International Code of Marketing of Breast-milk Substitutes. 
http://www.who.int/nutrition/publications/code_english.pdf 
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newborn does not justify separation from the mother. Immediate breastfeeding should be 
encouraged even before the mother leaves the delivery room.” 58 
 
Regarding interventions, the WHO underlined the normalcy of the birthing process, 
and that interventions at birth should be avoided whenever possible:  
“Birth is a natural and normal process (…) Financial regulations should discourage 
indiscriminate use of technologies.” 
Shaving: “There is no indication for shaving pubic hair before delivery.” 
Enema: “There is no indication for enema before delivery.”  
Routine fetal monitoring: “There is no evidence that routine fetal monitoring has a positive 
effect on the outcome of pregnancy. Electronic fetal monitoring should be carried out only in 
carefully selected cases related to high perinatal mortality rates and where labour is induced.  
Episiotomy: “The perineum should be protected wherever possible. Systematic use of 
episiotomy is not justified.” 
C-section: “Countries with some of the lowest perinatal mortality rates in the world have 
caesarean section rates of less than 10%. There is no justification for any region to have a 
rate higher than 10-15%. There is no evidence that caesarean section is required after a 
previous caesarean section birth. Vaginal deliveries after a caesarean should normally be 
encouraged wherever emergency surgical intervention is available. (…) Government 
agencies, universities, scientific societies, and other interested groups should be able to 
influence the excessive and unjustified use of caesarean section by exploring and publicising 
its negative effects on mother and infant.” 
Labor induction: “The induction of labour should be reserved for specific medical 
indications. No region should have rates of induced labour higher than 10%.” 
Routine analgesia: “During delivery, the routine administration of analgesic or anaesthetic 
drugs (not specifically required to correct or prevent any complication) should be avoided.”  
 
Regarding the mother’s freedom of choice (place, participants): “Information on birth 
practices in different hospitals, such as rates of caesarean section, should be available to the 
public.”  
The WHO recommended that births should be supported first and foremost by midwives:  

“Informal perinatal care systems (including traditional birth attendants) must coexist 
with the official system and a collaborative approach must be maintained for the 
benefit of the mother. (…) The training of professional midwives or birth attendants 
should be encouraged. Care during normal pregnancy, birth, and afterwards should 
be the duty of this profession.” 
 

In the case of Hungary, we will see that implementation of all these recommendations was 
not easy, and many parts are still not in the medical protocols, let alone in the practice. Even 
healthcare-related laws followed these recommendations very slowly: midwives got the right 
to be legally responsible healthcare professionals of low-risk pregnants first in 2014, 29 years 
after this article.  
 
It is worth noting that the WHO emphasized a very important aspect of birth, the 
psychological aspect. Partially it emphasizes the culturally sensitive and supporting 
environment, partially, it claims the mother needs and has the right to receive emotional 
support during the delivery.  

“Social, emotional and psychological factors are fundamental in understanding 
how to provide proper perinatal care. (…) The wellbeing of the new mother must 
be ensured through free access of a chosen member of her family during birth and 
throughout the postnatal period. In addition, the health team must provide emotional 
support. (…) Obstetric care that criticises technological birth care and respects the 
emotional, psychological, and social aspects of birth should be encouraged.”  
 

The text suggests that not only the “what should be done” but also the “how it should be 
done” aspect is of utmost importance. This aspect of birth was for long not part of the 
Hungarian birth protocols, or the university textbooks for obstetricians and midwives, and it is 
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still not emphasized. (see chapter 4.2 Text analysis of the current medical protocols about 
early bonding.)  
 
1989 was a landmark in the modern day history of lactation. The World Health Organization 
and the UNICEF wrote a common statement “Protecting, promoting and supporting breast-
feeding. The special role of maternity services”. As a preface, the one pager called “Ten 
Steps to Successful Breastfeeding” started their joint statement. Still today, this document 
is a defining one all over the world. Using this short book and the “Ten Steps”, the WHO did a 
lot in the next decades for promoting breastfeeding, and early bonding.  
 

2.2 WHO recommendations in the 1990’s  
In 1990, 10 organizations in the UN, and 32 countries signed the Innocenti Declaration on 
the Protection, Promotion and Support of Breastfeeding. The one-pager document stated 
“As a global goal for optimal maternal and child health and nutrition, all women should be 
enabled to practise exclusive breastfeeding and all infants should be fed exclusively on breast 
milk from birth to 4-6 months of age.”59  

2.2.1 In 1991: Baby-Friendly Hospital Initiative 
In 1991, the Baby-Friendly Hospital Initiative (BFHI)60 was launched by the WHO and the 
UNICEF, as a global effort to implement practices that protect, promote and support 
breastfeeding. Though the Initiative - just as the Declaration - focuses mainly on 
breastfeeding, and less on the other aspects of the first hours and days, this is a most 
important document and collection of recommendations and good practices regarding the 
golden hour period. The BFUSA (Baby-Friendly USA, Inc., a not-for-profit, 501(c)(3) 
organization, the designating body for the BFHI in the United States) uses the word “early 
bonding” when summarizing the Initiative in one sentence as “a program to encourage and 
recognize hospitals and birthing centers that offer an optimal level of care for infant feeding 
and mother/baby bonding.”61  
 
The BFHI documents promote early contact and bonding.  
BFHI Section 2 uses the word “bonding” 6 times, e.g. “Benefits of breastfeeding for the infant  
 (…) promotes bonding and development.” p81; “Rooming-in Why? Facilitates the bonding 
process” p214; “rooming-in/bedding-in (…) will be best for the mothers and babies as it will 
help with bonding.” p33562. 
BFHI Section 3, uses the word “bonding” 9 times, e.g. “Importance of skin-to-skin contact 
immediately after birth (keeps baby warm and calm, promotes bonding, helps breastfeeding 
get started)” p79, “Support during labour (…) can result in (…) easier bonding with the baby” 
p99; “Importance of early contact: Skin-to-skin contact: Facilitates bonding between the 
mother and her baby, as the baby is alert in the first one to two hours” p101; “Do you see 
signs of bonding between mother and baby – eye contact, smiling, held securely with 
confidence, or no eye contact and a limp hold?” p119; Rooming-in “promotes bonding 
between mother and baby even if mother is not breastfeeding.” p136.63  
BFHI Section 4 “Guidelines and Tools for Monitoring Baby-Friendly Hospitals” writes “Baby-
friendly practices ensure that women who do not breastfeed also receive support for the 
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feeding options they have chosen with full, unbiased information, free of commercial 
pressures, and the early continuous contact that promotes good bonding.” p4764.  
 

2.2.2 In 1994: “Essential Newborn Care” 
In 1994 the WHO issued a new report, the “Essential Newborn Care”65, written by the 
Technical Working Group. The recommendations here are very important regarding early 
bonding. The document emphasizes that skin-to-skin contact in case of a healthy baby should 
precede the measuring processes; it emphasizes that the temperature of the mother is 
enough, even, more ideal for the newborn than warming lamps and equipment; it 
acknowledges that early breast-feeding is also supported by the skin-to-skin contact. The 
recommended “unrestricted breast-feeding” implies that the mother and the newborn are not 
in different rooms but in the same room (unlike in many Hungarian hospitals where the 
practice of separation lasted long).  

“The principles for preventing hypothermia in newborn infants requires delivery of the 
baby in a warm room, drying it thoroughly after birth, wrapping it in a dry warm cloth 
while keeping it out of draughts on a warm surface and giving it to do mother as 
soon as possible. The baby's mother is the best source of warmth. Early skin-to-skin 
contact for the first few hours after birth is more than just a measure for preventing 
hypothermia, it provides warmth, enables early breast-feeding and prevents 
hypoglycaemia. (…) Early contact (immediately after birth) between the mother and 
the baby has a beneficial effect on breast feeding. (...) Every birth attendant should 
also know the importance of unrestricted feeding and the ways to support breast-
feeding mothers. Mothers should be helped and encouraged if they have difficulties 
breast-feeding. Rooming-in has many advantages over separating the babies from 
the mothers.”66 

 
In 1994, the WHO’s paper “Care of Mother and Baby at the Health Centre” focused on 
midwifery services and decentralized newborn healthcare:  

“This document defines the essential functions, tasks, and skills needed for the 
comprehensive care of mothers and babies at the first referral level. Both normal care 
and life-saving emergency procedures are covered. The integration of midwifery 
services through referral and support systems is also described. The report presents 
a series of recommendations designed to assist health planners and programme 
mangers in efforts to improve access to health and to decentralize maternal and 
newborn health care.”67  

In Hungary, midwives did not have the right to be responsible healthcare professionals at 
births of low-risk mothers until 2012, and they can be responsible for prenatal care only since 
2014. (see more at chapter 3.3.1 “Legal responsibility”) 
 

2.2.3 In 1994: “Mother-friendly hospital checklist” 
It is important to mention here that in 1994 the “Safe motherhood” journal, published by the 
WHO, published a checklist for future mother-friendly hospitals: “Mother-friendly hospital: a 
checklist for assessment”68. The implementation of MFH-s was not followed up on by the 
WHO, however, CIMS (Coalition for Improving Maternity Services, a US-based NGO 
comprised of individuals and national organizations) took the idea and in 1996 they launched 
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the Mother-Friendly Childbirth Initiative (MFCI). Their paper “Ten Steps of the Mother-Friendly 
Childbirth Initiative For Mother-Friendly Hospitals, Birth Centers, and Home Birth Services” is 
similarly structured to the “10 Steps for Breastfeeding”. The criteria for being mother-friendly 
are based on baby-friendliness, but these are “stricter”. Similarly to other WHO 
recommendations, but even more intensely, the MFCI 10 Steps focuses on the importance of 
emotional and social support the mothers need to receive in order to have an optimal birth 
experience.  
Parts of the 1994 Checklist:  

“Emergency care guidelines: 2) admission should be simple, rapid, and welcoming. 
Antenatal care guidelines: 3) staff should avoid punitive or judgmental attitudes, 
especially in regard to abortion complications; 4) staff should be welcoming to those 
accompanying the women; and 5) staff should explain procedures to women and 
their families. 
Delivery care guidelines: 1) husbands, partners, and others should be allowed to 
stay during labor, if the mother wishes it; (…) 3) immediate mother/baby contact and 
breast feeding should be encouraged; 4) care providers should be polite and 
considerate; 5) staff should explain the process of labor and delivery; 6) staff should 
listen and respond to women's concerns; 7) flexibility should be used in the choice 
of labor routine and of birthing position; 8) harmless traditional practices should 
be respected and encouraged; 9) women should have privacy, if they wish; and 10) 
unnecessary medical routines/interventions should be avoided (episiotomy, shaving, 
enemas).  
Postpartum care guidelines: are as follows: 1) babies should be kept in close 
contact with their mothers (rooming in), and feeding on demand should be 
encouraged; 2) mothers and families should be advised about nutrition and rest after 
delivery; (…) 4) families should be encouraged to visit and to celebrate the baby's 
birth.”69 

Again, we can see that the WHO acknowledges the psychological aspects of birth, and 
acknowledges that the physiological and psychological processes are interacting with each 
other, therefore psychological support should not be circumvented. This is attitude and the 
wording has just slowly found its way to Hungarian guidelines. The majority of the guidelines 
still does not mention the importance of psycho-social aspects.  
 
The MFCI initiative, given the lack of underlying resources, appropriate staff, guidelines for 
monitoring and for supervising the “mother-friendly” title, has had a lot smaller effect on 
hospitals around the world than other WHO initiatives. Still, the initiative is worth mentioning 
here, as whenever people and institutes refer to care being “mother-friendly”, they should 
mean the checklist and the CIMS guidelines above.  
In 2016, the first Hungarian hospital is on the way to be mother-friendly. According to some 
news sources70 71, in 2016 the Hungarian government decided to support a reference institute 
that’s aspiration is to be the first mother-friendly obstetrics department in Hungary. There is 
no official statement about it yet, however, reading many articles and interviews about it, the 
criteria by WHO/CIMS are never mentioned, the fact being always in focus is that no 
abortions will take place at that department.  

2.2.4 In 1996: “Care in Normal Birth” 
In 1996, the WHO issued the “Care in Normal Birth” document, that describes the best 
practices for the birth of a healthy term infants, and it goes into details regarding the ideal 
process of the first hours. This document reconfirmed the good practices recommended in 
1985, and issued a detailed list of interventions that can be used at birth, classifying them 
according to:  
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A. Practices which are demonstrably useful and should be encouraged 
B. Practices which are clearly harmful or ineffective and should be eliminated 
C. Practices for which insufficient evidence exists to support a clear recommendation and 
which should be used with caution while further research clarifies the issue 
D. Practices which are frequently used inappropriately. 
As we will see in chapter 7, Hungarian civil organizations always use these guidelines when 
wishing to initiate changes in the current medical practice.  
 
Regarding the golden hour, the document recommends skin-to-skin contact, it emphasizes 
the importance of lactation, and it also mentions the psychological aspect that is hardly 
mentioned in the Hungarian protocols.  
 
It is interesting to see, that the WHO found that not all the positive effects of early 
breastfeeding and skin-to-skin contact had been 100% proved, though they used more than 
200 research papers from all over the world as references. Despite the lack of A level 
evidence, this guideline still recommends the that-time best practices, - similarly to Sweden, 
where Peter De Chateau could not find a control group for early separation only three years 
after his original research proved early contact was better. This is how they formulate the 
recommendation acknowledging the lack of 100% scientific consensus:  

 “Immediately after the birth the baby has to be dried with warm towels or cloths, 
while being placed on the mother's abdomen or in her arms(…) A fall in infant 
temperature can be reduced by skin-to-skin contact between baby and mother. 
Early skin-to skin contact between mother and baby is important for several other 
reasons. Psychologically it stimulates mother and baby to get acquainted with each 
other. After birth babies are colonized by bacteria; it is advantageous that they come 
into contact with their mothers' skin bacteria, and that they are not colonized by 
bacteria from caregivers or from a hospital. All these advantages are difficult to 
prove, but nevertheless they seem plausible. Early suckling/breast-feeding should 
be encouraged, within the first hour after birth.72”  

 

2.2.5 In 1998: “Postpartum Care”  
In 1998, the WHO document on “Postpartum Care” listed the advantages of the golden hour 
period as detailed as presumably never before. Though the “golden hour” expression is not 
mentioned here, the text claims that already 15 minutes of uninterrupted contact right after 
birth is beneficial, and recommends an even longer period (45 minutes - 2 hours) so the 
newborn can start suckling on his/her own. Just as in the 1985, the emotional process is 
emphasized – this time not the necessity of the mother receiving emotional support, but the 
advantages of the mother’s affectionate behavior towards her child.  

“The establishment and maintenance of breastfeeding should be one of the major 
goals of postpartum care. Breast milk provides optimal nutrition for newborn infants, 
protects them against infections and allergies and promotes mother-infant 
bonding. The baby should be given to the mother to hold immediately after delivery, 
to provide skin-to-skin contact and for the baby to start suckling as soon as s/he 
shows signs of readiness - normally within 1⁄2-1 hour after birth. In institutions babies 
should be kept with their mother and unrestricted breastfeeding should be allowed. 
Mothers need help and advice on how to breastfeed. Supplementary feeds should be 
avoided.” 73 (…) “It is recommended that the baby is given to the mother to hold 
immediately after delivery, to provide skin-to-skin contact and for the baby to start 
suckling as soon as s/he shows signs of readiness - normally within 1⁄2-1 hour after 
birth (WHO/UNICEF 1989). Early skin-to-skin contact and early suckling is associated 
with more affectionate behaviour of mothers towards their infants; mothers who 
start to breastfeed early have fewer problems with breastfeeding. A number of 
studies have demonstrated that early contact, often combined with early suckling, has 
beneficial effects on breastfeeding and on other outcomes (Illingworth et al 1952, 
Johnson 1976, De Chateau et al 1977, Thomson et al 1979, Taylor et al 1985, Inch & 
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Garforth 1989, Widstrom 1990). As little as 15-20 minutes of contact in the first 
hour may be beneficial. Spontaneous suckling may not occur until from 45 minutes 
to 2 hours after birth, but skin-to-skin contact can start earlier. Restricted mother-
infant contact after delivery resulted in a significantly more frequent discontinuation of 
breastfeeding at 1-3 months.”74  

 

2.3 WHO recommendations in the 2000’s 

2.3.1 In 2004: “Importance of caregiver-child interactions” 
In 2004, the WHO Department of Child and Adolescent Health and Development issued a 
long review, titled “The importance of caregiver-child interactions for the survival and healthy 
development of young children”. This paper “reviews current theory and evidence on the 
importance of caregiver-child relationships for the survival and healthy development of 
children from birth to three years of age”75, and concludes the followings regarding bonding 
and the factors affecting the successfulness of bonding. All four statements here are from the 
executive summary:  

“Sensitive and responsive caregiving is a requirement for the healthy 
neurophysiological, physical and psychological development of a child. Sensitivity 
and responsiveness have been identified as key features of caregiving behaviour 
related to later positive health and development outcomes in young children.”  

“Beyond survival, interactions between caregiver and child that are 
sensitive to the child’s cognitive functioning, and complement and extend the child’s 
capacity to identify and act on objects in the world, are essential to the child’s 
psychosocial development, including the acquisition of language and cultural 
meaning. A stable and close emotional relationship, long before the infant learns 
to speak, enables the caregiver to describe and mediate the child’s experiences, and 
lays the foundation for the child’s language development. Loving care also provides 
the infant with a mirror reflecting a tender and sympathetic view of the child’s self and 
of the world. Early experiences function as schema on which the infant then predicts 
future events and encounters.”  

“Babies are born with neurophysiological and sensory filtering mechanisms, 
which enable them to focus on human contact and communication. From the first 
moments of life, they preferentially attend to the face, gestures and voice of other 
humans (…) Inadequate, disrupted and negligent care has adverse consequences for 
the child’s survival, health and development.”  

“...the care that children receive has powerful effects on their survival, growth 
and development... care refers to the behaviours and practices of caregivers 
(mothers, siblings, fathers and child care providers) to provide the food, health care, 
stimulation and emotional support necessary for children’s healthy survival, growth 
and development... Not only the practices themselves, but also the way they are 
performed – in terms of affection and responsiveness to the child – are critical to 
a child’s survival, growth and development.”  

 
It is worth noting again, that the WHO is not reluctant to use the words “love”, 
“sensitive”, “affection” and “emotional support” when it describes recommended 
forms of childcare.  

2.3.2 WHO RHL articles on skin-to-skin contact 
Two important articles should be mentioned here, regarding the latest research and 
recommendations on skin-to-skin contact.  
 

																																																								
74 WHO (1998) Postpartum care of the mother and newborn: a practical guide. Document 
WHO/FHE/MSM/98.3, page 31-32. 
75 WHO (2004) The importance of caregiver-child interactions for the survival and healthy 
development of young children. page 1. 
http://www.who.int/maternal_child_adolescent/documents/924159134X/en/  retrieved on Nov 
10, 2016. 
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The WHO’s guidelines have not changed much since 1981 regarding lactation. They have 
been recommending exclusive breastfeeding in the first 6 months of a child’s life ever since. 
However, the WHO recommendations regarding early skin-to-skin contact have been 
changing, following the growing number of papers and the evidence of the beneficial effects. 
In 2008, WHO Reproductive Health Library (RHL) published the article by Saloojee, among 
others, that lists the steps recommended for very early skin-to-skin contact. Saloojee 
recommends very early skin-to-skin contact as a standard of care for healthy full-term infants, 
at the primary and secondary care levels, and also at home and in the community. For the 
mother-infant dyads he adds that “what is most important is that the mother and baby are 
in direct ventral-to-ventral (tummy-to-tummy) SSC and the infant is kept dry and warm” 
and for the healthcare staff he adds “health-care staff should encourage mothers to have a 
prolonged period of SSC with their babies in an unhurried environment”76.  
 
In 2013, the WHO Reproductive Health Library issued a short recommendation, titled “Early 
skin-to-skin contact for mothers and their healthy newborn infants” The recommendation used 
Moore et al.’s research77 from 2012 who analyzed the results of 34 randomized trials. 
The WHO concluded that “SSC should be routine practice. Implementing SSC may require 
considerable commitment and energy to sustain the practice. Routine tasks such as 
measuring and observing the baby could be done with the baby on the mother’s chest. 
Weighing the baby could be delayed or done at the bedside with a minimal period of 
separation.”78  
 

2.3.3 Women’s rights related recommendations  
Regarding women’s rights, and specifically, childbearing women’s rights, the WHO issued two 
documents of great importance.  
 
In 2012, the WHO issued the “Universal Rights of Childbearing Women”. Though this 
statement is not directly related to early bonding, it is important to mention that this charter 
affirmed that woman-centered maternity care must prioritize “women’s basic rights, including 
respect for women’s autonomy, dignity, feelings, choices, and preferences, including 
companionship”. Starting the statement with a paragraph on “Growing Evidence of 
Disrespect and Abuse”, it lists seven articles on how to avoid and tackle disrespect and 
abuse. The second article states “In seeking and receiving maternity care before, during, and 
after childbirth (…) Every woman has the right to information, informed consent and 
refusal, and respect for her choices and preferences, including companionship during 
maternity care”79  
 
In 2014, the WHO issued a statement on “The prevention and elimination of disrespect and 
abuse during facility-based childbirth80” It reinforces the followings. Regarding of emotional 
support a birthing woman should enjoy, the WHO writes about the human rights aspect of 
this, how a woman should be treated during childbirth: “Abuse, neglect or disrespect during 
childbirth can amount to a violation of a woman’s fundamental human rights, as described in 
internationally adopted human rights standards and principles.”81 Acknowledging that women 
are particularly vulnerable during childbirth, it emphasizes that in case of rights violation, not 

																																																								
76 Saloojee H. (2008) Early skin-to-skin contact for mothers and their healthy newborn infants: 
RHL practical aspects (last revised: 4 January 2008). The WHO Reproductive Health Library; 
Geneva: World Health Organization.  http://apps.who.int/rhl/archives/hsguide2/en/ retrieved 
on Nov 10, 2016.  
77 Moore et al, (2012) 
78 Moore et al, (2012) 
79 WHO (2012) The Universal Rights of Childbearing Women 
http://www.who.int/woman_child_accountability/ierg/reports/2012_01S_Respectful_Maternity
_Care_Charter_The_Universal_Rights_of_Childbearing_Women.pdf retrieved on Nov 10, 
2016. 
80 WHO (2014) The prevention and elimination of disrespect and abuse during facility-based 
childbirth. http://apps.who.int/iris/bitstream/10665/134588/1/WHO_RHR_14.23_eng.pdf 
retrieved on Nov 10, 2016. 
81 WHO (2014) page 1 



	
		

	 24	

only the mother but the child is also a subject: “…such practices may have direct adverse 
consequences for both the mother and infant. (…) Health systems must be accountable 
for the treatment of women during childbirth, ensuring clear policies on rights and ethical 
standards are developed and implemented.” Regarding the right to be informed, “pregnant 
women have a right to be equal in dignity, to be free to seek, receive and impart 
information”82.  
 
 
Having read the WHO guidelines related to birth and to the first hours of the newborn, all 
recommendations state that the mothers and newborns should receive care of the highest 
possible level, and, beyond this, the following aspects are emphasized, both from medical 
and also from a human rights perspective:  

1. Women have the right to be informed about the general practices of the health 
institute and about specific interventions they are about to receive. 

2. As birth is a natural process, all unnecessary interventions should be avoided. 
3. Women at birth have the right to receive emotional support from the staff and 

from the people around them of their choice. 
4. Healthy newborns immediately after birth should be provided with the 

opportunity of direct skin-to-skin contact with their mothers, and the possibility 
of breastfeeding.  

5. Women and their newborns have the right to stay together after birth. 

3, HUNGARIAN LAWS  
 
I overviewed the WHO recommendations regarding the early bonding related factors in the 
previous chapter. In this chapter I will examine the legal framework of birth and neonatal care, 
and I analyze to what extent the Hungarian laws promote or hinder the circumstances that 
effect successful early bonding. Verified information about healthcare related laws is available 
from “Nemzeti Jogszabálytár” (National Law Database), http://njt.hu and from the site of the 
“Egészségügyi Közlöny” (Healthcare Gazette), www.kozlonyok.hu. On njt.hu only the laws 
operative in the last 5 years are available, and the last 20 years are requestable; the texts of 
the Healthcare Gazette is available starting only from 2006. For this chapter I mainly used 
these sources.  
 
 
Regarding the first hours / “golden hour” period:  
-early skin-to-skin contact 
-early breastfeeding 
-rooming-in  
 
Regarding factors having a strong effect on the first hours / “golden hour”:  
-place of birth (home, birth center, hospital etc.) 
-interventions at labour (induction, epidural or spinal analgesia etc.)  
-interventions at birth --> type of birth (vaginal, VBAC, C-section, forceps, vacuum)  
-participants at birth (doula-midwife-doctor, family members, father, intimacy)  
-mandatory/recommended length of hospital stay  
 
Regarding women’s rights, decisions, support:  
-whether the women’s decisions are taken into consideration regarding all the above  
-who (the doctor or the mother) is legally responsible for the birth process 
-emotional support 
-right to be informed, data and statistics 
 
TABLE 1, Researched factors related to early bonding 
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3.1 Laws regarding the golden hour period 
Healthcare laws can be part of the Alaptörvény (Constitution), or can be issued as a Törvény 
(“Act of Parliament” type of law), or as anything below this, e.g. Act of Government, etc. 
Creating the legal framework for births is the competency of the given Ministry (in this case: 
Health Ministry, or since 2008: Department of Health in an “umbrella” ministry) and its 
advisory board. There are no laws at the level of Constitution or Acts of Parliament, 
mentioning specifically skin-to-skin contact, the importance of breastfeeding in the first two 
hours. However, the possibility of rooming-in is legally provided for all birthing women in 
Hungary since the 1997 Health Care Act (level: Act of Parliament). The 1997. CLIV Act 11.§ 
5) states that “The birthing woman has the right (…) after the birth (…) to stay in the same 
room with her newborn, in case neither her nor the newborn’s health condition rules this out.” 

83  
This is the only law that directly affects a factor of the early bonding process that I research in 
this thesis. However, there were a lot of legal changes in Hungary that affect other factors 
that have a strong indirect effect on the golden hour period, and in the following chapter (3.2 
and 3.3) I overview them.  
 

3.2 Laws regarding the factors that can shape the golden hour period  

3.2.1 Places of birth  
At the early 1990’s there were many pressing challenges that the Hungarian society faced: 
professional, ethical, legal and social issues, healthcare issues included. Some items from 
this list were “…the issue of abortion, health care reform, transition to health insurance, 
hospice, palliative medicine, transplantations, stemcell banks, medicalization, the role of 
doctors in the postmodern world, and so on”84. Since the early 1990’s the issue of “place of 
birth” received specific media attention in Hungary. Many other birth-related issues were also 
mentioned during the public discussions, e.g. legal responsibility, women’s rights, 
interventions, fathers’ presence at births, transparency of healthcare, etc., however, the most 
media attention was given to the place of birth issue, and to the famous-infamous court case 
of Dr. Geréb, the only Hungarian obstetrician who got arrested and sentenced since 1990. 
When I pay specific attention to the issue of home births in the Hungary-related part of this 
thesis, it is due to the fact that other factors of the golden hour were overshadowed by this 
issue in the nationwide conversations. 
 
The deliveries in Hungary took place predominantly in hospitals and in “birthing homes” 
(szülőotthon) around 1990, and only a very few took place at actual homes.  
Regarding the birthing homes, they got closed one by one, as part of a national project that 
started already during the time of socialism. The leading obstetricians at that time wanted to 
have “all Hungarian parents to enjoy the benefits of modern electronic equipment and other 
birth-perceiving equipment. Therefore it is desired to get the big institutes should get 
equipped rather than maintaining the weakly equipped smaller birthing homes”85. After 1990, 
the Ministry decreased the number of active inpatient beds, mainly for economic reasons 
(Bokros austerity package of 1995 etc.). Many birthing homes closed in the 1990’s for this 
reason. The last ones closed in 2004.86  
 
Regarding home births, the rules and conditions of home births were not regulated 
adequately around 1990. Counting from 1990, regulating the legal circumstances of births 

																																																								
83 1997. CLIV. Health Care Act 11. § 5) “A szülő nőnek joga van arra, (…) a szülést követően 
(…), hogy – amennyiben ezt az ő vagy újszülöttje egészségi állapota nem zárja ki – 
újszülöttjével egy helyiségben helyezzék el.”  
http://njt.hu/cgi_bin/njt_doc.cgi?docid=30903.313309  retrieved on Nov 15, 2016. 
84 Kapócs G (2011) Homeosztázis - Az élet, az egyensúly művészete LAM 2011;21(4):246-
247. http://www.elitmed.hu/upload/pdf/homeosztazis_az_elet_az_egyensuly_muveszete-
7473.pdf  retrieved on April 10, 2016.  
85 Raics J, (1980) Tauffer Vilmos mint szülészeti miniszteri biztos. Orvostörténeti 
Közlemények, 89-91. 137-155., page 152-153.  
86 Weborvos (2004) Bezár az ország utolsó szülőotthona, 2004-11-22, 
http://www.weborvos.hu/cikk.php?id=95&cid=52908 retrieved on Nov 16, 2016.  
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taking place outside of healthcare institutions took 21 years for the Hungarian legislation. It is 
important to see the original controversies, and how they got solved (at least partially) in 
2011. As I mentioned above, it is important to know that the ongoing discussions (and 
scandals) about home birth in Hungary were very significant, as they embraced a lot more 
issues as well, not only the places of birth.  
 
Home birth was allowed for mothers: sections 15 and 20 of the Health Care Act 1997 
recognize the patients' right to self-determination in the context of medical treatment, 
including the right to reject certain interventions. However, the same Health Care Act 1997, at 
5.§ (2) and (3)87 states that “everyone’s duty is to refrain from behaviors and activities that are 
known to endanger other people’s health and where the risk taken is higher than what society 
tolerates.” This was the most often cited paragraph when the mother’s and the fetus’s rights 
did contradict or seemed to contradict.  
Besides the contradictions regarding mothers, section 101(2) of Government Decree no. 
218/1999 sanctioned health professionals who carried out activities within (sic) their 
qualifications “in a manner which is incompatible with the law or their licenses88. The 
Hungarian society and birthing women lived under this double contradiction until 2011, 
when a mother could never be sure if she committed a crime when refusing some 
interventions or to go to a hospital to giving birth; and similarly a helping professional risked 
his or her work permit and risked 100K HUF penalty every time s/he provided help at home 
births.  
 
The parliamentary Commissioner for civil rights has been investigating the issue of home birth 
from time to time. In 1998, he stated that in some countries where the medical system is 
different, “the risk of home birth is not much higher then hospital birth’s.” (conditions for that: 
“advanced technology, the density of hospitals -reachable at an average of twenty minutes-, 
the training of midwifes, the cooperation of hospitals and the home birth assisting midwifes 
and doctors”). Right away he added: “These conditions are not given in Hungary.”89 Some 
years later, in 2003, the Commissioner acknowledged that “The free decision of a woman that 
she wishes to give birth in a facility, in which health care facility or whether she wishes to give 
birth at home falls within the scope of the right to self-determination.”90 In 2007, Dr. Geréb, 
the most prominent obstetrician who provided professional help for Hungarian women giving 
birth at home, had a case when a home born infant died after taken to the hospital. Pushed 
by this death, the following media scandal and the court case, the parliamentary 
Commissioner observed the relevant legislation again. This time, the observation actually 
resulted in a direct recommendation:  

“it has become necessary of the state to take care of the women giving birth and her 
child’s protection by legislation and other organizational measures (e.g. establishing a 
professional protocol). (…) To avoid (…) that births which most likely will not be 
without risk might be conducted out of hospital, it is essential to establish the 
legislative framework as soon as possible.”91  

  
In the meantime, Dr. Geréb’s work permit got suspended in 2007, she got sued again in 
2009, and in 2010 she got arrested. During these years the media covered the trials, and a 

																																																								
87 1997. CLIV. Health Care Act 5.§ (3) d) “(Mindenkinek) kötelessége tartózkodni minden 
olyan magatartástól és tevékenységtől, amely a társadalmilag elfogadható kockázati szinten 
felül, köztudottan mások egészségét veszélyezteti.” 
http://njt.hu/cgi_bin/njt_doc.cgi?docid=30903.313309  
88 218/1999. (XII. 28.) Korm. Rendelet 101. § “2) Az az egészségügyi képesítéssel 
rendelkező személy, aki képesítésének megfelelő tevékenységet jogosulatlanul végez, illetve 
tevékenységét a jogszabályokban (működési engedélyben) foglaltaktól eltérően végzi, 
százezer forintig terjedő pénzbírsággal sújtható.” 
http://njt.hu/cgi_bin/njt_doc.cgi?docid=42163.213816  
89 OBH 3840/1996. (30th of January 1998) cited by TASZ, 
tasz.hu/files/tasz/imce/government_1.pdf 
90 OBH 1773/2003. (8th of May 2003) cited by TASZ, 
tasz.hu/files/tasz/imce/government_1.pdf 
91 OBH 4570/2007. (October 2007) cited by TASZ, tasz.hu/files/tasz/imce/government_1.pdf 



	
		

	 27	

heated nationwide discussion was going on about the issue of home birth and all related 
factors, e.g. the question of responsibility for the health of the newborn.  
In 2009, a pregnant Hungarian woman sued the State of Hungary, and alleged that “she 
could not benefit from adequate professional assistance for a home birth in view of the 
relevant Hungarian legislation – and as opposed to those wishing to give birth in a health 
institution – amounted to discrimination in the enjoyment of her right to respect for her private 
life.“92 The European Court of Human Rights declared the application admissible, and gave 
some time to the Hungarian government to determine “the professional rules and conditions 
governing birth outside an institution and the causes excluding the possibility of such birth.”93  
 
In 2011, four months after the sentence, in Government Decree no 35/2011 (March 21), the 
rules and conditions of home births got a legal framework in Hungary. Attachment 3.2 of this 
thesis “Interview with Minister Ágnes Horváth” (Health Minister in 2007-2008) and Attachment 
3.3 “Interview with Dr. Ildikó Horváth” (strategist in the Ministry in 2010 and 2011) provide 
more details about how this law got created and implemented. I also interviewed Ms. Ilona 
Ékes, member of the government 2010-2014 who was one of the active supporters of the 
legal regulation of home birth, but she did not consent that the text of the interview gets 
published here.  
 
The aforementioned “home birth law” became effective from 2012, and the first for-profit 
company received the permission to lead home births in 2012 March. Home births still differ 
from hospital births, as of 2016 November, in the sense that while births at hospitals are 
covered by the Hungarian healthcare system, home births are not. All mothers or families 
who wish to give birth at home need to contract with for-profit companies. Since the 
regulation, 442 infants were born at home in Hungary94. This seems to be a small number 
given the 85-95K births annually, therefore opponents of planned home births claim that the 
entire issue is rather irrelevant. Supporters of planned home births on the other hand argue 
that the number of home born children would be higher, if low-risk pregnants choosing home 
birth could enjoy the same healthcare system as the others. Considering that the risk of home 
birth and hospital birth is the same for a low-risk pregnant, the supporters claim that it is an 
unjust situation where hospital births are covered, whereas for a home birth almost triple of 
the Hungarian net minimal salary (as of 2016) has to be paid.  
 

3.2.2 Interventions at labor and at birth  
The Hungarian law does not provide specific guidelines for interventions used at labor and at 
birth. These are considered to be medical issues, not legal ones, therefore publishing the is 
the responsibility of the obstetrics advisory board of the Ministry of Health (Department). The 
Advisory Boards are self-organizing groups of the different areas of medicine; in case of 
obstetrics, the SZNSZK is the legal entity. The 4th chapter (Hungarian Protocols) will detail the 
currently valid protocols regarding interventions. 

3.2.3 Recommended length of hospital stay 
Similarly to the interventions, the mandatory or recommended length of hospital stay after 
birth is not a first and foremost legal issue.  
Only some medical protocols mention the recommended length, however, the line between 
“mandatory” and “recommended” is very thin in this case. The length in most developed 
countries depends on the health conditions of the given mother-newborn dyad (allowing or 
even encouraging “ambulant births” in case of healthy dyads). In Hungary, the length of 
“recommended” stay in the hospital is strongly shaped the healthcare payment system. The 
system rewards those hospitals where the dyads stay for a long time. The more days the 
dyads stay in the hospital, the more money the hospital receives from the central healthcare 
budget. More information about this can be read at the chapter “5.5.3 Interventions at labor 

																																																								
92 European Court of Human Rights (2010) Case of Ternovszky v. Hungary. Application no. 
7545/09  http://hudoc.echr.coe.int/app/conversion/pdf/?library=ECHR&id=001-
102254&filename=001-102254.pdf                                                     . retrieved on Nov 6, 2016.  
93 European Court of Human Rights (2010)  
94 Vincze F. Lipienné Krémer I. (2016) Az intézeten kívüli szülés helyzetének és a szülésznők 
szerepének alakulása hazánkban. Orv. Hetil., 2016, 157(11), 415–423.  
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and at birth, Hungarian practice”, also about how this system contributed to the fact that 
among all OECD countries, Hungarian mothers spend the most time (by far) in hospitals after 
birth. It is important to note here, that this issue contributed a lot the debate on home birth. 
Many mothers knew that in most countries of Europe, a lot shorter hospital stay is practiced. 
Healthy mothers with healthy newborns who wanted to leave the hospital sooner than 72 
hours after birth were often advised by the healthcare staff not to do so, or they were simply 
not allowed to do so. Though healthcare staff did never have any legal reasons, and might 
not have had any medical reasons for keeping them in, the financial incentive often prevailed 
and the dyads were kept in. (sources: informal).  

3.2.4 Participants at birth  
The WHO recommended already in 1985 that “the wellbeing of the new mother must be 
ensured through free access of a chosen member of her family during birth and throughout 
the postnatal period.”95 Then they confirmed this again in the 1994 “Mother-friendly hospital: a 
checklist for assessment” as “delivery care guidelines: 1) husbands, partners, and others 
should be allowed to stay during labor, if the mother wishes it.”96 In 2012, at “The Universal 
Rights of Childbearing Women”, the WHO affirmed again that women’s “choices and 
preferences, including companionship” 97 are among their basic rights. The 1997 Health Care 
Act was the first law in Hungary allowing “one adult person of the mother’s choice to stay with 
her continuously during labor and birth”98. This is a step forward, however, it is still far from 
allowing more than one person of the mother’s choice (e.g. the father and a doula), or a non-
adult (e.g. a sibling of the infant) to be present.  
 

3.3 Laws regarding women’s rights  

3.3.1 Legal responsibility  
Regarding women’s rights at childbirth, the most relevant issue might be the issue of legal 
responsibility. 1997. CLIV. Health Care Act, 5. § (1) emphasizes cooperation and shared 
responsibility of the parties: it claims that the medical professionals and the individuals should 
work together, and make sure they both do their best for maintaining or optimizing health 
outcomes99. However, this does not solve the question, who is legally responsible, if a 
medical problem or even death occurs during childbirth.  
 
In Hungary, the law protecting the fetus (magzatvédelmi törvény)100 states that the fetus has 
the right without further conditions “for life, health and physical integrity”, and this right starts 
at conception. Abortions make a legal exception, though. The Constitution and the Civil 
Codex acknowledges both the legal capacity (jogképesség) and the legal entity (jogalanyiság) 
of the fetus. Between conception and birth the legal capacity is conditional, but, at some 
cases the fetus has full, at some other cases the fetus does not have full legal entity. The 
distinction between full or not full entity is crucial, because if the fetus is not a legal entity, 
then the mother would have the right to refuse certain medical interventions that would be (in 
fact or allegedly) beneficial for the fetus. If the fetus however is a legal entity, then the doctor 
has the right and the legal duty to act on the child’s behalf. Consequently, the doctor has the 
right to intervene without the mother’s consent, and has the right to prohibit the mother doing 
certain activities that s/he (the doctor) considers harmful or potentially harmful to the child. 

																																																								
95 WHO (1985)  
96 [No authors listed] (1994) Mother-friendly hospital: a checklist for assessment. Safe Mother. 
1994 Feb;(13):7.  https://www.ncbi.nlm.nih.gov/pubmed/12345458# 
97 WHO (2012)  
98 1997. CLIV. Health Care Act 11. § (5) “A szülő nőnek joga van arra, hogy az általa 
megjelölt nagykorú személy a vajúdás és a szülés alatt folyamatosan vele lehessen (…)”  
http://njt.hu/cgi_bin/njt_doc.cgi?docid=30903.313309  retrieved on Nov 15, 2016.  
99 1997. CLIV. Health Care Act 5. § (1) Az egészségüggyel kapcsolatos társadalmi 
kötelezettségek az egyén saját és környezete egészségi állapotáért viselt felelősségével 
együtt biztosítják a lakosság egészségének védelmét és egészségi állapotának javítását. 
100 2014. évi törvény 2.2.§ (1) “A jogképesség az embert, ha élve születik, fogamzásának 
időpontjától kezdve illeti meg”. (1959. évi IV. törvény 9.§-a: "A jogképesség az embert, ha 
élveszületik, fogamzásának időpontjától kezdve illeti meg.”)  
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Harmfulness or potential harmfulness is a delicate issue, as the right for intervention has to 
be decided when the child’s life is at stake, however, it also has to be decided if the child’s 
perceived health advantages are at stake. In theory, the scale starts at mortal peril 
endangering the fetus, and lasts until slight health advantages for the fetus (e.g. when a 
doctor decides that a warming lamp would be a slightly better choice for the newborn than 
skin-to-skin contact with the mother). In practice, unfortunately, the scale goes on, and not 
only the fetus’s health advantages are considered when making decisions, but also the 
constraints and resources regarding the healthcare staff. Availability of the staff, time 
constraints, equipment constraints could be mentioned here, and, unfortunately, the cases 
when convenience is the decisive factor. (sources: news articles, informal). The prevalent 
interpretation of the Hungarian law says that in Hungary, the obstetrician, and not the 
mother is legally responsible for the fetus during the process of birth, and the mother 
does not have the right to challenge the decisions made by the doctor.  
 
 
Though the legal responsibility belongs to the doctors, the question arises whether the 
midwives could bear the same level of responsibility at low-risk pregnancies. In most 
developed countries midwives have full authority to make decisions regarding pregnancy. 
Also, to judge the medical situation of the expectant mother, to judge whether a mother is 
low-risk or high-risk, and midwives have the authority to lead (or: to follow and support) the 
birthing process itself. In Hungary, midwives could not have any of these responsibilities until 
2014. A quick overview about how the legal position of midwives changed since the 
1990’s can add some aspects to the general question of how the doctor-patient (in 
Hungarian: “orvos-beteg”, literally: “doctor – ill person”) relationship has been 
changing in Hungary. The “doctor – ill person” relationship could develop into many 
directions. Doctors also have a lot of possible roles within this umbrella role (healer, 
consultant, etc.) The patients can also move on the “ill person, patient, client, partner, 
stakeholder, consumer“ scale. This seems to be a very broad issue with many implications, 
however, it is a relevant one at obstetrics, since a pregnant mother should definitely not be 
treated simply as an “ill person”, she should rather be considered somewhere else on the “ill 
person – consumer” scale. As the chapter “5.4.5 Case study – Veszprém” shows, treating 
delivering mothers as “ill” is not an unprecedented issue in Hungary.  
 
In the 1950s, the obstetrician-midwife ratio was 0,48 to 1 in Hungary, (1200 doctors vs 2500 
midwives) 101. Their scope of responsibility of the midwives shrunk in the course of time, and 
their status as providers of professional help has also degraded to be assistants of 
obstetricians. The 1985 WHO recommendations included that “the training of midwives or 
birth attendants should be encouraged. Care during normal pregnancy, birth, and afterwards 
should be the duty of this profession102”. However, the Hungarian midwives could not be 
legally responsible care providers at birth of low-risk pregnants until 2012, and they could not 
be legally responsible pregnancy care providers until 2014.  
 
In 2005, the European Parliament prescribed the recommended responsibilities for trained 
midwives for all EU member states. These are among their responsibilities:  
  “Article 42, Pursuit of the professional activities of a midwife:  

2. The Member States shall ensure that midwives are able to gain access to and 
pursue at least the following activities:  
(e) caring for and assisting the mother during labour and monitoring the condition of 
the foetus in utero by the appropriate clinical and technical means;  
(f) conducting spontaneous deliveries including where required episiotomies and in 
urgent cases breech deliveries;  
(h) examining and caring for the new-born infant; taking all initiatives which are 
necessary in case of need and carrying out where necessary immediate 
resuscitation; 

																																																								
101 Buda J. (1996) Az anyaság és bábaság története. POTE, Egészségügyi Főiskolai Kar, 
Pécs, page 129, cited by Novák J. (2014).  
102 WHO (1985)  
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(i) caring for and monitoring the progress of the mother in the post-natal period and 
giving all necessary advice to the mother on infant care to enable her to ensure the 
optimum progress of the new-born infant.” 103 

As I wrote, in Hungary, these recommendations got into effect with 7 and 9 year delays, 
respectively.  
 
Finishing the chapter on legal responsibility, it is worth noting that not only the birth process, 
but the pregnancy is also something that – according to the Hungarian law –needs a 
designated person who is not the mother to be legally “responsible for”.  
In 2014, when the pregnancy care guidelines changed, the new regulation stated that  

“during pregnancy care a responsible person should be named and registered in the 
pregnancy care book, who will be responsible for the status/condition of the expecting 
mother. In the pregnancy care book any change related to this also has to be 
registered, so the issue of responsibility will be clear and unequivocal.”104 

One of the authors of the new regulation has confirmed that the current wording is 
problematic, because it does not mention shared responsibility. Just considering the wording 
“if the mother decides not to meet the responsible person, or not to participate in 
examinations, any negative consequences will be not her responsibility but of the named and 
registered health care professional”105.  
 

3.3.2 Women’s preferences and decisions  
The entire chapter of 3.1 answers the question, whether the women’s decisions should be or 
could be taken into consideration regarding all the early bonding process shaping factors. In a 
nutshell: as an individual, a mother has the right to choose or refuse certain interventions and 
care forms, given that her rights are recognized as “a patient’s right to self-determination in 
the context of medical treatment, including the right to reject certain interventions”.  
However, as the legal responsibility for the fetus (and consequently: making decisions) is in 
the doctor’s hands, if the mother rejects an intervention that the doctor considered as “life-
saving”, then the doctor has the right to intervene. This “ultimate responsibility” of the 
doctors shapes the Hungarian clinical practice, as we saw in chapter 3.2.3, and as we will 
see in the entire chapter 5, most importantly at “5.4.5 Case study – Veszprém”.  
 

3.3.3 Right for information 
The mother has the right to be informed about what she can expect at the birth process and 
shortly after it, according to all analyzed WHO recommendations. One aspect of this is the 
long term planning aspect: knowing data and statistics, a woman can make informed 
decisions when she chooses the place of her birth, the participants at the birth and the 
doctor/midwife. Another aspect is the short term aspect, the time of urgent decisions. During 
birth a woman should have the right to know what the doctor or midwife plans to do (AROM -
artificial rupture of membrane, infusion, episiotomy, C-section etc.) and she should be given 
the opportunity to accept or refuse these interventions. Practice shows (individual, non-
verifiable samples, as there is no official data or statistics for the prevalence of this) that 
opposing this ideal process, the mothers often notice the intervention after that was already 
done. Based on informal information, lack of appropriate communications and this practice is 

																																																								
103 Official Journal of the European Union (2005) Directive 2005/36/EC of the European 
Parliament and of the Council of 7 September 2005 on the recognition of professional 
qualifications, Section 6: Midwives, articles 40-43. Article 42: Pursuit of the professional 
activities of a midwife. http://eur-
lex.europa.eu/LEXUriServ/LexUriServ.do?uri=OJ:L:2005:255:0022:0142:EN:PDF retrieved on 
Nov 15, 2016.  
104 Köbli A (2014) Gondok vannak a terhesgondozás körül,  Medical Online, 2014. október 01. 
http://www.medicalonline.hu/eu_gazdasag/cikk/gondok_vannak_a_terhesgondozas_korul 
retrived on Nov 15, 2016.  
105 Köbli A. (2014)  
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quite dominant in Hungary still as of 2016, sometimes reaching the extent of obstetric 
violence.106 107  
 
Regarding the long term planning aspect: it would be relevant for a mother to know what 
indicators of the given doctor or the given hospital of her choice has. In 1986, the official 
statement written by the obstetrics advisory board of the Ministry claimed that “to inform the 
lay people about the practices of a given birth institute is unnecessary and purposeless”108, 
commenting the WHO recommendation that strongly supported women’s right to be informed. 
As of 2016, a Hungarian woman still does not have any legal opportunity to get to know the 
statistics of a given doctor or hospital related to the birth and early bonding processes, 
including but not limited to infant mortality rates, maternal mortality cases, C-section 
frequency, episiotomy frequency, neonatal care issues etc. Some Hungarian authorities 
collect demographics and obstetrics related data, however, they have never released the data 
below county level. The reason for why no statistical data is available about individual 
obstetricians, or about obstetrics departments, is based on some interpretation of the 17th 
paragraph of the XLVI. Law on statistical data collection. The law, having been created in 
1993, states that “individual data cannot be publicized regarding natural persons, legal 
persons or data providers that are not legal persons, that was collected for statistical 
purposes”.109 Chapter “5.3 Hungary – Data” describes the background of this in a lot more 
details.  
 
In this 3rd chapter I overviewed the Hungarian legal framework of the birth and early 
bonding process. Many of the legal aspects are somewhat behind of what the WHO 
has been recommending for some decades. The legal responsibility is shared between 
the individuals and the healthcare professionals in most medical cases, however, at 
obstetrics and neonatology, the responsibility is ultimately given to the doctors.  

4. HUNGARIAN PROTOCOLS  
In this chapter, I overview the available protocols related to early bonding. I will take three 
protocols, and search if any of the three examined factors that shape early bonding are 
referred to, and if yes, how. The three protocols are “Feeding healthy newborns” (I will refer to 
this as NeonatFeed2010), “Care for healthy newborns in the delivery room and during the 
postpartum period”, (I will refer to this as NeonatCare2010), and the “Feeding healthy 
newborns (0-12 months)” (I will refer to this as VisitorFeed2010, as this one was written by 
the Health Visitor Chapter of the Healthcare Council). I will also examine if the psycho-social 
aspect of the birth and the first hours are mentioned in these, and compare them to the WHO 
guidelines. In chapter 4.2.4, I take the texts of all the other operative obstetrics and 
neonatology protocols, and search if the psycho-social aspect can be found there. At the end 
of the 4th chapter, also as a transition to the “Hungarian Practice” chapter, I shortly write about 
the authors of the protocols, and I cite the relevant parts of the neonatal care protocol that 
was valid in 1999. Throughout this chapter and in the thesis, I use the word “protocol” and 
“guideline” interchangeably, though I am aware that in some countries there is a difference 
between the usage of these expressions.  
 

4.1 Medical protocols - availability 
Medical protocols are a relatively new phenomena in the Hungarian healthcare system. The 
23/2006 resolution of the Ministry for Health Care (EüM)110 stated the need for Hungarian 
medical protocols and prescribed their format.  
 

																																																								
106 Konopás N (2016) Íme az igazi magyar merénylet a nők ellen. 2016. július 13., szerda 
18:41. mno. http://mno.hu/belfold/szules-1351764 retrieved on July 13, 2016. 
107 Hercsel A. (2015) Lilára zúzott hasfallal távozni a szülőszobáról. 
http://hvg.hu/plazs/20151111_emma_vonal_csalad_szules retrieved on Nov 10, 2016. 
108 OSZNI (1986)  
109 1993. évi XLVI. Törvény a statisztikáról, 17. § 
110 23/2006 (V.18.) EüM rendelet, Eü Közlöny 2006/59. szám 
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According to that, the Hungarian obstetrics related protocols should (and most often do) 
consider the recommendations of the following institutes:  
RCOG Royal College of Obstetricians and Gynaecologists (UK),  
ACOG, American Congress of Obstetricians and Gynecologists (USA),  
SOGC, Society of Obstetricians and Gynaecologists of Canada (Canada),  
Cochrane database (in 2010, the Cochrane Database of Systematic Reviews had an impact 
factor of 6.186, ranking it 10th among 151 journals in the category "Medicine, General & 
Internal"),  
and the WHO recommendations.  
 
Whenever possible, the Hungarian protocols follow the international recommendations and 
use the highest possible level of evidence in the structure of evidence-based medicine (levels 
A-J). They take the specific Hungarian circumstances into consideration, and whenever they 
lack information of evidence, they use the recommendations of the advisory boards of the 
Ministry. Regarding obstetrics, historically, that was the leadership of OSZNI, then until 2011 
it was the SZNSZK (Szülészeti és Nőgyógyászati Szakmai Kollégium / Council of 
Obstetricians and Gynaecologists); since 2011 it is called SZKSZNART – (see chapter 4.3 for 
details). Publishing the updates is the responsibility of the advisory board.  
 
Getting hold of the currently valid protocols and the previous protocols is hard, given that the 
Councils do not have their own websites, and the protocols are not available on the Health 
Ministry’s/Department’s websites. This unavailability is actually in line with the SZNSZK’s 
official opinion in 1986, when they stated that “to inform the lay people about the practices of 
a given birth institute is unnecessary and purposeless”.111 Unfortunately, there are only a few 
protocols that are available online, but most of them are illegally scanned copies. Printed and 
CD versions of the protocols are available from the official publisher of the Hungarian 
healthcare protocols (Smart-Promotion Kft. / www.utmutato.com), for around 10 EUR per 
publication. One publication is the collection of protocols at a certain field, in a given year or 
time period. Based on the ordering form on their website, ordering is only possible with a valid 
medical stamp number (that is possessed only by doctors). However, in reality, anyone can 
order the books and the CDs. The publisher claims that the publication of protocols started in 
2000 in Hungary, by the Medition Kiadó. That publisher ceased to exist a long time ago, and 
no information is available about any legal successor, besides Útmutató. The Útmutató offers 
the latest (2010) guidelines and earlier editions as well on their website, but in fact, they do 
not have earlier editions of either field. The 2010 protocols were valid until 2013, however, 
new editions are not available, as, according to the publisher, the new protocols were not 
written yet by the expert bodies112.  
 
All these mean, that though a researcher might have some chance to get materials from 
visiting national libraries and archives in Budapest, or to get materials from individual 
hospitals or obstetricians using personal connections, still, an average Hungarian parent or 
future parent has almost no chance to receive relevant information about the 
processes that are waiting for them and for their newborn. In my interpretation, this 
affects their right to be informed. This is however, only a part of the complex problem 
of transparency, as not only the medical protocols are not available for the public, 
information about medical practices are even more restricted.  
(see chapter 5 “Hungarian practice”)  
 

4.2 Text analysis of the current medical protocols about early bonding 
In this chapter I will compare the Hungarian protocols to the WHO recommendations.  
I will use the following protocols:  
 
TEXTS:  
YEAR AUTHOR TITLE OF THE PROTOCOL 

																																																								
111 OSZNI Országos Szülészeti és Nőgyógyászati Intézet (1986) WHO Regionális Hivatala 
összefoglaló jelentése. Brazília 1985. Orvosi Hetilap, 127. 967-968. 
112 http://www.utmutato.com, page “Az útmutatóról”, retrieved Nov 11, 2016, also confirmed 
via a phone conversation on the same day.  
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NeonatFeed2010 CsGySzK / 
neonatology 

Egészséges csecsemő táplálása  
/Feeding healthy newborns 

NeonatCare2010 CsGySzK / 
neonatology 

Egészséges újszülöttek ellátása szülőszobán 
és a gyermekágy ideje alatt 
/Care for healthy newborns in the delivery 
room and during the postpartum period 

VisitorFeed2010 
 

VSzK /  
Health visitors 

Az egészséges csecsemő (0-12 hónap) 
táplálásáról 
/ Feeding healthy newborns (0-12 months) 

 
 
The topic list is the same that was mentioned at the introduction, and at the WHO text 
analysis, however, due to lack of time and resources, I could not consider the factors that 
have only an indirect effect on the first hours.  
 
TOPICS:  
CONSIDERED:  
Regarding the first hours / “golden hour” period: 
-early skin-to-skin contact 
-lactation/breastfeeding 
-rooming-in 
NOT CONSIDERED:  
Regarding factors having a strong effect on the first hours / “golden hour” 
PARTLY CONSIDERED:  
Regarding women’s rights, decisions, support: 
-legal responsibility 
-women’s needs and decisions are considered 
-emotional support,  
-right to be informed, data and statistics 
 
 
KEYWORDS WITHIN THE TOPICS:  
 
TOPIC  KEYWORDS Hungarian KEYWORDS English 
skin contact bőrkontaktus 

“bőr kontaktus”  
skin contact 

breastfeeding Szoptat*, szoptatás 
anyatej 

breastfeeding 
breastmilk 

rooming-in rooming-in 
együttes elhelyezés 

rooming-in 
 

Further relevant keywords 
related to psychological 
and emotional support 

bátorít,  
szeretet, szeretn*  
érzelem/érzelmi,  
figyelmes 
megnyugtat, megerősít  
kommunikáció  
pszichol*  
támogat (staff-mother relation 
only) 

encourage,  
love 
emotional 
attentive 
console, reinforce, 
support 
communications 
psychological  
support, help 

Less relevant keywords figyelem (nem: figyelembe vesz)  
érzékeny (nem: gyógyszer-
érzékeny) etc.  

attention,  
sensitive 

 
Regarding normal, uncomplicated vaginal birth there is no protocol in Hungary. For this 
reason, I could not compare the relevant WHO recommendations (from 1985, and mainly 
from 1996: “Care in normal birth”) to the appropriate Hungarian version.  
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Regarding the golden hour period, there is no separate protocol. The most important 
protocols are the neonatology and health visitor protocols for newborn care, and infant 
nutrition.  
 
Regarding the factors that might shape the early bonding, there are many separate 
protocols. There is a protocol for induced labor, preterm delivery, breech delivery, C-section 
etc. Chapter 4.2.4 details how they are related to the international protocols and research, but 
I could consider only one aspect, the psycho-social one.  
 
Regarding women’s rights at birth, again, there is no separate medical protocol, however, 
some of the analyzed texts have strong references to this issue.  
 
As I wrote in the previous chapter, the few guidelines that are available online are not from 
reliable sources, and so, their validity cannot be verified. For this reason, I only use the texts 
from the official publisher of the Hungarian medical guidelines in the thesis.  
In the latest ob-gyn protocol collection (from 2010) there are 25 gynecology related protocols, 
one from 2006, 4 from 2008, 1 from 2009, and the remaining ones (19) from 2010. There are 
26 obstetrics related protocols in the same collection: 4 from 2008, the rest from 2010.  
In the latest neonatology-pediatrics protocol collection, there are 17 items. One from 2004, 
one from 2008, the rest (15) of the protocols are from 2010.  
(see attachment Att4.1 for the full list)  
Only a few of these protocols are relevant regarding early bonding. I found no relevant one 
among the ob-gyn guidelines (given that there is no protocol for normal birth), I found two 
among the neonatology-pediatrics guidelines, and at the Hungarian Gazette, I found the 
Health Visitor Chapter’s newborn nutrition guideline that proved to be an excellent source.  
 
In the following three chapters I analyze these three guidelines (4.2.1, 4.2.2, 4.2.3.). In the 
fourth chapter (4.2.4), I will take all texts of the above mentioned ob-gyn and neonatology 
protocols, and consider if the psychological aspects of birth are mentioned in them. It would 
be beneficial to compare the current guidelines with those that were valid before 2010, 
however, as I wrote, I found difficulties getting hold of verified copies of the earlier versions. 
(All three guidelines were published in the Healthcare Gazette and in the protocol collection of 
the Útmutató as well. There might be some inconsistencies in my text and attachment 
regarding the usage the page numbers).  
For a summary of the analysis of the three relevant protocols, see the attachment 
“Att4.2.1 three protocols golden hour references.docx” and “Att4.2.2 three protocols 
text analysis ENG”. To what extent the psychological aspect is mentioned in all other 
protocols, the summary is available at attachment “Att4.2.4 all other protocols”.  
 

4.2.1 NeonatFeed2010 
NeonatFeed2010 is an exceptionally detailed protocol, it was written by the Council of 
Neonatologists and Pediatricians, together with the Lactation Supporting National Council.  
The 31 page long protocol contains a long list of references, namely 39 items, including WHO 
recommendations, an American Academy of Pediatrics AAP Policy Statement, a position 
paper by the ESPGHAN Committee on Nutrition, guidelines of the Department of Health and 
Human Services at CDC (Center for Disease Control, USA), a breastfeeding supporting 
blueprint for action EU Project, and most of the cited references are from the 2000’s.  
The introduction is concise and informative, contains strong statements and 
recommendations, all in line with the that-time prevalent international guidelines. The 
structure of the protocol is easy to overview, and the main text is also concise and 
informative.  
Regarding early skin contact, the text cites the 10steps, including skin-to-skin contact, (page 
19) and recommends “very early skin contact should be made possible for all mother-infant 
dyads (page 20)”.  
Regarding breastfeeding, the text mentions the word “breastfeeding” more than 100 times, 
just as the word “breast milk”. Most important results are “putting the newborn to the breast as 
early as possible after birth should be made possible for all mother-infant dyads”, “in the first 
6 months exclusive breastfeeding is ideal” (page 3044), it lists the benefits of breastfeeding, 
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namely 6 benefits for the newborn, 5 for the mother; and it cites the WHO's 10 steps for 
successful breastfeeding.  
Regarding rooming-in, the protocol cites the WHO's 10 steps (page19), and writes ”it would 
be ideal to make sure all mothers are put to the same room with their newborns, 24 hours a 
day ("rooming-in" system)” (page 20).  
As I noted at the WHO’s recommendations, those guidelines use words that are not strictly 
medical, however, they emphasize the importance of supporting, encouraging behavior of the 
professional staff. Those guidelines claim that this type of behavior, and the 
acknowledgement of the psychological aspects of birth will result in a healthier, happier, 
better-attached mother-newborn dyad. I searched for some keywords in this Hungarian 
protocol and found the followings. “Bátorít/encourage” came up twice, “érzelmi/emotional” 
occurred once, in "breastfeeding has psychological and emotional relevance for the 
newborn", “megnyugtat/console” occurred once, as "we may console the mother" (p3059), 
psychological benefits were mentioned twice, writing that breastfeeding has psychological 
benefits for the mother (page 3048), and the “newborn's psycho-social development” (p 
3048), finally, ”támogat/encourage” were mentioned 5 times: “all mothers who would like to 
breastfeed should be supported (...) Mothers from underprivileged background should be 
supported” (...) mothers' decisions should be supported (...) families should be supported so 
their self-confidence and competence can grow (...) mothers who use pacifier are in need of 
extra support”.  
 

4.2.2 NeonatCare2010 
NeonatCare2010 was written by the same Council, however, without the help of the Lactation 
Supporting National Council. The guideline is short, 4-5 page only, the reference list is also 
short and hasty. 5 out of 11 publications lack the date and the publisher, (4 of these are 
Hungarian guidelines). The referred texts (where we have the date) show that these are from 
the 2000s, however, we can assume that as half of the literature is previous protocols, and 
the “updates” are not signed in the text, this text is a slightly updated version of the previous 
similar Hungarian protocol.  
 
This protocol is significantly different from the other newborn care related protocols. Already 
its first two sentences are rough and ready, and not protocol-like:  
 “The care for newborns at the delivery room and during postpartum period differs significantly 
between departments. Length of time between delivery and leaving the department has 
decreased significantly, the time of letting the mother and newborn go home should not 
happen - if possible - before at least 72 hours after delivery, before consuming of at least 60 
ml breastmilk, and before doing all metabolism-tests.”113  
The first sentence is a hard-to-interpret statement. It does not say anything about what 
solutions would be ideal, or if because of the individual differences, there is no ideal situation. 
In the latter case it could acknowledge the normalcy of individual differences, and the 
freedom for the doctors and midwives, that they have the right to make decisions case by 
case.  
The second sentence hardly makes any sense in Hungarian. Its first part states “Length of 
time between delivery and leaving the department has decreased significantly” but it does not 
say what the baseline was, whether it was the 1980s, the 1990s, or the early 2000’s, or just 
the previous year. The next part does not acknowledge the mere fact that in Hungary home 
birth is legal, and in the case of home birth, different recommendations should apply. This 
very text was written in 2010 when the conditions and circumstances of home birth were not 
legally regulated, therefore not considering home births is understandable. Still, it is 2016 
now, and in the past 6 years no update of this protocol has been issued. Regarding the 
second part of the second sentence, no medical evidence supports the idea that the 
recommended hospital stay after birth is at least 72 hours. This statement reflects the 
Hungarian practice: hospitals get the maximum amount of payment for a birth from the central 
budget, if they managed to keep the mother and the newborn in the hospital for at least 72 

																																																								
113 “Az újszülöttek szülõszobán és a gyermekágy idején történõ ellátásában egyes osztályok 
között jelentõs különbségek vannak. A szüléstől a hazaadásig eltelt idő jelentősen 
lecsökkent, időpontja lehetőség szerint a betöltött 72 óra előtt (ill. legalább 60 ml anyatej 
elfogyasztása előtt) ne történjen meg az anyagcsereszűrések elvégzése előtt.”  (page 1) 
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hours. Adding this “recommendation” to the protocol strengthens a vicious circle of a bad 
practice, not being supported by evidence. The very last part of the sentence about 
metabolism tests is similar to the previous issue, as these test can or could be done by the 
neonatologist at home, however, the hospitals might have monetary interests to keep the 
tests in the hospital.  
 
Regarding the examined keywords in this protocol, skin to skin contact is only mentioned 
once: “we put the healthy newborn to the belly or breast of the mother, then cover the 
newborn with pre-heated bed-sheet (skin-contact)” (page 2) The text, unlike the international 
guidelines, does not recommend that this contact should be long and uninterrupted. There 
are two other statements, where skin-to-skin contact is not explicitly mentioned, however, the 
lack of mentioning it actually contradicts the international guidelines. “We do the first 
examinations of the newborn (time recommendation is not needed)” (page 2). One 
interpretation of this sentence is that unlike the WHO recommendations, the text does not 
recommend undisturbed and long early skin-to-skin contact. However, it might also be 
interpreted as a “step forward” in the Hungarian practice, as by not recommending immediate 
examinations, it implicitly allows the golden hour (unlike the usual Hungarian practice before 
2000 – see in Chapter 4.4). Skin-to-skin contact, or rather the lack of it, is implied here too: 
“We provide (we make sure) the thermo-neutral temperature for the newborn” (page 2). This 
part does not mention that the skin contact with the mother is the most ideal for the optimal 
temperature. Furthermore the wording suggests that it might be the staff’s responsibility to 
provide the newborn with ideal temperature, so they might prefer using some tools instead of 
maternal skin contact.  
 
Regarding breastfeeding, only one mention is in line with the international 
recommendations: “breastfeeding is the preferred method of feeding” (page 3). There are 
parts of the protocol that actually contradict the international guidelines: “we get convinced 
that the sucking and swallowing reflexes work properly, by getting the newborn drink boiled 
water” (page 3) and “in case there is an obstruction at lactation, expressed breast milk, milk 
from milk stations or using formula is recommended” (page 3). This simply might be an 
example of negligent wording, as if it really wanted to follow the international guidelines, it 
would use the same sentence, but – just as the VisitorFeed2010 guideline – it would add that 
this order is the order of recommendation as well. The VisitorFeed2010 protocol clearly states 
that this is the order of recommendation: the mother’s own expressed breastmilk is the most 
ideal, formula is the least ideal solution in case of lactation problems.  
The current sentence suggests that the authors are neutral regarding the listed three 
solutions, and they value them equally. Another example for a breastfeeding-related topic is: 
“we make sure that the newborn’s sucking and swallowing reflexes work properly, by getting 
them drink boiled water.” This sentence straightly contradicts the WHO recommendations 
(since 1981 and even from before), and it also contradicts the other examined Hungarian 
protocols about neonatal feeding.  
 
Regarding rooming-in, there is only one mention: “the newborn can be cared for in a 
rooming in system or at a neonatal unit” (page 2) The text, unlike the international guidelines, 
does not recommend rooming-in, it simply lists it as an option. Even the Hungarian 
NeonatFeed2010 and VisitorFeed2010 guidelines prioritize between rooming-in and the old 
type of neonatal care units, and strongly recommend the first.  
 
None of the searched “extra keywords” were found in this protocol (“encourage, love, 
emotional, attentive, console, reinforce, support, communications, psychological, support, 
help”). 
 

4.2.3 VisitorFeed2010 
This guideline is the longest of the examined ones, it was written by the relatively newly 
formed Council of Health Visitors. It is 38 pages long, lists 25 references, 9 laws and 10 
recommended websites. Among the references there are Hungarian and international papers, 
appropriately listed, most of them from the previous 10 years. The guideline itself is only 12 
pages long, however, it has many attachments, among them flow charts and checklists.  
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This protocol is similar to the NeonatFeed2010, in recommendations, attitudes and in 
international references in the text.  
 
Regarding skin-to-skin contact, the text mentions it 4 times: “the mother should be informed 
about the importance of very early skin-to-skin contact” (page 15282); “one method for 
waking up the newborn, skin contact with the mother” (page 15282); “advantages of very 
early skin contact” (page 15298); and, “health care staff should help the mother to put the 
newborn to the breast, right after birth, and ideally the newborn stays there for at least an 
hour.”  
 
Regarding breastfeeding, the Hungarian word for breastfeeding gives more than 75 results 
and for breast milk, around 60 results. “All mothers should be informed about the advantages 
of breastfeeding” is one of the most important mentions. The text focuses on communications 
and on informing and supporting the mothers, it writes about continuous contact and 
interactions e.g. “consoling the mother in case she needs it”, (page 15284) “(tell the mother 
and) reinforce her that even a small amount of a mother's own breastmilk is valuable for her 
infant” (page 15285); and, unlike in the NeonatFeed 2010 protocol, here the substitutions 
"expressed breast milk, milk from milk stations or using formula" are explicitly in order of 
recommendation (page 15285).  
 
Regarding rooming-in, this expression is mentioned three times. Once, as a part of the 
WHO’s 10 steps for successful breastfeeding (page 15299), then “expectants should be 
informed about the importance of rooming in” (page 15282) and writing about how to help the 
mother starting successful breastfeeding, it recommends: “inform her about the importance of 
rooming in” (page 15298).  
 
This guideline also uses the keywords that underline the importance of the supporting 
element of the perinatal and neonatal care: communications is mentioned twice, 
“megerősít/reinforce” only once (page 15285), just as “bátorít/encourage” (page 15299). 
“Megnyugtat/console” referring to the staff and the mother, not to the newborn, occurs once, 
on page 15284.  
 

4.2.4 Other ob-gyn and neonatology protocols 
I made searches for the same expressions considering all available ob-gyn and neonatology 
protocols. I assumed some of the golden hour related expressions might appear in other 
protocols as well (e.g. I expected skin-to-skin contact to appear in preterm-related protocols 
like “Preterm birth management”, “Opportunities enhancing survival chances of preterm 
infants”, “Neonatology care for preterm infants”) and I also wanted to see if the importance of 
emotional, psychological support is mentioned in other protocols (I expected it might appear 
in these: C-section, Abortions, Miscarriages etc.).  
I have researched all the words below, and listed only the results that are relevant (e.g. not 
these: literature supports… the diagnoses is supported by… we would like to…etc.).  
All protocols mentioned below are collected in these books:  
Ob-gyn protocols: Hungarian Society of Obstetrics and Gynaecology (2010) Szülészet és 
Nőgyógyászat. Útmutató kiadó, Budapest114.  
Neonatology and pediatrics protocols: Neonatology and Pediatrics Council (2010) 
Gyermekgyógyászat. Útmutató kiadó, Budapest115.  
The list of all protocols they contain is listed in the attachment “Att4.1 all ObGyn Neonatology 
protocols content page”. 
 
The table below with all results can be found as Attachment “Att4.2.4 all other 
protocols text analysis”.  
 
KEYWORDS Hungarian KEYWORDS English results 

																																																								
114 Hungarian Society of Obstetrics and Gynaecology (2010) Szülészet és Nőgyógyászat. 
Útmutató kiadó, Budapest.  
115 Neonatology and Pediatrics Council (2010) Gyermekgyógyászat. Útmutató kiadó, 
Budapest. 



	
		

	 38	

bőrkontaktus skin contact 1 
Szoptat*, szoptatás , anyatej breastfeeding, breastmilk 0 
rooming-in, együttes elhelyezés rooming-in 1 
bátorít encourage 0 
megnyugtat, megerősít  console, reinforce, support 3 
támogat  support, help (staff-mother relation only) 1 
szeretet, szeretn*  love, like 0 
érzelem, érzelmi, érzés emotional 1 
figyelmes attentive 0 
kommunikáció, beszélgetés communications 4 
pszichol* , lelki  psychological  8 
 
 
From the golden hour related keywords, skin-to-skin contact is mentioned in the 
excellently written C-section protocol from 2008: “C-section 5.3. Early skin-to-skin contact 
should be encouraged and if possible, provided for the mother and her newborn, as this 
improves the mother's maternal behavior, maternal feelings towards her child, it facilitates 
breastfeeding and the child will cry less. (level or recommendation: A)”. Rooming-in is 
mentioned in the “Neonatology departments 2010” protocol, listing what the facility needs to 
have.  
 
Related to the other keywords, “encourage, console, support, help” was mentioned 5 
times. Once in the “Types of miscarriages, and care” 2010 protocol, as “after the first 
miscarriage… consolation is needed”, and once in the pediatrics protocol for “Urticaria, 
atopias dermatitis,” as “non-pharmacological care: at serious cases not only the child but also 
the parents need helping, supporting advices”. At both of these cases it is implied that the 
doctor or the staff should communicate in an encouraging and supporting way. At some later 
examples we will see that the doctor’s own empathy and support provision is emphasized 
less, most of the times the psychological help provision is “outsourced” to psychologists.  
 
The words love, loving etc., and “attentive” did not occur in the protocols. “Emotional” got one 
mention: C-section 2008 confirms that “early skin-to-skin contact (…) improves the mother's 
maternal behavior, maternal feelings towards her child”.  
 
The importance of communications is emphasized 4 times:  
“Appropriate communications among staff members is important” according to the obstetrics 
protocol Postpartum haemorrhage 2010. “GP Pediatricians competencies” protocol actually 
lists communication skill right after the medical ways of healing and caregiving: “The task of 
the general pediatrician is to facilitate the persons to be healthy adults, via preventive, 
healing, caregiving, communicational and managerial activities.” The protocol also lists 
that conducting “healing conversation with the patient” is among the GP pediatricians’ 
competencies.  
C-section protocol emphasizes personalized care and appropriate communications with the 
mothers “Communications and informing the mother should be in way that makes sure 
the mother understands it, considering the different need for information of women from 
different cultural backgrounds and from different minorities.”.  
 
Psychology is often mentioned in the protocols, I am listing the ones where “psychological 
care” is described (8 times). As I mentioned, often it takes the form of suggesting the patient 
to find a psychologist. Both “Assisted reproduction” and “Menopause” protocols suggest 
“consultation with a psychologist might be advised”. Child gynecology protocol mentions that 
“for victims of sexual abuse, psychological follow-up care is recommended”. Cerebral paresis 
protocol mentions the importance of psychological help twice, once for the children, then for 
their families: “psychological help facilitates the child's integration (...) parents should receive 
psychological help in their communities”. C-section 2008 protocol underlines that “if the 
pregnant mother has anxiety from vaginal birth, and therefore requests C-section, 
psychological help should be made available for her” – not only the psychological aspect 
is mentioned here, but also the importance of supporting environment: “so she can process 
her fears in a supporting environment, because this helps reduce fear from birth, and the 
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process of birth gets shorter.” The only protocol where a certain type of psychological 
knowledge is expected from the doctor himself or herself, is again the “GP pediatricians 
competences” one: the doctor should be aware of the “psychological aspects of 
dermatological illnesses”.  
 
All in all, we can conclude that the psycho-social aspect is present in some of the 
protocols (most notably in the C-section protocol), however, the frequency of the 
mentions, and the perceived importance of this aspect is still far from how this aspect 
is represented in the WHO recommendations.  
 

4.3 Authors of the protocols: the Councils 
Though the authors of the above analysed texts were the Councils of Neonatology and 
Pediatrics (2 protocols), and the Health Visitors Chamber (1 protocol), the most important 
Council who had the greatest impact on the Hungarian birth management and newborn care 
in the past 16 years is the Obstetrics Council.  
 
The Obstetrics Council SZNSZK, now SZKSZNART acts as the advisory board for the 
Ministry of Health (now: Department) related to birth-related protocols. SZNSZK stands for 
Szülészet és Nőgyógyászat Szakmai Kollégium (Gynecology included), SZKSZNART stands 
for Szakmai Kollégium Szülészet-Nőgyógyászat, Asszisztált Reprodukció Tagozat, both 
meaning Professional Council of Gynaecologists and Obstetricians. “Assisted reproduction” 
was added to their name only in 2011.  
 
As they are the most impactful Council, I was interested in the complete history of the 
SZNSZK regarding the past 26 years. However, there is hardly any reliable information on 
this for lay people. I made research about when it was founded, what its structure has been 
and what tasks and responsibilities they had, what recommendations they issued, who the 
Council leaders were, etc. Not having a specific websites for the Councils, the MNT 
(Hungarian Society of Obstetrics and Gynaecology) could share these pieces of information, 
given that the Council consists of their leaders. Unfortunately, the public part of their website 
does not contain any related information. I sent them an email every week for 3 consecutive 
weeks, inquiring about the above questions, but none of my emails were answered. The MNT 
journal, (Hungarian Gynecologists’ Journal / Magyar Nőorvosok Lapja) could also serve as an 
informative source, however, only the 2016 volumes are available for non-gynecologists (and 
one-one volume from 2004, 2005 and 2007), and I had no access to Hungarian archives 
while writing this thesis.  
 
Given the lack of reliable information, I can only shortly mention some of the early bonding 
related parts of the SZNSZK’s history below. This part of my thesis might be biased, as the 
main sources I could use were news articles related to the scandals that surrounded the 
Council. As media is often about scandals and controversies, I would like to mention here that 
the Council surely did a lot of respectable work promoting early bonding, however, I am not in 
the position to see that part of their work. I will list and analyze the early bonding related 
articles and statements issued by the Council that I found the verified texts of. The first 
one is the 1986 commentary, then their three statements regarding home birth.  
 

4.3.1 OSZNI’s comments on normal birth  
In 1986, the predecessors of the Council (OSZNI) published a somewhat shortened version 
of the WHO’s 1985 recommendations116 for normal birth, translated to Hungarian117. They 
added some comments at the bottom, claiming that “specific Hungarian circumstances” do 
not allow the implementation of some of the recommendations. Their comments strictly 
contradicted the recommendations, at least as far as the support of early bonding is 
concerned, and contained no reference to any Hungarian literature.  
 

																																																								
116 WHO (1985)  
117 OSZNI (1986)  
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Regarding the direct factors of the golden hour, none of the three researched factors were 
mentioned (skin-to-skin contact, breastfeeding and rooming-in).  
 
Regarding the broader factors, they mentioned the issue of place of birth, type of maternity 
care, interventions, position of birth were mentioned.  
About place of birth and type of maternity care, the WHO wrote “The whole community should 
be informed of the various procedures in birth care, so as to enable each woman to choose 
the type of birth care she prefers.” The OSZNI’s comment says “Mothers do not have the right 
to choose the type of birth care (and circumstances of birth)”.  
About interventions, the WHO listed many of them, including “The perineum should be 
protected wherever possible. Systematic use of episiotomy is not justified.” The OSZNI’s 
comment says “Episiotomy has to be performed at all cases, whenever it is necessary. In 
those cases the perineum protection is not an alternative of episiotomy”.  
 
About birthing position: the WHO wrote “It is not recommended that the pregnant woman be 
placed in a dorsal lithotomy position during labour and delivery. Walking should be 
encouraged during labour and each woman must freely decide which position to adopt during 
delivery.” The OSZNI’s comment says “Position during labor and delivery cannot be decided 
by the birthing woman. The position will be decided by the obstetrician who is leading the 
birth, and the practice prevalent in the given birthing facility.”  
 
Regarding the women’s rights factors, legal responsibility, the legal position of midwives, 
(not) respecting the women’s choices and decisions, , and women’s right to be informed are 
mentioned.  
Most of the comments unquestionably state that the legal responsibility belongs to the doctor 
who is leading (and not supporting) the birth. At the same time, most of the comments nail 
down, that whatever the birthing woman would want, will be or could be overwritten by the 
doctor and the practice of the birthing facility.  
The responsibility at normal births should be of the midwives, according to the WHO: “Care 
during normal pregnancy, birth, and afterwards should be the duty of this profession 
(midwifery).” The OSZNI’s comment says “In Hungary a midwife is not allowed to lead a birth. 
Changing this practice would be a step back.”  
As the right to be informed is a pivotal issue regarding early bonding, I quoted the OSZNI’s 
related comment in more places of this thesis. This is the view of WHO and the view of 
OSZNI, right next to each other. The WHO wrote “Information on birth practices in different 
hospitals, such as rates of caesarean section, should be available to the public.” The OSZNI’s 
comment says “to inform the lay people about the practices of a given birth institute is 
unnecessary and purposeless.” 
 

4.3.2 SZNSZK’s comments on home birth  
In the past decades there were serious media scandals about the work of the SZNSZK, 
mainly due to their statements on home birth. As I mentioned in the “Hungary – Law” chapter, 
the issue of home birth embraced a lot of related topics, therefore it is relevant from the point 
of view of early bonding.  
 
The SZNSZK issued three statements regarding planned home birth in 1999, in 2002, and in 
2007. All three statements strongly opposed planned home births. In the paragraphs below, I 
highlight the parts of the text that are related to early bonding.  
 
The Feb 26, 1999. SZNSZK statement claimed that  

“though birth is a natural process, it has certain risks, and at cases needs medical 
help. (…) the mother’s to right to self-determination may not endanger her fetus’s 
life (…) the obstetrician who provides professional help at planned home births, and 
each healthcare professional who encourages mothers for planned home births 
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commits an offense against his or her professional oath and against the valid 
obstetrics guidelines and protocols” 118.  

 
The Jan 18, 2002. SZNSZK statement started as:  

“1. The Hungarian SZNSZK’s resolution is identical to most of the international 
obstetrics and gynecologists leading institutes (…) that the planned homebirths 
include such dangers that are not counterbalanced by the advantages, namely, 
the human and affective influence of the home as environment on the early 
attachment of the mother and the infant. The facilities at hospitals make sure that the 
unforeseeable dangers and complications of birth are averted and handled early and 
quickly.” 

 
The Sep 26, 2007 SZNSZK statement clearly nailed down that  

“in Hungary homebirths endanger the health and lives of mothers and 
newborns” (…) home birth is a serious risk for the fetus, it is an emergency.”119  

The statement was also published on weborvos.hu (web-doctor.hu), with the following 
subtitle: “In Hungary home births risk the lives of mothers and fetuses”.  
 
Early attachment or bonding is not in focus in the statements above. However, I would like to 
highlight some issues that are related, and that contradict the scientific consensus of that 
time, and contradict the operational WHO recommendations. It is also worth mentioning, that 
none of the statements were supported by references to international literature.  
 
The 1999 statement reconfirms the OSZNI’s statements about women’s rights, including the 
right to choose birth care type. It also interferes with the seemingly limitless authority of 
healthcare professionals, by prohibiting them to exert their professional activities in certain 
situations.  
 
The 2002 statement mentions the psychological aspect of birth, but in a completely different 
way from the WHO recommendations. “Dangers (by home birth) are not counterbalanced by 
the advantages, namely, the human and affective influence of the home as environment 
on the early attachment of the mother and the infant”. In 2002, the SZNSZK should have 
been aware of all the evidence that were published in international journals about the 
importance of “human and affective influence”, including De Chateau’s findings from 1976 
about the long term positive effects of merely 15 minutes of extra contact right after birth. Also 
including the numerous WHO recommendations on the importance of the human and 
affective aspect, starting with the 1985 recommendation that states “Social, emotional and 
psychological factors are fundamental in understanding how to provide proper perinatal care.” 
Neither the 1986 OSZNI statements, nor the 2002 SZNSZK statements wasted any effort on 
confuting the sentence above. Unfortunately, early separation was part of the routine care in 
Hungarian hospitals at the time when the SZNSZK issued this statement, and this was part of 
the reasons why many mothers fought for the right to give birth at home. Still, according to 
what we now know about early bonding, if every single mother-infant dyad could experience 
rooming in after very early separation, it is still far from ideal. In 2002 the SZNSZK could not 
be aware of Bystrova’s results on the long term effects of very early separation, but she 
clearly argued that in their experiment, “The negative effect of a 2-hour separation after birth 
was not compensated for by the practice of rooming-in.”120 
 
The 2007 statement still challenges the general safety of planned home births for low-risk 
mothers, and underlines progress that took place in the Hungarian neonatal care, namely that 
the “obstetrics institutions have already tried to implement family-friendly practice beside 
providing professional safety (birth together, mother and newborn staying together, there are 

																																																								
118 Papp Z. (1999): A Szülészeti és Nőgyógyászati Szakmai Kollégium 1999. február 26-i 
állásfoglalása a „Tervezett otthonszülés”-sel kapcsolatban. IN: Magyar Nőorvosok Lapja, 
62(3), 233-234; cited by Suhai (2000) page 42. 
119 Szabó I. (2007) Szülészeti és Nőgyógyászati Szakmai Kollégium állásfoglalása az otthon 
szülésről. Sep 26, 2007. https://www.doki.net/tarsasag/noorvos/hirek.aspx?nid=5284, 
retrieved on April 10, 2016.  
120 Bystrova (2009)  
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1-2 person delivery rooms with private bathroom at some institutes)”. As we will see in 
chapter 5 about the Hungarian practice, the sentence above has two very weak points. One is 
that these family-friendly facilities were rather available only in baby-friendly hospitals that are 
as of 2016 still only around 21% of all obstetrics departments, furthermore, no data was and 
is available of these facilities, especially not about the “mother and newborn staying together” 
part. The other weak point is the difference between having some facilities and providing all 
women at that department to use those facilities. As many informal sources confirmed, “trying 
to implement family-friendly practice” did not and does not necessarily mean that those 
practices and tools are available for those who wish to use them.  
 
In 2008, as a reaction to the SZNSZK statements, many obstetricians wrote an open letter to 
the that time Health Minister, Dr. Ágnes Horváth. The letter claimed that the SZNSZK’s all 
three statements were unethical, neglected relevant international research, misrepresented 
results that they referred to, and willingly misled the Hungarian public opinion. They asked the 
Minister not to lean on the advice of the SZNSZK only, but to include more parties when they 
make a law about the legal framework of homebirth. The letter was signed by 25 Hungarian, 
and 62 international experts, obstetricians and midwives, among them Marsden Wagner, 
former Director of the WHO’s Women’s and Children’s Health program, Michel Odent, 
Director of the Primal Health Research Centre, Belinda Phipps, the Chief Executive of the UK 
National Childbirth Trust, and Beverley A Lawrence Beech, the Honorary chair of the UK’s 
Association for Improvements in the Maternity Services. The letter contained 14 references to 
home birth related medical research, all international sources, three references to Hungarian 
sources, and one reference to the WHO’s 1996 “Care in normal birth: a practical guide” 
guideline.  
As for the period between 2008 and 2011: the Minister lost her position soon after this letter 
was written (but not related to this), in 2009 the Ternovszky vs Hungary European Court case 
started, in 2010 the State of Hungary lost the case, and the law about home births was finally 
created in 2011.  
 
Considering why the SZNSZK seemed to be quite rigid in their points of views, though 
international research and recommendations have been evolving, considering the Council’s 
reluctance to follow those international guidelines and to allow more control for birthing 
women, the following observation by Kisdi might be worth mentioning:  

“…let us consider the gender ratio of the SZNSZK: they have no female member; let 
us consider the authors of obstetrics university textbooks, and the obstetrics protocol 
books: they are all men, or let us consider the current gender ratio of obstetricians: 
1255 men and 108 women, source of information is the Central Statistical Office in 
2008. For the latter part, some more information: the ratio of women in this profession 
seem to get worse, as out of the 108 female obstetricians 67 are older than 50, and  
only 41 are younger than 49.”121 

 

4.4 History: newborn care protocol before 2000  
As a transition between the protocols and practice in Hungary, let me list here the newborn 
care protocol operational in 1999. At that time, the Hungarian birth protocol listed the 
following 11 examinations and/or interventions that had to take place immediately after the 
child was born122. There was no mention about breastfeeding, rooming-in or early skin 
contact, whether these are of any relevance, or whether the routine care could be done while 
the newborn is in skin-contact with the mother. According to the source I used, these 
examinations all took place before the mother and the newborn could first meet.  
 
The 11 examinations in chronological order are: 

1. 1st minute Apgar points, counting, then the 5th minute Apgar points, counting 
2. drying of the skin 
3. warming the newborn,  

																																																								
121 Kisdi B, (2010) PhD dissertation: Háborítatlanul - A modern otthonszülés értelmezése 
122 Váradi V., Hajdú J., Görbe É. (1999): Az egészséges és a beteg újszülött ellátása. IN: 
Papp Z. (ed) (1999): Szülészet-nőgyógyászati protokoll. Golden Book Kiadó, Bp. Pages 469-
482. Cited by Suhai G (2000): Not only a child is born. MA thesis, page 27.  
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4. suctioning from the mouth and nasal cavity 
5. checking the interoperability / permeability of the esophagus and suctioning from the 

stomach 
6. checking the interoperability / permeability of the rectum 
7. umbilical cord care 
8. washing the newborn  
9. measuring the size of the body (4 parameters)  
10. placing an identification bracelet to the newborn’s wrist  
11. eye-care.  

5, HUNGARIAN PRACTICE  

5.1 Introduction  
When I started writing this thesis and I informally interviewed practicing doctors, midwives 
and nurses about protocols, their usual answer was: “Why are you writing your thesis on 
medical protocols? In practice, they are not taken into consideration. Traditions, habitual 
practice and the “customary law” of the given ob-gyn department leader and of the given 
hospital are the only things that have to be followed.” (sources: informal) I hoped I can 
confute them. Finishing this thesis, I can conclude I cannot confute them, however, I cannot 
confirm them either. Lack of reliable data makes either of these impossible. Therefore, this 
chapter will list some of the researchable and measurable practices and it will also list 
problem areas that should be subjects of further research. 
 
Practice of a doctor is predominantly shaped by the practice of his or her colleagues, as my 
informal sources all said. Medical protocols could or should be factors that shape practice, 
however, following the guidelines are not self-evident, and in case there is no guideline – e.g. 
normal vaginal birth –, there are other factors that can be considered. Besides the standard 
procedures of given obstetrics departments, the practice of doctors are generally shaped by 
their studies at the university and their studies and courses after graduation. They need to 
participate in courses and conferences in order to maintain their work permit. Due to lack of 
time, I have not researched this to any extent. About the former, university textbooks for 
obstetricians and for midwives, Dérné published her MA thesis in 2016. She analyzed the 
texts comparing them to the international guidelines and to textbooks that are currently used 
in the US and in the UK. She claims that the focus of the Hungarian textbooks is on the 
pathological outcomes, as opposed to the normal, natural process. The textbooks reinforce 
the current practice that are organized around the axioms of “the doctor is responsible” and 
the “the doctor is leading the birthing process”, and they mention almost nothing about the 
psycho-social and emotional factors of birth that are underlined in the international 
literature123.  
 

5.2 HUNGARY – DATA  
Getting verified information about medical protocols in Hungary was rather difficult, but getting 
verified information about medical practices proved to be even harder. As an international 
comparison, let me mention developed countries like Norway, Sweden, Canada, the UK, 
even China, where information regarding medical practice can be easily concluded, reading 
the medical research papers they produce. Have detailed medical databases, these countries 
are in the position to do and publish research, hence participating in and even shaping the 
international medical discussions, and also allowing professionals and lay people to draw 
conclusions about their medical practices. Many of them can compare the medical status of 
almost their population at birth and at a given time decades after birth. Just some examples: 
long term medical effects of different interventions at birth were researched in Finland, 
(Finnish Medical Birth Register, n = 59,927 live births, 1987, regarding C-section)124, in 
Sweden (Swedish Medical Birth Register and the Swedish National Patient Register, full 

																																																								
123 Dérné Fauszt I. (2016) Szülészeti tankönyvek elemzése a bizonyítékokon alapuló 
ajánlások tükrében. MA thesis, ELTE PPK, perinatal counsellor course.  
124 Gissler M, Gronlund MM, Hemminki E, Isolauri E, Kero J, Kero P, Koskinen P (2002) Mode 
of delivery and asthma -- is there a connection? Pediatr Res. 2002 Jul;52(1):6-11. 
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cohort consisted of 2 697 315 children and 28 290 cases of ASD regarding the connection 
between birth traumas and autism)125, in China (Chinese birth cohort involving 181 380 
children, regarding C-section)126, etc. Hungary, as we will see, is not in the position to 
contribute to science in this way, because of unavailable data and (probably) misinterpreted 
laws regarding information of public interest.  
 
For getting verified information about medical practices, I intended to use offline publications 
and online content of the relevant institutes. I intended to focus on the online resources, 
as one of my purposes is to see to what extent an average Hungarian person can get 
hold of information, and online resources seem to be of a lot higher importance in the 
21st century.  
 
Regarding online datasets, they do not exist or they are not available. The problem of why 
they do not exist or why they are unavailable is two-fold. On the demand side, it seems that 
social pressure is low for making data available online. Unfortunately, digital literacy of 
Hungarians is astonishingly low (PISA tests 2009 and 2012 show that Hungarian students 
had the worst performance in the EU, and they were 30th among the 34 OECD countries127 128 
129). From the supply side, the rate of development of the Hungarian e-governance and online 
accessibility is not slower or faster than the EU average130. Still, Hungary faced and still faces 
challenges in this respect, and a significant one of them is loss of data related to institutional 
changes.  
 
Glossary of healthcare, short history of the Ministry and its related institutions, healthcare 
databases - these are some of the materials a reader would expect from a Health Ministry’s 
website. However, in Hungary, not only the name but the entire Hungarian Ministry of Social 
Affairs and Health has undergone a lot of changes since 1990. 
 
YEAR NAME NAME in ENGLISH WEBSITE 
until 1990 Szociális és Egészségügyi 

Minisztérium 
Ministry of Social 
Affairs and Health 

n.a. 

1990-1998 Népjóléti Minisztérium Ministry of Welfare n.a. 
1998-2002 Egészségügyi Minisztérium Ministry of Health n.a. 
2002-2006 Egészségügyi, Szociális és 

Családügyi Minisztérium 
(ESZCSM)  

Ministry of Health, 
Social and Family 
Affairs 

n.a. 

2006-2008 Egészségügyi Minisztérium Ministry of Health www.eum.hu  
2008-
present 

Nemzeti Erőforrás 
Minisztérium (NEFMI)  

Ministry of National 
Resources (NEFMI)  

www.eum.hu, then 
nefmi.gov.hu, then 
kormany.hu - for all 
ministries, since Jan 
14, 2011. 

																																																								
125 Curran EA, Dalman C, et al. (2015) Association Between Obstetric Mode of Delivery and 
Autism Spectrum Disorder: A Population-Based Sibling Design Study. JAMA Psychiatry. 2015 
Sep;72(9):935-42. 
126 Li H, et al., Ye R (2014) Caesarean delivery, caesarean delivery on maternal request and 
childhood overweight: a Chinese birth cohort study of 181 380 children.  Pediatr Obes. 2014 
Feb;9(1):10-6. 
127 Oktatási Hivatal (2013) 2012 tájékoztató , 2013. december 3. 
http://www.oktatas.hu/pub_bin/dload/kozoktatas/nemzetkozi_meresek/pisa/pisa2012_tajekozt
ato.pdf, retrieved on Nov 8, 2016.  
128 Xpatloop (2015) Hungary Last In Digital Literacy. Sep 29, 2015. 
http://www.xpatloop.com/news/82263, retrieved on Nov 8, 2016. 
129 Bátfai E., Fehér P (2015) OLVASSUNK! Conference paper, LÉTÜNK 2015/4. 121–127. 
http://epa.oszk.hu/00900/00997/00037/pdf/EPA00997_letunk_2015_4_121-127.pdf retrieved 
on Nov 8, 2016. 
130 Magyary Zoltán E-közigazgatástudományi Egyesület (E-governance Association) (2014) 
„A „hiteles helyektől” az elektronikus közigazgatásig. p.197-200 retrieved on Nov 8, 2016. 
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2012, name 
change only 

Emberi Erőforrások 
Minisztériuma (EMMI), within 
the Ministry: Egészségügyért 
Felelős Államtitkárság 

Ministry of Human 
Capacities (EMMI), 
Department of Health 

www.kormany.hu  

 
TABLE 5.2 Changes in the structure of the Ministry of Health 
 
On the Ministries websites almost nothing is available in English. The kormany.hu site says 
“To access information on the operation and responsibilities of a given ministry, please select 
the ‘Documents’ link in the menu”, however, since 2014, only 4 documents are available 
about healthcare, and opening them, it turns out all were actually issued by the Ministry for 
National Economy. As for the period between 2010 and 2014, 17 documents are available in 
English, most of them has nothing to do with healthcare, as the NEFMI was an “umbrella 
ministry”, including education, sports, youth, labor, churches etc. Not having information 
available in English is unfortunate, however, not having adequate information in Hungarian 
makes research very hard. Getting reliable information about the history of institutions and of 
relevant structural changes is almost impossible even in Hungarian, using the Ministry’s 
website, as the changes in the websites were accompanied by a significant loss of data. 
Along with the Ministry, many of the national healthcare institutes also got restructured since 
1990. As a typical example, GYEMSZI can be mentioned, the institute that is (was) 
responsible for maintaining the Hungarian birth database “The Tauffer”, that should have 
been a most relevant source for this thesis.  
 
GYEMSZI’s (Pharmaceutical and Healthcare Quality and Development Institute) previous 
names were ORKI (Medical and Hospital Engineering Institute), then later EMKI (Healthcare 
Quality Improvement and Hospital Engineering Institute), and besides the name changes, 
GYEMSZI became the legal successor of the following four institutes: OGYI (National Institute 
of Pharmacy), ESKI (Strategic Health Research Institute), ETI (Health and Vocational 
Training Institute) and OSZMK (National Centre for Healthcare Audit and Inspection). All 
these changes were up-to-date when I started writing my thesis, but since March 1, 2015 the 
name and functions changed again. The new name is AEEK / Állami Egészségügyi Ellátó 
Központ / State Healthcare Provider Center. With all the institutional changes, unfortunately 
there are almost automatic losses of data, and the GYEMSZI-AEEK is no exception. Most 
notably, the ”search” function still does not work on the AEEK’s website, as of November 6, 
2016.  
 
Given all the difficulties I had when looking for reliable sources, I found only the following 
sources. In the next chapter (5.2.1) I will describe the Tauffer, the Hungarian birth database, 
and what conclusions it allows the user to draw regarding Hungarian obstetrics practice. I 
also write a short outlook on why the unavailability of the Tauffer is important beyond 
obstetrics, too. In the following chapter (5.2.3) I shortly list the few surveys that were 
conducted on the Hungarian obstetrics practices since 1990. Only one of them (EBF survey 
in 2010) was done initiated by the Ministry of Health, the rest was initiated by non-
governmental organizations, and individuals.  
 

5.2.1 The Tauffer  
 
The Hungarian birth database, the “Tauffer registry” was initiated by Dr. Tauffer in 1881, and 
in 1931 the official national database started with mandatory data collection. Given the 
comprehensive data it collected and its long history, it should be a unique Hungarian treasure 
of healthcare dataset for professionals and lay people. However, the Tauffer is basically 
useless for the public in its current form.  
Some obstetrics-related data can be found on the Central Statistical Office’s website, but 
rather the perinatal mortality type of data, and not strictly obstetrical data. More parts of the 
Tauffer might be available on the mnt.hu website (MNT: Hungarian Society of Obstetrics and 
Gynaecology) but only for registered members, who can only be obstetricians, their identities 
confirmed by their unique stamp numbers used for registration, which means that the public 
has no access to it. 
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The Tauffer’s structure did not change much until 1980.131132. Since 1980, the KSH 
(Hungarian Central Statistical Office) worked with it, however, only “macro” data was 
collected (demography-related), it was not searchable, and did not contain indicator type of 
data that would have been relevant for the obstetricians. Since 1989, the OSZNI, the National 
Obstetrics and Gynecologist Institute took over the responsibility, and collected detailed data 
(39 basic questions) from the Hungarian hospitals. Since 1994, the data request became 
even more detailed. Since 2003, the database has been available online, according to certain 
sources, including an article in the Orvosi Hetilap from 2014: “Tauffer registry is publicly 
available for anyone and its data can be used by professionals and professional managers”133  
 
In fact, as of November 16, 2016, only the dataset between 2010-2012 is available for the 
public. The database is available on the http://193.225.50.35/webgy/regbe/belepes.php 
website. Having read every single page in the publicly available database, I can conclude that 
the structure of the website is illogical, the interface is not user-friendly, and data is 
only available for 2010-2011, though some parts contain data until 2015. All parts of the 
website are purposefully designed so data is not retrievable for doctors, for obstetrics 
departments (hospitals), not even for cities. The first available level is level of counties. 
In most of the cases complex searches cannot be done, only one indicator can be 
examined at a time. Annual summaries are only available for 2007, 2008 and 2009, only a 
few indicators are processed, and the outcome quality is very low. Attachment 5.2 “Tauffer full 
website” contains the site map and description of the entire website.  
 
There is an explanation, why data is not available below county level, as it was mentioned in 
chapter 3.3.3 “Laws regarding women’s rights”. Based on some interpretation of the “1993. 
évi XLVI. Törvény a statisztikáról, 17. §” (17th paragraph of the XLVI. Law on statistical data 
collection, in 1993) that says “individual data cannot be publicized regarding natural persons, 
legal persons or data providers that are not legal persons, that was collected for statistical 
purposes”, in Hungary no statistical data can be found about individual obstetricians, or about 
obstetrics departments. Birth data is not searchable even for different cities (the first level is 
county) therefore no concerned or interested person can do research and make comparisons 
regarding practices.  
 
Whether these data are of public interest or not, is a highly relevant question. The 
current situation has very important implications: though the WHO recommended already in 
1985 that “Information on birth practices in different hospitals, such as rates of caesarean 
section, should be available to the public”, Hungarian women have not had any chance to 
receive any official information about a certain doctor’s practices, or about the C-
section frequency, or the percentage of different interventions at her chosen hospital. 
In 2016, women (lay people) still cannot have access to it. Not having any verified data or 
information, an average Hungarian woman is not in the position to make informed decisions 
about the desired place of her delivery. She cannot see what chances she has to avoid 
undesired medical interventions at labor or at the end of the labor, at a given doctor, or in a 
given hospital. In 2012, Hadas, a Hungarian sociologist used an interesting parallel regarding 
the “individual rights vs public interest” issue. He claimed that “(for informed decisions) we 
would need to reach transparency at the obstetrics departments, and this includes publicizing 
data about available services and outcomes of births at given departments, with data broken 
down to individual obstetrics units, showing the annual trends of the given unit as well. If 
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secondary schools can be ranked individually, based on how many of their students were 
accepted to what universities and colleges, and what the job market value of these places 
are, then the need for similar transparency regarding healthcare is well-founded.”134  
 
Another consequence is scientific: whereas the Cochrane database and peer-reviewed 
international medical journals are full of birth and postpartum-period related research from 
many countries, Hungary has no chance to participate in the international scientific discussion 
with her own research.  
 
Currently, as of November 2016, both the TASZ and the K-monitor (Hungarian NGO-s 
working in the field of human rights, transparency and corruption) are working on the Tauffer 
database, however, neither received yet the authorization to publish the data and the 
visualizations. Now they have excellent summaries about different interventions per obstetrics 
departments (including C-section rate, elective and emergency, episiotomy, induced births, 
EDA usage, births monitored with CTG), between 2000 and 2014, however, they are not in 
the position to publicize these. The numbers of all listed interventions are significantly 
higher than what the WHO guidelines recommend, and the trends do not show any 
positive changes with the exception of episiotomy that slowly gets down to 40% of all 
births. (It is a positive change from the practice of 1990’s where it was close to 100%, 
however, it is still slow, compared to 10-12% that is the maximum the WHO recommends).) 
Unfortunately, given that now 35-38% of all births are C-sections, this still means that as of 
2013 still more than 75% of all women undergo either an episiotomy or a C-section while they 
are giving birth. (source: unpublished data sheet by K-monitor, 2016).  
 

5.2.2 Lack of data – an outlook 
Obstetrics is not the only part of Hungarian health care where the lack of data leads to many 
legal, ethical, medical and psychological problems. Nosocomial infections is another issue of 
utmost importance where basic statistics (numbers broke down to hospitals) are 
unavailable.135 136 An informal group of doctors, the “1001 doctors not accepting gratuity 
money” group claimed in 2016 that the status of public health became so suboptimal in 
Hungarian healthcare institutions, that annually more Hungarians die in nosocomial infections 
than in car crashes. They add that this is an estimate, given that precise data about this is still 
not public, and what is more surprising: it is not available even for professionals. The group 
requested the government to “guarantee the independence of the National Public Health and 
Medical Officer Service (ÁNTSZ) so they could not conceal data and problems, and 
requested them to publicize the data about nosocomial infections.”137 The Department of 
Health denied there was a serious problem and denied to publicize the relevant data. The 
spokeswoman claimed that “if we publicize this data even for people without professional 
knowledge, patients can get scared without any reason and they may choose hospitals that 
may not be adequate for them”138. Given the seriousness of the issue (number of Hungarians 
dying in nosocomial infections can be at least double or triple of the European average now), 
the attitude and the “people can get scared without any reason” type of statements of the 
Department seem similarly scornful or paternalizing than the OSZNI’s 1986 comments (“to 
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inform the lay people about the practices of a given birth institute is unnecessary and 
purposeless”139).  
 
Lack of available data at obstetrics and elsewhere creates an even bigger, systemic problem: 
without data there can be no health care strategy made for the country. It makes long term 
thinking and long term planning impossible. This can also be a part of the reasons why the 
HBCs/DGR-system is very rigid, and plausible changes cannot be done at the financing end 
of healthcare. The leader of the Department of Health Economics of the Corvinus University 
Budapest claims that “Basic datasets are not available in the Hungarian healthcare system 
that would help informed decisions to be made, serving long term goals purposes (…) In 
Hungary there is no societal or ministerial agreement about what belongs to “basic 
healthcare”. There is no data about the quality of the care provided, we have no data about 
whether the patient is getting recovered or not, and what the exact cost of the care was. We 
do not know much about patient-safety and we do not even have a definition for this. (…) The 
country would need a health strategy that is based on reliable data and scientific 
evidence.”140 
 

5.2.3 Data from other sources 
In 1999, Mérce Association (Mérce Egyesület), a Hungarian NGO, conducted surveys about 
obstetrics, asking department leaders and mothers.141 They published the results in two 
volumes “Guide to Birth 1” and “Guide to Birth 2” (Születéskalauz 1-2), in 1999 and 2001, 
summarizing the leading obstetricians’ answers and the birth experiences of mothers who 
gave birth between 1997-2001. (4083 mothers) The same survey was conducted some years 
later, and in 2005 they published the results in the book “Where is good to deliver?” (Hol jó 
szülni?). The most important result of the survey was that the answers given by doctors and 
given by mothers were significantly different. According to the mothers, birth without 
interventions were not possible at the vast majority of the obstetrics departments.  
 
In 2000, Gábor Suhai wrote his MA thesis on the research of birth-related experience of 
mothers. This thesis contains some relevant information about the Hungarian hospital 
practices up to 2000. In 2003, Marsden Wagner held a presentation on Hungarian obstetrics 
practices. His surveys and statistics were cited by Julianna Novák, who held a lecture on 
current birth and early bonding-related practice at the 2014 “Létkérdések” sociology 
conference. The article based on her lecture was published in 2016 containing informative 
tables and comparisons beyond Wagner’s. Also in 2014, Katalin Héjja-Nagy conducted 
research on birth experience, using data from 160 mothers, and published the results as an 
MA thesis.  
 
In 2010, the EBF (Health Insurance Supervisory Authority/ Egészségbiztosítási Felügyelet) 
conducted a research on the indicator system of quality healthcare. 61 obstetrics departments 
answered their questions (see detailed results in chapter 5.4, and 5.5.3 “Interventions at labor 
and at birth”). As far as I know, this is the only top-down research that was initiated in 
Hungary on obstetrics since 1990.  
 
I will use the papers above and the EBF results when writing about the practice, and whether 
it changed or how it changed since 1990, acknowledging that the list above is quite short. 
There are countless newspaper articles regarding obstetrics practices, many of them I have 
read, however, those are journalistic and not scientific resources, so they are a lot less 
applicable here.  
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5.3 History: practice before 1990  
In Hungary, before the 1950’s the majority of births took place at home (with the exception of 
Budapest, where 97-98% of births took place in institutes already in the 1940-s142, however, 
in a decade almost every single birth took place in a hospital or birthing home143.  
 
Regarding early bonding, Emmi Pikler’s views on infants were well known, and supported 
by the political system. Her book “There are no orphans in socialism” was published in 1950. 
Dr. Pikler144 put her views on infant and child education into practice at an orphanage that she 
ran. She was convinced that infants should be let cry, in case the parent cannot decide for the 
first sight what the child needs. Pikler added that after six months the child might feel fear or 
sadness, therefore after the sixth month the child might need the parents’ help when he or 
she cries, but not in the first half year.  
 
Regarding hospital births, maternal satisfaction surveys were not conducted before 1990 in 
Hungary, however, from different papers it is clear that the holistic-humanistic-personalized 
attitude was not really prevalent. Hirschler listed some early bonding-related disadvantages of 
the prevalent hospital birth practices in 1984, writing “after being born, the newborns are 
always taken away from the mother, they are not left there even for some minutes” (compare: 
De Chateau could not find a control group for his skin-to-skin contact follow up research in 
1979, as in Sweden all hospitals embraced the practice of very early skin-to-skin contact by 
that time, it took them 1-3 years); “the mother and the newborn cannot be in the same room in 
the hospital, too many caregivers provides the infants who consequently become disquiet and 
eat less”. Hirschler adds his opinion (or: his experience) to these, stating “the newborns’ first 
impressions get imprinted and affect their behavior later”.145  
 
In 1988, medicalized pregnancies were very typical, e.g. 47% of the expectant mothers were 
labeled as “high-risk pregnant”146. It is worth mentioning that many low-risk pregnants get 
mislabelled as high-risk still in 2016. The reason for this is that “high-risk pregnancy” is still 
the only DGR (Diagnosis Related Groups) illness code that can provide the pregnant mothers 
with an opportunity for early usage of the national health insurance support, for any non-
medical, (e.g. job-related) issue. (sources: informal) 
 
In 1988, Czenky wrote that industrialized societies tend to consider pregnancy and birth as a 
medical problem, not paying any attention to, or paying only minimal attention to the 
psychosocial needs of the women and the families. At the Hungarian obstetrics departments, 
the decisions, plans and wishes of the mothers giving birth were not taken into consideration 
to any extent, even, in most cases the healthcare staff made the delivery actually harder than 
what the circumstances could have been blamed for. The average salary of obstetricians was 
quite low, and expectation of informal payment was part of the system already at that time.147 
More information about the survival of this can be found in chapter “5.6.2.3 interventions: the 
role of informal payments”.  
 
Dr. Marsden Wagner, the Director of Women's and Children's Health unit at the WHO, visited 
Hungary 15-20 times. As an American doctor practicing in Denmark, he could consider the 
Hungarian healthcare system and obstetrics from a certain distance. He wrote that the 
country where the doctors are considered to be heroes / saviors / gods is the Soviet Union. In 
the communist countries the Soviet model was prevalent, where doctors had all the power 
and control, and were very reluctant to give power and control to any participant of the 
system, client (mother) or midwife included. This attitude remained prevalent in the affected 
countries a way after the Soviet Union collapsed, he claimed, and added that in the meantime 
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obstetrics became more and more humanized in Germany, in the UK, and in Western Europe 
in general.  
 
Having an overview on the history of births is of great importance for the following 
reason. The majority of the Hungarian people who now work in the Hungarian health care 
system was born at times and places where circumstances of their births were far from ideal, 
and where - most probably - they could not experience the benefits of the golden hour, an 
undisturbed very early bonding period. To what extent early separation is a trauma in a 
person’s life and what its long-lasting effects are still questions where scientific consensus 
has not been reached. However, if we assume that early separation causes certain 
traumatization, we can conclude that the majority of the current health care workers struggle 
with their own personal birth-related traumas, consciously or subconsciously. Considering the 
recent history of births in Hungary, and considering the rigidness of the early bonding related 
protocols and statements by the leaders of this field, furthermore, considering that many 
traumatized doctors, midwives and nurses are working in the field, it is easier to understand 
why the Hungarian practice has not changed dynamically, and why it has not quickly followed 
the scientific discoveries and recommendations. (more about this: statements by Varga and 
Andrek, at the end of this chapter).  
 

5.4 Practice regarding the golden hour: SSC, breastfeeding, rooming-in  
I planned chapter 5.4 on the direct factors shaping the golden hour period, and chapter 5.5 on 
the factors that indirectly shape it to be the most informative parts of this thesis. 
Unfortunately, lacking reliable data about practice, both chapters might seem 
fragmental and unfit to work with when trying to draw conclusions about the prevalent 
medical practices. As an example of reliable-looking data that might not have relevance, I 
would like to mention the rooming-in opportunity that we will detail in the 5.4.3 chapter. It is 
important to note that though many hospitals “have” or “offer” certain opportunities (rooming-
in opportunity or one person delivery room) or certain tools (bath for the birthing mothers, 
birthing ball, birthing chair, wall bars, tatami/mattress), there is no guarantee that all women 
who wish to use these can in fact use these. Partially, the facility might have only one tool that 
obviously cannot be used by more mothers who are delivering at the same time, partially, the 
healthcare staff can discourage the mothers from using those. (sources: news articles, 
maternity forums and websites, informal).  

5.4.1 Skin-to-skin contact  
Given that the Tauffer does not mention skin-to-skin contact, in this chapter I can only 
summarize the available samples, that were listed in the “available sources” part.  
 
The first evaluable source is Wagner’s lecture in 2003. According to the Wagner, until 2003 
early skin-to-skin contact was not practiced in the majority of Hungarian hospitals.  
 
Form of care WHO recommendation Practice in Hungary  

 
Does routine examination of the 
newborn take place while the 
newborn is on the mother?  

recommended not typical  

 
Marsden Wagner, 2003 (see full table at TABLE 5.6.2)  
 
In 2014, Novak wrote the followings, based on observations by MoDulE doulas: “routine care 
and examinations of the newborn are very rarely happening in skin contact. Most of the times 
they happen in a different room, without the mother’s participation. It happens even today at 
some places that the healthy newborn is separated from the mother and put to an incubator 
for some hours. This takes away the early bonding opportunity from the dyad, and makes the 
start of breastfeeding more difficult.148”  
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Héjja-Nagy’s results from 2014 show that only a quarter of mothers were provided with long 
early skin-to-skin contact with their newborns. On the table below the differences in length of 
early skin-to-skin contact can be seen. The optimal length would be 1-2 hours, but only 
relatively few mothers had the opportunity to have it (N=43, 27.6% of the sample).149  
 
Time spent together with the newborn frequency percentage 
The newborn was dressed up 24 15,4% 
Some minutes of skin-to-skin contact 33 21,2% 
Max 30 minutes 21 13,5% 
30-60 minutes 35 22,4% 
60-120 minutes 34 21,8% 
More than 120 minutes 9 5,8% 
 
TABLE 5.4.1 Length of very early skin-to-skin contact, Héjja-Nagy (2014)150  

5.4.2 Breastfeeding  
Breastfeeding is supported in most Hungarian hospitals, but we do not have enough data 
about the ways of support, or if feeding the newborns with water and tea in the first days 
(compare: NeonatCare2010) is part of the routine care. Research shows that the first hour is 
of high importance, and it has very long-lasting effects on the breastfeeding habits of the 
mother-infant dyad later, therefore it would be important to be supported by the healthcare 
team.  
 
According to the EBF survey from 2010,  

“In all but one institute the WHO/BFHI’s breastfeeding guidelines are available for 
mothers. 56% of the answering institutes makes sure that all their staff participates in 
breastfeeding promoting courses, whoever works with mothers. 80% of the 
departments do not allow the usage of formulas, advertisements about pacifiers and 
90% do not allow free distribution of any formula for the mothers at the department, 
or leaving the department”.151  

 

5.4.3 Rooming-in  
 
In 2003, rooming-in was not typical in Hungarian hospitals.  
 
Form of care WHO recommendation Practice in Hungary  

 
Rooming-in for 24 hours, 
therefore the newborn is never at 
the infant department 

recommended not typical  

 
Marsden Wagner, 2003 (see full table at TABLE 5.6.2)  
 
In 2010, the EBF wrote that at the majority of hospitals, rooming-in care was an opportunity.  

“22 institutes out of 61 cannot offer the mothers (families) separate rooms after the 
birth. Wherever the mothers can request it, they have to pay extra for it. 14 
departments have “family rooms”. Rooming-in is possible in all but one 
institutes.”152 

This can be considered a great step forward in the Hungarian healthcare, as rooming-in is 
one of the most important factors that allows the mother and the child to stay in interaction 
with each other, hence it is an environment that facilitates early bonding. The question arises 
however, whether rooming-in is only available at the majority of the places, or whether it is 
also supported by the healthcare professionals. Considering the NeonatCare2010 protocol, 
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and as we will see later at the Veszprém case study, having the availability and 
recommending rooming-in can make a great difference. 
 
Concluding the results from the available sources, it can be stated that we do not have 
enough data about the frequency of skin-to-skin contact, however, based on a small 
sample, providing at least one hour early skin-to-skin contact does not seem to be a  
part of the routine care. Breastfeeding is supported nationwide in most obstetrics 
department, however, there is not enough data about whether it is supported in the 
very first hours as well. Rooming-in practice is available at most departments, which is 
a great step towards practice being in line with the international recommendations. 
Further research is needed whether rooming-in is also recommended by the health 
professionals or they consider it neutral, or they actually support early separation.  
 
 
In the following two chapters I will write about the baby-friendly hospitals, as facilities 
where a birthing mother has the most chance to receive care that is in line with the 
international recommendations. 21% of all birthing facilities (discounting the 
possibility of home birth) are now baby-friendly. In the following chapter I will analyze 
the information sheet that was written by a non-baby-friendly hospital’s obstetrics 
department. The sheet allows us to draw conclusions about how routine care looks at 
non-baby-friendly departments (79% of all birth facilities). I am aware of the fact that the 
practices listed by the sample department might not be true to the other non-baby-friendly 
departments. However, we do not have data about the different departments’ practices to 
confirm or confute this.  
 

5.4.4 BFHI – Baby-friendly hospitals  
In 1992, Hungary joined the UNICEF’s Baby-Friendly Hospital Initiative. The Obstetrics 
and Gynecology Clinic of the University of Debrecen was the first one in Europe receiving the 
“Baby-Friendly Hospital” title, in 1992.  
 
In 1998 there were 8 baby-friendly hospitals in Hungary, 
In 2005 there were 7 baby-friendly hospitals,  
In 2010 there were 16 baby-friendly hospitals, 
In 2015 there were 17 baby-friendly hospitals, and more than 100 baby-friendly areas.  
In 2016 November, the official website lists 19 hospitals.153 Given that in Hungary there are 
approximately 90 obstetrics departments, this means that 21% of the birth facilities are baby-
friendly.  
 
In 2005, the National Newborn and Child-health Program (Nemzeti Csecsemő és 
Gyermekegészségügyi Program, I/9) stated that “It is one of our highest professional priorities 
to create more baby-friendly hospitals in Hungary.” More specifically, they wanted to triple the 
number of baby-friendly hospitals in 2 years, with the aim of having 25 in 2007154. This 
number has not been reached, still as of 2016, however, slowly but steadily more and more 
hospitals are gaining the “baby-friendly” title. To gain this title, the hospital needs to meet a 
very strict criteria system, published and updated by the WHO. The Hungarian hospitals have 
to undergo supervision to renew the title every 3 year, in order to keep it.  
Knowing the WHO guidelines and criteria, we can safely assume that less 
interventions take place, and the very early bonding period is more supported at these 
hospitals, but there is no Hungarian data supporting this.  
It is important to mention, that besides and before the BFHs, there were some individual 
initiatives in different Hungarian hospitals to make births baby-friendly, e.g. Hirschler, 
Szeverényi, Bálint, Bálint, Rákóczi, any some other obstetricians. Their ideas and practices, 

																																																								
153 http://bababarat.sztnb.hu/korhaz/mi_a_bababarat_korhaz_kezdemenyezes retrieved on 
Feb 23, 2016.  
154 Egészségügyi Szakképzõ és Továbbképzõ Intézet (2005) “Közös kincsünk a gyermek”, 
Nemzeti Csecsemõ- és Gyermekegészségügyi Program. Page 50. 
http://www.ogyei.hu/upload/files/Közös%20kincsünk%20a%20gyermek.pdf  retrieved on Nov 
16, 2016.  
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however, never got nationwide acclaim to the extent that would have initiated changes of 
practice at the majority of Hungarian hospitals. 
 

5.4.5 Case study: Veszprém in 2016 
As of 2016, - mentioned many times before - there are no structured databases and verified 
information about the current Hungarian practices. However, analyzing certain documents 
can shed some light to what is considered to be “routine care” regarding birth and the first 
hours in obstetrics departments that are not part of the baby-friendly hospital network.  
 
In 2016 February, the “Natural Birth” facebook page shared a photo (Att5.4.5 Veszprem 2016 
betegtajekoztato) about the routine care of the obstetrics and neonatal unit in the main 
hospital of Veszprém, one of Hungary’s county capitals. The photo got viral and a short 
article155 got published about it on one of the biggest Hungarian news site for women (160K 
daily visitors). I wrote two emails to the hospital (3 administrators and doctors at the obstetrics 
department) inquiring about the validity of the photo, and if it is really used in 2016, but no 
answer arrived so far.  
 
The Hungarian text is very concise and to-the-point. In the following paragraphs, I quote most 
of the text and at the same time compare the described “routine care” and the tone of the text 
with the WHO recommendations.  
 
TITLE: Betegtájékoztató. In English the title means “information for patients”. The Hungarian 
word “beteg” implies that the patient is ill or sick, which is certainly true for most of the 
hospitals patients, however, as birth is a normal, natural process, all international guidelines 
warn to avoid calling the expectant mothers “ill”.  
INVOCATION: “Kedves Kismama!” This literally means “Dear Little Mother!”. The Hungarian 
word for dear can be considered a good choice as it is formal enough, at the same time kind 
and can be informal too. However, “kismama” is a more problematic expression. It refers to 
any mother who is expecting or delivering a baby, or who is in the postpartum period, 
however, the literal translation is “small/little mother” and it has a strong diminutive 
connotation.  
FIRST PART: The first part of the text describes the process of birth and the received care 
that the birthing mother should count on during delivery.  
“When the birthing mother arrives, we do ultrasound and CTG-examinations, then we do 
blood pressure test and urinalysis. We conduct enema, and let the mother clean 
themselves”. “Tisztálkodás” might mean the mother has to have a shower, or it might mean 
they shave her pubic hair. It is important to see, that all items mentioned so far are on the “do 
not do it” or on the “do not necessarily do it” list of the 1985 and the 1996 WHO 
recommendations.  
“We supervise the condition of the little mother (kismama) and we give her venous 
infusion” “If the pains are not satisfactory/not strong enough,” (pain is a used word in 
Hungarian for contractions or rushes, of course its embedded negative connotation implies 
that giving birth is always a very painful process), “we do pain-intensification” (presumably 
meaning synthetic oxytocin). It is again worth noting that the most important suggestion of 
every clause of the text is that birth can not be done without interventions. A related 
suggestion is that “we” the hospital staff are the active providers, whereas the birthing 
mother’s only task is to accept the routine care. The text also emphasizes the failure options 
in the processes, as if the chances for a normal and for a sub-optimal process were 50-50%. 
The text does not suggest that all the “failure” options regard only a small percentage of 
mothers. Considering that the listed interventions are still used at more than half of the births 
in Hungarian hospitals, the text together with its many negative suggestions, at least can be 
considered as “honest”.  
 
“At the end of the active labor we do episiotomy, if necessary, then the skull is being born. If 
this part of the labor gets too long, or for other reasons the birth should be finished, we do 

																																																								
155 http://www.nlcafe.hu/baba/20160201/szules-veszprem-korhaz-tajekoztato/, Felkavaró! Így 
tájékoztatják a kismamákat a szülésről az egyik veszprémi kórházban. Retrieved on Nov 4, 
2016.  
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vacuum-extraction. After the baby is born, we do suctioning of phlegm from his/her nasal 
cavity and the throat” (compare: chapter 4.4 “History: newborn care before 2000”, checklist 
item 4), “then we do umbilical cord care” (compare: checklist item 7). If the newborn’s 
condition allows this, you get the newborn for some minutes. Then comes the washing of 
the newborn (item 8), measuring of the newborn (item 9), and then the newborn gets into 
an incubator.”  
Episiotomy is mentioned as part of the routine care, again, and the possibility of a non-natural 
ending of the birth is described as if it was very probable. Though research, medical literature, 
international guidelines all mention that a healthy full term newborn can be and should be 
given to the mother immediately after birth, and whenever possible, they should be left alone 
and undisturbed for a long time, this text fails mentioning this. It also fails mentioning that 
most items of the routine care could be performed while the newborn is in skin contact with 
the mother. The fact that maternal skin contact is by far the most ideal temperature-regulating 
set up for the infant is not part of the text and the routine care.  
“In the meantime you get a venous injection, and because of this the placenta is born” 
Instead of injection, all relevant literature recommends time for the mother and the infant 
together, so breastfeeding could start and that induces hormonal changes in the mother, and 
that helps the placenta to be born easily.  
 
SECOND PART: the second part of the text is half the length of the first part and it describes 
the first days the mother has to spend in the hospital. The short text uses the word “observe” 
4 times, suggesting but not writing down explicitly that the first 72 hours are an extremely 
dangerous time period: “We intensely observe you right after birth (…) then we 
continuously observe your (here comes a list of 4 items) we also observe your general 
condition, this is done by doctors and midwives. Your baby’s condition is observed by 
neonatologists and nurses.” “We allow you to go home after 72 hours, if both your and 
your baby’s condition lets us do so (…) we inform you what you will have to pay attention to 
and what you have to be careful about in the postpartum period”.  
 
Ambulant birth is not really an option, based on the text. The text was written from the point of 
view as if neither the mother, nor the newborn has competencies. The entire text is in 
indicative mode that has to be interpreted as imperative mode. The text does not refer to any 
chance for cooperation between the mother and the staff, or that the staff will take the 
mother’s wishes and observances into consideration. The only exception is this clause: “you 
can get to a neonatal room together with your baby or separately from your baby, according 
to what you prefer”. This could be interpreted as a good sign, however, this particular 
situation should not be neutrally written about. The rooming-in care should be recommended 
and suggested for the mothers, according to all WHO guidelines and also to the Hungarian 
VisitorFeed2010 and NeonatFeed2010 protocols. Unfortunately, this text is fully in line with 
the NeonatCare2010 protocol that suggests there is no difference between the rooming-in 
care and early separation. The tone and the wording of the entire information sheet is similar 
to the OSZNI’s infamous 1986 commentary of the WHO recommendations. They wrote: “(Ad 
8.) expectant mothers should be involved in the evaluation of the results of their instrumental 
examinations only to that extent to which extent their experience went - if they had had 
any”156. For “if they had had any”, the Hungarian text uses the expression “amennyiben 
lennének” which implies that the mothers do not have experiences. The expression 
“amennyiben vannak” would be the appropriate conditional, in case the writer supposed there 
was some chance that the mothers had experiences. The difference between the two words 
is subtle, but important, conveying a rather scornful attitude.  
 

5.5 Practice regarding factors having a strong effect on the golden hour 
 
The Cascade of Interventions 
In 1999-2000, a survey answered by 119 Hungarian mothers showed that only 5% of hospital 
births happened without medical interventions. In general 3.7 interventions were performed 

																																																								
156 OSZNI (1986) 
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per birth, not counting the routine enema and shaving157. In 2016, an unpublished data sheet 
by K-monitor - that used Tauffer data that is available only for obstetricians - shows that 
between 2000 and 2003, annually more than 80% of Hungarian mothers; between 2004 and 
2013, annually more than 75% undergo either an episiotomy or a C-section at giving birth. 
These numbers are very high compared to the WHO recommendations, and require us to 
take a short look at the notion of “cascade of interventions”, besides considering interventions 
one by one.  
 
Interventions can be life-saving, however, in case they are done without strong medical 
indication, their negative effects may outnumber the positive effects. Also, once one 
intervention is done, it may act as a simple prerequisite for other interventions. The chain of 
interventions may accumulate the negative effects, including the hindering of the process of 
early bonding, therefore all WHO recommendations analyzed before, especially the 1985 and 
1994 recommendations, strongly warn the healthcare staff to use as few as possible.  
  
I am quoting the definition and a short description of the intervention cascade from the 
National Partnership for Women & Families, which is a 98 year old US NGO, promoting 
evidence-based maternity care.  

“Many maternity care interventions have unintended effects during labor and birth. 
Often these effects are new problems that are "solved" with further intervention, 
which may in turn create even more problems. This idea that using one intervention 
can lead to the need for more interventions is called a "cascade of intervention”. (…) 
Epidural analgesia (…) can provide very effective pain relief during labor, but it also 
increases the risk of experiencing a sudden drop in blood pressure, a longer labor, 
difficulty moving about, difficulty urinating, difficulty pushing the baby out, fever and 
other negative effects. Interventions like electronic fetal monitoring and intravenous 
fluids are often used with epidurals to monitor, prevent or treat these effects. And 
others become more likely (synthetic oxytocin to strengthen contractions, catheter to 
empty the bladder, vacuum extractor or forceps to help move the baby out). These in 
turn may have side effects that lead to the use of yet more interventions. Babies can 
also be affected. For example, epidurals increase a woman’s likelihood of developing 
a fever, which can make doctors worry that the baby has a fever. This leads to blood 
tests and antibiotics for the baby after birth. They may also be observed in a special 
nursery, which can interfere with mother-baby bonding and breastfeeding.”158 

 
 
In the previous five chapters I overviewed the direct factors shaping the golden hour 
(chapters 5.5.1-5.5.3), shortly mentioned the opportunities that the baby-friendly 
hospital initiative offers to Hungarian mothers (5.5.4), and I analyzed a text describing 
routine maternity and newborn care in a random Hungarian obstetrics department 
(5.5.5). In the following chapters I will overview practice related to the place of birth, 
interventions at birth and participants at birth. I will pay special attention to factors that seem 
to have a great influence on the number of interventions, however, it cannot be proven. These 
two factors are the role of the official payments that obstetrics departments receive from the 
central healthcare budget after interventions, and the role of informal payments and their 
effects on the number of interventions.  
 

5.5.1 Places of birth - home births and private hospitals  
As we saw in chapter 3 (law) giving birth at home or anywhere outside a healthcare institution 
was not strictly illegal for the mothers before 2011, however, all healthcare professionals were 
considered committing crime if they provided help in this. In practice, this meant that if helping 
at a planned home birth, any midwife, obstetrician, neonatologist or pediatrician risked their 
membership in the Hungarian Medical Chamber (MOK, Magyar Orvosi Kamara) and risked 

																																																								
157 Suhai G. (2000) Nemcsak gyermek születik... – a szülés körüli élmények összehasonlító 
vizsgálata. Szakdolgozat, ELTE BTK Kísérleti Pszichológiai Tanszék, cited by Novák J. 
(2014) 
158 http://www.childbirthconnection.org/maternity-care/cascade-of-intervention/ by National 
Partnership for Women & Families. retrieved on Nov 19, 2016 
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penalty change. Not only getting professional help was problematic for the home birthing 
families, but they faced difficulties at the child’s registration at the appropriate authorities as 
well (source: news articles). Since 2011, the legal situation provides the framework for births 
outside of obstetrics departments, but given the financial structure behind it, only a fraction of 
mothers can or wish to use this opportunity as of 2016.  
 
The rising number of private hospitals in Hungary should be shortly mentioned here as there 
is at least one important ethical aspect of their practices, somewhat related to early bonding, 
to the extent C-section adversely affects early skin-to-skin contact and early breastfeeding. 
(more about the negative long term effects of the C-section, both medical and psychological, 
see 5.5.2.1 “C-section rate in Hungary”.) 
 
In general, it is not known, to what extent the private hospitals’ practices are baby friendly, 
and to what extent their newborn care facilitates the process of early bonding. According to 
news articles and informal news sources, one birth costs 500K HUF (1700 USD) or more in a 
private hospital, and therefore the obstetrician-mother relationship can be described as a 
“provider-consumer” relationship, unlike in the majority of state-owned Hungarian hospitals, 
where the mother is still closer to the “ill person” end of the “ill person / consumer-customer” 
scale. The provider-consumer relationship makes sure that the obstetricians try to be very 
responsive to the mothers needs. Again, this data is from news and informal sources only, but 
it is assumed that the mothers’ birth plans are highly respected, including the cases when the 
request is natural, undisturbed birth, or when the request is an elective C-section, without 
medical indication. If a doctor performs C-section simply on maternal request, this act actually 
contradicts the currently operational medical protocol on C-sections. The given protocol’s 
2.2.8 paragraph, written “On elective C-section for maternal request” states the followings:  

“the doctor cannot be forced to do interventions that have no medical value. Currently 
there is no evidence about the advantages or disadvantages of C-section that is done 
for maternal wish. The available evidence shows that vaginal birth is safer in the short 
and in the long run as well. (…) It is worrisome to do an artificial intervention for 
the delivery instead of the natural process, if there is no medical reason and 
medical approval for it (…) Currently, as there are no reliable evidences about the 
benefits of non-medically approved C-sections, (based on maternal request), this 
intervention cannot be justified from an ethical point of view (…) 2.2.8.4. Without 
justifiable medical indication, C-section cannot be done for maternal request” (level of 
recommendation: J)159.  
 

5.5.2 Interventions at labor and at birth  
Having only some fragmented information, I list the available sources in this chapter, and I 
include information on many different interventions.  
 
In 1998, a survey among hospitals in Budapest showed that episiotomy was performed at 
88.2% of all vaginal births, and this rate has not changed until 2000.160 
 
In 1999-2000, a survey answered by 119 mothers showed that only 5% of hospital births 
happened without medical interventions. In general 3.7 interventions were performed per 
birth, not counting the routine enema and shaving161.  
 
In 2003, Wagner presented the following table at the Midwifery Conference in Nyíregyháza, 
based on his and his colleagues experiences, and informal surveys.  
 
 
 

																																																								
159 SZNSZK (2008) C-section protocol, IN: Hungarian Society of Obstetrics and Gynaecology 
(2010) Szülészet és Nőgyógyászat. Útmutató kiadó, Budapest. 
160 Varga K, Suhai G. (2010) Szülés és születés. Budapest, Pólya Kiadó. page 48. 
161 Suhai G. (2000) Nemcsak gyermek születik... – a szülés körüli élmények összehasonlító 
vizsgálata. Szakdolgozat, ELTE BTK Kísérleti Pszichológiai Tanszék, cited by Novák J. 
(2014) 
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Form of care WHO recommendation Practice in Hungary  
 

Midwifery care as a routine should be around 80%  no 
Being bedridden during delivery not recommended  often 
Limit food and drink consumption 
as a routine  

not recommended  often 

CTG as a routine not recommended  very often 
Infusion as a routine not recommended  often 
artificial rupture of membranes not recommended  often 
Lithotomy (laying on the back, or 
half-sitting position) at the end of 
the delivery 

not recommended  80%* 

Rate of episiotomy should be below 10% 79%* 
Rate of cesarean section should never exceed 

12% 
at clinics 30%, at major 
hospitals 21-23% 

Does routine examination of the 
newborn take place while the 
newborn is on the mother?  

recommended not typical  

Rooming-in for 24 hours, 
therefore the newborn is never at 
the infant department 

recommended not typical  

 
TABLE 5.5.2, Marsden Wagner 2003, cited by Novak, 2014162. 
 
In 2010, 61 obstetrics departments answered the EBF’s questionnaire on a voluntary basis. 
Out of those 61 departments “30% prescribes mandatory shaving at the beginning of labor, 
enema is mandatory at 20%, and 8 departments do not allow birthing women to drink during 
labor. 42 departments answered that episiotomy is part of their routine care (this is 66% of the 
answering institutes), and in 35 departments the women cannot choose their own birthing 
position”.163  
 
In 2013, a survey answered by 160 Hungarian mothers shows that only 12.5% of them 
experienced no intervention. Discounting the mothers giving birth at home, the percentage 
drops to 9%.  
 
As an addition, it is important to list the csaszarmetszesek.hu website here (“C-sections.hu”, 
the website is maintained by the Születésház NGO). They are in the unique position to 
possess data about maternity practices in Hungarian hospitals, broken down to individual 
obstetrics departments. They claim the original source of their numbers is the OEP, however, 
there is no link provided to the OEP’s website, and there is no reference about which OEP 
publication they actually use. They publish data regarding the frequency of C-sections and 
episiotomies in Hungarian hospitals164. According to this, C-section rate has changed 
between 2006 and 2012 as it is shown in this table, and they claim that episiotomy frequency 
in all Hungarian hospitals were 61,96% of all vaginal births in 2012165.  
 
C-section rate in Hungarian hospitals, summary:  
2006 2007 2008 2009 (…)  2011 2012 
 29,24% 30,18% 31,30%  32,11%  33,5% 35.3% 
 
Given the low number of research papers, and the unreliability of data, many 
conclusions cannot be drawn from this short list. Still, it seems reasonable to state 

																																																								
162 Wagner M, (2003) Lecture at the Midwifery Conference in Nyíregyháza, on Sep 12-13, 
2003. Cited by Novák J. (2014), page 7. 
163 EBF (2010) page 7-8.  
164 http://www.csaszarmetszesek.hu/hol-szuljek/korhazi-statisztikak/ retrieved on Nov 13, 
2016. 
165 http://www.csaszarmetszesek.hu/gatmetszesek-aranya-korhazankent-2012-ben-2/, 
retrieved on Nov 13, 2016.  
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that the Hungarian practice regarding interventions is still very far from the WHO 
recommendations.  
 

5.5.2.1 C-section rate in Hungary  
Being born by a C-section has many medical disadvantages for a child. It means lack of 
appropriate bacteria colonization (or, reduced colonization), increased risk of developing 
asthma166, higher risk of developing obesity in childhood167168, and in general, higher risk for 
developing chronic immune disorders, like, systemic connective tissue disorders, juvenile 
arthritis, inflammatory bowel disease, immune deficiencies, and leukemia169. On the top of all 
these medical disadvantages, C-section makes the process of early bonding more 
problematic. Regarding the researched factors: Undisturbed skin-to-skin contact is hard to 
perform while the operation is still going on, especially if the mother is asleep or is being 
under the effect of anesthetics. Lactation is harder, as the process is pulled back by the lack 
of the initial rush of oxytocin. Rooming-in can be arranged, but after a C-section, both the 
mothers and the infants are under stricter surveillance which in practice often results in more 
separation for examinations.  
Considering all the above, it is quite unfortunate that Hungary has the 4th highest C-section 
rate in all the OECD countries. In 2013 (latest data), only Turkey (50.4%), Korea (36.8%) and 
Italy (36.1%) had higher C-sections rates than Hungary (34.9%) among the OECD countries.  
 

 
 
 
TABLE 5.5.2.1, C-section rates in Hungary, OECD170  
																																																								
166 Magnus MC, Haberg SE (2011) Delivery by Cesarean section and early childhood 
respiratory symptoms and disorders: the Norwegian mother and child cohort study. Am J 
Epidemiol. 2011 Dec 1;174(11):1275-85.  
167 Yuan C, Gaskins AJ, et al (2016) Association Between Cesarean Birth and Risk of Obesity 
in Offspring in Childhood, Adolescence, and Early Adulthood. JAMA Pediatr. 2016 Sep 
6:e162385. doi: 10.1001/jamapediatrics.2016.2385.  
168 Kuhle S, Tong OS (2015) Association between caesarean section and childhood obesity: a 
systematic review and meta-analysis. Obes Rev. 2015 Apr;16(4):295-303. 
169 Sevelsted A, Stokholm J, et al. (2015) Cesarean section and chronic immune disorders. 
Pediatrics. 2015 Jan;135(1):e92-8.  
170 OECD (2016), Caesarean sections (indicator). doi: 10.1787/adc3c39f-en (Accessed on 15 
November 2016) https://data.oecd.org/healthcare/caesarean-sections.htm  
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5.5.2.2 “Mandatory” length of hospital stay 
The number of days spent in an obstetrics/neonatal department after birth, and the physical 
and psychological health of the mother-infant dyad has no correlation, let alone causal 
connection in countries where professional maternity care is available. It is not proven, 
however, seems plausible, that the current Hungarian payment and reimbursement system 
that rewards only those hospitals that keep the dyad at least for 72 hours in the hospital is 
responsible for the fact, that Hungary has the longest average hospital stay related to 
childbirth among all OECD countries. (latest OECD data, from 2013). (see also: chapter 
5.5.2.3: role of OEP payments). The Hungarian average is 5 days (red line in the table), 
followed by the Czech Republic (4.3 days), followed by France (4.1 days)171. As a 
comparison, the following countries could be of importance: UK (1.5 days), Canada (1.6 
days); Sweden (2.3 days), Denmark (2.5 days). Length of hospital stay in theory should not 
influence the early bonding processes, given that rooming-in is provided for the mother-infant 
dyad. However, this is relevant in case those days are not spent in a rooming-in system. We 
do not have reliable data about the exact numbers (except for the unpublished K-monitor 
summaries) but in many Hungarian hospitals – except for the baby-friendly ones – early 
separation is practiced, and rooming-in is still not the standard care form. Therefore this high 
number is not beneficial for the early bonding process.  
 

 
 
TABLE 5.6.2.2, Length of hospital stay for childbirth without complications, OECD  
 
Many news articles and informal sources mention the connection between the official 
payment system and the informal payments on the number of interventions at births in 
Hungary. In the following two chapters I take a closer look at both factors: the OEP 
payments, and the informal payments. (also see a small sample of related news articles: 
Attachment ATT7 media) 

5.5.2.3 Interventions: the role of OEP payments 
The National Health Insurance Fund (OEP, Országos Egészségügyi Pénztár) is the central 
official organ of the Hungarian health insurance system. It is supervised by the Government 
of Hungary, and managed by the related Ministry. As a central agency, OEP “performs the 
functions set out in legislation, carries out the tasks relating to the management of the 
National Health Insurance Fund, the maintenance of records, keeping financial accounts and 

																																																								
171 OECD (2016), Length of hospital stay (indicator). doi: 10.1787/8dda6b7a-en (Accessed on 
15 November 2016). https://data.oecd.org/healthcare/length-of-hospital-stay.htm#indicator-
chart  
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fulfilling the reporting obligation.”172 In 1993, the Hungarian healthcare system started working 
with the HBCS-system, that is the approximate equivalent of the “DRG, Diagnosis Related 
Groups” system that is operational in the USA. It considers medical professional aspects as 
well as economic aspects, and based on these, it classifies the hospital cases173. Using the 
BNO and HBCS codes for the illnesses, (International Statistical Classification of Diseases 
and Related Health Problems, in Hungarian: BNO), OEP arranges payments for the hospitals. 
Healthcare management literature is full of articles detailing the benefits and disadvantages of 
the current system174, also, attachment “Att5.4 Interview with dr. Zsombor Kovácsy”, the 
former head of the EBF has more details about it.  
 
Regarding the financial background of births, the exact payment numbers are not known from 
official sources. As of 2014, 2015 and 2016 only news articles are available about 
approximate numbers, as the amounts and the rather complicated modifying factors, details 
of distribution etc. are not available for lay people. It is commonly known that different 
interventions are registered on the HBCS code sheet, and those also get paid for.  
An interesting aspect of the Hungarian system is that home births are not supported by the 
OEP, in case a mother chooses home birth setting (the opportunity is legally available since 
2011-2012), she has to choose a for-profit company and pay for the service.  
 
In a nutshell, and not listing the interventions, the following numbers are applicable:  
 
Healthcare facility 
receives 

Type of birth Notes 

0 HUF natural birth, ambulant Ambulant: the mother-newborn dyad 
is leaving the hospital after the 
mandatory checks, and does not 
spend any nights there.  

30K HUF natural birth If mother and child stay in the hospital 
for one night 

60K HUF natural birth If mother and child stay in the hospital 
for two nights 

90K HUF natural birth If mother and child stay in the hospital 
for three nights (72 hours+)  

180K HUF C-section  
Private midwifery 
practice: 180K HUF 
needs to be paid 

natural birth Performed with midwives, at home 
birth settings. The birthing mother 
pays for this service, no OEP funding 
is available 

 
TABLE 5.5.2.3, Financial aspects of birth: OEP payments (source: news articles175 176)  
 
As for financial motivation, we can conclude that the current system does not reward 
natural, undisturbed births. It rewards the interventions, (the more is done, the more 
money the hospital receives), and it rewards long hospital stay for the mother-infant 
dyads.  
																																																								
172 
http://www.oep.hu/felso_menu/rolunk/kozerdeku_adatok/tevekenysegre_mukodesre_vonatko
zo_adatok/a_szerv_feladata_alaptevekenysege_es_hatarkore/en_a_szerv_alaptevekenyege
_feladata_es_hatarkore retrieved on Nov 18, 2016 
173 http://fogalomtar.eski.hu/index.php/Homogén_betegségcsoportok, AEEK / ESKI, retrieved 
on Nov 5, 2016. 
174 Boncz I, Dózsa Cs., Kiss J,  Kiss Z., (2003)  A fix díjas (input) finanszírozás részleges 
alkalmazásának lehetőségei a HBCS-finanszírozás tapasztalatai alapján. 
http://www.weborvos.hu/adat/korhaz/korhaz10_14-15.PDF retrieved on Nov 18, 2016 
175 Wirth Z (2007) Félelmek és kényelmesség miatt egyre több a császár. Origo. 2007.06.28. 
http://www.origo.hu/itthon/20070627-a-gyakori-csaszarmetszesek-okai-magyarorszagon.html, 
retrieved on Nov 18, 2016.  
176 Gyarmati O (2013) Ambuláns szülés – lehet vagy nem lehet? 2013. november 3., 
Családháló.hu 
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5.5.2.4 Interventions: the role of informal payments  
Informal payment, or “gratuity money” plays a big role in the number of interventions 
“Informal patient payments are a key characteristic of nearly all Central and Eastern 
European health care systems” - states Stepurko177 and many other health economists. This 
is particularly true in Hungary, as research by the Department of Health Economics of the 
Corvinus University of Budapest repeatedly shows. “Informal payment is a very prevalent 
practice in Hungary” (p30) “women pay gratuity money more and more often than men at 
ambulant care (…) and somewhat more often for hospital care” (p31) “the Hungarian society 
is rather tolerant regarding the issue of informal payments” (p33)178 There are not many 
papers available specifically on obstetrics related informal payments, however, in 2015 the 
above mentioned DHE Corvinus organized a conference on “Informal payments in maternity 
care”179 and two talks were presented on an ongoing research “Mothered centered maternity 
care survey in Hungary”. One of them was specifically on “Some results on informal 
payments”. Here Baji stated that the more informal payment is involved, the more 
interventions will be done at birth, C-section included.  
Many of the papers I have read about obstetrics in Hungary claims that gratuity money is a 
significant problem, starting with Czenky, 1988, but basically none of them could cite reliable 
sources supporting this. Making a small search myself, I took healthcare related data from the 
fizettem.hu website and compared the number of submitted corruption cases of different 
healthcare fields there, in order to see whether obstetrics is really outstanding. 
“Fizettem” is an initiative of the Atlatszo.hu (transparent.hu), a Hungarian corruption 
researching NGO. Fizettem is a non-representative survey about informal payments in 
Hungary, the healthcare sector included. The initiative was launched in cooperation with the 
Transparency International after 2011. Personal case stories can be read here related to 
different areas. One story can belong to only one topic area, and one of the following three 
main categories:  
1, “fizettem” meaning “I paid” (implying: bribery or gratuity money) 
2, “nem fizettem” meaning “I did not pay” (implying that “I was asked to pay informally, either 
in a direct way or as a suggestion”) 
The vast majority of the all stories are in these two categories.  
Only 13.8% of the healthcare cases belong to the third category of “I wanted to pay informally 
but the doctor did not take it” (“fizetni akartam”).  
Within “healthcare and social services” there are 10 specific areas and an “other”. Number of 
submitted cases: pharmacies: 0, GPs: 6, emergency services: 3, private practice: 4, medical 
devices: 1, disabilities: 0, elderly care: 0, obstetrics: 70 (gynecology not included), hospitals 
and clinics: 108 (all fields included, except for obstetrics), ambulant clinics: 17 (all fields 
included. E.g.: 4 of the 17 cases are gynecology-related) and, other: 0.  
As one case belongs only to one of the topic areas above, it is easy to see that out of the 209 
submitted cases, 70 belong to obstetrics and 139 to all other areas, which shows that informal 
payments at obstetrics are in fact outstanding even within the Hungarian healthcare. 
Percentage of the “I wanted to pay but they did not accept it” is particularly low here, only 
2.8%. 
 
FIZETTEM.HU 
informal payments in 
health care 

ALL CASES I PAID  I DID NOT PAY   I WANTED 
TO PAY  

Pharmacies 0 0 0 0 
disability care 0 0 0 0 
elderly care  0 0 0 0 
other  0 0 0 0 
medical devices  1 0 1 0 

																																																								
177 Stepurko T. et al (2015) Making patients pay: informal patient payments in Central and 
Eastern European Countries Front Public Health. 2015; 3: 192. 
178 Baji P, Gulácsi L (2012) a helyzet változatlan – egy reprezentatív kérdőíves felmérés 
eredményei a magyar lakosság hálapénz-fizetési szokásairól és a hálapénz megítéléséről. 
Egészségügyi gazdasági szemle 50. évfolyam 4. szám, 2012. November. 
http://www.weborvos.hu/adat/files/2012_december/egsz_4.pdf  
179 http://hecon.uni-corvinus.hu/?page_id=391&lang=hu retrieved on Nov 16, 2016. 
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emergency services  3 2 1 0 
private practice 4 3 1 1 
GPs 6 6 0 0 
ambulant clinics (all 
fields, gynecology 
included)  

17 7 *of these 
3 are 
obstetrics 
related 

6 3 *of these 1 
is obstetrics-
related 

obstetrics 70 57 11 2 

hospitals and clinics (all 
fields included except 
for obstetrics) 

108 (*some 
are obstetrics-
related) 

75 10  (*2 are 
obstetrics-
related) 

23 

Sum 209 150 30 29 

 
TABLE 5.5.2.4, Fizettem.hu informal payments in healthcare 
 
Summarizing the observations of the two chapters above, it can be safely assumed, 
that in fact both the formal payment system and the informal payments have a great 
influence on the current Hungarian practice. Both the researched factors can be 
partially blamed for these: the slow change from the Soviet-type of authoritarian 
attitude of the doctors towards a more provider-consumer type of relationship; the 
slow pace of how mothers are “given” rights by the obstetricians; and the slow pace of 
changing the medical protocols for ones that reflect the prevailing scientific 
consensus and are more in line with the international recommendations. 
 

5.5.3 Participants at birth  
The legal presence of any person the mother wanted to stay with throughout the entire 
delivery was not ensured until 1997. The Healthcare Law of 1997 allows one person to be 
present at the birth with the mother who is not part of the healthcare system. Due to lack of 
resources and capacity, or the lack of will, the majority of the Hungarian hospitals still allow 
only one person of the mother’s choice to be present. This implies that the mother very often 
has to choose between the father and a doula, and if the to-be-born infant’s siblings would 
like to be present, it is not ensured.  
In 2010, the EBF published that with 115 hospitals answering their questionnaire, only “21% 
of the obstetrics departments allow more than one person of the mother’s choice to be 
present at birth”180 
In 2014, Héjja-Nagy found that 14.7% of the mothers wanted to give birth alone, 3.8% wanted 
to have a person next to them but somehow the circumstances did not allow it (information 
not available about what caused this), 67.3% had her husband/partner at the birth, 14% with 
women (doula, mother, friend), but only 3.2% had more than one person of her choice 
around. This survey however does not answer the question whether the mothers were 
satisfied by the amount of people of their choice, neither the question, how many would have 
preferred to have more than one non-healthcare staff supporter next to them. It was 
answered, however, whether they were satisfied with the possibility of an accompanying 
person, and they were very satisfied, average satisfaction point regarding the accompanying 
person was 4.75 / 5, whereas regarding the doctor is was only 4.36, and regarding the 
midwife, it was 4.57 / 5.181 
 
Using only these sources, any conclusion would be far-fetched, however, the 
tendencies are promising regarding the growing presence of accompanying 
supporters.  
 

																																																								
180 EBF (2010) Minőségi indikátorrendszer 2010 – Gyorsjelentés. 
http://weborvos.hu/adat/files/veraaprilis/indikator2010.pdf retrieved on Nov 15, 2016. 
181	Héjja-Nagy	K.	(2014)	page	32.		
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5.6 Practice regarding women’s rights and support  
In the previous chapter, I overviewed practice regarding the factors that often have a strong 
effect on the golden hour period and on early bonding. I highlighted data regarding C-section 
and length of hospital stay. Ending the chapter on Hungarian practice, I shortly summarize 
the topics that have already been discussed in the chapters on laws, protocols and data.  
 
Regarding the issue of legal responsibility, the greatest change in practice has been the 
law in 2011, allowing midwives to bear responsibility for low-risk pregnants, and in 2014, 
allowing midwives to do pregnancy care of low-risk pregnants without being subordinate to 
any doctor, however, only after the doctor judged the risk-factor of the pregnancy. Mothers 
still cannot bear full responsibility at the birth, given the possible contradictions or between 
their choices and the fetuses’ interests.  
 
Regarding emotional support that mothers should receive during delivery, we do not 
have enough surveys and data. Some informal sources describe birth experiences that the 
mothers perceived as ideal, and there are some examples of explicit obstetric violence, as it 
has already been referred to at chapter 3.3. There is a relatively new initiative, the EMMA-line 
(phone line), that works as a program of the Születésház Association, where personal stories 
of obstetric violence can be told, anonymously, if preferred. As far as I know, this is the first 
initiative in Hungary focusing on this issue.  
 
Regarding the right to be informed, and whether the mothers’ choices and preferences 
are taken into account, I quote the recent research of Héjja-Nagy. She asked the mothers if 
they were appropriately informed about the interventions they were about to receive, and if 
their approval was asked for and waited for before the intervention happened. The 
percentages are a quite promising, in the sense that at 7 types out of 10 types of intervention, 
the doctors (or midwives) asked for the mothers approval at more than half of the times. It is 
still worrisome, that at 3 cases less than half of the mothers were asked for their consent 
(rupture of membranes, using physical pressure and episiotomy). 
 

Intervention How many cases 
altogether 

Mother’s approval was 
asked for  

Programmed C-section 11 (6,9%)  11 (100%)  
Emergency C-section  31 (19,5%)  27 (87%)  
Induction of birth using 
venous oxytocin  35 (22%)  25 (71,4%)  

Intensifying contractions 
using venous oxytocin  65 (40,9%)  45 (69,2%)  

Méhszájlazító zselé  11 (6,9%)  6 (54,5%)  
Rupture of membranes  80 (50%)  36 (45%)  
Pharmacological anesthesia  30 (18,8%)  18 (60%)  
EDA, / of these not because 
of C-section  32 (20%) 5 (3,1%)  29 (90%) 5 (100%)  

Outside pressure  45 (28,1%)  21 (46,7%)  
Episiotomy 61 (38,1%)  27 (44,2%)  
 
Table 5.6, Frequency of interventions, and the frequency of informed decision 
 
Again, we do not have enough data to draw conclusions regarding the human rights aspect of 
the current Hungarian practice. Some tendencies are promising, like, since 1990, midwives 
enjoy more responsibilities which is in line of the practice of most developed countries. 
Presumably, the mothers’ approval is more often asked for regarding interventions nowadays, 
than in some decades sooner, reflecting the slowly changing relationship between them and 
the doctors towards a more partner-like relationship.  

6, HUNGARIAN SOCIAL MOVEMENTS AND CIVIL INITIATIVES  
When I started writing my thesis about the laws, policies, protocols, all the top-down and 
bottom-up initiatives that has been effecting the Hungarian medical practice related to early 
bonding, I wanted to concentrate on the entire early bonding period, including the first hours, 
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first days, first 6 weeks and even the first one year and more. Very soon I learned that 
focusing merely on the first hours and dropping all the other parts of the postpartum period 
would still result in a presumably longer than average postgrad thesis. Consequently, I 
dropped all other parts. A next issue was considering the top-down processes, namely, how 
legislation at different levels, and how the guidelines of the field affect the factors related to 
early bonding in practice. I researched both the legal (chapter 3) and the medical aspects 
(chapter 4). Facing the problem of lacking reliable data on practice, I wanted to write about 
that longer, because, this seems to be a pivotal problem in obstetrics, and in other fields of 
healthcare as well, seriously hindering many positive changes. In chapter 5, I wrote 
extensively about the Hungarian medical practice that is related to the first few hours of a 
newborn’s life. I could analyze to a certain extent how the practice relates to the scientific 
research, to the international guidelines, and to the Hungarian guidelines.  
 
Besides researching how the top-down processes interact with the practice, I also did 
research on the social and civil initiatives related to early bonding, as the attachment “Att6 
Hungarian civil initiatives” shows. That two pager is a small part of a lot bigger database I 
created in order to use here in the thesis. However, in the course of time I realized that the 
bottom-up processes are so diverse and so complex, that another thesis should examine their 
influence on the current protocols, and most importantly on the current practice. I am not in 
the position to judge what tendencies in practice were directly caused by social pressure, by 
NGO-s, and by the media, however, researching this would be very beneficial for our better 
understanding of the influences, therefore it is recommended to be the focus of another 
research.  
 

6.1 What should be done to facilitate positive changes in practice 
I asked the two leaders of the perinatal consultant postgraduate course182 that started in 2007 
at the Eötvös Loránd University, as expert psychologists, to answer the question, what the 
most important steps would be to facilitate positive changes in the Hungarian practice 
regarding early bonding.  
 
The question was asked in this way: “What do you think is needed for the change that the 
current birth protocol in Hungary (the mother and the child gets separated right after birth as 
part of the birth protocol in the mainstream hospitals) for a new protocol that supports early 
attachment including the first hour(s)?”  
Unedited, the answers and recommendations of Andrek and Varga are below. Interestingly, 
whereas I researched the major top-down processes and, to a very small extent, the relevant 
bottom-up processes, they both focus on the personal aspect of healthcare, and see the 
next step at addressing the individuals, not addressing the comprehensive processes.  
 
Andrea Andrek, leader of the course, 2016:  
“One of the deepest obstacles of the “golden hour” is the collective birth and separation 
trauma that everyone suffered from, including the health care providers. A fundamental 
characteristics of the trauma is that it reproduces itself, therefore who suffers from a trauma 
still does everything to reproduce the events that s/he suffered from, unconsciously. 
Consciousness, processing of the trauma and self-knowledge are ways out from this. All the 
other obstacles are based on this one.”  
 
Dr. Katalin Varga, PhD, Professor, Head of the Department, 2016:  
1, The professionals working on the related fields should take the early bonding related 
research, recommendations and literature seriously.   
2, All the early bonding related findings should be part of the curriculum at all levels of formal 
education. Unfortunately, nowadays “eminence based medicine” instead of evidence based 
medicine is still practiced at many places (i.e. that old and stubborn professionals do not let 
changes happen based on evidence or meritocracy).  
3, Civil society should have a stronger voice, expressing the wishes of the stakeholders: 
mothers, fathers and families.  

																																																								
182 http://pszichologia.elte.hu/oktatas/szakiranyu-tovabbkepzesek/perinatalis-szaktanacsado-
szakiranyu-tovabbkepzes/  retrieved Nov 12, 2016.  
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4, The highest levels of legislation and policy (Ministry of health / state department) should 
commission research on the disadvantages of early separation and the advantages of early 
skin-to-skin contact (medical, longitudinal psychological and economic cost-benefit research). 
Based on the results birth protocols can be changed using that data. 
5, Every professional who work at early bonding related fields bears the burden of his/her 
own personal separation traumas. Holding informative and sensitizing trainings for them is a 
pivotal point of the implementation of the changes, so the professionals could change their 
practices having been exposed to the topic on a cognitive and affective level. 

7. SUMMARY AND CONCLUSION 
 
SUMMARY 
In this thesis I overviewed the most relevant animal and human research related to early 
bonding, then the implementation of their results in the WHO’s and other international 
guidelines. The international guidelines are based on research conducted in countries of 
different developmental stages, and the WHO only issues recommendations that are valid in 
developing and developed countries alike. The Hungarian ob-gyn guidelines and official 
statements related to early bonding denied this for some decades, and recommended many 
“Hungary-specific” practices, that were in fact not evidence based, but simply reinforced the 
practices that were widely used in the country. However, showing significant changes, some 
of the 2010 guidelines already have points of view that are quite close to the international 
standards. Unfortunately, comparing the Hungarian practice with the guidelines is practically 
impossible. Reasons for this are lack of transparency, lack of good databases, lack of political 
will as well as lack of bottom-up social pressure for more transparency. At the end of the 
thesis I summarized what can be known about the early bonding related medical practice in 
Hungary 1990-2016. As I could only use rather unreliable or not significant sources regarding 
practice, I do not dare to draw extensive conclusions based on those. I shortly mention the 
importance of the social initiatives that also shaped legislation and practice, and I quote two 
experts, who use a different approach towards the question of changes. Having considering 
the interactions between international literature, law, protocols and social pressure and the 
Hungarian practice, as next steps, I have four recommendations that would hopefully facilitate 
further positive changes in the Hungarian practice.  
 
SOME STEPS THAT MIGHT HELP the current practice to move towards the 
international standards and towards the WHO recommendations supporting early 
bonding 
 
1, SUPPORTING THE BEST PRACTICES 
The “Baby Friendly Hospital Initiative” is so far the best quality assurance regarding the 
circumstances affecting early bonding, therefore motivating hospitals financially or otherwise 
to stay or to be BFHI members would be an effective move.  
 
2, LAW 
Creating laws for data transparency in the entire Hungarian healthcare system would be 
beneficial, and in obstetrics it would be particularly beneficial for all future parents. It would 
make sure everyone has the opportunity to receive relevant information, and at the same time 
it would incentivize the hospitals to change their practice towards less interventions.  
 
3, RESEARCH  
There are very little sociological and psychological research about maternal satisfaction about 
maternity care and birth experience. Conducting surveys regarding obstetrics and neonatal 
care would both be relevant.  
 
4, FINANCES  
The hospitals are currently financially incentivized to do as many interventions as possible, 
whereas normal birth is counter-incentivized. OEP payments should be reconsidered 
regarding all interventions, especially regarding the length of stay in hospitals after birth, and 
new HBCS categories should be introduced regarding normal vaginal birth, and the payments 
for those categories should be financially rewarding for the hospitals. 
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TABLES  
 
The number of the table is identical with the number of the chapter where the given 
table is first published.  
 
 
TABLE 1,  Researched factors related to early bonding 
TABLE 1.2.1. The Heckman-curve 
TABLE 1.2.3.  De Chateau, 1977: Impact on breastfeeding duration of early 

infant-mother contact 
TABLE 5.2. Changes in the structure of the Ministry of Health 
TABLE 5.4.1.  Length of very early skin-to-skin contact, Héjja-Nagy (2014) 
TABLE 5.5.2. Marsden Wagner 2003, cited by Novak, 2014. 
TABLE 5.6.2.1. C-section rates in Hungary, OECD 
TABLE 5.6.2.2. Length of hospital stay for childbirth without complications, 

OECD 
TABLE 5.5.2.3.    Financial aspects of birth: OEP payments 
TABLE 5.5.2.4. Fizettem.hu informal payments in healthcare 
TABLE 5.6. Frequency of interventions, and the frequency of informed 

decision 
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Att3.2 Interview with former Minister Ágnes Horváth, 2016-05-05.  

	 1	

Interjú Dr. Horváth Ágnessel,  
Orvos, politikus, 2007. április 23-ától 2008. április 30-áig egészségügyi 
miniszter.  
2016-05-05. 
RHZS – Rabovay Horváth Zsuzsa  
26perc, első 2perc videó-beállítás 
 
RHZS: Tegnap meginterjúvoltam Horváth Ilonát, akinek a nevéhez most már többek 
között köthető az otthonszüléses törvény és ő mondta, hogy nagyon sokban tudott 
támaszkodni azokra az anyagokra, amiket maga hagyott ott, nekik. És arra 
gondoltam, hogy tudna egy picit mesélni arról, hogy amikor 2007-ben elkezdett ezzel 
foglalkozni, annak mi volt az oka. Felülről jött nyomás volt, minisztertől vagy alulról, a 
nyílt levél, vagy személyes motivációi voltak, vagy honnan indult az egész?  
HÁ: Én voltam a miniszter.  
RHZS: Azt tudom… JA, jézusom, hogy a fölülről!… elnézést kérek.  
HÁ: Ez abszolút saját kezdeményezés volt. Talán volt valamilyen megkeresésünk is, 
de arra nem emlékszem. Folyamatosan állt már a botrány a Geréb Ágiék körül. És 
azt éreztem, éreztük a kollégákkal, hogy ez egy nagyon fontos történet, ami mellé 
oda kell, oda kellene állni. Tehát ennyi volt összesen. Sőt, azt gondolom, hogy maga 
a kezdeményezésünk, az azért látszott, hogy nagyon megküzdöttünk, mire…  - talán 
valamilyen szabályozást még így is csináltunk, de nagyon megküzdöttünk érte. 
Tehát azt mondanám, hogy nem ez volt a politikai prioritása a magyar 
nagypolitikának. Az egészségpolitikának fontos volt, de rajtunk kívül senkinek. 
 
RHZS: De ellenszél, az akkor volt? Hogyha ez ennyire küzdős volt?  
HÁ: Nem. Nem volt effektív ellenszél. Arról szólt a történet, hogy mi vagy meg tudunk 
állapodni az érdekeltekkel, akkor lesz szabályozás, ha viszont nem, akkor senki nem 
fogja erőltetni. 
 
RHZS: És azt megkérdezhetem, hogy az érdekeltek közül kik voltak, akik ebben 
részt vettek? A civil társadalom részéről kik, vagy a szakmai kollégium részéről kik?  
HÁ: Nem emlékszem pontosan. Voltak dúlák, akik jelen voltak, azt hiszem, voltak a 
TASZ-tól, meg még egy társaságtól, a szülészeti szakkollégium, Egészségügyi 
Szakképzési és Továbbképzési Intézet… plusz a tárca. A nagy tárgyalóban tartottuk 
az egyeztetéseket.  
 
RHZS: És amennyire olvastam, akkor az alapötlet még azt is tartalmazta, hogy TB-
támogatottá tegyék az otthonszülést.  
HÁ: Persze. Persze, ez nem volt kérdéses. Azt gondolom, hogy mindenképpen. Ha 
az egyenlő hozzáférésben valóban hiszünk, és valóban hiszünk abban, hogy a 
jogosultság alapján mindenki jogosult ugyanarra, akkor azt gondolom, hogy  nem 
kérdés, hogy ennek tb-alapon kell járnia. Ennek automatizmusnak kell lennie. Pláne 
úgy, hogy a szülés az ki is van véve a TVK-ból. Nekem, am nagyon nagy problémát 
okozott, az a születésházaknak a kérdése. Mert ugye Magyarország nagyon 
sikeresen megszüntette a szülőotthonokat. A szülőotthon egy olyan intézmény, ahol 
gyerekek születnek. Ami így persze nagyon jól hangzik, hogy ez mennyire szép és 
mennyire klassz dolog is lehet, ugyanakkor viszont pont azért, merthogy nem tud 
teljeskörű ellátást nyújtani és nem tudja megadni azt a biztonságot, amit egy 
kórháznak nevezett valaminek tudnia kell, pl. nincs minden szakma lefedve, ezért azt 
gondolom, hogy a bezárás egy nagyon jó gondolat volt. És a születésházzal ugyanez 
volt a bajunk, mert ha intézményesül a szülés, az mégis egyfajta medikalizáció, még 
ha nem is beszélünk róla, viszont nincs meg a teljes biztonság.  
 
RHZS: És az, hogy ennek a skálának a közepén van valami, az nem tűnt egy akkora 
jó ötletnek?  



Att3.2 Interview with former Minister Ágnes Horváth, 2016-05-05.  

	 2	

HÁ: Most sem t! nik jó ötletnek. Azt gondolom, hogy a következ"  a helyzet. Ha 
belegondolok a másik oldalba, az otthonszülést választóéba, akkor "  vagy választja 
a saját otthonát, tisztában lévén annak valamennyi kockázatával, el" nyével és 
hátrányával. Ugyanakkor azt gondolom, hogy ha "  egy intézményt választ, akkor az 
"  kockázat-érzékelése jelent" sen csökken.  
 
RHZS: Lehet, hogy nem esne le neki, hogy ez nem az az intézmény, amire "  
gondol?  
HÁ: Én azt gondolom, hogy nem. A születésháznál mi is kifejezetten azt pártoltuk, és 
azt elképzelhet" nek tartom, hogy vagy akár egy kórház területén alakuljon ki egy 
külön részleg, vagy legyen tiszta otthonszülés. Mikor teljesen tiszták a szabályok, ki 
megy be, hol jön be, ki az ügyeletes. De az nem, hogy bevonulunk egy külön 
intézménybe, ahol ezeket nem tudják garantálni. És ha már intézmény, hogy ez 
világos legyen: ha otthon, akkor én abba nem szólhatok bele, hogy ki, hogy takarít, 
hogy milyen ágya van, stb. Ugyanakkor, ha egészségügyi ellátó, akkor 
kutyakötelességünk szabályozni, hogy milyen fert" tlenít" szereket használ, hogyan 
tisztít, milyen a fal, milyen a padló, milyen az ágy, milyen anyagból van, mikor lett 
letisztítva, honnan veszi a leped" t, mikor cseréli, tehát egy csomó olyan dolgot, ami, 
azt gondolom, hogy abszolút alapkövetelmény az egészségügyben. Ezért mondom 
azt, hogy ha még nem is szeretjük elismerni, hogy születésház szabályozás nélkül, 
na olyan nem létezhet. Az teljesen elfogadhatatlan. Merthogy egészségügyi 
intézmény lett, és azt gondolom, hogy az államnak arra kell tudni egyfajta garanciát 
adnia, hogy azoknak a higiénés és egyéb körülményeknek, orvosszakmai 
követelményeknek megfelel, amit a bejöv" k elvárnak. Ez egy nagyon nagy vita volt, 
erre emlékszem.  
 
RHZS: Azon gondolkodtam, hogy#  az én szakdolgozatomnak nem az otthonszülés 
a témája, hanem a korai köt" dés, de azt láttam a folyamat során, hogy 
Magyarországon ezt a témát nem tudom kihagyni, nem tudok nem kitérni az 
otthonszülésre. Szóval, a jelenlegi szakmai protokollokban kevés szó esik arról, amit 
a WHO már nagyon régóta ajánl, hogy a korai köt" désnek nemcsak féléves korban 
lehet elkezd" dnie, hanem már sokkal korábban. Akár már az aranyórával, ami 
konkrétan a szülés utáni id" szak. És erre akartam rákérdezni, hogy ennek az egész 
köt" dés témának, a köt" dés pszichológiai hátterének volt-e hatása, vagy szerepe a 
szabályozásban. Ezt tekintetbe vették? Mit gondoltak err" l?  
HÁ: Hogy " szinte legyek, szerintem ezt abszolút nem vettük tekintetbe, mert ez a 
történet sokkal inkább arról szólt, hogy egy totál szürke-fekete zónát szabályozzunk. 
Ugyanakkor, azt hiszem, hogy jópár kórház megindult, vagy eljutott erre, - vagy nem 
is kórház, azt mondanám, hogy jópár, vagy rengeteg szülészeti osztályon dolgozó 
szakember eljutott eddig a felismerésig. Ugyanakkor azt is tudom, ami számomra 
egy sokk volt, hogy bizony még 2007-2008-ban létezett olyan szül" szoba, ahol volt 
hat szül" ágy betéve, ami hihetetlenül borzalmasan nézett ki.  
 
RHZS: Egy szülészeti osztályon hat szül" ágy egymás mellett?  
HÁ: Lehet, hogy csak négy, teljesen mindegy. De az volt a vicc az egészben, hogy 
úgfy emlékszem, nem volt napi egy szülésük sem. De én mondjuk sokkot kaptam, 
amikor megláttam.  
 
RHZS: Az intimitás hiányától, vagy mit" l?  
HÁ: Abszolút. Az egy vicc. De, mondom, mindeközben ezt úgy, hogy amikor 
rákérdeztem, hogy hány szülés van, akkor megnyugtattak, hogy kétnaponta egy van. 
De mégis, iszonyatos volt.  
 
RHZS: De hát akkor végül is, ha kétnaponta egy szülésük van, akkor nem az 
intimitás hiánya a fájó vagy a nehéz, hanem a kihasználatlanság?  
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Hç: A kihaszn‡latlans‡g! , de azŽrt ahhoz l‡tni kellett volna azt az intŽzmŽnyt Žs 
akkor ut‡na beszŽlgethetnŽnk arr—l, hogy kinek a szempontj‡b—l nŽzzŸk. ƒn ott azt 
gondoltam, hogy jobban Žrdekel a beteg szempontja. Nagyon hat‡rozottan 
mondhatom, hogy az intimit‡s hi‡nya volt a felt" n#. Egy ilyen ãdiszkrŽt hod‡lybanÓ 
szŸlni, azt gondolom, rŽm‡lom lehet. Ahol elugrabugr‡l egy ember az ember kšrŸl, 
de mŽg akkor is teljesen Ÿres minden. Borzalmas volt.  
 
RHZS: MŽg azt szerettem volna kŽrdezni, hogy a Maga tapasztalata milyen a 
szakmai protokollokal kapcsolatban - ak‡r miniszterkŽnt, ak‡r orvoskŽnt. Teh‡t ha a 
jogi h‡ttŽr m‡r tiszt‡zva van, Žs kiadnak egy-egy œj szakmai protokollt, az milyen 
gyorsan vagy mennyire megy le egy‡ltal‡n a gyakorlatba, a k—rh‡zi gyakorlatba?  
Hç: Ez azŽrt nehŽz kŽrdŽs, mert szakmai ir‡nyelvek tudnak kiad‡sra kerŸlni 
kšzpontilag. Az egŽszsŽgŸgyi miniszter szakmai ir‡nyelvet adhat ki. A szakmai 
ir‡nyelvet a KollŽgiumok - most m‡r Tagozatnak h’vj‡k #ket ÐkŽsz’tik el, teh‡t ha 
valamelyik Tagozat alkot valamit, azt kell elfogadnia a MinisztŽriumnak, majd azt‡n 
tud megjelenni szakmai ir‡nyelvkŽnt. A szakmai ir‡nyelv egy gener‡lklauzulra, teh‡t 
œgy kŽne, hogy ‡tmenjen a gyakorlatba, hogy a k—rh‡z szintjŽn megjelenik az adott 
intŽzmŽnyell‡t‡si protokolljaiban. Ezt nem tudom, hogy mennyire gyors a gy—gy’t— 
munk‡ban, mert nem vagyok benne.  
 
RHZS: Amikor nŽh‡ny emberrel beszŽltem az Žrintettek kšzŸl, azt szokt‡k mondani, 
hogy nem mindig jellemz#. Hogy igaz‡b—l a szok‡sjog, ami nagyon sok helyen van, 
Žs mŽg akkor is, ha minisztŽriumi vagy ak‡rmilyen ir‡nyelvek vannak, igaz‡b—l az 
lesz a fontos, amit az oszt‡lyvezet# f#orvos gondol, Žppen abban a k—rh‡zban.  
Hç: Ebben el kell, hogy mondjam, Žn is egyetŽrtek. Nem vŽletlenŸl mondtam azt, 
hogy rengeteg orvosnak megvolt a j— sz‡ndŽka, az akarata, Žs hajland—ak voltak 
v‡ltoztatni, de azt‡n volt az a k—rh‡z pŽld‡ul, amit mondtam, ahol nyugodtan ‡t 
lehetett volna alak’tani azt a szŸl#szob‡t egy emberre Žs akkor val—sz’n" leg nem 
200 szŸlŽsŸk lett volna egy Žvben, hanem 400. RemŽlem az—ta be is z‡rt‡k #ket.  
 
RHZS: Hogyha szŸl#otthon volt, akkor biztos.  
Hç: Nem, nem otthon volt. SzŸl#otthonok akkor m‡r nem voltak Magyarorsz‡gon. A 
szŸl#otthonok megsz" ntek mŽg a 90-es Žvekben. Az annyira rŽgen megsz" nt.  
 
RHZS: Ez nem annyira otthonszŸlŽs, de mŽg a bababar‡t k—rh‡zakr—l szerettem 
volna kŽrdezni. Gondolom, hogy r‡l‡tott valamennyire, de nem tudom, mennyire volt 
hangsœlyos, hogy akkor m‡r b#ven voltak bababar‡t k—rh‡zaink. Ugye a korai 
kšt#dŽst #k nagyon pr—b‡lj‡k t‡mogatni. …n erre a folyamatra, hogy egyre tšbb 
bababar‡t k—rh‡z lesz Magyarorsz‡gon, hogy l‡tott r‡, el# tudta seg’teni? Vagy nem 
volt kiemelt szempont?  
Hç: Erre sehogy. Amit mi elkezdtŸnk, az a korai kšt#dŽs el#tti rŽsz: mi a 
terhesgondoz‡st szerettŸnk volna œjraszab‡lyozni, a terhes kiskšnyvvel, mindennel, 
de arra m‡r nem maradt id#nk, b‡r tal‡n el#kŽsz’tettŸnk valamit. Ott a terhessŽg 
teljes id#szaka alatt a tœlmedikaliz‡lts‡got szerettŸk volna megszŸntetni, mert azt 
gondolom, hogy ez elŽg abszurd, itt Magyarorsz‡gon.  
 
RHZS: Hogy tœlmedikaliz‡lt a terhesgondoz‡s? 
Hç: Abszolœt.  
RHZS: ƒs ki akartak volna venni bel#le rŽszeket, vagy pedig az egŽsznek a! ?  
Hç: Ez azt‡n megjelent sokkal kŽs#bb, de mi is szerettŸk volna szab‡lyozni, olyan 
nagyon Žpesz" re, hogy mennyi legyen a kštelez# vizsg‡lat. Mert azt elŽggŽ 
abszurdnak tartom, hogy itt hetente kŽthetente ultrahangoznak, Žs kŸlšnšsen kŽs#i 
terheseket, ahol azt gondolom, hogy nem kŽne. Egy‡ltal‡n nem kŽne. KivŽve azt 
persze, ahol orvosszakmailag indokolt, de azt gondolom, hogy az megsz‡molhat— 
sz‡zalŽk, hogy mennyi.  
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RHZS: ƒs akkor hozz‡nyœltak, elkezdtek vele foglalkozni!   
Hç: ElkezdtŸnk rajta dolgozni, de ennek m‡r nem emlŽkszem, mi lett a st‡tusza. 
Lehet, hogy ki is adtunk valami m—dos’t‡st, de nem emlŽkszem Ð nagyon nagyon 
sok jogszab‡lyt csin‡ltunk.  
RHZS: ! gondolom, hogy sokat (nevetek)!  nem elv‡r‡s (hogy emlŽkezzen).  
 
RHZS: Akkor. BeszŽltŸnk az otthonszŸlŽsr" l, a bababar‡t k—rh‡zakr—l, a szakmai 
protokollokr—l. Ez az a h‡rom terŸlet, amit szerettem volna Žrinteni. Nem akarom 
rabolni az idejŽt, œgyhogy ink‡bb ‡ltal‡ban megkŽrdezem, hogy van valami, amit 
mŽg ezekben a tŽm‡kban fontosnak gondol megeml’teni, amit tudok haszn‡lni 
esetleg?  
Hç: Amit Žn nagyon fontosnak tartanŽk, amit mondtam, hogy Magyarorsz‡gon a 
teljes terhessŽgi, v‡rand—ss‡gi peri—dus jelent" sen tœl van medikaliz‡lva. ƒs  azt 
gondolom, hogy ez er" sen kšt" dik ahhoz, amit az intŽzmŽnyeknŽl mondott, hogy 
egy-egy orvos hat‡rozza meg az intŽzmŽnynŽl, hogy milyen lesz a st’lus, a tisztas‡g, 
a m#faj, az ak‡rmi!  Itt azt ne felejtsŸk el, hogy a szŸlŽsz-n" gy—gy‡szok nagyon 
vastagon Žrdekeltek abban, hogy minŽl tšbbszšr visszaj‡rjon az a szerencsŽtlen n"  
a kilenc h—nap alatt a magzat‡val. ƒs ez teljesen abszurd. Ez hihetetlen, hogy ez ’gy 
maradt Magyarorsz‡gon. Mikšzben l‡tjuk azt, hogy a szomszŽdainkban, pl. 
Csehorsz‡gban teljesen norm‡lis az, hogy valaki vŽgzi a v‡rand—sgondoz‡st sim‡n, 
szakrendel" ben, majd a n" k egy k—rh‡zat v‡lasztanak, bemennek Žs szŸlnek, akinŽl 
szŸlnek. Azt hiszem, hogy n‡lunk a komplett n" gy—gy‡szat tœl van misztifik‡lva, Žs 
ez r‡nyomja a bŽlyegŽt arra is, hogy azt‡n milyen lett a k—rh‡zi ell‡t‡s. Viszont 
ennek egyetlen el" nye van, hogy mivel a n" k kšzštt megindult egy verseny, hogy a 
j—nak hitt orvosokhoz jussanak, ezŽrt azt gondolom, hogy abszurd m—don a 
legnagyobb v‡ltoz‡st a bababar‡ts‡g ir‡ny‡ba pont a szŸl"  n" k v‡ltott‡k ki. Mert 
ugye a k—rh‡z azzal tud vonzani, Žs bevŽtelhez jutni, ha szŽp, ha proccos, ha 
labd‡s, k‡das, rooming-in, meg hasonl—k, Žs ez az egy, ami a j— ‡ga. De azt 
gondolom, hogy ezt a nagyon er" s orvos-kšt" dŽst kŽne mŽg egy kicsit lev‡gni a 
tšrtŽnetr" l. Ez nagyon-nagyon sokat seg’tene, mindenkin. Meg tal‡n oldan‡ azt a 
rengeteg szorong‡st, ami a szŸlŽs kšrŸl jelentkezik.  
 
RHZS: Igen. Meg akkor gondolom, hogy a korrupci—nak, vagy h‡t a h‡lapŽnzes 
Ÿgynek!   
Hç: Azt korrupci—nak h’vjuk, ne szŽp’tsŸk, egyetŽrtek, azt nem szeretem Žn se. Ne 
szŽp’tsŸk. Az vastagon korrupci—. Igen, azt is megtšrnŽ, mert tŽnyleg teljesen bizarr: 
olyanŽrt fizettetnek, ami, azt gondolom, j— esŽllyel meg szokott mag‡t—l is tšrtŽnni.  
 
RHZS: Azt nem tudom, hogy a Corvinus Egyetem EgŽszsŽgŸgyi Kšzgazdas‡gtan 
TanszŽkŽvel tartja-e a kapcsolatot, de " k most pont egy a szŸletŽs kšrŸli 
h‡lapŽnzzel kapcsolatos nagyobb kutat‡st csin‡lnak, Žs egyel" re a kutat‡si 
eredmŽnyeik azt mutatj‡k, hogy minŽl magasabb a h‡lapŽnz, ann‡l tšbb a 
beavatkoz‡s, teh‡t hogy ez egy teljesen egyŽrtelm# korrel‡ci—. Ann‡l tšbb 
beavatkoz‡st fog az orvos kezdemŽnyezni.  
Hç: Igen. Erre mondtam azt, hogy ha fizet" kŽpes a p‡ciens, akkor a szakmai 
aj‡nl‡sban el" ’rttal szemben, meg amit el" ’r a v‡rand—skšnyv, akkor azzal szemben 
jšn el" szšr a kŽtheti ultrahang, majd a heti ultrahang. Beindul egy abszolœt 
medikaliz‡ci—s folyamat, ami borzalmas. Amit" l hirtelenjŽben a szŸlŽs egy 
elkŽpeszt"  egŽszsŽgŸgyi kih’v‡ss‡ v‡lik. Mikšzben azt gondolom, hogy nem kŽne 
annak lennie. Teljesen abszurd az, hogy mi azt gondoljuk, hogy az az egy 
n" gy—gy‡sz lesz kŽpes kšzrem#kšdni abban, hogy megszŸlessen egy gyerek, aki 
m‡r hat ultrahangot vŽgigcsin‡lt Žs hatszor megnŽzte, hogy minden rendben van-e. 
ƒs val—sz’n#leg a hatszor sem kellett volna, pont elŽg lett volna, ha nŽzi, ah‡nyszor 
nŽzi. Ebben abszolœt egyetŽrtek. ƒs azt gondolom, hogy horror šsszeg# pŽnzekr" l 
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beszŽlŸnk. ƒs mŽg egy dolog amir! l nem beszŽltŸnk: mindenki csak arr—l beszŽl, 
hogy a szŸlŽskor a h‡lapŽnz. ƒn ugyanilyen zsarol‡si pŽnznek tekintem a 
vizsg‡latokŽrt kŽrt pŽnzt, mert mindennel egyŸtt ’gy egy szŸlŽs sim‡n elŽrheti 200 
000 Ft-ot,.  
 
RHZS: Akkor viszont mŽg 1 percet engedjen meg, mert ez is igaz‡b—l fontos lenne,  
b‡r nem hiszem, hogy ez miniszteri hat‡skšr volt, vagy, nem tudom, hogy m" kšdik 
ez val—j‡ban. Az OEP t‡mogat‡s ‡ll’t—lag Ð b‡r ezt mŽg nem tudtam t! lŸk 
megkŽrdezni Ð de amennyire tudom, v‡rand—sgondoz‡si feladatokra borzalmasan 
alacsony. ƒs ezŽrt ugye az orvosok is Žrdekeltek abban, hogy a v‡rand—sok, amikor 
elmennek hozz‡juk, akkor mindenfŽle m‡s vizsg‡latot is csin‡ljanak. Sz—val a 
kŽrdŽs, hogy az OEP t‡mogat‡s v‡ltoz‡s‡t ki tudja megind’tani, ki tudja javasolni? 
Hç: Az miniszteri hat‡skšr, de csak a kšltsŽgvetŽsi forr‡sok erejŽig, Žs szŸksŽges 
hozz‡ a pŽnzŸgyminiszter egyetŽrtŽse. Ha nincs kšltsŽgvetŽsi forr‡s, akkor ugyan a 
miniszter dšnthet elmŽletileg, de gyakorlatilag, ha nincs pŽnze, akkor az egy ilyen 
nagyon ÒszŽpÓ dšntŽs. ƒs ez viszont ’gy nem igaz , amit mond, mert szab‡lyozva 
van, hogy mit kell vŽgezni. Ha azt mondja, hogy kevŽs a j‡r—betegben a 
finansz’roz‡s, arra azt kell mondjam, hogy tŽnyleg igaz, de ez nem k—rh‡zi Žrdekr! l 
sz—l, hogy mit csin‡lunk tšbbet, nem. Mert mindenki a mag‡npraxis‡ba viszi.  
RHZS: ƒrtem.   
Hç: Ez tipikus. Tšmve van Budapest, de nemcsak Budapest, hanem a vidŽk is 
lak‡srendel! kkel, ahol hŽtf! n A, kedden B, szerd‡n C, csŸtšrtškšn megint A, azt‡n 
pŽnteken ak‡rki rendel, Žs oda viszik ‡t. Mert ugye egy darab ultrahanggal meg lehet 
oldani a problŽm‡kat. Egy ultrahang, egy n! gy—gy‡szati szŽk, Žs az m‡r nem egy 
olyan horror nagy šsszeg.  
 
RHZS: Ja, Žs akkor az orvos Žrdekelt lesz abban, hogy kivegye az ‡llami 
rendszerb! l a p‡cienst. 
Hç: Persze, pont ebben Žrdekelt, hogy kivegye. S! t, az a legpraktikusabb, ha egy 
kicsit itt is, egy kicsit ott is. #  kifejezetten abban Žrdekelt, hogy kv‡zi tœlkezelje vagy 
tœlvizsg‡lja a v‡rand—st.  
 
RHZS: Ezt az inform‡ci—t kŸlšn kšszšnšm, mert eddig mŽg nem jutottam el, hogy 
miniszteri hat‡skšr az OEP t‡mogat‡snak a v‡ltoztat‡sa. 
Hç: Igen, de csak a kšltsŽgvetŽsi forr‡s erejŽig. Pontosabban a miniszter csak 
el! terjeszt. A szab‡lyoz‡st a  43/1999 korm‡nyrendelet tartalmazza. MinisztŽrium 
terjeszti el! , de korm‡ny hagyja j—v‡, merthogy kšltsŽgvetŽst Žrint.  
 
RHZS: ƒs akkor, gondolom, az OEP t‡mogat‡st elvi szinten meg lehet v‡ltoztatni 
œgy, hogy ‡tir‡ny’tok bizonyos forr‡sokat innen oda $  - de gondolom ez annyira 
nem Žletszer" ?  
Hç: H‡t sajnos ez nagyon nem Žletszer" . Nagyon nem. Annyira kisz‡m’tott az OEP 
forr‡s, hogy ott egyszer" en nem nagyon van j‡tŽktŽr. Nagyon-nagyon kevŽs.  
 
RHZS: Nagyon kšszšnšm a seg’tsŽgŽt! Jelentkezni fogok, de val—sz’n" leg csak a 
ny‡r vŽgŽn$  MŽg azt akkor elmondan‡m, hogy h‡rom hete jelent meg Vincze 
Felici‡nak egy cikke az otthonszŸlŽsr! l Ð de akkor ez Mag‡nak is valamennyire 
szellemi gyermeke, b‡r nem tudom mennyire Žrzi mag‡Žnak ezt az egŽsz 
otthonszŸlŽst, - de hogy az els!  tudom‡nyos cikk, az Orvosi Hetilapban, Žs az 
šsszes statisztika arr—l, hogy mi—ta megjelent a rendelet, az—ta mi van 
Magyarorsz‡gon az otthonszŸlŽsnŽl. Sz’vesen ‡tkŸldšm, ez egy nagyon j— cikk. 
Hç: E zt kšszšnšm szŽpen, erre tŽnyleg k’v‡ncsi vagyok. Azt mŽg egyszer 
elmondan‡m, hogy Žn a magam rŽszŽr! l abszolœt otthonszŸlŽsben Òp‡rtiÓ, 
szŸletŽsh‡zban Ònem-p‡rtiÓ vagyok. Mert ha m‡r intŽzmŽnyesŸlt, akkor m‡r abban 



Att3.2 Interview with former Minister çgnes Horv‡th, 2016-05-05.  

! " !

hiszek, hogy szab‡lyozni kutyakštelessŽge az ‡llamnak. Ezekben voltak tŽnyleg a 
legnagyobb vit‡k.  
RHZS: ƒrtem. Remek.  
Hç: Igen, remek volt. Egy szŽp id! szak volt.  
RHZS: Igen, sok minden tšrtŽnt, ahhoz kŽpest, hogy csak egy Žv volt"   
Hç: Igen. Igen, nagyon sok.  
RHZS: Kšszšnšm a seg’tsŽgŽt mŽg egyszer.  
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Dr. Horv‡th Ildik—,   
Orvos, tŸd! gy—gy‡sz, egyetemi tan‡r, az Orsz‡gos Kor‡nyi Tbc Žs Pulmonol—giai 
IntŽzet stratŽgiai igazgat—ja  
 
Dr. Ildik— Horv‡th, MD, pulmonologist, professor, Strategic Director of the 
National Koranyi TB and Pulmonology Institute.  
May 4, 2016.  
Interviewer: HZS, Zsuzsanna Horv‡th 
Length: 23:28 
 
 
HZS: So, a part of my thesis would be about!  I would like to write a short part about 
home birth,  how it got legal in Hungary.  I conducted an interview with Ms. ƒkes, she 
recommended that I would talk to you, because you worked in the Ministry in 2010, 
and you had a role in the home birth law.  
 
HI: Yes, indeed. When I went to the Ministry, it was the end of 2010, and my first 
mandate was that I should fix it. This was what my State Secretary told me. So I said: 
yes, great!  How? What? On the one hand, I had friends who did home birth, and 
who did it in a planned manner, and who knew about it, to ask for help in this process 
-  it is something, nobody could come there, other than being a friend, - let us put it in 
that way - , to have a friend in your home that is fine, if you give birth. To give birth Ð 
you can give birth where you want, that is free, that is legal, however, to provide 
professional help, to provide health care under this situation, that is not legal. So it 
took me a time to understand the situation legally, what the law allows, and what the 
law tells us, but basically it was very simple. I mean, you can give birth where you 
want, you can ask for help who you want from, however, if somebody wants to 
provide health care for home birth, that is not legally possible in Hungary Ð that was 
the situation that time. And it was easy to understand. However, what was rather 
difficult it was that it was a very hard and bitter situation at that time. And the problem 
there was that there were already people, of course who helped in this situation and 
who did provide health care in these situations, and when things went wrong, that 
made it a very very difficult thing, it made it to the Court. That was the situation on 
the one hand that the society gave mandate to the Court to have decisions and get a 
ruling.  
 
There was a civil movement at the same time, of course, against it.  
And the civil movement had a lot of support not inside the country, but also had a lot 
of support outside the country. I had I think very simple approach, I wanted to see the 
views more, I do not like to have war because then a lot of energy goes to the fight, 
to kill the other party, and not to come something with a conclusion which could be 
doable and which could result in a law that will provide a safe Ð and legally safe Ð 
situation for everybody who wants to be inside this situation.  So it should be legal to 
ask for health care for home births. And those who take this responsibility that tell 
about themselves that they do provide that, they should give it in a safe manner. To 
ensure that, that was a lot of discussion, so, I think what I did in this job it was 
nothing else than what I liked to do: to talk and talk and talk again. And to talk with 
different people, see different opinions, and try to make platforms that talking about 
the difficulty here and there it is free. So there is no judgement at the time when we 
discussed who and why believed this is important.  
One thing that I was committed to was that ÒI will create thisÓ. I will fully participate in 
this process and I will facilitate these discussions to enable me to tell my lawyers in 
the team that O.K. you write this and that sentence, and if this and that sentence is 
written there it make it possbile.  
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To make it in that manner that the politicians around us Ð so all those, the State 
Secretary, the Minister, the Parliament and whoever has a mandate in this kind of 
rules, - they should say Òokay, we do itÓ. So we do not obstruct the process, but we 
want to do it. And that worked. There was a lot of people, very exciting, very open 
people, great professionals, here and there, both sides, people who are hospital 
doctors with great knowledge, great aspirations, helping ladies, thousands, to give 
birth. They are very experienced. They are very experience in their expectation by 
what the people tell them (?). If somebody tells them ÒI want to have my baby at that 
timeÓ what and how to handle that. Whether to go with it, - whether it comes to a 
situation that nobody really wants, but it has never been discussed well. And I found 
a lot of great people on the part of the home birth. Very enthusiastic, believing in it. 
Knowing very well the legal situation, the legal situation in other countries, the risks, 
and so on. So, it took time and attention.  
 
(5:54)  
HZS: Could you tell me a little bit more details about  how much time it needed. Was 
it an ongoing process for half a year, one year? Was it only two meetings, or 15 or 
50?  
 
HI: Honestly I have no idea. It was six years ago. (we both laugh) And it wasnÕt the 
only process. We handled quite many issues, it was very similar in the way that you 
had discussions!  How many, I didnÕt count.  There were meetings, there were email 
exchanges, there was a lot of exchange in different meetings which is the official 
meetings, ministerial work,  but what we came to a conclusion with that it was 
needed to take this to the ministerial meetings, but you donÕt count them really. There 
were a few ministerial meetings. Probably between 10 and 15. And there was time 
when there were people were working in their room, creating the law and typing it, 
thinking about it, whether this wording or that wording.  And there was a lot of 
interchange, we send out, etc. Before this, in the process, - and you know, it is a 
ÒmustÓ process, it is a law planned, so it needs to be open for the public for a certain 
amount of time.  Then if the public comments on it, you redo it. If you do not want to, 
you do not redo it, but then you know the risk.  Then it goes to the ministerial different 
levels and signatures will come, and then it is going to be published. So the whole 
process which is very final process bringing a law into life. That takes half a year or a 
few months at least. I donÕt remember when it became real law, in print.  
 
HZS: The beginning of 2011!   
 
HI:  Yes, it was the beginning, it was springtime.  
 
HZS: Someone told me how quick it was compared to some other law that needed 
more time.  
 
HI: We always feel that this is a momentum.  It is an either-or. If you carry on, and if 
you do it with enthusiasm, you probably able to do it. If not, it will dismantle.  (8:12)  
 
HZS: I have two more questions I would like to specifically ask. One of them is about 
the previous Minister Ð Agnes Horvath, in 2007 she already started the negotiations. 
The question is Ð because she belonged to the other government, and you belonged 
to the new one Ð whether there was anything that you could use of those materials.  
 
HI: I had people in my team at my department who worked at that time, when that 
government was ruling. So they did have the knowledge, the how-to-do, and they 
have the knowledge about the people participating, so about the professionals. 
Professionals donÕt change from government to government, thatÕs one thing. And at 
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a certain level of the Ministry, it is - professionals. Professionals, public 
administrators it is not like ÒrightÓ and ÒleftÓ. They are the musicians who should play 
this or that. The politicians are to set up what is ÒthisÓ and what is ÒthatÓ,  but the 
musician, if heÕs a great musician, he can play it all. So thatÕs how I was told.  And 
even in my level as the department head, at this time it changed when the 
government changed, but it normally does not change with the government. It has 
policies, of course very sensitive to the political ruling, but the message really was 
that there was a lot of usable things. It was a health issue, a healthcare issue, where 
you can find an agreement a lot more times probably, than not. (10:00)  
And the discussion. It wasnÕt about being left wing or right wing politicians here and 
there, it was a lot more about to have something that was a civil movement, a civil 
right, try to change it according to this, and try to fix it intra-level, so people can live 
with it.  
 
HZS: The other question is,  at that time the court case was going on, the 
Ternovszky vs Hungary. Could you tell me something about it, how it influenced the 
process. Or, whether it influenced the process? Or, would it have been done 
anyway?  
 
HI: It is hard to say. Because you do it at that time, and you know you need to do it, 
and you donÕt really question what you would do if this situation would not be. So, I 
have no idea, Òwhat would have been, ifÓ. And I donÕt really like to play with that, 
because you cannot turn this back. Whether it had an effect, or not!  I did go 
international meetings when it was a topic.  And I did get bitter, when comments 
came which were not either true or not either right as a criticism. So there was of 
course a very negative criticism against the Hungarian government at that time 
regarding this issue. Which, at that time, I was part of it,  I was part of the public 
administration. At the same time I knew that I do my best, and I do it after my working 
hours, overtime, having my four children at home, so and so, so I do it as a plus, I do 
not do it as a minimal effort, ÒletÕs get it done, and it is overÓ. ÒWe had something we 
prepared so just letÕs finish it and thatÕs itÓ. You can make a law like that. The 
question to me was whether we can live it in the everyday work. So for those who are 
working with the situation, are they more or less satisfied with it? And I 
communicated with them. So we knew what we do. And I knew that I personally 
suffer for it to get it right, and then, at the same time getting a very harsh criticism. I 
was not happy at all, I was not happy at all with that. But what you can do, when this 
is the issue that you want to help to fix, and these are people who are handling some 
situation, with some reasoning and do it with their reasons. So you try your best not 
to allow this to interfere in a way with your best belief would be distracted. That was 
my approach, my very personal approach. I did not like the situation, I knew that it is 
not a matter of liking or disliking, it is part of the situation and thatÕs it.  
 
HZS: Two more questions, quickly, not to go over time!  In Hungary there is the 
SZNSZK, who is basically responsible for all the protocols regarding birth situations, 
and so, you needed to cooperate with them. My question is, what role they had in 
this process.  
 
HI: They were open, and a lot. Open, and a lot. The structure is that there are three 
people at the ÒtagozatÓ, whatever the English for it is, (in Hungarian): and then there 
is a chamber, or not a chamber, the Council. So there are three people at the 
Tagozat, and then comes the Council and the Council has a leader, it has 10-12 
people from every field. And the Council has a development team, in case it wants to 
work on a guideline, regarding some topic. The Guideline is always understood as 
something to guide the process, but not necessarely a step-by-step manner. And 
therefore there are a lot of discussions already about how the guidelines are 
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implemented, and normally, overall in the world, something like 37% is the percent of 
how many doctors follow the guidelines. (14:23)  
 
HZS: 37?  
 
HI: Yes, because it is a very general guideline. And there are big studies, not 
Hungarian studies. It shows two things, I think: one, that the guidelines do not cover 
the whole, properly; and the other thing is that the doctors do not bother with the 
guidelines. We could be happy about it, we could criticise it, anyhow, but this is the 
penetration of the guidelines. We can work on it to follow it more, and so on. Anyhow. 
These doctors played a great role, because Ð to me it seemed to be completely 
impossible Ð to have a role against them. And there was no point to do this kind of 
ruling, because this is a situation of life and death, I think.  
So, to give birth in a safe situation, you cannot guarantee it for everybody when it is 
home birth. Because there are difficult situations when people have to be transported 
to the hospital and the hospital must help. And to have a contradictory situation in 
this, that was not allowed at all. I mean, that should not have been taken by any of us 
who participated in our team. So the work and the job really was to agree, at least to 
certain extent, in something that both parties believed that this is safe. And the Court 
issue was all about the cases which turned out to be a bad situation for the baby, or 
for the mom.  
 
HZS: ! but here by the ÒCourt caseÓ you do not mean the Ternovszky, but the GerŽb 
çgnes, right?  
 
HI. Yes. So, those cases which were loudly cited by many, always tried to make a 
point to assess the risk. Because this is how we live. If you walk through a road, and 
you may know if it is a red light, or green light, or whatever, but you better look right 
and left and see, okay, now I cross it. And there is a risk of things. To agree in this 
risk, which is, you know what are the professional guidance. If there is a good 
likelihood of a happy birthing situation at home, therefore it is possible. It will protect 
the midwife who is there, and it will protect the baby and the mother at the same 
time. So that will guarantee life. And if this situation is very well linked with the 
processes in the hospital, and if the care for the baby, the neonatal baby care is 
taken into account well, that guarantees that the whole healthcare is provided in a 
manner that we could be proud of. (17:07)  
So we did have a lot of discussions with the doctors, of course, what they were 
worried about, what type of bad stories they know, what type of good stories. We 
went together to Feldman, and we looked how Austria practices this kind of safety. 
And it is legal in Austria, but they do not promote it too much. They say that do it in 
this manner, but in the hospital. And they showed that this is the operational theatre 
where we can bring the ladies in 5 minutes, into it. Just to guarantee that if 
something went wrong, then you can provide help immediately. That was a very 
good example.  
 
HZS: So it was a field trip to Austria.  
 
HI. Yes. And they told, basically, it is free to give birth at home in Austria in a planned 
manner but they do not promote it, because of the risk associated with. And if you 
jump out from a helicopter it is either you have the parachute or you do not have the 
parachute. So if you know that this is the parachute, why would you jump without it. 
And it was Ð to me Ð a surprise to hear it in an institution which is known for 
supporting home birth so much.  
 
HZS: !  and they take it as a ÒparachuteÓ, metaphor.  
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HI: But at the same time, I lived in the UK and I know that a GP can be called to the 
birthing mother and I did know GP-s who did not like it too much, at all. It is your risk, 
because it is always something that everybody remembers if it goes wrong. So they 
were not too happy that as a public part of their job, in the package, they had to be 
the ones who go out. And I did know very good friends from the Netherlands who 
were doctors, so I had a round. With friends, and everybody, how they feel, and what 
is the value and what is the limitation of the whole thing. That was my personal 
approach how to go around the situation. The State Secretary was very committed, 
Sz—cska, wanted to have this law. It was a very good support. You asked me if there 
was somebody with a big importance of the whole process, but the point really was 
that the State Secretary got the message to fix this situation, and the best is to have 
a legal frame for it which works. And really, what I received, it was the job to get it 
done.  
 
HZS: And my very last question, because this relates to my topic, is that!  so women 
giving birth at home, they might have many reasons why they want to do that, but 
early bonding, that early bonding can be done easily at home, was it part of the 
motivations? The entire topic of early bonding, did it pop up in the process, and if yes 
what was the role of it?  
 
HI: There were a lot of reasoning, of course, how it is a milder birth, how the time is 
given to the mother, and how is time and attention given to the situation then they are 
let to be together. So the whole contrast between hospital birth and birth at home 
was put in this way, so of course the situation is dramatically different. In the hospital 
everybody wants to ÒdoÓ something. ThatÕs why the person, the patient is in there, 
and thatÕs why the doctor is in there, and everybody else. The hospital situation is not 
exactly the right situation for giving birth, when it is not a patient, it is a healthy 
person and the event is a healthy process of life. So the whole trigger is different. It is 
hard to change it in a hospital. In a hospital everything is a process, Òmove here to 
there, do this and thatÓ, so this is a lot more rigid than what birth would require.  
(21:37)  
So my understanding was really that it is different spirit, the top of the whole thing, 
really, so if you could arrange it in a hospital, in a place, probably people would go 
there more likely than think about doing it at home. But it really does not matter, 
whether the location!   
 
HZS: Thank you for the interview.  
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KEYWORD SEARCH in the Hungarian healthcare protocols regarding birth and 
newborn care.  
Done on Nov 16, 2016.  
 
Relevant protocols:  
NeonatFeed  2010 
NeonatCare  2010 
VisitorFeed  2010 
 
Relevant keywords  
Skin-to-skin contact / B! r kontaktus / B! rkontaktus  
Exclusive and need-based breastfeeding / Kiz‡r—lagos Žs igŽny szerinti szoptat‡s, 
anyatej 
Rooming in system / Rooming in rendszer, anya-csecsem!  egyŸttes elhelyezŽse  
 
Other relevant keywords:  

¥ b‡tor’t, / encourage 
¥ szeretet* /love, loving 
¥ Žrzelem-Žrzelmi / emotion 
¥ megnyugtat, meger! s’t / console, confirm, reinforce (staff-mother relation)  
¥ figyelmes / attentive 
¥ kommunik‡ci— / communications (importance of it, staff-mother relation)  
¥ pszichol—giai-pszicho* / psychological (benefit)   

somewhat relevant:  
¥ t‡mogat* / support (lelki t‡mogat* vs szakirodalom t‡mogat)   

too wide keywords:  
¥ figyelem / attention (figyelembe vesz)  
¥ ŽrzŽkeny (gy—gyszer-ŽrzŽkeny etc) 

 

!"#$"#%&'

#()*+,!((-'./0/' '
Title in Hungarian: EgŽszsŽges csecsem !  t‡pl‡l‡sa  
Title in English: Feeding a healthy newborn  
1. MELLƒKLET, A SIKERES SZOPTATçSHOZ VEZET "  10 LƒPƒS (WHO/UNICEF)  
7. LƒPƒS: Legyen ‡ltal‡nos gyakorlat az anya Žs az œjszŸlštt egyŸttes elhelyezŽse 
(rooming-in) (page 19)  
2. MELLƒKLET, A SZOPTATçS GYAKORLATA  
Bevezet!   
Helyes lenne minden anya-gyermek p‡ros sz‡m‡ra lehet! vŽ tenni a szŸlŽs ut‡n az 
azonnali b! rkontaktust, annak seg’tŽsŽt, hogy az els!  Žlet—r‡ban az œjszŸlštt mellre 
helyezŽsŽt, a csecsem! vel val— 24 —r‡s egyŸttes elhelyezŽst (rooming-in rendszer), 
szoptat‡st‡mogat— csoportok lŽtrehoz‡s‡t, ill. a hazaadott any‡k sz‡m‡ra biztos’tani 
a szoptat‡ssal kapcsolatos tan‡csad‡s lehet! sŽgŽt. (page 20)  
 
2. Anya sz‡m‡ra  
Seg’t a szŸlŽs ut‡ni felŽpŸlŽsben  
Pszichol—giai  el! nyšk (szoros kšt ! dŽs, šnbizalom)  (# )  
Fontos, hogy a t‡panyagok kielŽg’tsŽk a gyors testi nšvekedŽs Žs fejl! dŽs igŽnyeit, 
valamint az optim‡lis pszichoszoci‡lis  fejl! dŽst is. (page 6)  
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A szoptat‡s lelki -Žrzelmi jelent ! sŽge a vil‡got egyre ink‡bb felfedez! , az any‡t—l 
ršvidebb-hosszabb id! re elt‡volod— csecsem!  sz‡m‡ra szintŽn igen nagy. (page 10)  
 
4. LƒPƒS: Seg’tsŽk az any‡kat, hogy az œjszŸlšttet m‡r a szŸletŽst kšvet!  els!  
fŽl—r‡ban a mellŸkre tehessŽk. Ez œgy Žrtend! , hogy kšzvetlenŸl a megszŸletŽse 
ut‡n helyezzŽk az œjszŸlšttet b! rkontaktusba az anyj‡val, tarts‡k ott legal‡bb egy 
—ra hosszat, b‡tor’ts‡ k az any‡t, hogy felismerje, mikor ‡ll kŽszen az œjszŸlštt a 
szop‡sra, Žs aj‡nljanak fel seg’tsŽget, ha szŸksŽges. (page 19) 
 
Lapos vagy befelŽ fordult eml! bimb— esetŽn megnyugtathatjuk az any‡t, hogy a 
csecsem!  nem a bimb—t, hanem a mellet szopja, azonban kŸlšnšs figyelmet kell 
ford’tni arra, hogy a mellre tapad‡s sor‡n az areola alatti terŸletb! l megfelel!  
mennyisŽg"  mellszšvet kerŸljšn a csecsem!  sz‡j‡ba.  (page 20)  
  
Szoptat‡s#  B‡tor’tsuk  az any‡t, hogy ez norm‡lis, csakœgy, mint az anyatej 
mennyisŽgŽnek Žs zs’rtartalm‡nak napszakos v‡ltoz‡sa. (page 23)  
 
Mindazon any‡kat, akik szoptatni k’v‡nnak, t‡mogatni kell , hogy elkezdjŽk a 
szoptat‡st, 6 h—napos korig kiz‡r—lag szoptassanak, majd a megfelel!  kiegŽsz’t!  
t‡pl‡l‡s mellett folytass‡k a szoptat‡st 2 Žves korig Žs azon tœl, vagy ameddig ezt az 
anya Žs gyermek k’v‡nj‡k.  Az optim‡lis t‡pl‡l‡s ŽrdekŽben speci‡lis t‡mogat‡sban 
kell rŽszes’teni  a hátrányos helyzet"  egyŽneket, csoportokat Žs kšzšssŽgeket. (! ) 
T‡mogatni kell a dolgoz— any‡kat, hogy folytathass‡k a szoptat‡st.  
 (page 2)  
 
Az any‡t a megfelel!  inform‡ci— megad‡sa ut‡n hozott dšntŽsŽben t‡mogatni kell, 
Žs a megfelel!  mestersŽges t‡pl‡l‡sra vonatkoz— tan‡csokkal el kell l‡tni.  (page 10)  
 
A szŸl! k (a csal‡d) kapj‡k meg a szŸksŽges elmŽleti Žs gyakorlati ismereteket, 
tov‡bb‡ t‡mogat‡st,  hogy šnbizalmuk Žs kompetenci‡juk nšvekedjen a csecsem!  
t‡pl‡l‡s‡ban, gondoz‡s‡ban Žs nevelŽsŽben.  (page 20)  
 
A cumihaszn‡lat b‡rmely Žletkorban felveti a szoptat‡si problŽma lehet! sŽgŽt, de a 
vizsg‡latok alapj‡n œgy t" nik, hogy ezek kŸlšnšsen gyakoriak Žs sœlyosak lehetnek 
akkor, ha a cumi bevezetŽsŽre m‡r az els!  Žleth—napban sor kerŸl. EzŽrt a cumit 
haszn‡l— any‡nak kŸlšn t‡mogat‡sra Žs tan‡csad‡sra van szŸksŽge. (page 23)  

!"#$%&'%(")*+,+))
Title in Hungarian: EgŽszsŽges œjszŸlšttek ell‡t‡sa szŸl ! szob‡n Žs a 
gyermek‡gy ideje alatt   
Title in English: Care for healthy newborns in the delivery room and during the 
postpartum period  
òjszŸlštt ell‡t‡sa: Teend! k a szŸlŽs ut‡n  
az egŽszsŽges œjszŸlšttet az Ždesanya has‡ra vagy eml! jŽre helyezzŸk, majd 
el! meleg’tett 
leped! vel betakarjuk (b! rkontaktus); (page 2)  
Note that the text does not mention or recommend that this skin contact should be 
long and uninterrupted.  
 
az anyatejes t‡pl‡l‡s a k’v‡natos m—dszer; a mellre helyezŽsek sz‡m‡t nem 
cŽlszer"  limit‡lni; (page 3)  
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CONTRADICTIONS:  
Òaz œjszŸlštt ‡pol‡sa tšrtŽnhet ãrooming inÓ rendszerben vagy kšzšs oszt‡lyonÓ 
(page 2) 
ÒCare for the newborn can happen in rooming in system or in the neonatal unit.Ó  
Note that it does not prioritize or support the rooming-in system, unlike the 
NeonatFeed2010 and VisitorFeed2010.  
 
ÒelvŽgezzŸk az œjszŸlštt els!  vizsg‡lat‡t (id! pont megad‡sa nem indokolt)Ó  
Òwe do the first examinations of the newborn (time recommendation is not needed)Ó  
Note that it does not recommend undisturbed and long early skin-to-skin contact. It 
might be interpreted as a step forward that it does not recommend immediate 
examinations either.  
 
ÒBiztos’tjuk a termoneutr‡lis h! mŽrsŽkletetÓ 
ÒWe provide (make sure) the thermo-neutral temperatureÓ 
Note that it does not mention that the skin contact with the mother is the most ideal 
for the optimal temperature, furthermore, the wording suggests that it might be the 
staffÕs responsibility to provide the newborn with ideal temperature (and not the 
motherÕs), so they might prefer using some tools instead of maternal skin contact.  
 
ÒForralt v’z itat‡s‡val/cumiztat‡s‡val meggy! z! dŸnk r—la, hogy az œjszŸlštt szop—- 
Žs nyel! reflexe ŽrettÓ  
Òwe get convinced that the sucking and swallowing reflexes work properly, by getting 
the newborn drink boiled waterÓ  
Note that this contradicts the WHO recommendations since 1981, also all other 
examined Hungarian protocols about neonatal feeding.  
 
ÒHa szoptat‡si akad‡ly van, ill. jelent! s sœlyesŽs, akkor javasolt lefejt anyatej, 
anyatejgy! jt"  ‡llom‡sr—l kapott tej, ill. t‡pszerrel tšrtŽn!  p—tl‡sÓ  
Òin case there is an obstruction at lactation, then expressed breast milk, breastmilk 
from milk stations or using formula is recommendedÓ 
Note that this text does not prioritize among the solutions above, as if there was no 
difference. This contradicts the VisitFeed2010 protocol that clearly states that this is 
the order of recommendation: the motherÕs own expressed breast milk is the most 
ideal, formula is the least ideal solution in case of lactation problems.  

!"#"$%&'(()*+,-, *
Title in Hungarian: Az egŽszsŽges csecsem !  (0-12 h—nap) t‡pl‡l‡s‡r—l  
Title in English: Feeding a healthy infant (0 -12 months)  
IV-V. Gondoz‡s (seg’tsŽgnyœjt‡s az ‡llapotroml‡s megel! zŽsŽben) rehabilit‡ci—  
 1. Az egŽszsŽges csecsem! t‡pl‡l‡s megval—sul‡s‡nak feltŽtele. Ide‡lis esetben a 
felkŽsz’tŽs m‡r a v‡rand—ss‡g id! szak‡ban megtšrtŽnik (anya Žs csal‡dja). 
T‡jŽkoztatni kell a v‡rand—st a megszŸletŽst kšvet!  azonnali b! r-b! r kontaktus, a 
korai mellre helyezŽs, a rooming-in elhelyezŽs Žs az igŽny szerinti szoptat‡s 
jelent! sŽgŽr! l. T‡jŽkoztatni kell az any‡t a termŽszetes, gy—gyszermentes szŸlŽsi 
f‡jdalomcsillap’t‡s lehet! sŽgeir! l Žs m—dszereir! l Žs arr—l, hogy az anyai 
f‡jdalomcsillap’t—k g‡tolhatj‡k az œjszŸlšttet az eml!  spont‡n keresŽsŽben Žs az 
eredmŽnyes szop‡si magatart‡sban. [ESPGHAN2008] (page 15282)  
 
IV-V. Gondoz‡s (seg’tsŽgnyœjt‡s az ‡llapotroml‡s megel! zŽsŽben) rehabilit‡ci—  
ƒbresztŽsi ãtechnik‡kÓ  
  -a csecsem!  ruh‡inak levŽtele a pelenka kivŽtelŽvel 
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  -pelenka csere 
  -b! rkontaktus az any‡val, csecsem!  az anya mellkas‡n  (page 15283)  
 
7. sz. mellŽklet Ð Ellen! rz!  lista. A v‡rand—s any‡kkal megbeszŽlend!  tŽm‡k a 
csecsem! t‡pl‡l‡sr—l  
A kiz‡r—lagos szoptat‡s jelent! sŽge a baba sz‡m‡ra sz‡mos betegsŽg ellen vŽd, 
mint lŽgz! szervi fert! zŽsek, hasmenŽs, kšzŽpfŸlgyullad‡s, a nšvekedŽs Žs fejl! dŽs 
szempontj‡b—l optim‡lis, anyatejen k’vŸl nincs m‡sra a csecsem ! nek szŸksŽge  
az els!  6 h—napban, a baba szŸksŽglete szerint v‡ltozik, a nem szoptatott 
csecsem! knŽl magasabb a betegsŽgek rizik—ja   
(! )  
B! rkontaktus jelent! sŽge kšzvetlenŸl a megszŸletŽs ut‡n a bab‡t melegen tartja, 
megnyugtatja, el! seg’ti a kšt ! dŽst, seg’t a szoptat‡s megkezdŽsŽben  
(! ) 
Hogyan seg’tsŸk, hogy j—l induljon a szoptat‡s Ð a baba ir‡ny’tsa a szoptat‡st  
Ð annak gyakoris‡g‡t Žs id! tartam‡t Ð ismeretek arr—l, mik a jelei, hogy a baba 
elegend!  tejet kap  
Ð rooming -in rendszer  fontoss‡ga  
Ð cumi, nyugtat— cumi problŽm‡t okoz, kerŸlend!  (! )  
Semmilyen m‡s Žtel vagy ital az els !  6 h—napban, kiz‡r—lag anyatej (p 15298) 
 
8. sz. mellŽklet Ð T’z lŽpŽs a sikeres szoptat‡shoz  
4. lŽpŽs. Seg’tsŽk az any‡kat, hogy az œjszŸlšttet m‡r a szŸletŽst kšvet!  els!  
fŽl—r‡ban a mellŸkre tehessŽk. Ez œgy Žrtend! , hogy kšzvetlenŸl a megszŸletŽse 
ut‡n helyezzŽk az œjszŸlšttet b! rkontaktu sba az anyj‡val, tarts‡k ott legal‡bb egy 
—ra hosszat Žs b‡tor’ts‡k az any‡t, hogy felismerje, mikor ‡ll kŽszen az œjszŸlštt a 
szop‡sra Žs aj‡nljanak fel seg’tsŽget, ha szŸksŽges. (p 15299) 
 
 
 
EXTRA:  
ObGynCS 2005, Sectio Caesar  
5. Cs‡sz‡rmetszŽssel szŸletett œjszŸlštt ell‡t‡sa  
5.3 B‡tor’tani Žs lehet! sŽg szerint biztos’tani kell a korai b! r kontaktust  az anya Žs 
œjszŸlšttje kšzštt, mert ez fejleszti az anya gyermeke ir‡nt Žrzett anyai ŽrzŽseit, 
viselkedŽsŽt, jav’tja a szoptat‡si hajlamot, Žs kevesebbet fog s’rni az œjszŸlštt. (A) 
(Anderson, G. C, Moore, E, Hepworth, J, and Bergman, N. Early skin-to-skin contact 
for mothers and their healthy newborn infants. Cochrane Database Syst Rev 
2003;(2).) 
(page 16)  
5.4. Cs‡sz‡rmetszŽs ut‡n seg’teni kell az any‡kat, hogy minŽl el ! bb elkezdhessŽk 
a szoptat‡st , mert ’gy elŽrhet! , hogy hasonl— ar‡nyban szoptass‡k gyermekŸket, 
mint a spont‡n szŸltek. 
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ATT5.1 Healthcare institutes 
and other abbreviations

HUNGARIAN HEALTH CARE INSTITUTES 
HU ABBREV Hungarian NAME English NAME
çEEK çllami EgŽszsŽgŸgyi Ell‡t— Kšzpont State Healthcare Provider Center

çNTSZ

çllami NŽpegŽszsŽgŸgyi Žs Tisztiorvosi Szolg‡lat (1752-
present)
OTI, 
Orsz‡gos EgŽszsŽgfejlesztŽsi IntŽzet (OEFI)
Orsz‡gos Epidemil—giai Kšzpont (OEK)
Orsz‡gos ƒlelmezŽs- Žs T‡pl‡lkoz‡studom‡nyi IntŽzet 
(OƒTI)
Orsz‡gos KŽmiai Biztons‡gi IntŽzet (OKBI)
Orsz‡gos KšrnyezetegŽszsŽgŸgyi IntŽzet (OKI)
Orsz‡gos ãFrederic Joliot CurieÓ Sug‡rbiol—giai Žs 
Sug‡regŽszsŽgŸgyi Kutat— IntŽzet (OSSKI)
Orsz‡gos GyermekegŽszsŽgŸgyi IntŽzet (OGYEI)
Orsz‡gos Alapell‡t‡si IntŽzet (OALI),

National Public Health and Medical Officer 
Service

BNO
BetegsŽgek nemzetkšzi oszt‡lyoz‡s‡ra szolg‡l— 
k—drendszer

International Statistical Classification of 
Diseases and Related Health Problems official

EBF EgŽszsŽgbiztos’t‡si FelŸgyelet  (2007-2010) Health Insurance Supervisory Authority official
EMKI (later 
ORKI/GYEM
SZI/AEEK) 

Eszkšzmin! s’t!  Žs K—rh‡ztechnikai Igazgat—s‡g (1962-
2001)  (since 2011, part of OGYƒI, Orsz‡gos 
Gy—gyszerŽszeti Žs ƒlelmezŽs-egŽszsŽgŸgyi intŽzet

Healthcare Quality Improvement and Hospital 
Engineering Institute

ESKI EgŽszsŽgŸgyi StratŽgiai Kutat—intŽzet Strategic Health Research Institute
ETI EgŽszsŽgŸgyi Tov‡bbkŽpz!  IntŽzet Health and Vocational Training Institute

GYEMSZI
Gy—gyszerŽszeti Žs EgŽszsŽgŸgyi Min! sŽg- Žs 
SzervezetfejlesztŽsi IntŽzet (2011-

Pharmaceutical and Healthcare Quality and 
Development Institute

HBCS HomogŽn betegsŽgcsoportok DRG Diagnosis Related Groups official

MNT Magyar N! orvos T‡rsas‡g (1896- present) 
Hungarian Society of Obstetrics and 
Gynacology official

OENO Orvosi Elj‡r‡sok Nemzetkšzi Oszt‡lyoz‡sa
ICPM International Classification of 
Procedures in Medicine official

OEP Orsz‡gos EgŽszsŽgbiztos’t‡si PŽnzt‡r National Health Insurance Fund of Hungary official
OGYI Orsz‡gos Gy—gyszerŽszeti IntŽzet (1962-2011) National Institute of Pharmacy
ORKI Orsz‡gos K—rh‡z Žs Orvostechnikai IntŽzet (1961- ?) Medical and Hospital Engineering Institute
OSAP Orsz‡gos Statisztikai Adatgy" jtŽsi Program (?? - 2009) 

OSZMK Orsz‡gos Szakmai M—dszertani Kšzpont
National Centre for Healthcare Audit and 
Inspection

OSZNI Orsz‡gos SzŸlŽszeti Žs N! gy—gy‡szati IntŽzet
OTH Orsz‡gos Tisztif! orvosi Hivatal (part of çNTSZ) 

SZKSZNART
Szakmai KollŽgium SzŸlŽszet, N! gy—gy‡szat Žs Assziszt‡lt 
Reprodukci— Tagozat

SZNSZK SzŸlŽszet Žs N! gy—gy‡szat Szakmai KollŽgium (until 2011) 
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Adatlap azonos’t—: TAUFFER_v1 

 
Tauffer adatlap 

 
Alapadatok 

1. Az adatszolg‡ltat— oszt‡ly çNTSZ k—dja:ÉÉÉÉÉÉÉÉÉ  

2. SzŸlŽszeti/m! tŽti esemŽny: 
 !  Spont‡n abortusz;  
 !  MŽhen k’vŸli terhessŽg;  
 !  MolaterhessŽg;   
 !  TerhessŽgmegszak’t‡s;  
 !  SzŸlŽs; 
 
3. BetegfelvŽteli napl—sz‡m: ÉÉÉÉÉÉÉÉÉ 

SzŸlŽsi/M! tŽti adatok 

4. K—rh‡zi tšrzssz‡m: ÉÉÉÉÉÉÉÉÉ 

5. SzŸlŽsi/m! tŽti napl—sz‡m: .................................... 

6. SzŸletŽsi id"  (ŽŽŽŽ.hh.nn): ÉÉÉ.. 

7. SzŸlŽs/m! tŽt ideje (ŽŽŽŽ.hh.nn): ÉÉÉ.. 

8. Ir‡ny’t—sz‡m (9999-ismeretlen, kŸlfšldi): ............. 

9. IkerszŸlŽs (1-nem; 2-5 ikrek sz‡ma): ........ 

10. El" z"  szŸlŽsek sz‡ma:  ........ 

11. ƒl"  gyermekek sz‡ma:  ........ 

12. Halva szŸletŽsek sz‡ma:  ........ 

13. òjszŸlštt korban, 168 —r‡n belŸl meghaltak: ........ 

14. Spont‡n abortuszok sz‡ma:  ........ 

15. TerhessŽg megszak’t‡sok sz‡ma:  ........ 

16. Els"  megjelenŽs ideje (ŽŽŽŽ.hh.nn): ÉÉÉ.. 

17. Teherbe jut‡s m—dja: 
 !  Spont‡n; 

 !  HormonkezelŽs; 

 !  Assziszt‡lt reprodukci— (IVF, stb.);   

18. TerhessŽgt" l fŸggetlen f"  betegsŽg (BNO): ............. 

19. Hospitaliz‡ci—t igŽnyl"  f"  betegsŽg (BNO): ............. 

20. BefejezŽskor meg‡llap’tott hŽt:  .......... 
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Tauffer adatlap 
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Magzat adatok 

21. SzŸlŽs helysz’ne: 

 !  TerŸleti szakintŽzet; 

 !  Progressz’v betegell‡t‡s keretŽben; 

 !  IntŽzeten k’vŸl, szŸlŽs ut‡n k—rh‡zba besz‡ll’tva; 

 !  V‡lasztott k—rh‡zba besz‡ll’tva; 

 !  Tervezett otthonszŸlŽs; 

 !  Tervezett otthonszŸlŽs ut‡n k—rh‡zba besz‡ll’tva; 

22. A szŸlŽst vezette: 

 !  SzŸlŽsz szakorvos; 

 !  Gyakornok; 

 !  H‡ziorvos;   

 !  SzŸlŽszn! ;  

 !  M‡s; 

23. Induk‡lt szŸlŽs-e? 

 !  Nem;   !  Anyagi ok;   !  Anyagi Žs magzati ok; 

 !  Programozott; !  Magzati ok; 

24. BurokrepedŽs: 

 !  le. 24 —r‡n tœl;    !  M" vi; 

 !  le. 24 —r‡n belŸl;    !  EgyŽb (pl. cs‡sz‡rn‡l, v. szŸlŽs alatt sp.); 

25. Monitoriz‡l‡s: 

 !  Nem volt;  !  Hagyom‡nyos;  !  Cardiotokogr‡fia; 

26. SzŸlŽsi ŽrzŽstelen’tŽs:  

 !  Nem volt; !  Epidur‡l; 

 !  Local; !  EgyŽb, gy—gyszeres; 

Magzatok sz‡m‡nak megfelel! en ismŽtl! d!  kŽrdŽsek a 27-40. pontig (maximum štszšr)! 

27. A szŸletŽs: 
 !  ƒlve;  !  Elhal‡s a szŸlŽs el! tt;  !  Elhal‡s a szŸlŽs alatt; 
 
28. A magzat fekvŽse: 
 !  Kpf;  !  Mvf;    !  Har‡nt/ferde; 
 
29. SzŸlŽs m—dja: 
 !  G‡tvŽdelem;     !  Bracht; 

 !  Episiotomia;     !  Elekt’v cs‡sz‡rmetszŽs; 

 !  Vacuum;      !  Cs‡sz‡rmetszŽs a vajud‡s alatt; 

 !  Fog—;      !  EgyŽb; 
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30. SzŸlŽs alatti f!  szšv! dmŽny (BNO): ................. 
 
31. Cs‡sz‡rmetszŽs ŽrzŽstelen’tŽs: 
 !  çltal‡nos;    !  Epidur‡l; 

 !  Spin‡l;    !  EgyŽb; 

 
32. EgyŽb beavatkoz‡s: 
 !  Nem volt;    !  MŽhelt‡vol’t‡s;  !  EgyŽb beavatkoz‡s; 

 !  MŽh" ri betapint‡s;   !  Steriliz‡ci—; 

 
33. SzŸletŽsi sœly(g):   .......... 
 
34. òjszŸlštt neme: 
 !  Fiœ;     !  Le‡ny; 
 
35. Apgar 5 perces:   ......... 
 
36. Fejl! dŽsi rendellenessŽg (BNO):  .............. 
 
37. M‡s œjszŸlštt betegsŽg (BNO):  .............. 
 
38. òjszŸlštt hal‡loz‡s 168 —r‡n belŸl: 
 !  Nem;    !  Igen; 
 
39. çpol‡s PIC-ben: 
 !  Nem;    !  Igen, Žl;  !  Igen, 186 —r‡n belŸl meghalt; 
 
40. F!  gyermek‡gyi betegsŽg (BNO): ............ 
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This attachment includes ALL publicly available data from the Tauffer registry 
(Hungarian birth database), that started in 1931, and allegedly is available for the 
public. 
Retrieved on Nov 6, 2016.   
Summary: Having read every single page in the publicly available database, I can 
conclude that the structure of the website is illogical, the interface is not user-friendly, 
and data is only available for 2010-2011, though some parts contain data until 2015. 
All parts are designed so data is not retrievable below the level of counties, and 
complex searches are not possible in most of the cases.  
 
WEBSITE: http://193.225.50.35/webgy/regbe/belepes.php ,  
This website and the data belongs to AEEK / çllami  EgŽszsŽgŸgyi Ell‡t— Kšzpont/ 
State Healthcare Provider Center.  
Most of the sub-sites are available on the same hyperlink, there is no further 
differentiation. If the URL changes, it cannot be copied, the copied URL name will 
change back to http://193.225.50.35/webgy/regbe/belepes.php.  
 
CONTENT:  
Title: Tauffer adatgy ! jtŽs / Tauffer data collection  
1, Alapvet "  inform‡ci—k/ Basic information  
2, Indik‡torok / Indicators  
3, Adatlap /  Data sheet  
4, Statisztik‡k / Statistics  
 
1, Alapvet!  inform‡ci—k/ Basic information.  
This link contains the following 3 lines, none of them has any further links.  
- Adatszolg‡ltat—k kšre / Scope of data providers 
- Adatszolg‡ltat‡s gyakoris‡ga / Frequency of data providing  
- BeŽrkezett adatok (rekordsz‡m) / Number of received records  
 
2, Indik‡torok / Indicators  
This sheet contains a one-pager that explains the 31 Tauffer indicators (name of 
indicators, numerator and denominator, for 31 indicators)  
 
3, Adatlap / Data sheet 
ÒTauffer adatlap. A kšzzŽtett adatlapok t‡jŽkoztat— jelleg" ek, azokat sem Ÿresen, 
sem kitšltve bekŸldeni nem kell! / Tauffer data sheet. The data sheets published here 
are for informational purposes only, these should not be submitted, empty or filled 
in.Ó  
Attached as a pdf, there is a 3 page long data sheet with 40 questions there.  
 
4, Statisztik‡k / Statistics  
Title: Tauffer publikus statisztik‡k / Tauffer public statistics  
4.1 Tauffer adatb‡zis paramŽterezhet "  lekŽrdezŽse / Configurable database 
queries of the Tauffer database  
4.2 Tauffer adatb‡zis lekŽrdezŽse esetsz‡mokra / Case numbers queries  
4.3 Tauffer indik‡torok  / Tauffer indicators  
4.4 Tauffer alapstatisztik‡k šsszes intŽzetre / Tauffer basic statistics for all 
insti tutes  
4.5 Feldolgozott adatgy ! jtŽsek / Processed data  
 
4.1 Configurable database queries of the Tauffer database  
The queries can address the following 6 factors:  
year (only 2011 and 2012 are available)  
motherÕs age (10 categories, from below 14, till 50+)  
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gestational weeks (10 categories, 8 exact numbers: from >24 till 40+, and two 
general categories: preterm and full term)  
weight (11 precise categories of weight, and two general: low birth weight and normal 
weight (term / preterm) 
birth status (3 categories, live births, died before birth, died at birth)  
 
4.2 Tauffer case numbers queries 
The queries here address the following four factors:  
Year of birth (only 2010-2012 are available)  
County (19 counties are all available, and the capital, however, data cannot be 
searched for cities or hospitals or given departments)  
Event: Here there are 2 categories: event or data. There are 10 event sub-
categories, and 9 data sub-categories.  
Within these sub-categories exact BNO numbers can be searched for. At half of the 
searches I did, I received a number as a result, e.g. in 2012 number of episiotomies 
in the entire county: 36605; in 2012, births with protecting the perineum in the entire 
country: 17851. At the other half of the searches, I received an error code. I 
performed around 20 searches. Unfortunately combined searches are not possible in 
this system, e.g. two counties in East Hungary cannot be compared to two counties 
in West Hungary, or capital vs 19 counties, or choosing more than 1 BNO code is not 
possible either.  
 
4.3 Tauffer indicators  
4.3.1 TIME: only 2010 Jan Ð 2012 Sept is the searchable time period.  
4.3.2 LOCATION: The first mandatory option is to choose the territory type. Data can 
be searched according to these:  
A, Counties (19 counties + the capital) OR Healthcare regions (9 regions)  
B, Residential address of the care receiver OR Seat of the healthcare provider.  
Choosing ÒcountiesÓ from the first row and Òseat of the healthcare providerÓ option 
from the second row will lead the reader to useful data, however, all other 3 
combinations do not work. An error code pops up every time when the Òresidential 
addressÓ is chosen, the error code says ÒAz Ell‡tott lakhelye szerinti adatok 
elkŽsz’tŽse mŽg folyamatban van!Ó meaning: Data creation (or: processing) based on 
residential address of the care receiver is still in progress.  
Unfortunately, choosing the ÒHealthcare regionsÓ and the ÒSeat of the healthcare 
providerÓ combination leads nowhere, the only data it provides is the number of the 
chosen region.  
 Counties Healthcare regions 

Residential address of the 
care receiver 

Error, ÒData processing is 
still in progressÓ 

Error, ÒData processing is 
still in progressÓ 

Seat of the healthcare 
provider 

USEFUL INFORMATION Error, result is the number 
of the region.  

 
4.3.3 MISCELL. This should be the part where indicators can be chosen, and type of 
visualization, and results can be seen. However, the tabs are not logically set up. 
After setting up the framework for the search (4.3.1 and 4.3.2), not mentioning the 
indicators, the reader can choose whether he wants the results in the following 
formats:  
Map,  
Timeline chart (id! soros diagram)  
Comparison of indicators (indik‡torok šsszehasonl’t‡sa)  
Hospitals providing data  (adatot szolg‡ltat— k—rh‡zak)  
Data sheet (adatt‡bla)  
National data (orsz‡gos adatok)  
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The indicators can be chosen differently everywhere in these six sites.  
4.3.3.1, Map Ð works well for the entire period of 2010 Jan - 2012 Sep 
4.3.3.2, Timeline chart Ð works relatively well. Comparison is possible between 
counties for 32 indicators. More counties but only one indicator can be chosen at a 
time, and only 2010 and 2011 full years can be chosen. Unfortunately, the chart is 
always a continuous line chart, whereas the data points are always discreet points 
(one data point for one month).  
4.3.3.3, Comparison of indicators  Ð  works well, though it is also a continuous line 
chart for discreet months. Here only one county can be chosen at a time, but more 
indicators (number of indicators are 32 here as well as at the timeline chart)  
4.3.3.4, Hospitals providing data Ð useless. Only 3 hospitals provided data for this 
section (one the three hospitals has two datasets), all are in one county (Szabolcs-
Szatm‡r-Bereg). Checking the 16 links from these 3 hospitals, the followings happen:  
4.3.3.4.1, ÒInpatient care traffic dataÓ leads to ÒNem lehet csatlakozni 3Ó (meaning: 
connection is not possible) all 4 times.  
4.3.3.4.2, ÒBetegforgalom telepŸlŽsek szerint/ Patient turnover(traffic?) data 
according to settlementsÓ leads to ÒÒNot found, The requested URL 
/tek_terkep/korhazadat.php was not found on this serverÓ all 4 times.  
4.3.3.4.3, ÒSzŸlŽszeti ell‡t‡s terŸleti kštelezettsŽge/ territorial obligations of obstetric 
careÓ leads to ÒÒNot found, The requested URL /tek_terkep/korhazadat.php was not 
found on this serverÓ all 4 times.  
4.3.3.4.4, ÒImpatient care structural dataÓ leads to data sheets regarding all 
departments (including obstetrics) of the 3 hospitals.  
 
4.3.5, Data sheet  
This site offers no indicators, and it shows no indicators. Still, clicking on the ÒExcelÓ 
button, the full dataset for one indicator gets downloaded, time period: 2010 January 
Ð 2015 September, per counties per months, and per counties per years. The 
indicator can be chosen or changed by getting back to the first tab ÒMapÓ, choosing a 
year (that will be indifferent), choosing one indicator (only one indicator can be 
chosen), clicking on ÒloadÓ, then getting back to the data sheet tab. Then the data is 
downloadable for that indicator. It is not possible to download more than 1 indicator 
at a time.  
 
4.3.6, National data  
This is one datasheet with 14 columns: the first column for 2010 annual aggregated 
data for the all 32 indicators, the second column for 2011, similarly, and the other 12 
columns are aggregated monthly data for 2012 for all 32 indicators.  
 

Notes about the ÒStatisticsÓ part:  
The Beta version button does not work.  
It is not clear, considering the entire ÒstatisticsÓ part, why 2013-2015 data is not 
available at other parts of the website, whereas it is available at the Ò4.5 Data sheetÓ 
part.  
 
4.4 Tauffer alapstatisztik‡k šsszes intŽzetre / Tauffer basic statistics for all institutes 
This section has a table where the reader can download the national aggregated 
monthly or annual data for 30 indicators. Full years of 2010, 2011, 2012 are 
available, and monthly data for 2013 Jan-Nov.  
At these tables, columns are the 30 indicators, and rows are the ESZA codes. ESZA 
means ÒEgysŽges szŸlŽszeti adatszolg‡ltat‡s rendszer (Unified obstetrics data 
collection system)Ó, and got introduced in 1980, by the Ministry of Health and the 
KSH/Central Statistical Office. Its numbers look like codes for places of birth, but the 
codes cannot be identified or connected to hospitals by laymen.  

Notes about the basic statistics part:  
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Maternal mortality is one of the 30 indicators, howevere, in all 3 years data for this 
column is Ònot availableÓ.  
In 2010 there are 101 rows with different ESZA codes, in 2011 there are 88 rows 
only, and in 2012 there are 102.  
 
4.5 Feldolgozott adatgy! jtŽsek / Processed data  
Summary sheets are available here for 2007, 2008 and 2009.  
2007: processed and summarized by Dr. Jeno Egyed. 
This is a 4-page document, containing the following data by counties: number of 
births, C-section frequency, preterm births, all perinatal deaths, and the following 
percentages or numbers for the entire country: spontaneous abortion, abortion, 
maternal mortality.  
2008, processed and summarized by Dr. Jeno Egyed, 
This is a 5-page document, containing the same list of data as in 2007, without the 
spontenaous abortion figure.  
2009, processed and summarized.  
This is a 4 page ppt, containing the following data, one number per indicator only, as 
there is only the final-aggregated national summary is here, no break down for 
counties: 29 obstetrics indicators, a graph about C-sections in Hungary since 1931 till 
2009, preterm frequency and perinatal morbidity in Hungary between 1970-2009, 
and aggregated numbers for 39 types of gynacological operations.  
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Interjœ Dr. Borza Be‡t‡val.  
Dr. Borza Be‡ta  az Alapvet !  Jogok Biztos‡nak Hivatala EsŽlyegyenl ! sŽgi - Žs 
Gyermekjogi F ! oszt‡ly vezet ! je.  
2015-12-08.  
Interjœ kŽsz’t! je: Horv‡th Zsuzsanna   
(els !  11 perc)  
 
 
HZS: -Ugye Žn 1990 ut‡nr—l ’rom a szakdolgozatomat!  
BB: -Pontosan mir" l?  
-Abb—l, hogy hogyan hatottak egym‡sra - Žs vŽgŸl szerintem azt is bele fogom ’rni, 
hogy a demogr‡fiai mutat—kra-, hogy hogyan hatottak egym‡sra a korai kšt" dŽssel 
kapcsolatos tšrvŽnyek Žs az alulr—l jšv"  t‡rsadalmi kezdemŽnyezŽsek. 
-Hœ, ez izgi.  
-EzŽrt arra gondoltam hogy neked ebben a hivatalban val—sz’n#leg a szŸlŽs, a 
szŸlŽsi protokollok!  
-igen, a szŸlŽs  
-az otthonszŸlŽs, vagy a szoptat‡si tŽm‡kban,  
-h‡t a gyerek-Ÿgy!  
-volt-e b‡rmi, ami a gyermekjogokkal kapcsolatban (pl. csecsem"  jogok) el" kerŸlt. 
BB: -Nagyon sokminden el" kerŸlt. ƒs ršgtšn nem is feltŽtlen az egŽszsŽgŸgyb" l 
vagy nem is feltŽtlen a szŸlŽsb" l (b‡r egy nagyon kvalifik‡lt tŽma volt), hanem az 
els"  ilyen nagy problŽma a kšt" dŽs a korai kšt" dŽs, Žs annak a kšvetkezmŽnyei - j— 
vagy rossz Žrtelemben vett kšvetkezmŽnyei - a gyerekvŽdelmi rendszerrel 
kapcsolatban kerŸlt el" . A csecsem" otthonok. 2008 vagy 2010-ig (pontos sz‡mot is 
kŽne tudnom mondani), lehetsŽges volt csecsem" otthonban adni az œjszŸlštt 
csecsem" t ami azt jelenti hogy gyakorlatilag el is v‡gt‡k a lehet" sŽget az el" l 
sokaknak, hogy akkora kšt" dŽs kialakuljon. Mert az volt az ÒususÓ az 
intŽzmŽnyekben, hogy ne alakuljon ki korai kšt" dŽs, mert az milyen rossz Žs 
h‡tr‡nyos az ott dolgoz— csecsem" gondoz—knak. Mert hogyha kialakul, akkor az egy 
egŽszen m‡s viszony. Nam‡rmost, ŽpkŽzl‡b, korszer#en gondolkod— gyermekvŽd"  
sz‡m‡ra ez hajmereszt"  volt Ð az 50-es Žvekben kezd" dštt? Ð ut‡na egy kicsit 
finomodott, ugye, a Pikler IntŽzet, m‡r egy kicsit finomodtak a dolgok. De 
kŽtsŽgtelen, hogy a szakmai szab‡lyok Ð az ezekkel foglalkoz— szakemberekt" l 
tudom Ð hogy pontosan, minden korszer# kutat‡s eredmŽnyŽnek az ellenkez" je volt.  
 
ƒs h‡t gyakorlatilag akkor m‡r a szakma fell‡zadt, a rendszerv‡lt‡s ut‡n a 90-es 
Žvekben hogy nem, a nevel" szŸl" i h‡l—zatot, a nevel" szŸl" i rendszert kell 
meger" s’teni. Mert lehetetlen dolog az, hogy nagyon nagyon sok gyereknek 
gyakorlatilag az egŽsz Žlet-karrierjŽt derŽkbatšri az, hogy az els"  h‡rom Žve Ð a 
szakma szerint az els"  h‡rom Žv a legmeghat‡roz—bb -, gyakorlatilag azzal telik, 
hogy tœlŽlje. Ak‡rmilyen viszonyok kšzštt. Na, ez volt az els" , amivel itt is 
tal‡lkoztunk. Olyan tekintetben, ami n‡lunk kicsit kevŽsbŽ direkt m—don jštt el" , meg 
nyilv‡n, a csecsem" k nem panaszkodtak az otthonokban, teh‡t az otthonok falain 
belŸlre ink‡bb szakemberek rŽvŽn kerŸltŸnk, illetve szŸl" k, illetve ott dolgoz—k rŽvŽn.  
 
R‡ad‡sul az egŽsz šrškbefogad‡si procedœra is nehŽzkes volt, mert hogy ha egyik 
egy kŽpeslapot ’rt egy anyuka az ’rni-olvasni termŽszetesen nem tud— kisbab‡j‡nak, 
ezzel m‡r megakad‡lyozta azt, hogy az šrškbefogadhat—s‡ga Žs az az elj‡r‡s 
meginduljon, merthogy "  Òtartotta a kapcsolatotÓ. Ez azt jelenti, hogy ha kŽt Žven ‡t 
nem tartotta a kapcsolatot a szŸl" , akkor lehetett šrškbeadni a gyereket.  A szŸl" k 
nem akart‡k elvinni haza a gyereket, mert nem tudt‡k vagy nem akart‡k, vagy 
nemtudom mi, viszont azzal, hogy id" nkŽnt megjelent, Žs id" nkŽnt vagy 
szemŽlyesen vagy m‡s form‡ban jelet adott, hogy "  van, meg lŽtezik, ezzel 
megfosztotta a gyereket att—l, hogy šrškbeadhat— legyen. A nevel" szŸl" i h‡l—zat az 
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Žrdekes dolog egyŽbkŽnt. SzŽpen lassan azŽrt az is kezdett a 90-es Žvek ut‡n 
kialakulni. El! szšr volt sok mag‡nkezdemŽnyezŽs, Žs azt‡n persze nagyon fejlett 
intŽzmŽnyrendszer alakult ki, de akkor is nagyon Ðhogy is mondjam finoman? - 
nagyon sok gyermek esett ki ebb! l a rendszerb! l. Nem akart senki elvinni mŽg egy 
nevel! szŸl! i rendszerben sem fogyatŽkos gyerekeket, illetve roma gyerekeket. 
Teh‡t innent! l kezdve az šrškbefogad‡sb—l ! k eleve kiestek. De amikor m‡r a 
nevel! szŸl! i rendszer kezdett kialakulni, akkor sem volt egyszer"  a helyzet.  
Ma m‡r azŽrt ez sokkal korszer" bb. MiŽrt? Mert most m‡r kŽpzŽsek vannak. Teh‡t 
mostm‡r nem csak egy megŽlhetŽsi faktor a nevel! szŸl! sŽg, hanem van val—ban 
nagyon sok olyan lehet! sŽg, - azon k’vŸl egyŽbkŽnt hogy val—ban f! ‡ll‡sban is lehet 
a hivatalos nevel! szŸl! i tevŽkenysŽget folytatni Ð ezen tœlmen! en nagyon komoly 
kŽpzŽst kapnak, h‡romsz‡z, hatsz‡z, vagy nem tudom h‡ny sz‡z —r‡ban. Annak 
persze vannak h‡tulŸt! i, de kŽtsŽgtelen, hogy legal‡bb a tud‡s beszabadul erre a 
terepre, Žs akkor m‡r seg’t abban, hogy a kicsi gyerekek Ð ha m‡r nem csal‡dban 
n! nek fel, legal‡bb olyan norm‡lis Žletœt elejŽn legyenek, ami lehet! vŽ teszi kŽs! bb 
azt‡n egy egŽszsŽges ment‡lhigiŽnŽ kialakul‡s‡t.  
 
Ami viszont a mi tŽm‡nkat illeti, az kŽs! bb kerŸlt itt f! kŽnt a figyelem kšzŽppontj‡ba. 
Merthogy a dajkaterhessŽggel volt az els!  olyan kšrŸlmŽny, ami a terhessŽg, a 
szŸletŽs, a szŸlŽs, a gyermekv‡r‡s kŽrdŽskšrŽt felvetette n‡lunk. Ezt nem 
rŽszletezem, mert vŽgŸlis ennek technikai problŽm‡i voltak. Lett volna r‡ 
jogszab‡ly#  
-A dajkaterhessŽg Žs a bŽranyas‡g az ugyanaz?  
-Durv‡n igen. Nagyj‡b—l az ugyanaz. Annak val—sz’n" leg a val—di jogi h‡tterŽt Ðb‡r 
volt r‡ politikai akarat- nem sikerŸlt kidolgozni. EzŽrt hi‡ba lett volna lehet! sŽg ennek 
a jogszab‡lyi h‡tterŽt is m‡r legal‡bb az egŽszsŽgŸgyi tšrvŽnyben, egy 
kerettšrvŽnyben meghat‡rozni, nem voltak rŽszletszab‡lyok, ezŽrt az egŽsz, mŽg 
hat‡lyba sem lŽpett, m‡r hat‡lyon k’vŸl helyeztŽk.  
 
A kšvetkez! nŽl kŽrdŽs pedig akkor m‡r az volt hogy bementŸnk a szŸl! szob‡kra, 
hogy j— j—, mi van az egŽszsŽgŸgynek az egyŽb rendszereiben, hogyan lehet akkor 
egy ilyen szŸlŽst, szŸletŽst, egy ilyen kŽrdŽskšrt bevonni az egŽsz gyerek-csal‡d-
viszonyba Žs rendszerbe, Žs akkor itt tal‡lkoztunk ezzel a problŽm‡val (korai 
kšt! dŽs). A paternalista egŽszsŽgŸgyi rendszer šsszes szakmai v’vm‡ny‡t 
felsorakoztt‡k. Mindig az volt a kŽrdŽs, Žs az volt a problŽma, hogy ezek nem 
emberjogi kŽrdŽsek, hanem szigorœan szakmai kŽrdŽsek. A szŸlŽs, annak 
kšrŸlmŽnyei, a v‡rand—ss‡g, stb.: nem lŽtezhet az, mondta ezt a hagyom‡nyos 
klasszikus Žrtelemben vett szŸlŽszeti k‡non, hogy#  
-ƒs szakmai kŽrdŽs alatt ! k orvosi kŽrdŽst Žrtettek? 
 
-Pontosan. #  hogy ! k a tud—i ennek a kšrŸlmŽnyeinek, Žs h‡t ezeket a korszer"  
emberjogi megfontol‡sokat a h‡bor’tatlan szŸlŽs kšrŸlmŽnyeir! l egyel! re felejtsŸk el. 
Ez a 90-es Žvek vŽge, kŽtezres Žvek kšrŸl voltak. ƒs azt‡n elindult ut‡na ugye a 
mozgalom. ƒs akkor kicsit borult minden. Nagyon sok olyan egyezmŽny szŸletett, 
amin l‡tszott, hogy helyzetbe hozza az emberjogi szemlŽletet. L‡tszott, hogy lassan 
kiŸrŸlnek a csak kifejezetten szakmai Žrvek. PŽld‡ul a fogyatŽkoss‡gŸgy: a vil‡g 
legelkŽpeszt! bb, legszŽlesebb kšrben lefedett emberjogi k—dexe igaz‡b—l a 
fogyatŽkosok jogair—l sz—l— ENSZ-egyezmŽny 2006-b—l. ƒs igaz‡b—l egy olyan 
lavin‡t ind’t el, ami sok ŽrzŽkeny Ð Žs sz‡ndŽkosan nem haszn‡lok Òr‡szorul— 
csoportotÓ Ð de sok olyan ŽrzŽkeny t‡rsadalmi csoport sz‡m‡ra nagyon fontos 
pŽldaŽrtŽk"  elveket, Žs nem is tudom, ink‡bb ilyen axi—m‡kat szšgezett le, vert a 
talajba, amikre mostm‡r sokkal kšnnyebben lehet Žrvvel Žs kŽrdŽsekkel v‡laszolni, 
ezzel a keresettel Žs emberjogi Žrvekkel j—l v‡laszolni.  

(8:21)   
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KŽtsŽgtelen, hogy n‡lunk az alkotm‡nyoss‡g akar‡sa, az alkotm‡nyos jog‡llami 
rendszer nagyon liber‡lis emberjogi gondolkod‡sa azŽrt nagyon nehezen vert 
gyškeret. ƒs ebbe beletartozik mindaz, ami emberjogi szempontb—l, az emberi 
mŽlt—s‡g szempontj‡b—l Žrdekes lehet valamennyi ŽrzŽkeny csoport tekintetŽben. 
Vonuljon vissza az ‡llam egy csom— olyan helyzetb! l, ahol addig !  megmondta hogy 
mi a tuti. EgŽszen egyszer"  nyelvre leford’tva ez ezt jelenti. Igenis lehetsŽges az 
emberek sz‡m‡ra dšntŽsi poz’ci—t biztos’tani. DšntsŽk el a szŸl! k, hogy mikor 
akarnak gyereket, h‡ny gyereket, Žs milyen kšrŸlmŽnyek kšzštt akarj‡k vil‡grahozni. 
ƒs direkt mondok tšbbes sz‡mot, m ert tudvalev!  - Žs azt‡n h‡listennek a korszer"  
orvostudom‡ny, a szakma is ezt pontosan l‡tta Žs tudta, - hogy a szŸletŽs nem a 
gyerek Žs az anya dolga, hanem az egŽsz kšzšssŽgŽ, a csal‡dŽ, a seg’t! kŽ, az 
asszonyokŽ, az ottlŽv! kŽ, a faluŽ, stb. stb. Žs ezeket a kŽrdŽseket nem lehet 
bez‡rni, ki kell nyitni. Merthogy l‡ttuk, hogy a kšzšssŽgeink ment‡lhigiŽnŽje elŽg 
g‡z, h‡t hol kell elkezdeni a repar‡ci—t, nyilv‡n a szŸlŽs, szŸletŽs kšrŸlmŽnyeinŽl.  

9:30 
ƒs azt‡n erre elindult a mozgalom, nemcsak a baba- Žs mama-bar‡t szŸl! szob‡kkal, 
nemcsak a korszer" en gondolkod— n! gy—gy‡szati kurzusokkal, hanem a bioetikusok 
kŽpbe lŽptek,  
- a bioetikusok?  
- a bioetikusok, igen, az egŽsz egŽszsŽgŸgyi rendszer egy kicsit elkezdett m‡r ’gy 
ŽrzŽkenyŸlni, Žs h‡t vŽgs!  soron azŽrt az egŽszsŽgŸgyi tšrvŽny betegjogi k—dexe, 
azŽrt az elŽg vil‡gosan Žs frapp‡nsan lefedi ezeket a nagyon fontos emberjogi 
szempontokat, pl. az emberi mŽlt—s‡ghoz val— jog, a kapcsolattart‡s joga, a 
t‡jŽkoz—d‡shoz, a t‡jŽkoztat‡shoz val— jog, stb. stb., amiben ezt az Òexpressis 
verbisÓ nem mondja ki, hogy ÒszŸlŽskor az van, hogy# Ó, de mindezekkel az 
alapjogokkal kšrbevette Žs meg‡gyazott annak hogy lehet olyan szemlŽlet"  egy 
egŽszsŽgŸgyi intŽzmŽny ak‡r, de lehet b‡rmilyen szakember, aki sz‡m‡ra nem 
puszt‡n szakmai aktus egy beavatkoz‡s, egy orvos-beteg tal‡lkoz‡s, hanem ennŽl 
sokkal tšbb. ƒs azŽrt ez nagyon nagyon lassan, de œgy t" nik, hogy tal‡n besziv‡rog. 
Ebben a mai egŽszsŽgŸgyi szigorœ Ð mŽg mindig paternalista Ð rendszerben nincs 
kšnny"  dolga annak, aki korszer" bben akar, vagy m‡shogy akar gondolkodni, de 
legal‡bb megvan.  
 
-KonkrŽt eseteket esetleg tudsz mondani?  
 
-NŽh‡ny konkrŽt esetet tudok mondani. A mi ŸgykšrŸnkb! l - teh‡t ha azt gondolod, 
hogy az ombudsmani hivatal esetjoga - akkor nem. TermŽszetesen, n‡lunk a 
hat‡skšri tšrvŽnyek Ð ebbe nem mentem bele, de azŽrt ha beleolvasol nŽh‡ny 
anyagba, jelentŽsbe is, az nagyon j—l l‡tszik, - a hat‡skšr nem teszi lehet! vŽ#   hogy 
az egŽszsŽgŸgyi rendszerŽben speci‡lis az, hogy orvosszakmai kŽrdŽsekben az 
ombudsman nem foglalhat ‡ll‡st.  

11:30.  
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Interjœ dr. Kov‡csy Zsomborral,  
EgŽszsŽgbiztos’t‡si FelŸgyelet volt elnške, 2007 -2009. 
2016-06-13.  
Interjœt kŽsz’tette: RHZS  Ð Rabovay Horv‡th Zsuzsa  
 
RHZS: ƒn a korai kšt ! dŽsr! l fogom ’rni a szakdolgozatomat, abban ugye elmŽletileg 
benne van az els!  nŽh‡ny —ra, az els!  nŽh‡ny nap, mŽg az els!  Žv is. Azt‡n majd 
megl‡tom, hogy hova tudok koncentr‡lni ezen belŸl. Az 1990-es Žvekt! l nŽzem a 
magyarorsz‡gi helyzetet, ebben van nŽh‡ny konkrŽtabb tŽma pl. az otthonszŸlŽs 
vagy cs‡sz‡rmetszŽsek ar‡ny‡nak v‡ltoz‡sa Magyarorsz‡gon. Arra gondoltam, hogy 
cs‡sz‡rral is kezdhetnŽnk. Mert te ŸgyvŽd vagy: volt Magyarorsz‡gon valaha olyan 
per, ami nem azt mondta, hogy ÒmiŽrt nem volt cs‡sz‡rmetszŽs, pedig az kellett 
volnaÓ hanem pont ford’tva: hogy ÒmiŽrt cs‡sz‡rozt‡k meg az illet! t, pedig nem kellett 
volnaÓ?  
 
KZS: Nekem nem volt ilyen perem, de ez nem jelenti azt, hogy nem volt. Vannak 
halv‡ny emlŽkeim, hogy ez a Òtœl kor‡n ‡ttŽrni a cs‡sz‡rmetszŽsreÓ, felmerŸlhetett 
valamilyen igazs‡gŸgyi szakŽrt! i vŽlemŽnyben. De mŽg abban sem vagyok biztos, 
hogy meg‡llap’tott‡k, hogy helytelenŸl v‡lasztott‡k azt, hogy tœl kor‡n lemondtak a 
termŽszetes œton val— szŸlŽsr! l.  
 
RHZS: ƒs azt megkŽrdezhetem, hogy pŽld‡ul nektek volt-e ilyen esetetek? Ez 
gyakori? Mennyire gyakori?  
 
KZS: Eleve nem tœl gyakori szerencsŽre, hogy az œjszŸlšttel valami problŽma van. 
AzŽrt a szŸlŽszet az ink‡bb sikertšrtŽnet szokott lenni. Mondjuk a n! gy—gy‡szattal 
ellentŽtben. De ha van valami problŽma, akkor elŽggŽ gyakran felmerŸl - nyilv‡n, ha 
olyan a problŽma, ami šsszefŸgghet a szŸlŽs kšrŸli b‡rmivel, hogy miŽrt. Ez egy 
elŽg gyakori jogŽrvŽnyes’tŽsi œtjuk azoknak, akiknek a gyerekŸknek valami bajuk 
van, Žs termŽszetes œton szŸlettek. Nyilv‡n hogyha az orvos ehhez ha nem is 
ragaszkodott, de ezt javasolta, ! k meg idegenkedtek t! le, akkor az mŽg egy olyan 
mot’vum, ami a pereskedŽs felŽ hajthatja ! ket.  
 
RHZS: A tanszŽkvezet! m most azon gondolkodik, hogy lehetne egy pr—bapert 
csin‡lni. Szerinted ennek milyen esŽlyei vannak? F! leg, hogy most mondtad, hogy 
mŽg csak olyan sem volt lehetsŽges, hogy valaha meg‡llap’tott‡k volna, hogy a 
cs‡sz‡rnak negat’v hat‡sai vannak.  
 
KZS: Nem hogy negat’v hat‡sai vannak, hanem hogy abban az esetben rosszul 
dšntšttek , abban a vizsg‡lt esetben Ð de nem emlŽkszem ilyenre, hogy 
meg‡llap’tott‡k volna. A pr—bapernek mi lenne a lŽnyege? Milyen k‡rosod‡s 
alapj‡n" ?  
RHZS: Nem fiziol—giai, nem fizikai k‡rosod‡s, hanem lelki k‡rosod‡s. Kšt! dŽs 
szempontb—l. Fizikai is lehet, mert a cs‡sz‡r nagy hasi m#tŽt"  ez csak egy 
gondolat, de hogy Magyarorsz‡gon az anyai hal‡loz‡si ar‡ny dupl‡ja az Eur—pai 
Uni—nak, Žs lehet, hogy a cs‡sz‡rmetszŽsnek illetve a cs‡sz‡rfrekvenci‡nak ehhez 
kšze van.  
 
KZS: ƒn a  fizikai k‡rosod‡st a magyar joggyakorlatban kšzrem#kšd!  magyar 
igazs‡gŸgyi szakŽrt! k oldal‡r—l jobban kezelhet! nek Žrzem. A lelki - teh‡t a te 
szakdolgozatodban vizsg‡lt kŽrdŽskšrt, - azt nem Žrzem Žrtelmezhet! ek sz‡mukra. 
Ezzel most Žn azt sem mondom,"  Žn mivel nem vagyok ennek a 
tudom‡nyterŸletnek szakembere, ’gy nem k’v‡nok ebben se pro se kontra vŽlemŽnyt 
alkotni"  csak azt gondolom, hogy azok az igazs‡gŸgyi szakŽrt! k, akik egy ilyen 
helyzetben elj‡rn‡nak (b‡r nyilv‡n ilyenkor be lehetne gyermekpszichol—gust, 
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esetleg sok mindenki m‡st a szŸlŽszeken k’vŸl vonni) ‡ltaluk Žn nem gondolom azt, 
hogy ez j— esŽllyel bizony’that— lenne Magyarorsz‡gon. ƒn a pr—baper tekintetŽben 
elŽggŽ negat’v volnŽk. ƒs itt az id! tŽnyez!  is elŽg fontos, hogy mikor ind’tja meg ezt 
az ember. Ezt nyilv‡n neked kŽne tudnod, hogy mikor Žszlelhet! k azok a problŽm‡k, 
ami szerinted vagy az ‡ltalad kŽpviselt tudom‡nyos ir‡nyvonal szerint ide vezethet!  
vissza; az ok-okozati šsszefŸggŽs mennyiben ‡llap’that— meg, vagy mennyiben 
lehetnek ugyanannak a lelki problŽm‡nak m‡s okoz—i is. Mert ugye bizony’tani, vagy 
legal‡bbis val—sz’n" s’teni kell, hogy att—l kšvetkezett be az a lelki sŽrŸlŽs, Žs nem a 
tšbbi tŽnyez! t! l.  
 
RHZS: Van egy olyan kŽrdŽsem, hogy Magyarorsz‡gon most m‡r a k—rh‡zaknak 18-
20%-a bababar‡t, m‡r ami a szŸlŽszeteket illeti. Viszont csak most fogj‡k kezdeni az 
anyabar‡t k—rh‡zakat, Žs ugye elmŽletileg a WHO aj‡nl‡sok arr—l sz—lnak, hogy ez 
lenne a standard. De mi mŽg ott tartunk, hogy mŽg csak 20%. Az a kŽrdŽsem, hogy 
ilyesfajta - bababar‡t vagy anyabar‡t k—rh‡zzal kapcsolatos - b‡rmilyen 
tapasztalatod van-e, ak‡r jogi Ÿgyekben ak‡r az EgŽszsŽgbiztos’t‡si FelŸgyelet 
kapcs‡n?  
 
KZS: Jogi Ÿgyekben nem annyira. Ott ink‡bb mindig az adott esetnek a 
menedzsmentje a relev‡ns, mindegy, hogy bababar‡t vagy nem bababar‡t a k—rh‡z 
Ð itt sœlyos fizikai vagy neurol—giai k‡rosod‡sok azok, amik miatt jogi elj‡r‡sok 
indulnak. Az EgŽszsŽgbiztos’t‡si FelŸgyelet kapcs‡n, ott volt egy kritikai 
tapasztal‡sunk, ami konkrŽtan az Žv bababar‡t k—rh‡za c’met elnyert egyik 
intŽzmŽny - nem neveznŽm meg, ha nem musz‡j - esetŽben kiderŸlt, hogy valami 
felœj’t‡s, vagy nem tudom, mi miatt, Žppen, amikor elnyerte ezt a c’met akkor 800 
mŽtert kellett menni a szoptat‡shoz az anyuk‡knak. ƒs ezt naponta tšbbszšr. 
…sszesen sok kilomŽter volt az, amit naponta meg kellett tenniŸk.  
A mi indik‡toraink, azok mŽlyebbre hatoltak, mint a bababar‡t k—rh‡z p‡ly‡zathoz 
szŸksŽges Ð nyilv‡n a lŽnyeget nem annyira Žrint!  dolgok#  Val—sz’n" leg 
rŽszleteiben Žrdemes megismerni a gyakorlatot ahhoz, hogy mŽg ezt a 18-20 
sz‡zalŽkot is az ember a helyŽn kezelje.  
 
RHZS: # Žs egyik sem a anyabar‡t egyŽbkŽnt, most lesz az els!  anyabar‡t, a 
Bethesda k—rh‡z. Egy m‡sik, ehhez kapcsol—d— kŽrdŽs, hogy a bababar‡t k—rh‡zak 
egyik alapvetŽse, hogy nem biztos, hogy a legmŽregdr‡g‡bb kŸtyŸt kell megvenni az 
adott tšrtŽnethez, legyen ez egy termŽszetes szŸlŽs, vagy b‡rmilyen beavatkoz‡s, 
hanem esetleg azt a pŽnzt ‡t lehetne forgatni mondjuk munkabŽrbe, ami azt‡n 
megjelenik a szemŽlyes figyelemben, a k’sŽrŽsben Žs a magasabb min! sŽg"  
szolg‡ltat‡sban, ami ’gy nem feltŽtlenŸl fizikai beruh‡z‡st jelent. A kŽrdŽs, hogy 
ezzel a szemlŽlettel hogy a munka-szolg‡ltat‡s versus fizikai szolg‡ltat‡s, err! l 
milyen#   
 
KZS: Nincs, nincs ilyen szemlŽlet. Kšzalkalmazotti bŽrt‡bla van. Annak gyakorlatilag 
a minimuma az, a jogszab‡lyok alapj‡n ami šsszeg kijšn, azt kapj‡k. Ugye emellett 
alap’tv‡nyi t‡mogat‡sra šsztšnzik œgymond a k—rh‡zba l‡togat—kat. Nincs ilyen. A 
munkavŽgzŽs min! sŽgŽnek anyagi eszkšzškkel val— nšvelŽse, ez legfeljebb az 
orvosi hi‡nyszakm‡kban van, pl. aneszteziol—gusoknak, radiol—gusoknak, 
patol—gusoknak a magasabb szint"  megfizetŽse. De ilyen elkŽpzelŽs vagy 
gondolatmenet nincs, hogy a n! vŽrnek emeljŸk meg 30 000 Ft-tal a nett— bŽrŽt Žs 
akkor kedvesebb lesz. Vagy akkor olyan n! vŽr jšn oda, aki kedvesebb eleve.  
RHZS: # Žs pŽld‡ul pozit’v szuggeszti—kkal gyorsabban fogja el! seg’teni a 
gy—gyul‡st#   
KZS: # nem, nem, ilyen nincs.  
 



ATT5.4 Interview with Dr. Zsombor Kov‡csy, 2016-06-13. 
!

! " !

RHZS: Van egy ‡ltal‡nosabb kŽrdŽsem a szakmai protokollokr—l. Az orvosi szakmai 
protokolloknak meg kellene jelenniŸk a gyakorlatban, de a magyar k—rh‡zak j— 
rŽszŽben szok‡sjog m! kšdik. A szakmai protokollok Žs a szok‡sjog dinamik‡j‡r—l 
mi, vagy mi volt az ‡ltal‡nos megl‡t‡sotok?  
 
KZS: A szakmai protokollokat m‡r csak azŽrt is nagyj‡b—l betartj‡k, mert a 
terhesgondoz‡s esetŽben elŽg sokminden jogszab‡lyban van. A terhesgondoz‡s 
szakmais‡g‡r—l kŸlšn rendelet sz—l. Ezek elŽg szŽles kšrben ismert dolgok. De ezek 
ink‡bb a diagnosztikus keretek. Teh‡t nem a tŽged jobban Žrdekl"  mondjuk, Žrzelmi 
rŽsze a dolognak, hanem az, hogy mikor kell ultrahangra kŸldeni, meg ezek, illetve a 
szŸlŽsvezetŽsr" l is vannak protokollok, - ezek a kereteket adj‡k meg. ƒn ezeket jogi 
oldalr—l negat’van tudom megkšzel’teni: teh‡t, ha ezeket nem tartj‡k be, Žs nem 
tudj‡k megmagyar‡zni, hogy miŽrt nem tartott‡k be, akkor abb—l baja van a 
k—rh‡znak illetve a szemŽlyzetnek. Ezeket szerintem nagyj‡b—l Žs šsszessŽgŽben 
betartj‡k. A helyi szok‡sok ink‡bb œgy min" s’thet" k, hogy ott a protokollok ‡ltal 
engedett v‡lasztŽkb—l nagyon kevŽs az, ami rendelkezŽsre ‡ll. Teh‡t ott mondjuk a 
f" n" vŽr elŽg nagy hatalommal rendelkezik a tekintetben, hogy elmondja, hogy hol 
lesz a gyerek, etc, teh‡t itt nincs nagyon k’v‡ns‡gm! sor, hanem elv‡g—lagosan van, 
hogy Òn‡lunk ez van, Žs akkor ezt ’gy kell elfogadniÓ. De ez nem h‡gja ‡t a protokollt, 
csak a protokoll vagy az ir‡nyelvek alapj‡n mŽg nagyon sokmindent lehetne csin‡lni, 
vagy esetleg fel lehetne k’n‡lni v‡laszt‡si lehet" sŽget, de a helyi adotts‡gok ezen 
belŸl nagyon keskeny szegmenst tudnak k’n‡lni. Ink‡bb megmondj‡k, hogy mi van, 
Žs ahhoz kell alkalmazkodni.  
 
RHZS: ƒs a protokollok , ahogyan lŽtrejšnnek#  nem tudom amœgy, hogy a tšbbi 
terŸleten ez hogy van, de a SzŸlŽszeti Žs N" gy—gy‡szati SzakkollŽgium a titkol—z‡s 
nagymesterŽnek t! nik egy ‡tlagos nem-n" gy—gy‡sz sz‡m‡ra, a protolljaik nincsenek 
online, semmi nem hozz‡fŽrhet" , Žs a protokollokb—l is csak az elŽrhet" , amit 
egyszer valaki beszkennelt Žs felrakott a netre, nem hivatalos m—don. Ez ‡ltal‡nos 
gyakorlat? Ezzel lehet valamit kezdeni Ð vagy szerinted egy‡ltal‡n ezzel Žrdemes 
valamit kezdeni? M‡s orvosi terŸletr" l m‡r olyat is hallottam, az adott terŸlet 
orvos‡t—l, hogy a protokollokat csak jog‡szok tal‡lt‡k ki jog‡szoknak. #   
 
KZS: Nem, ez v‡ltoz—. Ink‡bb azt mondan‡m, hogy v‡ltoz—. Nem egyedi az, ami a 
szŸlŽszetben van. Nem az a jellemz" , hogy nagyon transzparens lenne ez a 
rendszer, de azŽrt megismerhet" k ezek a protokollok, ha valaki akarja. Eleve a 
betegt‡jŽkoztat‡s elŽg gyenge l‡bakon ‡ll Magyarorsz‡gon. Teh‡t œgy megy be az 
ember a k—rh‡zba, hogy kevesebbet tud j—val, mint ha egy aut—szerel" hšz elviszi az 
aut—j‡t, hogy ott mi v‡rhat—.  
 
RHZS: ƒs szakmailag - m‡rmint jogi szakmailag - azt gondolod, hogy a jelenlegi 
protokollok Žs azok friss’tŽse Žs hasonl—k, az nagyj‡b—l rendben van? Teh‡t, ha azt 
mondod, hogy a betegt‡jŽkoztat‡s nem is Ÿt meg egy bizonyos elv‡rt szintet...  
 
KZS: Ezt nem is nagyon jogi szakmailag kell annyira meg’tŽlni, mert a jogi szakmai 
meg’tŽlŽs keretŽben legfeljebb a szab‡lyozotts‡g mŽrtŽkŽt vagy m—dj‡t illet" en lehet 
egy vizsg‡lat vagy kritika. ƒs ez viszont ‡tcsap orvosszakmaiba, mert a jog‡sz 
nehezen tudja meg’tŽlni, hogy milyen rŽszletessŽggel Žrdemes egy szŸlŽszeti 
elj‡r‡st vagy folyamatot szab‡lyozni. Ink‡bb azt mondan‡m, hogy betegjogi oldalr—l - 
Žs ugye betegnek nevezzŸk az egŽszsŽgest is, az egŽszsŽgŸgyi tšrvŽny 
gy! jt" fogalomkŽnt kezeli ezt, mert nincs helyette jobb, teh‡t betegnek nevezi a szŸl"  
n" t is, - betegjogi szempontb—l teh‡t#  Ha Žn vagyok ak‡r a biztos’t—, ak‡r az ‡llam, 
aki a betegeimnek akarok j—, sztenderdiz‡lt, mindenŸtt hasonl— keretek kšzštt 
hozz‡fŽrhet"  ell‡t‡st biztos’tani, akkor elŽgedetlen vagyok, ha nem tudom azt, hogy 
mire van lehet" sŽg a k—rh‡zban mondjuk szŸlŽs c’msz— alatt. Teh‡t hogyha ez egy 
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egysŽges rendszer, amir! l beszŽltem is, akkor alanyi jogon j‡r az, hogy ha egy adott 
egŽszsŽgŸgyi helyzetben vagyok, vagy egy adott egŽszsŽgi ‡llapotban, akkor Žn 
bizonyos m—dokon szŸlhessek vagy t‡jŽkoztassanak err! l vagy arr—l. Na, ezek a 
szempontok nem ŽrvŽnyesŸlnek Žs ezek nincsenek benne egy ilyen biztos’t—i 
kŽzikšnyvben. A protokollok megadj‡k a szakmai kereteket, de a jogŽrvŽnyes’tŽs, a 
jog ŽrvŽnyesŸlŽsŽnek a m—djai, a lehet! sŽgei, azok sehol nincsenek le’rva, hanem 
azok ilyen nagyon sz" kšs lehet! sŽgeket ad— hagyom‡nyokon keresztŸl val—sulnak 
meg.  
 
RHZS: Igen. Azzal te rendben vagy, hogy vannak ezek a szakmai kollŽgiumok Žs 
azok ilyen ÒultimatelyÓ jelleggel felel! sek ugye a szakmai protokollokŽrt, Žs hogy az 
EgŽszsŽgŸgyi MinisztŽrium ezeknek a tud‡sb‡zis‡ra t‡maszkodik Žs ezeken a 
protokollokat keresztŸl v‡ltozik Žs h‡t, javul Ð vagy h‡t nem tudom Ð a magyar 
egŽszsŽgŸgy. Sz—val hogy ez a modell vŽdhet! ? Vagy mik a gyenge pontjai?  
 
KZS: Igen. Lehet, hogy azŽrt, mert Žn is rendszer rŽsze vagyok Žs ezeket œgymond 
alkalmazom, teh‡t nem szoktam megkŽrd! jelezni ezt a mechanizmust. Nem tudok 
helyette jobbat. Ez szerintem rendben van, hogy van egy valamilyen elvek alapj‡n 
šsszeh’vott tudom‡nyos t‡rsas‡g Žs akkor ! k meghat‡rozz‡k a szakmai 
szab‡lyokat. Most hogy ! ket megfelel! en v‡lasztj‡k-e ki, vagy j—l vŽgzik-e a 
munk‡jukat, azt nem tudom. Azt tudom mondani, hogy a szakmai protokollok nagyon 
heterogŽn min! sŽg" ek, m" fajœak, terjedelm" ek Ð pedig van kŸlšn jogszab‡ly 
szakmai protokollok meg ir‡nyelvek lŽtrehoz‡s‡ra Ð de nem egysŽges.  
PŽld‡ul az EgyesŸlt çllamokban sokkal egysŽgesebbek, sokkal jobban kšvethet!  a 
szerkezetŸk, gyakorlatilag ugyanolyan a szerkezetŸk. N‡lunk meg van, amelyik 
nagyon b!  lŽre van eresztve, teh‡t 27 oldal Žs van amelyik szik‡rabb Žs 
elv‡g—lagosabb, Ð azt Žn nem tudom, hogy melyik j— Ð de az nem j—, hogy ennyire 
kŸlšnbšz! ek.  
 
RHZS: Igen, azt mondjuk ’gy fura l‡tni, hogy a SzŸlŽszeti Žs N! gy—gy‡szati Szakmai 
KollŽgium fšlštt nincsen senki, aki elmŽletileg fšlšttŸk van, az EgŽszsŽgŸgyi 
MinisztŽrium, az igaz‡b—l nincs felettŸk.  
KZS: Igen, az nem Žrt hozz‡ ilyen szempontb—l. De h‡t valakinek kell#  
RHZS: #  legfšlŸl lenni#  (nevet) 
KZS: Val—j‡ban mostm‡r, terminol—giailag csak annyit jav’tanŽk, hogy a szakmai 
kollŽgium, az a kor‡bbiakhoz kŽpest most az šsszessŽge az egŽsznek, teh‡t abban 
van negyvenvalamennyi tagozat. 
RHZS: # igen, tagozatnak most m‡r,  
KZS: # Žs h‡romf! s. ƒs  ez egy egyszer" s’tŽs volt, mert rŽgen mondjuk a szŸlŽszeti 
szakmai kollŽgiumban voltak 15-en, most egy h‡romf! s tagozat#  
RHZS: ƒs nyilv‡nosak a nevek! 
KZS: # kšzšttŸk van egy elnšk vagy vezet!  Žs šsszesen h‡rman vannak minden 
szakm‡ban.  
 
RHZS: OEP finansz’roz‡s. Err! l mŽg az el! ad‡s sor‡n is beszŽltŽl, hogy a 
finansz’roz‡snak vannak vŽdhetetlen rŽszei. Nem prevent’v, hanem bizonyos 
beavatkoz‡sokat seg’t vagy t‡mogat. ƒ s ez szintŽn egy ‡ltal‡nosabb kŽrdŽs - de 
majd megnŽzem a szŸlŽszeti vonatkoz‡sait -, de hogy pont a szŸlŽszetben, ahol 
nem is betegr! l van sz—, hanem ugye egŽszsŽgesr! l, Žs ahol nem is az egyes 
beavatkoz‡sokat kellene feltŽtlenŸl ‡llamilag t‡mogatni, hanem mag‡t az egŽsz 
folyamatot#  teh‡t hogy az OEP t‡mogat‡s mennyire v‡ltoztathat—, vagy hogy 
mennyire v‡ltozik Magyarorsz‡gon? Amikor valamire r‡jšnnek. Hogy ennek Žs 
ennek az OEP t‡mogat‡s‡nak a struktœr‡j‡t kŽne megv‡ltoztatni. Ilyen v‡ltoztat‡sok 
voltak vagy vannak?  
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KZS: Voltak, igen, ilyenek el! fordultak. PŽld‡ul a vŽd! n! i ell‡t‡sban kor‡bban 
teljesen hagyom‡ny œtj‡n kialakult finansz’roz‡s volt Žs azt‡n 2000 kšrŸl 
fokozatosan elindult a fejkv—ta szerinti, teh‡t a tŽnylegesen ell‡tottak sz‡ma szerinti. 
Az pŽld‡ul egy ilyen szemlŽletv‡lt‡sos v‡ltoz‡s volt. Azt‡n a h‡ziorvosokn‡l bekerŸlt 
ez az indik‡tor rendszer, ami teljes’tmŽny elemet hozott be a finansz’roz‡sukba. 
Sz—val van erre pŽlda, de ez ritka. Ink‡bb a foltozgat‡s jellemz! , amikor l‡tj‡k, hogy 
felborultak az ar‡nyok. A finansz’roz‡si rendszer az elvileg sz‡mokon alapul, teh‡t 
ugye kšltsŽgek sz‡m’t‡s‡n. De az Žvtizedek sor‡n ezek a kšltsŽgek megborulnak. 
Nemcsak az infl‡ci— miatt, hanem a bels!  ar‡nyok is v‡ltoznak, teh‡t a szemŽlyi Žs 
a t‡rgyi kšltsŽgek, valami olcs—bb lesz, valami dr‡g‡bb, az teljesen eltorz’thatja az 
ar‡nyokat pl. kŽt HBCS kšzštt Ð ami ugye, azt is ismered, a finansz’roz‡st, Ð Žs 
akkor valamit megszerelnek rajta. Akkor ut‡na, aki rosszul j‡r ebben, az elkezd 
lobbizni, teh‡t ez ilyen hadakoz‡s ink‡bb.  
RHZS: " akkor ez dinamikus"   
KZS: Ilyen Žrtelemben dinamikus, csak semmi tudom‡nyos alapja, ami k‡r, mert 
maga a rendszer egyŽbkŽnt tudom‡nyosan megalapozott, kšltsŽgsz‡m’t‡sokkal, de 
ezek a folyamatos szerelgetŽsek elviszik egy alku illetve politikai lobbi ir‡nyba. Teh‡t 
a kŽrdŽs tal‡n leglŽnyegesebb pontj‡ra visszatŽrve, az egy‡ltal‡n nem jellemz! , 
hogy egŽszsŽgpolitikai cŽlok mentŽn olyan nagyon alakulna a finansz’roz‡si 
rendszer, hogy akkor hosszabbt‡vœ, meg prevent’v, hogy egŽszsŽgfejlesztŽsi, vagy 
egŽszsŽgnyeresŽg alapœ legyen. Valamennyire nyilv‡n benne vannak ezek az elvek 
a rendszerben, de elŽgtelen mŽrtŽkben. 
 
RHZS: Ti a Corvinus EgŽszsŽgŸgyi Kšzgazdas‡gtan TanszŽkkel dolgoztatok egyŸtt, 
Gul‡csiŽkkal?  
KZS: EgyŸtt nem dolgoztunk, mivel mi a saj‡t tšrvŽny szerinti feladatunkat hajtottuk 
vŽgre, Kiss Norbert, aki a Corvinus egyetemen van jelenleg is, !  volt a stratŽgiai 
f! oszt‡lyvezet! nk Žs !  akkor is tevŽkenykedett a Corvinuson. De nem tudom, hogy a 
Gul‡csival egyŸtt-e, de azt tudom, hogy !  is egŽszsŽgŸgyi gazdas‡gi terŸleten.  
 
RHZS: Meg az adatokkal kapcsolatban akartam egyet kŽrdezni, most hogy a vŽgŽn 
vagyunk. Ezt Dr. FŸzy Mikl—s is mondta a szerdai el! ad‡sodn‡l, vagy lehet, hogy 
csak kŽs! bb, hogy az egŽszsŽgŸgyi adatokat nemhogy k—rh‡zra nem lehet 
lebontani"  s! t. Nemhogy orvosra nem lehet lebontani az adatokat, pedig volna 
Žrtelme, hanem k—rh‡zra sem, mondjuk, a k—rh‡zi fert! zŽsek kapcs‡n sem. ƒs hogy 
nekem, aki az elmœlt kŽt Žvben pr—b‡ltam a Tauffer adatb‡zist, a szŸlŽszeti 
adatb‡zist, egy kicsit megpiszk‡lni (" ) ennek kapcs‡n, ak‡r szŸlŽszeti, ak‡r m‡s 
egŽszsŽgŸgyi adatb‡zisok kapcs‡n, szerinted ez szemlŽletv‡lt‡s kŽrdŽse, vagy 
minek a kŽrdŽse, felŸlr! l val— politikai nyom‡s, vagy t‡rsadalmi nyom‡s vagy mi 
kŽne ahhoz, hogy tudjuk azt, hogy nagyj‡b—l milyen adatok vannak?  
 
KZS: Igen, az egyŽrtelm#, hogy jelenleg az az egŽszsŽgpolitikai alap‡ll‡s, hogy nem 
kell az embereket zavarni ezekkel a csœnya sz‡mokkal. Ezt mondtam, hogy Òez csak 
rontja a kšzbizalmatÓ, meg ugye —ri‡siak a kŸlšnbsŽgek a k—rh‡zak kšzštt, minden 
szempontb—l, Žs ezt (sokak szerint) nem lenne j— kiter’teni. Ez a szemlŽlet. Senki 
nem foglalkozik azzal, hogy ezek kšzŽrdek# adatok-e vagy sem, teh‡t hogy joguk 
van az embereknek ezeket megismerni. Hanem egy ilyen saj‡t haszonelv#sŽgi 
alapon pr—b‡lj‡k ezt meg’tŽlni, hogy j— lenne vagy nem lenne j—, ha az emberek ezt 
l‡tn‡k, Žs arra jutnak, hogy nem lenne j—.  
 
RHZS: De kik?  
KZS: H‡t, (" ) akik err! l dšntenek. 
RHZS: Az ‡llamtitk‡r meg a helyettesei?  
KZS: Azok is, de ( "  ) a vezet!  politikusok is azt fogj‡k mondani, hogy nem kŽne 
kiadni az adatokat, mert miŽrt lenne j— zavart kelteni az emberek kšzštt. De ez nem 
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csak a jelenlegi korm‡nyzat b! ne, hanem az EgŽszsŽgbiztos’t‡si FelŸgyeletnek is a 
legprovokat’vabb cselekedetei kšzštt volt sz‡montartva ez a k—rh‡zi 
indik‡torrendszer. ƒs akkor volt , aki az azon h‡borgott, hogy volt k—rh‡z, aki nem 
adta le az adatokat, "  meg leadta " szintŽn, Žs rosszak lettek. ƒs hogy akkor ez 
micsoda szemŽtsŽg. ƒn meg megkŽrdeztem, hogy mit csin‡ljak, mit javasolsz? 
Le’rtuk, hogy nem adott adatot a k—rh‡z, azon k’vŸl mit tudunk csin‡lni? Azt mondta, 
hogy akkor "  sem fog leadni adatot jšv" re. H‡t, akkor ne adj‡l. Sz—val ez ilyen. 
Nemcsak fšlŸl. Nyilv‡n, akinek k—rh‡zi szinten is j—k az adatai, az sz’vesen 
megmutatja. De az emberek se nagyon l‡zadoznak azŽrt#  van kb. 3%, akit ez 
Žrdekelne, a tšbbi az meg šrŸl, hogy nem megy k—rh‡zba. Vagy ha odamegy, akkor 
jusson haza. Nagyon alacsony minden szempontb—l az egŽszsŽgŸgyi adatokkal 
kapcsolatos kultœr‡nk, ez minden szinten nagyon kezdetleges.  
 
RHZS: Van egy ilyen mondat a te honlapodon, hogy ÒSzab‡lyozatlan vagy 
korszer! tlenŸl szab‡lyozott egŽszsŽgŸgyi terŸleteken ‡tfog—, nemzetkšzi 
tapasztalatokat is mag‡ban foglal— h‡ttŽrelemzŽs, jogszab‡ly-el" kŽsz’tŽsÓ, hogy 
ilyenekkel foglalkoztok, mint innov‡ci— Žs jogszab‡ly-el" kŽsz’tŽs. ƒs ezt akartam 
mŽg ’gy a vŽgŽn megkŽrdezni, hogy ha tal‡lunk olyan esetet vagy eseteket, ahol 
konkrŽt orvosi problŽma keletkezik a gyermeknŽl cs‡sz‡rmetszŽs vagy korai 
szepar‡ci— miatt, vagy az any‡nak lett valami baja - ak‡r egŽszen addig, hogy 
meghal egy m! tŽti szšv" dmŽnyben-, Žs ebb" l akarn‡nk teljesen piaci for-profit 
m—don egy jogszab‡ly-v‡ltoztat‡s el" kŽsz’tŽst csin‡ltatni, mondjuk a te cŽgeddel, 
vagy b‡rmelyikkel, annak milyen kšltsŽgei lennŽnek?  
 
KZS: Nemhogy a kšltsŽgŽt nem tudom megmondani, de szerintem id"  el" tti is ez a 
feladatmeghat‡roz‡s. Mert szerintem, ha tal‡lunk is ilyen eseteket, az els" sorban 
nem jogszab‡lym—dos’t‡st igŽnyel, hanem valami protokoll v‡ltoztat‡st. Teh‡t nem a 
jog‡sz kell hozz‡, a jog‡sz maximum a protokoll szšvegŽnek - mert a protokoll is 
egyfajta szab‡ly - teh‡t annak a megszerkesztŽsŽhez. De azt gondolom, hogy akkor 
ehhez ink‡bb egy protokoll-felœj’t‡s kell, pl. hogy mikor legyen cs‡sz‡rmetszŽs, vagy 
hogyan legyen a szŸlŽsvezetŽs. Mert az annyira messzire vezet, hogyha most a 
finansz’roz‡si rendszert meg egyebeket akarjuk ehhez megreform‡lni, meg mondjuk 
az egŽszsŽgŸgyi tšrvŽnyben hogy az any‡nak ehhez meg ahhoz joga van#  - annak 
a rŽszletei œgyis a protokollban fognak eld" lni. ƒn tudok  magas beauty-faktorœ 
szab‡lyokat alkotni ehhez, de ti semmit nem Žrtek vele. Teh‡t b‡rmennyi pŽnzŽrt 
tudok ilyet csin‡lni de# . (nevetŸnk), nem ez a termŽk, ami szerintem el" seg’ti azt, 
ami kell nektek, hogy ha akartok valamit. Hanem szakmai, ell‡t‡si protokoll.  
 
RHZS: ògy , Žs akkor ut‡na lehet esetleg feljebb vinni#   
 
KZS: Igen, de szerintem nem is feltŽtlenŸl kell. Legfeljebb a jog‡sz oldal‡r—l pŽld‡ul 
a betegjogokn‡l egy œj kŽt sor, ami kijšn ebb" l az egŽszb" l, hogyha van valami 
bizony’tŽkokon alapul— dolog, pl. hogy az any‡nak joga van ahhoz, hogy Ð ha 
megfelel"  az egŽszsŽgi ‡llapota Ð eldšntse, hogy mikor j‡rul hozz‡ a termŽszetest" l 
eltŽr"  szŸlŽsvezetŽshez. De nem gondolom, hogy ennŽl tšbb, ami a jog‡sznak a 
dolga. Vagy Òaz egŽszsŽgŸgyi szolg‡ltat—nak biztos’tania kell a minŽl ink‡bb a 
termŽszetes szŸletŽsvezetŽst t‡mogat— kšrŸlmŽnyeket, mind szemŽlyi, mind t‡rgyi 
feltŽtelekbenÓ. De, Žrted, h‡t ezt Žn most elmondtam, 14 Ft lesz. (nevetŸnk)  
 
RHZS: Mondjuk, az egyik konkrŽt kŽrdŽs az lett volna, hogy bababar‡t k—rh‡zakban 
a korai szepar‡ci— helyett a korai mellretevŽst vagy korai b" rkontaktust javasolj‡k#   
KZS: Igen, de ha az egy bababar‡t k—rh‡z, az nem nagyon jelenik meg 
jogszab‡lyban, teh‡t ott ez egy bels"  protokoll lenne, amit ott csin‡lnak. Vagy, egy 
orsz‡gos ir‡nyelv ezzel kapcsolatban.  
RHZS: Nagyon kšszšnšm, Žs remŽlem, belefŽrtŸnk a fŽl —r‡ba.  
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