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Data and information sources
The data and information in the Country Health Profiles
are based mainly on national official statistics provided
to Eurostat and the OECD, which were validated to
ensure the highest standards of data comparability.
The sources and methods underlying these data are
available in the Eurostat Database and the OECD health
database. Some additional data also come from the
Institute for Health Metrics and Evaluation (IHME), the
European Centre for Disease Prevention and Control
(ECDC), the Health Behaviour in School-Aged Children
(HBSC) surveys and the World Health Organization
(WHO), as well as other national sources.
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The calculated EU averages are weighted averages of
the 28 Member States unless otherwise noted. These EU
averages do not include Iceland and Norway.
This profile was completed in August 2019, based on
data available in July 2019.
To download the Excel spreadsheet matching all the
tables and graphs in this profile, just type the following
URL into your Internet browser: http://www.oecd.org/
health/Country-Health-Profiles-2019-Bulgaria.xls

Demographic and socioeconomic context in Bulgaria, 2017
Demographic factors

Bulgaria

EU

Population size (mid-year estimates)

7 076 000

511 876 000

Share of population over age 65 (%)

20.7

19.4

1.6

1.6

GDP per capita (EUR PPP²)

14 800

30 000

Relative poverty rate³ (%)

23.4

16.9

Unemployment rate (%)

6.2

7.6

Fertility rate¹



Socioeconomic factors

1. Number of children born per woman aged 15-49. 2. Purchasing power parity (PPP) is defined as the rate of currency conversion that equalises the
purchasing power of different currencies by eliminating the differences in price levels between countries. 3. Percentage of persons living with less than 60 %
of median equivalised disposable income.
Source: Eurostat Database.
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the OECD or of its member countries, or of the European Observatory on Health Systems and Policies or any of its Partners. The views expressed herein
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1 Highlights
The life expectancy of Bulgarians has improved but is still the lowest in the EU. Underdeveloped preventive
actions and outpatient (or ambulatory) care contribute to poor health outcomes. The social health insurance
system is compulsory yet in practice there are significant gaps in population coverage and what is offered in
the benefit package. Recent reform initiatives have focused on controlling spending and enhancing efficiency,
including the introduction of health technology assessment (HTA) for pharmaceutical reimbursement, and trying
to shift the health system’s focus away from hospital-centred care.
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Life expectancy in Bulgaria increased by more than three years between
2000 and 2017 but larger increases in other EU Member States have
widened the gap between Bulgaria and the EU average. Circulatory
system diseases and cancer are the principal causes of death, and there
are significant disparities in health status across gender, regional and
educational lines. Morbidity from infectious diseases such as tuberculosis
(TB) are also an ongoing concern.

Health system
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Reducing the high prevalence of behavioural risk factors poses a major
challenge. Despite a slight reduction in tobacco consumption, the rate of
smoking among adults is the highest in the EU and stood at 28 % in 2014
EU
(36.4 % among
men). Smoking among teenagers is also common. Heavy
Country
alcohol consumption in 2014 was slightly below the EU average for adults,
but is increasing among teenage boys. While the obesity rate among adults
is just below the EU average, it is a growing problem among children, with
one in five being overweight or obese.
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Despite doubling since 2005, per capita health spending, at EUR 1 311,
was the fourth lowest in the EU in 2017. This represents 8.1 % of GDP,
below the EU average of 9.8 %, but higher than in neighbouring countries.
Out-of-pocket (OOP) spending in 2017 was the highest in the EU (46.6 %
compared with 15.8 % on average), and is mainly driven by co-payments
on pharmaceuticals and outpatient care. The prevalence of informal
payments also adds to household costs for health care.

Effectiveness

Accessibility

Resilience

Both preventable and treatable
causes of mortality are among
the highest in the EU, indicating
a large scope for improving
disease prevention and the
effectiveness of care. A lack of
data on key indicators hampers
the monitoring of care quality.

Although self-reported unmet
needs are at the lowest level since
2008, low-income groups are
more heavily affected. High levels
of OOP spending, and lack of
health insurance for a significant
proportion
Country of the population, are
EU
the main
barriers to accessibility.

The financial
sustainability of
the health system
is challenged by
a heavy reliance on private
expenditure as well as the
shrinking working-age population
that contributes to the revenue
base of social health insurance.
Efforts to improve efficiency by
reorienting service delivery and
resources away from hospitals
have proven difficult.
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Life expectancy at birth has increased
in Bulgaria but large differences
between men and women persist

and Romania recorded shorter life expectancy in
2000, gains in these countries have outpaced those
in Bulgaria. The gain in life expectancy has been
greater among women than men, thus widening the
pre-existing gender gap to seven years. Despite this,
women in Bulgaria have the shortest life expectancy
in the EU (78.4 years), while men have the third lowest
(71.4 years).

While life expectancy in Bulgaria increased from
71.6 years in 2000 to 74.8 years in 2017, it is the
lowest in the EU (Figure 1). Although Latvia, Estonia

Figure 1. Bulgaria’s population has the shortest life expectancy in the EU
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2 Health in Bulgaria

Source: Eurostat Database.

Inequalities in life expectancy by
education level are substantial
As shown in Figure 2, men with low levels of
educational attainment at age 30 live on average
6.9 years less than those with tertiary education,
albeit this is a smaller gap than the EU average of
7.6 years. For women, the gap is less pronounced –
4.5 years – but slightly greater than the EU average
of 4.1 years. This gap in longevity can be explained,
at least partly, by differences in exposure to various
risk factors, such as tobacco consumption and poor
nutrition.1

Infant mortality has improved but
regional disparities persist
Bulgaria achieved significant improvements in infant
mortality between 2000 and 2018, more than halving
the rate from 13.3 to 5.8 deaths per 1 000 live births,
an outcome at least partly attributable to its National
Programme on Maternal and Infant Health.

Figure 2. Bulgarians with tertiary education have a
life expectancy up to seven years longer than those
who have not completed secondary education

46.6
years

Lower
educated
women

51.1
years

45.5
years

38.6
years
Higher
educated
women

Lower
educated
men

Higher
educated
men

Education gap in life expectancy at age 30:
Bulgaria: 4.5 years
EU21: 4.1 years

Bulgaria: 6.9 years
EU21: 7.6 years

Note: Data refer to life expectancy at age 30. High education is defined as
people who have completed a tertiary education (ISCED 5-8) whereas low
education is defined as people who have not completed their secondary
education (ISCED 0-2).
Source: Eurostat database (data refer to 2016).

1: As people with higher level of education tend to be of higher socioeconomic status, the education gaps in life expectancy are also related to differences in income
and living standards, which may affect both exposure to different risk factors and access to health care.
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Cardiovascular diseases are the
leading cause of death in Bulgaria
Circulatory system diseases account for the highest
numbers of deaths in Bulgaria, with a rate of 1 100
deaths per 100 000 inhabitants in 2016 (around three

times the EU average of 360). Of these, 300 were due
to stroke (compared with an EU average of 80). In fact,
stroke was the cause of around one fifth of all deaths
(Figure 3). In contrast, mortality from ischaemic heart
disease, the second highest cause of death, has more
than halved since 2000. The drop has been more
marked in women than men and is partly due to a
reduction in some behavioural risk factors as well as
improved early detection and treatment (such as free
annual check-ups for cardiovascular diseases) and
increased use of hypertension medication.

Figure 3. Cardiovascular diseases and cancer account for the majority of deaths in Bulgaria
% change 2000-16 (or nearest year)
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50
Diabetes

100

150

Chronic obstructive pulmonary disease

200

250

300

350

Ischaemic heart disease

Pneumonia

Stroke

-100
Age-standardised mortality rate per 100 000 population, 2016
Note: The size of the bubbles is proportional to the mortality rates in 2016.
Source: Eurostat Database.

Lung cancer was the most frequent cause of cancerrelated mortality, and the death rate has increased by
nearly 12 % since 2000, in part reflecting the legacy of
smoking (Section 3). Mortality rates from other cancer
have also increased in recent years, in particular
colorectal and breast cancer.

The majority of people report being
in good health, yet stark disparities
exist by income group
In 2017, two thirds of the population reported being
in good health, close to the EU average of 69.7 %
(Figure 4). However, wider disparities exist across
Ischaemic heart disease
income groups in Bulgaria than in the EU. More than
four in five of those in the highest income quintile
considered themselves to be in good health, compared
with only about half of those in the lowest income
quintile.

Figure 4. Two thirds of the Bulgarian population rate
their health positively
Low income
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Cyprus
Norway
Italy1
Sweden
Netherlands
Iceland
Malta
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Belgium
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Greece1
Denmark
Luxembourg
Romania1
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EU
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Estonia
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Latvia
Lithuania

0
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20

40

60
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100

% of adults who report being in good health
Note: 1. The shares for the total population and the population on low
incomes are roughly the same.
Source: Eurostat Database, based on EU-SILC (data refer to 2017).

State of Health in the EU · Bulgaria · Country Health Profile 2019

5

BULGARIA

However, substantial regional disparities persist, with
rates as low as 1.5 reported in the Smolyan district
and 2.6 in the Sofia (capital) district, but much higher
in Pleven (11.3) and Razgrad (10.6) (National Statistical
Institute, 2019a).

BULGARIA

About two fifths of life after age 65 is lived
with some health problems or disabilities
In 2017, Bulgarians aged 65 could expect to live an
additional 16.1 years, an increase of two years since
2000. However, as is common in other EU countries,
a number of years of life after age 65 are spent with
some health problems or disabilities. In Bulgaria, this
is only around seven years on average, substantially
less than the average across the EU (Figure 5). While
the gender gap in life expectancy at age 65 remains
substantial, with Bulgarian men living almost 4 years
less than women (14.1 years compared to 17.8), the
gap in the number of healthy life years2 is less than
1 year, as women tend to live a greater proportion of
their lives with chronic diseases or disabilities.

Just over half the people aged 65 and over reported
having at least one chronic disease, a proportion that
is slightly below the EU average. However, nearly a
quarter of the population aged 65 and over reported
severe disabilities that limited their basic activities
of daily living (ADL) such as dressing and showering.
This is much higher than the average across the EU
(18 %).

Figure 5. Half of Bulgarians aged 65 and over have at least one chronic disease
Life expectancy at age 65
Life expectancy at age 65 EU
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Bulgaria
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disability

% of people aged 65+ reporting limitations
in activities of daily living (ADL)2
% of people aged 65+ reporting limitations
Bulgaria
EU25
in activities
of daily living
(ADL)2

Bulgaria

EU25

Bulgaria
17%

EU25
20%

Bulgaria
23%

EU25
18%

20%

23%

18%

49%
49%

46%

17%
34%

46%

34%
No chronic
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No chronic
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One chronic
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One chronic
disease

34%

77%

82%

34%

77%

82%

At least two
chronic diseases
At least two
chronic diseases

No limitation
in ADL
No limitation
in ADL

At least one
limitation in ADL
At least one
limitation in ADL

Notes: 1. Chronic diseases include heart attack, stroke, diabetes, Parkinson’s disease, Alzheimer’s disease and rheumatoid arthritis or osteoarthritis. 2. Basic
activities of daily living include dressing, walking across a room, bathing or showering, eating, getting in or out of bed and using the toilet.
Sources: Eurostat Database for life expectancy and healthy life years (data refer to 2017); SHARE survey for other indicators (data refer to 2017).

2: ‘Healthy life years’ measure the number of years that people can expect to live free of disability at different ages.

6

State of Health in the EU · Bulgaria · Country Health Profile 2019

Although the number of new TB cases has decreased
over the last decade, the epidemic is not yet under
control. In 2017, the notification rate was almost
double the EU/EEA average – 21 per 100 000
population compared with 11 per 100 000 population
in the EU/EEA (Figure 6). In addition, the measles

BULGARIA

Bulgaria still faces important challenges
in managing communicable diseases

notification rate jumped from 0.1 per million
population in 2016 to 23.2 in 2017. As neighbouring
Romania recorded a notification rate of 462 per
million population in 2017, the disease requires
ongoing vigilance in monitoring and vaccination (see
Section 5.1).

Figure 6. The number of newly reported cases of tuberculosis has declined but continues to exceed the EU
average
Notification rate for 100 000 population
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Source: ECDC Surveillance Data
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3 Risk factors
Behavioural risk factors account for
more than half of all deaths

Bulgaria has the highest rate of adult smoking,
and the second highest among teenage girls

It is estimated that 51 % of all deaths in Bulgaria
are attributable to behavioral risk factors, compared
with 39 % across the EU as a whole (Figure 7). Dietary
risks, including low fruit and vegetable intake, and
high sugar and salt consumption, were implicated in
33 % of all deaths in 2017, the highest proportion in
the EU and almost double that of the EU as a whole
(18 %). Tobacco consumption (including direct and
second-hand smoking) contributed to an estimated
21 % of all deaths, while around 5 % were attributable
to alcohol consumption, and 4 % to low levels of
physical activity (Figure 7).

Bulgaria has achieved some progress in tobacco
control in recent years (see Section 5.1), but smoking
remains a major public health problem (Figure 8).
The rate of adult smoking is the highest in the
EU, with more than one in four adults smoking
daily in 2014 (and more than one in three men).
Regular smoking among teenagers is also extremely
concerning, especially among girls. Some 37 % of
15- to 16-year-old girls in Bulgaria reported smoking
daily during the preceding month in 2015, the second
highest rate in the EU after Italy.

Figure 7. Dietary risk factors are implicated in one third of all deaths
Dietary risks
Bulgaria: 33%
EU: 18%

Tobacco
Bulgaria: 21%
EU: 17%

Alcohol
Bulgaria: 5%
EU: 6%

Low physical
activity
Bulgaria: 4%
EU: 3%

Note: The overall number of deaths related to these risk factors (55 000) is lower than the sum of each taken individually (67 000) because the same death
can be attributed to more than one factor. Dietary risks include 14 components, such as low fruit and vegetable consumption and high sugar-sweetened
beverage consumption.
Source: IHME (2018), Global Health Data Exchange (estimates refer to 2017).

Overweight and obesity rates in children
are a major public health issue
While the obesity rate among adults in Bulgaria
(14 %) was just below the EU average (15 %) in 2014,
the consumption of fruit and vegetables among
adults is very low (the second lowest among all EU
countries). Nearly two thirds of the adult population
do not consume at least one piece of fruit each
day, and more than half do not eat vegetables daily.
Physical activity among adults is also low, with only
58 % of adults engaging in at least moderate physical
activity every week, less than the EU average of 64 %
(Figure 8).

8

Overweight and obesity levels are becoming a major
problem in children, with one in five now falling into
these categories. This is the fourth highest rate in the
EU, and has increased substantially since 2005-06. In
response, programmes targeted towards school-age
children promote healthy eating (see Section 5.1). On
a positive note, available data indicate that on average
children meet recommended levels of physical
activity.

State of Health in the EU · Bulgaria · Country Health Profile 2019

more than half of 15- to 16-year-old boys in Bulgaria
reported at least one episode of binge drinking during
the preceding month, well above the EU average.
This is of particular concern given the increased risk
of accidents and injuries related to heavy alcohol
consumption, and its effects on educational and
social outcomes in adolescents.

Approximately one in six adults (17.1 %) reported
heavy alcohol consumption at least once a month
(also known as binge drinking)3 , which is less than
the EU average (20 %) yet much more frequent among
men (26 %) than women (9.2 %). Moreover, in 2015,

Figure 8. Smoking and unhealthy diet are major public health problems in Bulgaria
Smoking (children)

6

Vegetable consumption (adults)

Smoking (adults)

Fruit consumption (adults)

Binge drinking (children)

Physical activity (adults)

Binge drinking (adults)

Obesity (adults)

Overweight and obesity (children)

Note: The closer the dot is to the centre, the better the country performs compared to other EU countries. No country is in the white ‘target area’ as there is
room for progress in all countries in all areas. Sources: OECD calculations based on ESPAD survey 2015 and HBSC survey 2013–14 for children indicators; and
EU-SILC 2017, EHIS 2014 and OECD Health Statistics 2019 for adults indicators.

Select dots + Effect > Transform scale 130%

Socioeconomic inequality contributes
to health risks

Many behavioural risk factors in Bulgaria are more
prevalent among people with lower education and/
or income – and the higher prevalence of risk factors
among socially disadvantaged groups contributes
significantly to inequalities in health and life
expectancy. For example, almost 14 % of people with
lower education levels were obese, compared to 11 %
among those with a higher education in 2017. The
exception is smoking, where the rate among adults is
almost the same regardless of educational attainment
(23-24 %).

3: Binge drinking is defined as consuming six or more alcoholic drinks on a single occasion for adults, and five or more alcoholic drinks for children.
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More than half of Bulgaria’s teenage
boys engage in binge drinking

A single public insurer and its branches
currently purchase services
Bulgaria has a compulsory social health insurance
(SHI) scheme, with a small role for Voluntary Health
Insurance (VHI). The Ministry of Health is responsible
for regulating and coordinating the health system
as well as for licensing a dense network of health
care providers, including hospitals (Box 1). Within
the SHI, the National Health Insurance Fund (NHIF)
and its regional branches are the core purchasers of
health services. In July 2019, the Minister of Health
proposed a reform of SHI to allow private insurers to
compete with the NHIF in offering the public benefit
package but such a change is still in the early stages
of discussion. Notably, the past few years have been
marked by challenges to policy implementation and
the rising influence of the national courts in this area.

Health spending has increased significantly
but is still among the lowest in the EU
In 2017, Bulgaria spent EUR 1 311 per capita (adjusted
for differences in purchasing power) on health, which
is the fourth lowest in the EU. Health spending per
person more than doubled between 2005 and 2017,
with an annual average growth rate of 5.3 % since
2009, outpacing the growth rate of every other EU
Member State except Romania (see Section 5.3).
Health spending continues to grow: the 2019 NHIF

budget is 24 % higher than in 2017. As a proportion of
GDP, Bulgaria spent 8.1 % on health in 2017, below the
EU average of 9.8 % but higher than in neighbouring
countries (Figure 9).

Box 1. Reform initiatives have sought to reduce
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Figure 9. Health spending per capita is low but consumes a significant share of GDP
Government & compulsory insurance

Voluntary schemes & household out-of-pocket payments
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4 The health system

Source: OECD Health Statistics 2019 (data refer to 2017).

10

State of Health in the EU · Bulgaria · Country Health Profile 2019

Public financing of the health system accounted
for 52.1 % of total health spending in 2017, which
is the second lowest in the EU after Cyprus. This
is also the lowest level recorded for Bulgaria since
the introduction of SHI in 1998. SHI contributions
are made by individuals and employers – and the
state makes tax-financed contributions for children,
pensioners, the poor, and others. Other tax-financed
revenues are allocated via annual budgets to the
Ministry of Health and municipalities.
Out-of-pocket (OOP) payments represented 46.6 %
of health expenditure in 2017, the highest share in
the EU. The drivers of OOP expenditure are payments
for services not covered by the benefit package
(including most dental and long-term care), as well as
cost-sharing for a range of services and prescription
medicines (see Section 5.2). Informal payments are
estimated to make up a considerable share of all OOP
spending on health and add to the pressure on private
household spending (Zahariev & Georgieva, 2018).
In contrast, VHI accounted for only 0.5 % of current
health expenditure in 2017.

of residents not covered by SHI is likely to be around
14 % (after accounting for those who live permanently
abroad; EAMA, 2017). Together with high OOP
payments, the high number of uninsured people
poses serious concerns for accessibility of health care
(Council of the European Union 2019; see Section 5.2).

Pharmaceuticals and inpatient care
absorb the majority of health spending
In 2017, pharmaceuticals and medical devices, and
inpatient care together accounted for three quarters
of Bulgaria’s current health expenditure. When
measured as a proportion of total expenditure,
Bulgaria’s spending on pharmaceuticals was the
highest in the EU (over 40 %), although in absolute
terms (EUR 567 per person), it is only slightly higher
than the EU average (EUR 522) (Figure 10). Inpatient
care accounted for 34 % of health spending, reflecting
the significance of the hospital sector in Bulgaria.
Spending on ambulatory (or outpatient) care has
increased substantially since 2010 but stood at only
EUR 234 per capita in 2017. In absolute terms, Bulgaria
spends around EUR 34 per person on preventive
care, compared to the EU average of EUR 89 – which
amounts to 2.6 % of health spending.

Few resources are dedicated to long-term care

One in every seven Bulgarians lacks
health insurance coverage
Although SHI legislation states that there should be
universal health coverage, a significant proportion
of the population is uninsured. The most recent
estimates from the Ministry of Finance indicate that
a total of 719 000 people (10.2 % of the population)
lacked health insurance in 2017 (Ministry of Finance,
2018), although according to the NHIF, the proportion

Long-term care services are excluded from the
benefit package. While many older people are
cared for informally by family members, those
needing residential care are either placed in the
few designated long-term care beds in inpatient
care, or in residential care centres that are financed
by municipal social assistance. As the Bulgarian
population is ageing more rapidly than in

Figure 10. More than 40 % of health expenditure is spent on pharmaceuticals and medical devices
EUR PPP per capita
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Notes: Administration costs are not included; 1. Includes only the outpatient market; 2. Includes curative-rehabilitative care in hospital and other settings;
3. Includes home care.
Sources: OECD Health Statistics, 2019; Eurostat Database (data refer to 2017).
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Out-of-pocket payments are the highest
in the EU

BULGARIA

and second only to Germany. The average length of
stay was halved between 2000 and 2017, and at 5.3
days is below the EU average of 7.9 days. Nevertheless,
inpatient care features a high level of activity, with
by far the highest rate of hospital discharges (around
31 700 per 100 000 population) in the EU in 2017, and
almost double the EU average (17 000; see Section 5.3).
Conversely, the number of outpatient contacts in 2017
was relatively low – 6.1 visits per year per person on
average compared to 7.2 in the EU.

many other EU Member States (European
Commission-EPC, 2018), accessible and affordable
long-term care will become a key challenge. The
National Strategy for Long-Term Care (2014) and its
accompanying action plan for implementation (issued
in 2018) have not yet had any substantial impact.

The numbers of nurses and general
practitioners are low in Bulgaria
Bulgaria has a relatively high number of doctors, close
to the German rate, but the second lowest density
of nurses in the EU after Greece (Figure 11). In 2016,
only 15.5 % of doctors were general practitioners
(GPs), well below the EU average of 27.3 %. This
is partly due to the late introduction of specialist
training in general medicine and the fact that it is
less attractive as a specialty. The rapid ageing of the
GP workforce also contributes to low numbers. The
numbers of midwives, dentists and pharmacists are
high relative to their EU averages. However, there are
marked regional disparities in the distribution of all
health care personnel, posing ongoing challenges for
accessibility (Council of the European Union, 2019; see
also Section 5.2).

Primary care is sometimes bypassed by patients
Primary care is provided by GPs, who are independent
practitioners contracted by the NHIF, operating in
individual or group practices. Specialised outpatient
activities are delivered mainly by a network of
private specialist practices, centres for diagnostics
and treatment, and diagnostic laboratories. GPs act
as gatekeepers and a referral is needed for specialist
care, diagnostic tests and hospital care. However,
monthly quotas for patient referrals are in place and
GPs often reach these quotas before the end of the
month, meaning that remaining patients either have
to wait or visit a specialist directly (without a referral)
and pay out of pocket (Zahariev & Georgieva, 2018).
This, in part, may explain why up to a third of all
patients, including the uninsured, bypass primary
care doctors by calling an ambulance or going directly
to hospital emergency departments.

The health system is very hospital-centred
The density of hospital beds in Bulgaria – 7.5 beds per
1 000 population in 2017 – is higher than the EU average

Figure 11. The low number of nurses contrasts with that of other health professionals
Practicing nurses per 1 000 population
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Source: Eurostat Database (data refer to 2017 or nearest year).
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5 Performance of the health system
5.1. Effectiveness
Preventable mortality is slowly declining
In 2016, the preventable mortality rate in Bulgaria
stood at 232 per 100 000 population, substantially
higher than the EU average of 161 (Figure 12). Apart
from lung cancer, which accounted for 16 % of
preventable mortality, stroke, ischaemic heart disease

and hypertension together contributed to 41 % of
all preventable deaths. These conditions are also
major drivers of mortality from treatable causes.
Although it has fallen significantly since 2000, in
2016, mortality from treatable causes was 194 deaths
per 100 000 population, the fourth highest rate in
the EU. This indicator highlights the considerable
scope for improving diagnosis and treatment of these
conditions.

Figure 12. Mortality from both preventable and treatable causes are high in Bulgaria
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Preventive and health promotion
policies have had a muted effect
Very high levels of mortality from stroke,
cardiovascular diseases and lung cancer are
associated with the high prevalence of behavioural
risk factors (see Sections 2 and 3). Bulgaria earmarks
1 % of excise duties on tobacco and alcohol products
to fund national primary prevention programmes.
The National Programme for Prevention of Chronic
Non-communicable Diseases (2014-20) also highlights
the need to reduce risk factors but the impacts of
concrete actions are mixed. Legislation to mitigate
smoking includes bans on smoking in public places
and on sales to minors, restrictions on tobacco
advertising, and warnings and images on cigarette
packaging. Nevertheless, little progress has been
achieved in reducing smoking rates, partly due to
weak enforcement of health legislation and a lack of
information campaigns.
Efforts to tackle the increasing numbers of
overweight and obese children include the ‘Healthy
Kids’ project, which promotes physical activity and
balanced nutrition in primary schools, as well as
the National Strategy for Physical Education and
Sports Development 2012-22. The government also
attempted to introduce a tax on foods and drinks high
in salt, trans-fat, sugar or caffeine in 2015 but the
legislation failed to win the support of parliament.

Infectious diseases are still a major challenge
Bulgaria continues to have high notification rates
for infectious diseases, with TB being of particular
concern (see Section 2). Despite steady decreases and
targeted attention through the National Programme
for Prevention and Control of TB (2017-20), the
notification rate is among the highest in the EU.
Bulgaria also has the second highest notification
rate, after Romania, for children under 15 (ECDC &
WHO Regional Office for Europe, 2019). Compulsory
vaccination against TB and other vaccine-preventable
diseases is being challenged by declining coverage
rates (Box 2).

Figure 13. Vaccination rates for children are lower
than recommended levels by WHO
Bulgaria
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Box 2. Despite sanctions, Bulgaria has seen a
decline in vaccination coverage
Under the Health Act (2004), vaccinations against
TB, hepatitis B, diphtheria, tetanus, pertussis and
measles are mandatory for children in defined age
groups and dispensed free of charge. Vaccination
coverage is monitored at the regional level and
provided by GPs or designated offices in Regional
Health Inspectorates. Despite sanctions, such as
fines for non-compliant parents and barriers to
enrolling children in public day care, vaccination
coverage rates have been declining (Rechel,
Richardson & McKee, 2018). In 2017, 93 % of
children were vaccinated against measles, and
92 % against hepatitis B and diphtheria, tetanus
and pertussis respectively, both of which are
below the WHO recommended levels of 95 %
(Figure 13).

Influenza

Among people aged 65 and over

Note: Data refer to the third dose for diphtheria, tetanus, pertussis and
hepatitis B, and the first dose for measles.
Source: WHO/UNICEF Global Health Observatory Data Repository for
children (data refer to 2018); OECD Health Statistics 2019 and Eurostat
Database for people aged 65 and over (data refer to 2018 or nearest year).

The influenza vaccination for adults is
recommended and paid out of pocket, resulting
in the lowest coverage in the EU, with only 2 % of
people aged 65 and over being immunised. This is
far below the EU average and the 75 % target set
by WHO.
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Although overall cancer mortality in Bulgaria was
below the EU average in 2016, there is room for
improvement in early detection and treatment.
Biennial breast cancer screening was introduced in
2011 for women over 50, in addition to an annual
check-up with a GP. Screening rates are picking up
rapidly but remain low compared to other EU Member
States. In 2016, half of women in rural areas reported
having no breast cancer examination, compared to
24 % in cities (Eurostat, 2019). Five-year survival rates
are increasing for breast, prostate and colorectal
cancer, but still remain below EU averages (Figure 14).

Progress towards more effective and
quality care has been slow
Evidence shows that the effectiveness of health
services in Bulgaria is poor and improvements in the
quality of care have been slow. In addition, Bulgaria’s
very high hospitalisation rates (see Section 4) are
partly due to the underdevelopment of preventive
health services and the primary care sector. Notably,
the National Health Plan estimates that about 20 %
of hospital procedures could be implemented in
outpatient care, while 10 % of hospitalisations could
be avoided altogether if better outpatient care were
available.

BULGARIA

Low survival rates from cancer are a
cause for concern

Efforts to replace the hospital-centred model of
care delivery have often been subject to delays. For
example, the implementation of an integrated care
model for children with disabilities and chronic
diseases was planned for 2016. It involved the
establishment of centres offering a wide range of
services from screening, diagnostics, treatments,
rehabilitation, long-term care and palliative care.
However, as of mid-2019, no centre has yet been
established.

Antimicrobial resistance is still a concern
Antimicrobial resistance (AMR) is a major concern
to the Bulgarian health system. In 2017, 50 % of
Klebsiella pneumoniae bloodstream infections
showed combined resistance to several antimicrobials
(up from 35 % in 2007 (ECDC, 2018; ECDC & WHO
Regional Office for Europe, 2019). The National
Programme for the Rational Use of Antibiotics and
Surveillance has targeted this issue but there are
still a number of gaps and weaknesses in tackling
AMR, including limited knowledge among health care
professionals and a lack of coordination between
the human health and veterinary domains (ECDC &
European Commission, 2019).

Figure 14. Five-year cancer survival is lower than in most EU countries

Breast cancer
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EU26: 83 %

Prostate cancer
Bulgaria: 68 %
EU26: 87 %

Colon cancer

Bulgaria: 52 %
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Lung cancer

Bulgaria: 8 %
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Note: Data refer to people diagnosed between 2010 and 2014.
Source: CONCORD Programme, London School of Hygiene & Tropical Medicine.
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There has been a steep reduction
in self-reported unmet needs
Self-reported unmet needs for medical care was 2 %
in 2017, the lowest level recorded over the preceding
decade, and a decline of 13 percentage points from
the level reported in 2008, which was the highest
in the EU at the time. On average, Bulgarians now
have only a slightly higher level of unmet needs for
medical examination due to the combined reasons of
cost, distance or waiting times than the EU average
(Figure 15). However, the rate is substantially higher
among populations on low incomes (5.6 %) than
those on high incomes (0.3 %). There also has been
a substantial decline in self-reported unmet needs
for dental examination, which was six times lower in

2017 (2.7 %) than in 2008 (16.5 %), although again the
level was much greater among low-income groups
than high-income groups (5.5 % compared to 0.5 %).
Cost is the most frequently cited reason for foregoing
medical or dental care, followed by distance.

Gaps in social health insurance coverage persist
A lack of SHI coverage creates a major barrier to
access for a considerable proportion of the population
(10 %–14 %, see Section 4). Uninsured individuals
are required to pay directly for medical services
unless they visit an emergency department in a
life-threatening situation. This disproportionally
affects the long-term unemployed, the Roma
population and those living in disadvantaged regions
(Box 3).

Figure 15. Self-reported unmet needs for medical care is close to the EU average but with a sizeable difference
among income groups
High income

% reporting unmet medical needs

Total population

Low income

20

15

10

5

E
Cr U
oa
ti
Cy a
pr
Li
th us
ua
n
Sw ia
ed
N en
or
w
D
a
en y
m
H ark
un
ga
r
Fr y
an
C ce
Lu ze
xe ch
m ia
bo
ur
Au g
st
r
G
er ia
m
an
y
M
al
ta
N
S
et pa
he in
rla
nd
s

0
Es
to
ni
G a
re
ec
e
La
t
Ro via
m
an
Fi ia
nl
a
Sl nd
ov
en
U
ia
ni
te Po
la
d
n
Ki
ng d
do
m
Ic
el
an
Ire d
la
Sl nd
ov
a
Po kia
rt
u
Be gal
lg
iu
Bu m
lg
ar
ia
Ita
ly

BULGARIA

5.2. Accessibility

Note: Data refer to unmet needs for a medical examination or treatment due to costs, distance to travel or waiting times. Caution is required in comparing
the data across countries as there are some variations in the survey instrument used.
Source: Eurostat Database, based on EU-SILC (data refer to 2017).

Box 3. Several vulnerable groups do not have health coverage
The long-term unemployed are thought to account
for a quarter of the total uninsured population. SHI
coverage is lost if the insured person fails to pay
more than three monthly contributions over a period
of three years. Another quarter of the total uninsured
population comprises people who can afford SHI
contributions but choose not to pay. The most
frequently stated reason is distrust in SHI. These
abstainers tend to renew their SHI coverage only if
their health deteriorates (and are then required to
settle 60 months’ worth of SHI contributions to be
reinstated). Citizens without a valid ID card are also

16

not covered. This issue particularly affects Roma
people and irregular migrants. According to estimates,
as many as one third of the Roma population do
not have a valid ID card. Together, these vulnerable
groups make up around 16 % of the total population
in the regions of Burgas, Varna, and Dobrich (Institute
for Market Economics, 2018). Although additional
funds are transferred to the NHIF to cover some
preventive activities and acute care for the uninsured,
evidence on unmet needs suggests that some of
these individuals would forgo care more often or only
seek care once their health has deteriorated.
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An attempt to split the benefit package was
overruled by the Constitutional Court

care is restricted. In addition, there is a positive list
for pharmaceuticals and medical devices that are
reimbursed by the NHIF.

In 2015, an attempt to reorganise the benefit
package into a basic part and a complementary
part was overturned by the Constitutional Court
on the grounds that it undermined citizens’ rights
to equal access to health care. The benefit package
currently includes primary and specialised outpatient
medical and basic dental care; laboratory services;
hospital diagnostics and treatment; and highly
specialised medical services. Emergency care, mental
health care, renal dialysis, in vitro fertilisation,
organ transplantation, and treatment abroad for
children are covered by the state budget or other
dedicated funds. The most important category of
excluded services is long-term care and dental

Affordability continues to deteriorate,
especially for pharmaceuticals
At 46.6 %, Bulgaria reported the highest share of OOP
spending in the EU in 2017, which was almost three
times the EU average. Pharmaceuticals and medical
devices, through direct payments and co-payments,
account for the overwhelming bulk of OOP spending,
followed by outpatient care and inpatient care
(Figure 16). Overall, OOP medical spending, excluding
long-term care, accounted for 6.3 % of final household
consumption in Bulgaria, the largest share among EU
countries in 2017.

Figure 16. Bulgaria has the highest out-of-pocket spending in the EU
Overall share of
health spending

Distribution of OOP spending
by type of activities
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Sources: OECD Health Statistics 2019 (data refer to 2017).

Despite the decreasing level of self-reported unmet
needs in recent years, survey data show that 32.6 % of
Bulgarians experienced difficulty and 54.8 % reported
some difficulty in obtaining medicines in 2017. Among
low-income households the proportion of people

reporting difficulties was the highest recorded in
the EU – 57.9 % reported a high degree of difficulty
and 39.2 % some difficulty. This proportion was even
higher for dental care (Figure 17).

Others
Dental care

Figure 17. Low-income households are disproportionately impacted by the costs of ill health
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Note: Only households below 60 % of median equivalised income are shown, aggregated by high and moderate burden in obtaining care.
Source: Eurostat Database (data refer to 2017).
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Exemption mechanisms are not sufficient
to alleviate the burden of co-payments

A lack of GPs hinders the availability
of primary care

High OOP payments are driven by co-payments for
the majority of covered services; direct payments for
excluded services, such as most dental care for adults;
and informal payments. The monthly quotas which
limit GP referrals also provide incentives for patients
to seek specialist care without a referral, where they
pay the full cost of treatment (see Section 4).

Although Bulgaria has a comparatively high density
of health professionals (except for nurses), their
distribution is uneven. The situation of doctors is a
case in point (Figure 18). The small number of GPs are
unequally distributed across the country, favouring
urban and more affluent districts, which leads to
considerable shortages in others. Disadvantaged
areas – often remote rural areas or small towns – are
perceived as unattractive to settle in, and entail high
workloads as patient lists are longer (more than 2 700
patients per GP in regions such as Kardzhali). The
ageing of the workforce and retirement of GPs are
also ongoing challenges. Strategies such as increasing
the numbers of medical and nursing graduates, as
well as financial incentives to settle in underserved
areas, have been implemented. In 2016, Bulgaria
registered the highest number of graduates in both
professions since 2002. However, the continuing trend
of emigration and urbanisation is likely to decrease
the number of available health professionals in areas
of need.

Exemptions from co-payments are in place for
children, pregnant women (including those
uninsured), patients suffering from chronic diseases,
cancer patients, medical professionals, those with
incomes below a certain threshold, and some other
groups. Pensioners pay reduced co-payments per
visit, with the NHIF paying the difference. However,
there is no additional protection for pharmaceutical
co-payments. While some 10 % of the Bulgarian
population are also enrolled in VHI to mitigate OOP
spending, VHI plays only a marginal role among
vulnerable groups.

Figure 18. The regional distribution of doctors is heavily skewed towards more affluent districts
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Source: National Statistical Institute, 2019.
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5.3. Resilience4

Over-reliance on private spending and
a declining working-age population
constrain health system funding

Health expenditure has grown faster
than in other EU Member States
Current health expenditure in Bulgaria has increased
significantly since 2000, albeit from a low base,
outpacing growth in all other EU Member States.
Although the trend has not been consistent, health
spending grew on average by more than 5.3 % per
annum between 2009 and 2017, more than three
times the EU average of 1.5 %. With the exception of
2012 and 2015, the annual growth in public spending
on health has outpaced GDP growth since 2008
(Figure 19). The NHIF budget is the main planning
tool for health expenditure and the current national
budget plans suggest that public spending on health
will continue to grow.

As earmarked contributions to SHI have remained
stable at 8 % of wages, the rise in Bulgaria’s health
expenditure has been largely financed through
private spending, which needs to compensate for
low public funding (Council of the European Union,
2019). Added to this, Bulgaria’s population is both
ageing (currently one fifth of inhabitants are 65 years
or over) and shrinking due to a natural decline and
continued emigration. Unless this trend is reversed,
the proportion of people of working age will continue
to decline, leading to fewer contributors to the
revenue base of the NHIF in the years to come. At the
same time, public spending on health is still projected
to grow by 0.2 % of GDP between 2016 and 2070
(European Commission-EPC, 2018).

Figure 19. Public spending on health has generally outpaced GDP growth since 2008
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Source: OECD Health Statistics, 2019; Eurostat Database.

Hospital care continues to grow
Despite policy objectives to strengthen primary and
specialist outpatient care, inpatient care continues
to grow. Bulgaria has by far the highest hospital
admission rate in the EU. This is mainly due to private
sector expansion: in contrast with the number of
public hospitals and beds, which decreased by 16.7 %
and 32.6 % respectively between 2000 and 2016,
the number of private hospitals increased six-fold
and bed numbers increased by a factor of 36 over
the same period. Overall, the rise in the number of
hospital beds since 2005 is at odds with the trend in
other EU countries (Figure 20). However, over the same
time period the number of hospitalisations in public
hospitals actually decreased 1.7 times but those in
private sector facilities increased by 78 times.

In 2015, Bulgaria had the highest admission rates
for heart failure, diabetes, and asthma among all
EU countries. These are conditions that can be
treated cost-effectively in ambulatory care settings,
and clearly show the reliance on hospital care.
The over-utilisation of inpatient care is rooted in
many factors and has been targeted by several
policy initiatives, not all of which managed to
be implemented (see Box 1 in Section 4). Recent
legislation has also attempted to stimulate greater
use of day surgery and reduce inpatient stays.
Extensive information about the proportion of all
care provided in day surgery settings is not available
but the utilisation of day beds has been increasing
since 2010. In 2016, 37 % of cataract surgeries were
performed in outpatient settings, compared with 84 %
across the EU.

4: Resilience refers to health systems’ capacity to adapt effectively to changing environments, sudden shocks or crises.
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Figure 20. The increase in hospital bed numbers has been driven mainly by private sector expansion
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Public hospitals experience chronic deficits
High debt levels in public hospitals are an enduring
problem that is often addressed with stopgap
measures, such as periodic injections of funds, yet
not resolved. Bulgaria funds its hospitals using case
payments defined through clinical pathways. The
method of calculating these payments is meant
to reflect the cost of associated medical activities,
auxiliary services and post-discharge consultations
for each pathway but in practice they reflect the
NHIF’s ability to pay rather than the real costs of
hospital services. There is an imbalance in the
funding of different pathways, with some being
overfunded while others are underfunded, creating
an adverse incentive for hospitals to overuse some
clinical pathways. Overall, the underfunding of
clinical pathways is seen as one of the drivers of
persistent hospital deficits (Zahariev & Georgieva,
2018).
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Bulgaria has introduced health technology
assessment for pharmaceutical reimbursement
Given the very high level of spending on
pharmaceuticals (see Section 4), the introduction
of HTA in 2015 was an important milestone in
making cost-effectiveness a key criterion for the
reimbursement of medicines. Initially assigned to a
special commission at the National Centre of Public
Health and Analysis, HTA is applied to medicines not
previously included in the Positive Drug List. In 2019,
responsibility for HTA was transferred to the National
Council for Pricing and Reimbursement of Medicinal
Products, which oversees both the process of deciding
which medicines are included in the positive list, and
their reimbursement level. Only generic medicines
and products containing active substances that are
well established are exempt from HTA.
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A National Health Map could steer
health workforce planning

Box 4. There has been some progress in tackling
workforce problems

Successfully shifting more hospital services to
outpatient care (where clinically appropriate) will
be possible if the availability of GPs, specialists
and nurses in primary care is ensured. In 2015, a
National Health Map was developed that detailed the
minimum number of providers needed in ambulatory
and hospital care by district. These minimum
levels were calculated taking into account regional
population health needs and national goals in health
(e.g. in maternal and infant health). The needsbased methodology was confirmed in 2018 and the
National Health Map could now be used as a tool for
workforce planning and distribution. However, it is
not an instrument intended to address the quality
of delivered care, or how to make GP and nursing
positions more attractive as careers (Box 4).

Governance is organised through national
strategies but implementation is slow

Protests by members of the Bulgarian Nursing
Association in March 2019 shed light on the
working conditions of the nursing workforce.
The average age of nurses and midwives is 55
and the migration of mostly young nurses has
overburdened the workload of those nurses
who have remained. According to the Bulgarian
Association of Professionals for Healthcare
(BAPZG), many nurses have two jobs because of
low salary levels. The nurses asked the Ministry
of Health to improve working conditions, raise
salaries, and develop a long-term development
strategy. As a first step, standards are to be
developed for all medical specialties and will
include detailed minimum staffing requirements
for outpatient and inpatient care. In the longer
term, discussions on how to change the skill mix of
health professionals, including doctors and nurses,
will be needed.

The National Health Strategy 2020 aims to drive
the convergence of Bulgaria’s main population
health status indicators with EU averages. It also
encompasses many disease- and action-specific
national programmes (e.g. TB and improving maternal
and infant health), and long-term goals such as
implementing the National Health Information
System. However, it remains to be seen whether the
National Strategy can be an effective instrument for
steering change.
Frequent turnover of political leadership has been
a major obstacle to implementing reforms in recent
years and undermines continuity and consistency
in policymaking. Almost all reform initiatives aimed
at increasing efficiency in the hospital sector, for
example, were stopped by the Administrative and
Constitutional Courts after being challenged. Coalition
building among key stakeholders in the health
system could be a key tool for building consensus. For
example, in the past the ‘Partnership for Health’, a
consultative body chaired by the Minister of Health,
was used to help introduce HTA.5

5: The current role of this committee is not clear.
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6 Key findings
• Despite significant improvement in life
expectancy since 2000, Bulgaria records the
lowest life expectancy in the EU. The high
prevalence of risk factors such as smoking,
alcohol consumption and poor diet contribute
to high mortality rates from stroke, ischaemic
heart disease and lung cancer.
• The implementation of primary prevention
and health promotion activities is relatively
weak, as reflected by the high rate of
preventable mortality. Similarly, mortality
from treatable causes in Bulgaria is the fourth
highest in the EU, indicating that the health
system is generally failing to treat patients
effectively and in a timely manner. About
one fifth of hospital procedures could be
implemented in outpatient care, while a tenth
of hospitalisations and related procedures
could be avoided altogether if better
outpatient care were available.
• The underdevelopment of primary and
preventive care partly explains Bulgaria’s high
levels of hospital activity and hospitalisation
rates, but strong growth in the number of
hospital beds in urban areas and in the private
sector also reinforces the concentration
on inpatient care. Reforms have sought to
contain hospital activity and strengthen
outpatient care, including initiatives such as
the National Health Map, medical guidelines,
and a stricter licensing regime. However,
some major reforms have been challenged by
stakeholders and overturned by the courts.
• Although health spending in Bulgaria is still
relatively low compared to other EU Member
States, it has increased steadily over the
last 15 years. However, the rise in health
expenditure has been mainly fuelled through
out-of-pocket spending. In fact, the health
system now relies almost equally on private
spending and public sources as its sources of
revenue, with the share of public financing
(52 %) having declined in recent years.
This trend raises equity concerns over the
affordability of health care, particularly for
people on lower incomes.
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• Out-of-pocket spending is a key barrier to
access: making up 47 % of current health
expenditure, Bulgaria reports the highest
share in the EU. Pharmaceuticals account
for the overwhelming proportion of private
expenditure on health, followed by spending
on outpatient care. Informal payments, in the
form of ‘gratuities’ to doctors, are estimated to
make up a considerable share of out-of-pocket
payments. While reported unmet needs for
both medical and dental care have dropped
steeply over the last decade, there are large
differences in unmet needs between high- and
low-income groups – with cost remaining the
most cited reason for foregoing care.
• The biggest challenge for accessibility of
health care is the significant proportion of
the population (around 14 %) not covered
by health insurance. The gap in population
coverage disproportionately affects the
long-term unemployed, the Roma population
and those living in disadvantaged areas. The
uneven distribution of health care facilities,
health professionals and services across the
country also hampers accessibility, with rural
areas often underserved while larger cities
have an oversupply of services.
• Shortages of health professionals, especially
nurses and general practitioners, are
hindering the development of primary care
and the delivery of services in underserved
areas. Strategies to increase the number
of medical and nursing graduates and to
improve salaries and working conditions have
been launched to address these challenges.
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