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Foreword 

The Health Care Systems in Transition (HiT) profiles are country–based documents that provide 
an analytical description of the health care system and of any reform programmes under 
development. HiTs form the basis of the information system on health systems and reforms at the 
World Health Organization Regional Office for Europe (WHO/EURO). 
 
The aim of the HiT initiative is to provide relevant comparative information to support the 
development of health care systems and reforms in countries in the European Region of WHO. 
This initiative has four main objectives: 
 
• to learn about different approaches to financing, organization and delivery of health care 

services in the European Region of WHO;  
• to describe the process and content of health care reform programmes and to monitor their 

implementation; 
• to highlight common challenges and areas that require more in-depth analysis and which 

could benefit in particular from cooperation and exchange of experiences between countries; 
• to provide a tool for dissemination and exchange of information on health systems and reform 

strategies between different countries in the WHO European Region. 
 
The HiT profiles are produced by country experts in collaboration with staff in WHO/EURO’s 
Health Systems Analysis Programme. In order to maximize comparability between countries, a 
template and a questionnaire have been developed. These provide detailed guidelines and specific 
questions, definitions and examples to assist in the process of developing the HiT profile. 
Quantitative data on health services are based on the WHO/EURO health for all database, 
OECD health data and World Bank data. 
 
The realization of the HiT profiles faces a number of methodological problems. In many countries, 
there is relatively little information available on their health systems and on the impact of health 
reforms. Most information contained in the HiTs is based on information gathered from individual 
experts in the respective countries. As a result, some statements and judgements may be coloured 
by personal interpretation. In addition, the wide diversity of systems in the WHO European 
Region means that there are inevitably large differences in understanding and terminology. As far 
as possible, these have been addressed by the development of a set of definitions, but some 
differences may remain. These caveats, however, are not limited to the HiT profiles, but apply to 
most attempts to study health systems. 
 
In addition, HiTs are a source of descriptive, up-to-date and comparative information on health 
systems, which should enable policy-makers to identify key experiences relevant to their own 
national situation. They constitute a comprehensive source of information which can form the 
basis for more in-depth comparative analysis of reforms. The current series of HiT profiles includes 
over half of the countries in the Region. This is an ongoing initiative with plans to extend 
coverage to all countries in the Region, to update the material at regular intervals and to monitor 
reforms over the longer term.  
 
 
 
 

World Health Organization 
Regional Office for Europe 

Department of Health Policy and Services 
Health Systems Unit 
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Introduction and 
historical background 

Introductory overview 

The Slovak Republic is located in the very heart of Europe. The population was 5.356 million in 
1994, of whom 43.1% were living in rural areas. Slovaks accounted for 85.6% of the population, 
Hungarians 10.8%: Czechs, Gypsies, Ruthenians and others represented 3.6%. The official 
language is Slovak, but national minorities are guaranteed the right to use their own languages. 
According to the 1991 census, 60% of the population were Roman Catholic, 6.2% Protestant and 
3.4% Greek Catholic. 
 

Czech 
Republic

Poland

Ukraine

HungaryAustria Bratislava

 
 
On 1 January 1993, Slovakia was constitutionally founded by dividing the Czech and Slovak 
Federal Republic into two independent successor republics. Under international law, Slovakia is a 
sovereign state with a parliamentary democracy. The National Council of Slovakia (Parliament) 
has a single chamber and a total of 150 deputies. The present president was elected for a five-
year period, through a secret ballot of the National Council in 1993. The present Government of 
the Slovak Republic was appointed after the parliamentary election in December 1994. There are 
three vice-premiers and 16 ministers. The minister of finance is currently the first vice-premier 
and is responsible for the state budget and all related matters. The minister of health is 
responsible for health care and health protection. The minister of labour, social affairs and the 
family runs the state’s social policy. The minister of health co-operates closely with the minister 
of environment, the minister of agriculture and minister of economy in the field of health 
protection. 
 
The economy is based on industry and agriculture. Since 1990, it has undergone a profound 
transformation from a socialist, centrally planned economy towards a market oriented one. GDP 
per capita was US $2306 in 1994. The external debt, however, was substantially lower than in 
other countries of central and eastern Europe. In 1994, the unemployment rate was 14.8%, of 
whom about half have been out of work for over a year and the inflation rate was 11.8%. The 
economy is now recovering from the recession of recent years.  
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In 1994, Slovakia had an extensive system of social support programmes and benefits, with 
nation-wide coverage. Social spending accounted for 37% of total government expenditure and 
nearly 25% of GDP, much of it for social transfers such as pensions and child allowances. Social 
programme expenditures included pensions, state benefits, sickness benefits, employment and 
unemployment programmes and social assistance. In recent years health care expenditures have 
been about 6% of GDP.  
 
Bratislava is the capital of the Slovak Republic. The territory of Slovakia is divided into 38 
districts for the purposes of administration. Local state administration is carried out by the 
district and sub-district offices. Heads of the district offices are appointed by the minister of 
interior. Parallel, specialised local state administration was established in the field of 
environment, inland revenue, labour, social care, taxation and schools administration, each 
managed by the appropriate ministry. The municipality is an independent basic self-governing 
territorial unit and a legal entity, independently managing its own property and its own financial 
resources. There are 2853 municipalities. In 1996, an Act on a New Territorial-Administrative 
Division of Slovakia will create eight regions and 79 districts. 
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Historical background 

By the end of the nineteenth century, the Austrian-Hungarian Monarchy had passed the first acts 
on social insurance. These covered accident and sickness insurance by some employers. In 1926 
social insurance cover in Czechoslovakia was broadened to include disability pension insurance. 
However, this insurance only covered employees in privileged services and employees in high risk 
occupations (e.g. miners). In addition, the social insurance was different for different groups of 
insurees, with different premium payments and different benefits provided. Large groups of the 
self-employed, such as peasants and tradesmen were uninsured. 
 
After the Second World War the Act on National Insurance came into force unifying the different 
types of insurance and also introducing mandatory insurance for everyone, including family 
members and the self-employed. Through sickness insurance health care began to be provided 
equally and free-of-charge to all insurees. All hospitals, spas and other health establishments in 
the country were nationalised. A unification of health care services began in order to make health 
care available to every citizen. In 1966, insurance financing of health care was replaced with tax 
financing. The state began to pay for all its citizens health care costs, from the cradle to the 
grave, including included drugs and expensive curative procedures. An extensive hospital and 
policlinic building programme was started. District institutes of national health were the basic 
organizational units and were legally and economically autonomous. They included one to three 
hospitals with policlinics of the first category, several health centres, one district hospital of the 
second category, one hygienic station and other supportive facilities in a defined area. The district 
institutes of national health were administered by their respective district national committees - 
which were elected bodies. The State allocated funds to the health services through the district 
national committees within the framework of a state plan for national economic development. 
 
The highest organizational structures were three Regional National Institutes of Health, each with 
at least one regional hospital with policlinic, several District National Institutes of Health and 
some national institutes aimed at a specialised care with country-wide coverage. They were 
managed and financed by the Regional National Committees. The Ministry of Health (MOH) ran 
and directly financed some specialised national institutes and research institutes. All funding 
came from general taxation, but there was no clear and systematic allocation to the health sector. 
At that time, state support was the only source of finance for hospitals and other health 
establishments. The health care system could be characterised as a centrally run, state monopoly. 
By 1992, this three-tier administration was completely abolished. All institutes of national health 
were broken down into legally autonomous units. The main reason for such changes was an 
expectation that this would lead to a decrease in the number of administrative workers. In reality, 
however, their number has increased markedly as each health care organization separately had to 
carry out the tasks required by national regulations. The health care financing scheme then 
switched from a tax based system to a health insurance system. General taxation was replaced by 
three categories of mandatory insurance - health, sickness and social insurance - and by a system 
of earmarked taxes. Until 1993, the MOH continued to directly finance, regulate and administer 
all 1920 health facilities. More recently a process of privatization has begun. 
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Organizational structure  
and management 

According to the Constitution of the Slovak Republic everybody has a right to health protection 
and free health care services and medical aids as defined by law. The State creates the conditions 
for continuous, comprehensive and accessible health care which can be provided by both state 
and non-state health care facilities. Some providers are directly run and financed by the MOH, 
but a majority, although accountable to the Ministry, have a semi-autonomous status. Health care 
is provided free at the point of delivery and financed through compulsory insurance with one of a 
number insurers. 
 
 
 

Organizational structure of the health care 
system 

Several bodies have responsibilities for the health care in Slovakia - the MOH, the health 
insurance companies, a number of other ministries, district state physicians, professional 
chambers and voluntary organizations. 
 
The organizational structure of the health care system was radically changed after 1989. The 
hierarchical structure based on a three tier system of regional, district and local levels was 
abolished. All health care facilities became legal entities, under the responsibility of the MOH.  

The Ministry of Health 

This is the main state executive body responsible for health care and health protection. It 
proposes the principal directions and priorities of public health policy, defines the health facilities 
network and runs health care provision. Implementation of national programmes aimed at 
protection, maintenance and recovery of health are also the Ministry’s responsibility. It also 
controls and runs education and training in secondary health schools and postgraduate and 
continuing education of health workers. Through the Inspectorate of Spas and Springs it defines 
measures to protect and make effective use of natural curative spas, springs and mineral table 
waters. The MOH issues statements on the construction of health care facilities and approves the 
use of medical technology and equipment. It ensures preparation of the health care sector to 
defend the State and co-operates with other countries in the field of health care. 

Provider organizations 

There are state and non-state health care providers. The MOH is responsible for all state health 
establishments. There is no intermediate tier of administration between the Ministry and the 
health establishments. Directors of the state health establishments are appointed and sacked 
directly by the minister of health. 
 
In 1994, there were 1673 out-patient facilities for preventive-curative care, 84 hospitals and one 
maternity home, three diagnostic-curative centres, eight specialised curative institutes for 
tuberculosis and respiratory diseases, 11 psychiatric institutes, two radiotherapy institutes, one 
specialised curative institute of endocrinology, three research institutes with bed capacities, six 
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other specialised curative institutes and some long-term care institutes. These all provided health 
care in accordance with legislation. 
 
In addition there were 40 institutes of hygiene and epidemiology (now public health institutes) 
carrying out health protection tasks. There were also 33 schools of nursing, the Institute of 
Postgraduate Education of Health Workers, one research institute (without beds), the Institute of 
Health Information and Statistics, the National Health Promotion Institute, the Slovak Medical 
Library and the Institute of Health Education in 1995. These engaged in other health related 
activities such as education, training and research which are the responsibility of the State. The 
MOH also supports educational and research activities in some other health care facilities.  
 
By August 1995 there were also 3607 private physicians in primary care and one non-state 
hospital. These derive their income from contracts with health insurance companies or from out-
of-pocket payments. 

Other ministries 

The MOH co-ordinates health care issues with other central state bodies. The Ministry of 
Education shares responsibility on questions concerning education and training of medical 
doctors, pharmacists and nurses. The Ministry of Defence, the Ministry of the Interior, the 
Ministry of Transportation and Communications and the Ministry of Justice are involved on 
issues relating to care in health care facilities under their respective governance. The organization 
and provision of health care in these facilities are regulated by specific acts.  

District and sub-district state physicians 

In 1995, the functions of sub-district and district state physicians were introduced, to strengthen 
the limited control and planning functions of the MOH. Sub-district physicians are responsible 
for the professional skills of health workers and the organization of health care in their territory. 
District state physicians, on the other hand, also submit proposals on permits for private out-
patient facilities in their district. In addition, at the beginning of 1996, the posts of district 
professional physicians have been introduced in all the main branches of medicine. Their purpose 
is to regulate and control standards of professional health care. 
 

Professional chambers 

Both the MOH and the state district physicians co-operate closely with professional 
organizations1 in carrying out inspection and control of state health care facilities and of private 
health care facilities. The professional organizations also ensure their members’ professional 
standards. They help to develop compulsory legal regulations, a performance-related pay scheme 
and price proposals for drugs, medical aids and medical prostheses. They also co-operate in the 
appointment (by selection procedure) of leading positions in health care facilities. 

Voluntary organizations 

The participation of civil associations such as the Slovak Red Cross and other non-governmental 
organizations in health care provision is regulated by separate laws. The Slovak Red Cross is 
mainly involved in training people in first aid provision, but is also responsible for recruiting 
blood donors, health education of the population and humanitarian activities. It assists in the 
organization of military health service and provides other health, rescue, social and humanitarian 
services. The Red Cross also co-operates in social care issues affecting the homeless and 
refugees. 

                                                   
1 The Slovak Medical Chamber, the Slovak Chamber of Dentists, the Slovak Pharmaceutical Chamber, the Slovak Chamber of 
Paramedical Personnel (nurses) and the Slovak Chamber of University Graduated Health Workers. 
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Parallel health systems 

In 1995 the Ministry of Transport and Communication owned and ran 73 health care facilities for 
out-patient and in-patient care. In total these had 217 beds.  

Health insurance companies 

By introducing a new system of health care financing based on health insurance, a number of 
completely new organizations were established. The 12 health insurance companies in Slovakia 
are responsible for paying for health care services. Their operation is defined by law. The MOH 
and Ministry of Finance together supervise the health insurance companies independently of the 
supervisory boards2. 
 
All health insurance companies except those relating to other ministries3, were established by a 
single act4. The other ministries’ insurance companies5 were established separately. They also pay 
for specialised health care financed through the mandatory health insurance premium. Today, 
practically all of these sectoral insurance companies are open to everybody. 
 
It is expected that Slovakia will develop a new state and territorial administrative organization. 
When the Act on a New Territorial and Administrative Division is implemented the MOH ’s role 
in issuing permits for new health facilities will be delegated to regional and district offices, 
together with their financing and administration. This may lead to greater decentralization of the 
health care system. 
 

                                                   
2 The Supervisory Board includes government, employer and employee representatives. 
3 The Ministry of Interior Insurance Company, the Railway Health Insurance Company and the Military Insurance Company. 
4 The Act No 273/1994 on Health Insurance, Financing Health Insurance and the Establishment of Sector, Branch, Enterprise and Civil 
Health Insurance Companies. 
5 The Ministry of the Interior Insurance Company was established by Act No 276/1993. It insures members of the Police Corps, Ministry 
of Interior soldiers, members of Prison and Justice Corps, Slovak Intelligence Service members, their other employees, pensioners and 
disabled people and anyone else requesting its specialised care. This Insurance Company can establish its own health care facilities. The 
Military Health Insurance Company, established by Act No. 92/1994 insures the Army of the Slovak Republic, the Ministry of 
Transport and Communication’s Railway Troops, students of military schools, other civil employees, pensioners, disabled people and 
others. The Railway Health Insurance Company was established by Act No201/1994 on Health Insurance of Railway Workers and the 
Railway Health Insurance Company.  
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Chart 1. Organizational chart of the health care system 
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Planning, regulation and management 

The present health care system is regulated by four basic acts: 
 

• No.272/1994 on the Health Protection of People; 
• No.277/1994 on Health Care; 
• No.273/1994 on Health Insurance, Financing Health Insurance and Establishment of the 

Sector, Branch, Enterprise and Civil Health Insurance Companies; 
• No. 98/1995 on the Therapeutic Order. 
 

The Act on Health Care delegates the main regulatory, planning and managerial tasks to the 
MOH. In the near future it will draw up regulations on a health facilities network and minimum 
personnel and technical equipment standards for health care facilities. In the future these will be 
the main instruments for health care planning. 
 
The MOH defines the range of services to be provided and the rules for reimbursement of 
providers. It is responsible for health care facilities and controls quality of care and overall costs 
of health care. Some planning, regulatory and management tasks will be delegated to the 
appropriate regional, district and local offices concurrently with the implementation of the new 
administrative and territorial division of the Slovak Republic. 
 
The Act on the Therapeutic Order regulates the extent of the health care to be provided under the 
compulsory Health Insurance Plan, the conditions under which it is to be provided, the 
reimbursement schedule, the categorisation of drugs (for different levels of co-payment) and rules 
on health insurance coverage of medical aids. It also defines the indications for reimbursement of 
spa treatment. 
 
The MOH, as the body responsible for health care facilities, has the right to appoint and sack 
their directors. Together with the district state physicians it supervises the operation of state and 
private facilities. The Ministry can withdraw the license to provide health care if legal 
requirements are not fulfilled. Some supervision of contracted health care facilities may also be 
carried out by health insurance companies. New regulatory concepts for providers, such as 
therapeutic guidelines for standard treatments, are being prepared by the MOH. 
 
The regulatory function of the MOH is very important in a period of change and privatization. 
Plurality in health care financing and provision can easily result in uncontrolled increases in 
health care expenditures. Lack of sufficient resources might cause collapse of both financing and 
provision. Regulation is particularly important in the operation of health insurance companies. 
The principle of plurality in health insurance has resulted in the establishment of several health 
insurance companies, but it is recognised that an uncontrolled increase in their number might lead 
to problems with adverse selection. This could ultimately cause health care financing to collapse. 
The last amendment to the Act on Health Insurance has strengthened the conditions required for 
establishing or running a health insurance company. It also stipulates that basic funds can only be 
used to reimburse specified health care services.  
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Decentralization of the health care system 

One of the objectives of the health care reform in Slovakia has been to decentralise the health care 
system. This has mainly taken place through deconcentration of provision and delegation of 
financing. In the first stage of this process, all health care facilities became independent legal 
entities. Those providing health care covered by the compulsory insurance plan have been 
transformed into contributory organizations. Private health care providers are fully independent 
of the MOH as regards both management and financing. Almost all primary health care doctors 
are independent contractors, but there is only one private hospital at present. This is despite the 
fact that the municipalities and churches are legally entitled to take over health care facilities at 
no cost. 
 
Health services financing has been delegated to the health insurance companies, however, in this 
transition period the MOH continues to support capital investments in state facilities.  
 
As mentioned above, some administrative tasks of the MOH have been passed to sub-district and 
district state physicians. This is decentralization by deconcentration. The latter are allowed to 
issue the private practice permits for general practitioners. The state administration is at present 
undergoing fundamental changes, which will lead to the devolution of several Ministry of Health 
tasks to new regional, district and local governments. 
 
Pharmacies, primary health care and dental services, have almost all been privatized6. The state is 
in the process of transferring the ownership of spas to the private sector.  

                                                   
6 In the case of primary health care, physicians are now privately contracted by the Health Insurance Companies. 
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Health care finance and expenditure 

Main system of finance and coverage 

Development of the financing system 

Reform of health financing started with the establishment of the Institute for the Introduction of 
Health Insurance in 1992. The result of its work was the establishment of a national insurance 
company to finance health care, sickness and pensions7. This created the first legal basis for the 
operation of the Health Insurance Plan, including rules for provider reimbursement. Until January 
1994, the National Insurance Company with its three separate Health Insurance, Sickness 
Insurance and Pension Insurance Funds continued to be funded through the state budget. 
 
After January 1994, the financing of the National Insurance Company was separated from the 
state budget, making the company independent. Financial flows between the Health, Sickness and 
Pension Insurance Funds proved incompatible with an adequate allocation to health funding, 
leading to a proposal to separate the Health Insurance Plan from the sickness and pension 
schemes. Two independent institutions were established On 1 January 1995 an act paved the way 
for the creation of a number of insurance companies8. This Act introduced the principle of 
plurality into the Health Insurance Plan. The most recent amendments to it, adopted in autumn 
1995 strengthen the legal requirements for running a health insurance company. 

Health insurance companies 

There are twelve health insurance companies, the biggest of which is the General Health 
Insurance Company (GHIC), which operates through branches in each district in the Republic. It 
covers about 85% of the population, mostly the economically inactive. There are three sectoral 
health insurance companies for the Ministry of Interior, Ministry of Defence and Ministry of 
Transport and Communications respectively. They provide slightly different coverage for their 
insurees. Anyone requiring special health care can insure with them. The State guarantees the 
solvency of all four of these insurers. Eight other health insurance companies operate in the 
Slovak Republic. Their solvency, however, is not guaranteed by the State.  
 
The GHIC carries out its activities through self-governing bodies and executive bodies. The 
former comprise the Board of Directors and the Supervision Council. The Board of Directors 
consists of seven representatives of insurees, seven employers’ representatives and seven 
representatives of the Government. The Board of Directors decides on the principal issues 
affecting the company’s operation. Executive bodies comprise the directorate, branches and 
expositures. To control quality and quantity of health care provision the health insurance 
companies also employ Inspection Doctors. 
 

                                                   
7 By the approval of Act No. 7/1993 on Establishment of the National Insurance Company and on Financing of Health Insurance, 
Sickness Insurance and Pension Insurance and Act No.9/1993 on Health Insurance and the Management of the Health Insurance Fund. 
8 Act No.273/1994 passed in 1994 and covering Health Insurance, Health Insurance Financing, the Establishment of General Health 
Insurance Company and Resort, Branch, Enterprise and Civil Health Insurance Companies. 
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GHIC revenues are drawn from insurance contributions, the State budget (to cover rises in health 
service costs), various sanction fees (fines), income from property, gifts and other incomes. It 
submits an annual end of year account to Parliament and a business plan for the forthcoming 
year. The insurance budget consists of four funds the Basic, Reserve, Purpose and Administrative 
funds. 
 
Resources of the basic fund are to be used only to reimburse health care as defined by the Act. 
The reserve fund - 0.5% of all contributions - is for unexpected expenditures. These must not 
extent one fourth of the average annual amount of the basic fund in any calendar year. The 
purpose fund - created from 0.5% of all contributions from gifts and earmarked State allocations 
- is spent on reimbursement of increased costs in connection with the provision of health care to 
specific insured groups. The administrative fund should not account for more than 5% of 
revenues and covers administrative expenditures of the insurance company and its bodies. The 
other health insurance companies have similar systems of self-governing bodies and funds. 
 
Each new health insurance company, e.g. resort, branch, enterprise and civil health insurance 
companies, requires Ministry of Health approval. To obtain this it must enrol at least 300 000 
insurees after one year of its existence, have a minimum of Sk 30 million at its disposal in a 
Slovak bank and a precautionary reserve of at least Sk 10 million in a Slovak monetary 
institution. It then submits an analysis of estimated revenues and expenditures, a premium plan 
and proposals relating to health insurance legislation of the MOH of the Slovak Republic. When 
the deadline for meeting new conditions comes, the stricter rules imposed on health insurance 
companies are expected to lead to some closures. If insurees of a failed insurer do not register 
elsewhere, they pass to the General Health Insurance Company. This guarantees coverage in the 
event of an insurance company collapse.  
 
Only health care services specified in legislation may be reimbursed from compulsory insurance. 
This rules out competition between insurers on the range of services. However, some competition 
is allowed under voluntary contracting and additional health insurance plans. 

Premium contributions 

Contributions are collected and administered by the health insurance companies, which are 
responsible to Parliament. Health insurance contributions are strongly individualised, coverage by 
the Health Insurance Plan does not include family members. Contribution rates are defined by 
law and relate to income. Each contributor, is responsible for calculation of their assessment 
basis (that is, their level of income). 
 
Self-employed persons have to pay 13.7% of their assessment basis, employees pay 3.7% of the 
assessment basis and their employers 10% of the sum of all employees’ assessment bases. There 
is however, an upper limit on individuals’ contributions. No-one’s contribution may exceed a 
value of 8 times the minimum wage. This means that the system is in effect regressive, as the 
wealthiest pay a smaller proportion of their income than most of the population. Employers of the 
disabled contribute only 2.6% of the assessment basis, the rest being made up by the state. The 
State also pays a contribution of 13.7% of the minimum wage on behalf of children, pensioners, 
persons caring for the children or disabled persons, soldiers in military service, prisoners, 
refugees, and others in accordance with the Law. The Employment Fund contributes for 
unemployed persons. In practice this means that contributions for the majority of the population 
are paid from the state budget. When approving the bills on the State Budget, however, the 
National Council has on several occasions had to amend the level of contributions paid by the 
State (see below). 
 
 

Coverage 
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All permanent residents in Slovakia are covered. Only those who are abroad for more than six 
months and are insured in their country of temporary residence are excluded. In addition, anyone 
employed or self-employed but without permanent residence in Slovakia is compulsorily insured. 
A major challenge of health care reform was to maintain full population coverage. 
 
To date the complete switch from taxation to a Health Insurance Plan has not influenced 
anybody’s right to health protection. For those who are not covered by the compulsory Health 
Insurance Plan a contractual health insurance has been introduced. This has been offered by all 
health insurance companies and by the commercial insurance companies such as for example 
UNION. 

Financial problems 

The implementation of the Health Insurance Plan in Slovakia has raised many problems. Despite 
the fact that it is separate from the state budget, it is indirectly dependent on it. The State has 
committed itself to pay health insurance contributions for the economically inactive, who 
represent about 65% of the population. Act No. 273/1994 on Health Insurance, obliges the State 
to pay contributions of 13.7% of the minimum wage on their behalf. However, following an 
amendment, in 1994 this was reduced to only 13.7% of 10% of the minimum wage. In 1995, the 
contribution payment rose to 13.7% of 54% of the minimum wage. Despite this, contributions 
collected in 1994 and 1995 were not sufficient to cover all heath care provided, which resulted in 
debts in the health insurance institutions. 
 
Health insurance companies caused further problems by delaying payments to the health care 
facilities. They in turn were unable to keep to payment schedules and were fined, further 
increasing their debts. In 1994, the largest insurer9 owed about SK 2.4 billion to health care 
facilities. To cover these debts, the Government adopted a series of decisions to improve the 
situation. The latest State Budget Bill, obliges the State, in 1996 to pay 13.7% of 80% of the 
minimum wage on behalf of the economically inactive.  

Redistribution between insurers 

Act No 273/1994 introduced a premium redistribution mechanism to redress the unequal 
distribution of insurees of different age and income between insurers. This caused total 
expenditures on health services to vary from one company to another. In 1995, 60% of 
contributions collected by all the health insurance companies were "pooled" into a special account 
of the General Health Insurance Company. From there they were redistributed according to the 
number and age structure of insurees. However, this has not been without problems. 
 
Some tensions arose due to lack of financial resources and their inappropriate manipulation in 
past years. These were caused by the State paying insufficient contributions to insurers and 
delayed payments by insurance companies to health facilities, combined with weak control 
mechanisms and poor management of health care facilities. The State (through the MOH ), paid 
off the debts of the GHIC and health care facilities. In 1995, previous years’ hospital debts were 
dealt with this way. This should be thought of as a temporary supportive adjustment rather as 
regular legal one. Following this, legislative measures have been adopted by Parliament to 
improve the situation. The State will increase its contributions on behalf of the unwaged and the 
health insurance companies will pay providers 80% of estimated costs in advance and the rest 
within four months.  
 
Evidence of adverse selection has been noted in the financial administration of the health 
insurance companies. Because insurance companies registered different numbers of economically 
active and inactive persons, needing different amounts of health care, the incomes and 
                                                   
9 The National Insurance Company - Administration of the Health Insurance Fund, which was the precursor of the General Health 
Insurance Company. 
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expenditures of each health insurance company were very different. In the third quarter of 1995 
the GHIC (which insures almost 80% of the economically active population and 93% of the 
economically inactive population) had a relatively low income, but substantially higher 
expenditures for health care. As it insured 96.8% of the over 60s and a high proportion of 
children, per person average monthly expenditure on health care services was over twice the 
average of the remaining 11 health insurance companies, (Sk401 and Sk159 respectively). 
Despite the mechanism obliging each insurer to allocate 60% of its contributions for 
redistribution, this resulted in the GHIC having debts and the other health insurance companies, 
profits.  
 
Because of this, in 1996 a higher proportion will be allocated for redistribution10. Also,  stronger 
controls over health insurance companies and health facilities management will be introduced. 
Nevertheless, since the elderly and economically inactive have lower contributions and use more 
health services, it is likely that ceam skimming or adverse selection will re-emerge. 
 
The Slovak Health Insurance Act is currently under scrutiny. Compared to similar legislation in 
other European countries it does not recognise family members, separates health from sickness 
insurance and has insufficient provisions for portability of benefits abroad to meet the 
requirements of the European Social Charter. 

                                                   
10 - Based on preliminary calculations this proportion is likely to be fixed at approximately 80% of contributions 
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Health care benefits and rationing 

Those services covered are listed in Act No. 98/1995 on the Therapeutic Order. This consists of a 
List of Health Services, a List of Drugs and Medical Aids and dental products.  
 
Rehabilitation following illness, spa treatment, eye-glasses and most basic dental procedures are 
covered by health insurance, but a number of treatments are excluded. These include 
acupuncture, sterilisation, in-vitro fertilisation, abortion, cosmetic surgery, participation in 
research and psychoanalysis (if there is no health indication). Amendments are expected in the 
near future, especially regarding coverage of drugs, medical aids and prostheses. The move from 
tax to insurance financing has not significantly reduced the benefits package provided free-of-
charge, with the exception of abortion and sterilisation. Before these required only small co-
payments, the rest being paid by the state. 
 
Medications are divided into three categories. There are 2000 essential drugs in the first category 
and these are fully covered by health insurance. The second category (mostly the same drugs 
produced by different manufacturers) are partially reimbursed. Those in the third category are 
mainly vitamins and minerals and are paid for out of pocket. A radical reduction of the number of 
drugs in the first category is planned in an amendment to the Act on the Therapeutic Order.  
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Complementary sources of finance 

A numbers of institutions (budgetary organizations) are wholly financed by the State budget 
through the MOH. They do not provide health care services under the Health Insurance Plan. 
These include the first Public Health Institute, the National Health Promotion Centre, the Institute 
for Health Information and Statistics, the Slovak Medical Library, educational institutes such as 
the schools of nursing, the Institute for Postgraduate Education of Health Workers and the 
Institute of Health Education.  
 
The MOH supports research and training activities in some health care facilities such as faculty 
hospitals and national institutes. National health programmes are also financed from its budget 
and the State supports immunisation and other national prevention programmes.  
 
The MOH directly finances capital investments in all state health care facilities, whether they are 
budgetary or contributory organizations. At present this is restricted to emergency capital funding 
because of financial constraints. The latter can also be directly sponsored by companies, agencies 
or individuals. In the past, sponsorships have mainly related to the purchase of equipment and to 
study tours abroad.  
 
As there are not enough State resources to modernise facilities, multi-source financing is planned. 
Commercial bank loans have been contemplated to address equipment problems; a State Health 
Fund has been established to support implementation of a priority health programme. Resources 
for this Fund should flow from privatization of pharmacies, spas and health care facilities, but 
also from fines imposed under the Act on Health Protection of the People. The fund supports 
selected capital investments and the purchase of medical equipment. 
 

Table 1. Percentage for main sources of finance 

Source of Finance 1980 1990 1995 
Public 
- Taxes 
- Statutory Insurance 

100 100  
  5 
90 

Private 
- Out of pocket 
- Private insurance 

   
  2 
  1 

- External sources     2 

Source: Ministry of Health of Slovakia. 

Out-of-pocket payments 

Insurees do have to pay a part of the cost of drugs if they prefer a drug from the second category 
instead of the first. However, they must be informed of this by the physician they consult. People 
also pay for part of the cost of some medical aids and prostheses, particularly some dental 
products. There are also out-of-pocket payments for some frames of glasses. In these cases 
payments are directly in cash to pharmacies and opticians. 
 
It is possible to pay directly for private health care services, but in practice this is only seen in 
private dental clinics. In general, cost-sharing for services has not yet been introduced in 
Slovakia. Insurers pay for all services covered by the Health Insurance Plan irrespective of 
whether the service is provided by a state facility or a private physician. 
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Voluntary health insurance 

Voluntary health insurance is offered as a contractual health insurance and an additional health 
insurance. In total it represents a very small proportion of health care spending in Slovakia. 
Contractual health insurance is used by persons excluded from the compulsory Health Insurance 
Plan (persons without permanent residence, not employed in Slovakia; persons with permanent 
residency in Slovakia, but health insurance abroad).  
 
Additional health insurance covers services not covered by the compulsory health insurance plan, 
the most important of these being reimbursement of health care provided abroad. This is very 
restricted (in both the extent of services and the total sum reimbursed) under the compulsory 
Health Insurance Plan. Both individuals and employers often use this when travelling abroad. 
Both forms of health insurance are offered by the health insurance companies and by commercial 
insurance companies. 

External sources of funding 

The Government of Switzerland has offered assistance for the purchase and utilisation of medical 
equipment such as equipment for intensive care units. Further support for the purchase of 
necessary x-ray equipment is expected. USAID has substantially supported the establishment of a 
cardiac surgery centre for children in Bratislava. The European Union has been offered assistance 
under the PHARE programme, however this has not yet been of direct assistance to health care. 
The funds were used mainly to pay for study tours of health workers abroad and for a number of 
PHARE experts missions to Slovakia. Substantial technical assistance has been provided from 
the World Health Organization-Regional Office for Europe under the EUROHEALTH 
programme, mostly in Environmental Health, prevention of non-communicable diseases through 
the CINDI programme, AIDS prevention, and health promotion programmes under Healthy 
Cities and Health Promotion Schools. 
 
As the renovation of health care facilities and purchase of new equipment is an urgent problem 
and hospitals are still in debt, the Government has decided to support the purchase of equipment 
and construction of priority health care facilities through borrowing.  
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Health care expenditure 

In the third quarter of 1995, 54% of health care spending was on hospital care, 12% on out-
patient care and 1.3% on spa treatment. In addition 26% was spent on drugs, 2% on medical aids 
and the remaining 4.7% on “others”.11 
 

Figure 1. Total expenditure on health as a % of GDP in western Europe, the CEE 
countries (1994) and the CIS countries (latest available year) 
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*CIS – Commonwealth of Independent States 
Source: OECD health data, 1996; World Bank; WHO Regional Office for Europe, health for all database. 

                                                   
11 This is spelt out in the Act on the Therapeutic Order. 
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Table 2 : Trends in health care expenditure in Slovakia, years 1970 - 1995 

Total expenditure on health care 1990 1991 1992 1993 1994 1995 
Value in current prices, billions of Slovak Kr. 13.8 18.02 19.18 17.85 21.87 - 

Share of GDP (%)a 5.37 5.02 5.08 6.36 7.05 6.82c 

Value in Constant Prices,  
Billions of Slovak Kr (1990)b 

13.796 11.071 10.285 12.596 14.568 14.598c 

Source: a WHO Regional Office for Europe, health for all database, b World Bank data, c estimate. 
 
Figure 2. Slovakia:  Trends in health care expenditure as a share of GDP (%) 
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Table 3: Health care expenditure by category, (%) of total expenditure on health care, 
years 1970 - 1994 

Total expenditure as a share of 
TEHC 

1970 1975 1980 1985 1990 1991 1992 1993 1994 

Public (%) 100 100 100 100 100 100    

In-Patient Care (%)  31.42 33.04 32.23 34.1 32.11     

Pharmaceuticals (%)  13.58 14.34 15.68 16.99 16.77 18.13 23.59 27.96 28.67 

Investment (%)  14.03 12.54 11.97 11.12 12.51 11.09 10.77   9.01   9.29 

Source: WHO Regional Office for Europe, health for all database.  
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Health care delivery system 

Primary health care and public health services 

Primary health care includes all first contact ambulatory care, both preventive and curative, 
including home visits. There are four first contact doctors: general practitioners for adults, 
paediatricians (for children and adolescents), gynaecologist-obstetricians and dentists. Primary 
health care physicians carry out only basic examinations, diagnosis, interventions and treatment. 
If investigation or treatment is necessary the patient is referred. Paediatricians are involved in 
immunisation and screening activities. Gynaecologists carry out family planning functions and all 
four types of physicians act as gatekeepers, making referrals to specialist out-patient and in-
patient care. Primary health care provision is supported by nurses and paramedical personnel. 
First contact with the health services may also be through occupational health care, which 
focuses on protection against occupational diseases, accident prevention and first aid. It includes 
regular examinations of employees in occupations and workplaces where there are special risks or 
those employees with special health requirements. 
 
Despite the gatekeeping role of primary care doctors, patients may self refer to an 
ophthalmologist in case of eye injury or for prescription of prescription of eye-glasses and in 
some cases directly to psychiatrists, geneticists and sexually transmitted disease specialists. In 
addition, those with chronic illnesses who are registered in a specialist’s clinic have direct access 
to appropriate specialist physicians. 
 
In 1994, there were 1673 out-patient health care facilities with just over 8600 physician posts. In 
total there were 66.3 million consultations in these facilities, almost 12.4 per inhabitant per year 
of which just under 30% were home visits. There was one general practitioner (for adults) per 
2100 adults in 1994, whereas in 1993 the figure was closer to one per 1850. On average one 
paediatrician cared for 1450 children and adolescents; one gynaecologist for around 7100 
women; and each dentist for about 3000 people12.  
 
People have a right to change their primary health care physician, every six months. The choice 
of primary health care physician is mainly related to place of residence or employment. The 
geographical distribution of out-patient health care facilities - including primary care - is not 
equal. In 1994, there were 25 out-patient physicians posts per 10000 population in cities in 
comparison with 8.6 per 10000 population in small towns. However, there is little difference in 
accessibility or quality of care between rural and urban areas. 
 
Physicians in primary health care usually work in single handed practices and are almost always 
private. They mostly rent rooms and equipment from policlinics. In addition to primary care 
doctors, policlinics contain specialists such as ophthalmologists, neurologists, psychiatrists, 
otorhinolaryngologists, adult and paediatric surgeons, diabetologists and cardiologists. Each 
policlinic has its own laboratory facilities and x-ray departments. The range and extent of 
services provided by policlinics varies, but they do not have in-patient facilities. 
 
The move to independent contracting is well under way in primary health care. By the end of 
1995, practically all dentists were private contractors and by the end of April 1996 general 
practitioners, paediatricians and gynaecologists should be independent contractors. Physicians 
who are independently contracted by health insurance companies are considered private. 
                                                   
12 With around 1.45 consultations per inhabitant per year 
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Privatization of primary health care has been substantially eased by allowing private doctors to 
rent the same room and equipment (from the health centre or policlinic), which they used while 
state employed. If they have enough money, they can buy this equipment at a favourable price 
and some groups of doctors, especially in smaller health centres are now able to buy the building. 
 
Figure 2. Physicians contacts per person WHO European Region, 1994 

 
Source: WHO Regional Office for Europe, health for all database 
 
Private doctors are paid directly through contracts with the health insurance companies. From 
their incomes they employ at least one nurse, rent rooms and pay other fees. Their income is two 
or three times higher than that of state physicians. As patients can change their primary care 
doctor every six months, physicians have been motivated to improve quality of care. Privatization 
has generally been effected smoothly, without negative impact on patients.  
 
As part of the process of integration of the Slovak Republic into the European Union, it is 
planned to harmonise certification of primary care doctors and nurses. It is expected that the 
training, scope and tasks of general practitioners and nurses will be changed to meet with the 
appropriate European Union directives. In relation to this, the role of family doctor in Slovakia is 
being intensively debated. 
 
Public health services 

The MOH identifies the principal aims and priorities in public health policy and runs national 
health protection and health promotion programmes. It lays down principles for monitoring the 
impact of environmental or occupational factors on the population and for prevention and control 
of communicable disease and work related illness. The Ministry also regulates health protection 
in the fields of environmental hygiene, child and youth hygiene, nutritional hygiene, preventive 
occupational medicine, protection against ionisation radiation, epidemiology and medical 
microbiology. Permits are issued to operate sources of ionisation radiation or for the assessment 
of environmental and occupational influences on health. State health surveillance, co-ordination 
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of population health education and health protection are also its responsibility. The MOH defines 
and co-ordinates primary preventive measures, agrees on the production, import and use of 
vaccines, biological diagnostic preparations, anti-microbial substances for laboratory testing, 
disinfection and rodent killing preparations. To carry out these tasks the post of Chief Hygienist 
has been established at the Ministry, appointed by the Minister of Health. 
 
The MOH established Public Health Institutes to carry out its health protection tasks. These are 
budgetary organizations, located in every district and fully funded from the State budget. The 
national Public Health Institute co-ordinates their activities and runs some nation-wide programmes. 
 
Sub-District and District Hygienists are mainly medical doctors who graduated from the Faculty 
of Hygiene in the previous period. They co-ordinate implementation of health protection and 
health promotion programmes and carry out state supervision. They issue directives and 
measures to prevent diseases and penalties for failure to implement them. Sub-District and 
District Hygienists are responsible for population health education and collect, and analyse raw 
data in the field of health protection. Based on these data they may propose measures, establish a 
committee to assess a situation or issue certificates. They also co-operate with the relevant trade 
unions, employers and professional organizations. 
 
The Institute of Health Education plays special role in health promotion activities. It runs health 
promotion activities carried out by the Public Health Institutes, primary care doctors and other 
health workers. If health education materials are needed by Health Care Facilities, schools, the 
mass-media or anyone else, it produces them. It also researches lifestyles and behaviour of 
various population groups. The National Health Promotion Centre is assuming a new health 
promotion role, being central to the implementation of the National Health Promotion 
Programme.  
 
Primary care paediatricians are responsible for immunisations and screening of infants and 
vaccines are supplied free of charge by the state.  
Figure 3. Levels of immunization against measles in WHO European region, 1994 
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Secondary and tertiary care 

Secondary health care is provided in policlinics, hospitals and other health facilities. In 1994, 
there were 84 hospitals, 23 specialised institutes and one maternity home in the Slovak Republic. 
This amounted to 70.9 acute care beds per 10 000 inhabitants. Bed occupancy reached 76.6% 
and the average length of stay in hospital was 11.4 days.  
 
Out-patient secondary health care is provided in policlinics. It is intended to privatize the free-
standing policlinics in the near future, when an appropriate reimbursement system is put into 
place. However, there are no plans to privatize out-patient care in policlinics attached to state 
hospitals. Out-patient care in policlinics and in diagnostic departments (e.g. x-ray departments, 
biochemistry, haematology and immunology laboratories) is paid for on a points basis. This will 
be reviewed in the near future. Physicians, nurses and health personnel in policlinics, (as in all 
health care facilities) are state employees and are salaried in accordance with national pay scales 
but the policlinic receives payment as a points related lump sum from the insurer.  
 
In-patient secondary care is mainly provided in hospitals. They are divided into five types. The 
first type includes local hospitals which have an incomplete range of wards; the second type are 
also local hospitals but with four basic wards (internal medicine, gynaecology & obstetrics, 
surgery and paediatrics). The third type includes district hospitals with various basic and 
specialised departments. The fourth type are regional hospitals and the fifth type are national 
institutes, such as the National Cancer Institute, Institute of Cardiovascular Diseases, National 
Institute of Tuberculosis and Respiratory Diseases and the Faculty Hospitals.  

Figure 4. Hospital beds per 1000 population in Slovakia and selected European 
countries, 1970 - 1994 
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Source: WHO Regional Office for Europe, health for all database. 
 
Hospitals are legally autonomous bodies, which are mainly financed through contracts with 
insurers. Hospital Directors are mostly physicians and are appointed by the MOH. They are 
supported by an Advisory Board, which comprises the Deputy Director of Health Care, the 
Deputy Finance Director, the Deputy Director of Operations and all the Departmental Heads. To 
exert some control over hospital operation, an Administrative Board has been introduced (by 
Ministerial Decree). This has representatives from the MOH, the Municipality, health insurance 
companies and local industry (potential sponsors). However, the main decision making power 
remains in the hands of the Director. He is in charge of the day-to-day running of the hospital, 
decides on financial, managerial, legal and personnel matters. Departmental heads are responsible 
for staff and the quality of care provided in their respective departments. Physicians, nurses and 



 Health care delivery system 25

other staff can be employed or sacked by the Director. Despite this, decisions often appear to be 
driven by the demands of clinicians and debt-ridden hospitals often own unnecessary, expensive 
equipment. 
 
Health insurance companies contract on the price and volume of health care provision: payment is 
based on a bed-day price. Contract negotiations are regulated by legislation and by the MOH.  
 
Most hospitals will not be privatized. One was passed over to the church after the restitution 
process, others might be passed to local authorities (Municipalities) at their request. Most 
Municipalities however, are too financially insecure to run hospitals. In 1995, there was only one 
private hospital in operation in Slovakia, belonging to the Church. The fundamental principle 
underlying hospital privatization is to maintain basic population coverage through a "necessary 
network" of facilities. This will be completed after the introduction of the new territorial and 
administration division of the Slovak Republic. 
 
At present, there are too many hospital beds and overuse of hospitals in the Slovak Republic. In-
patient facilities account for about 60% of all health sector spending. A new national plan is 
intended to decrease the number of acute hospital beds and reduce length of stay by imposing 
reimbursement limits based on diagnosis and health status. Some hospital beds will be converted 
for use as long-term care beds. The ratio of acute hospital beds to long-term care beds is 
currently 2:1 but should change to 1:2. There is a strong intention to shift in-patient care and 
specialist out-patient care towards Primary Care. 
 
A particular problem with the hospital network has been a lack of resources, with hospitals 
accumulating arrears from previous years. These result from the fact that insurers delayed 
payment or did not pay for services and have aggravated existing problems with out-of date 
equipment. Until last year, the State was obliged to cover these debts, but it is hoped that the new 
redistribution arrangements between insurers and the obligation to pay for 80% of expected 
activity in advance, will help to resolve this problem.  

Table 4 : In-patient utilization and performance, Slovakia, years, 1970 - 1995 

In-Patient 1970 1975 1980 1985 1990 1991 1992 1993 1994 1995 
Admissions per 100 population 13.4 14.6 15.3 16.4 15.4 15.9 16.4 17.8 17.8 18.3 

Average Length of Stay in Days 14.4 13.6 13.4 13.3 12.7 12.6 12.3 11.6 11.4 11.7 

Occupancy Rate (%) 85.4 86.9 86.2 84.9 77.2 75.5 75.0 73.5 76.6 75.3 

Source: Ministry of Health of Slovakia. 

Tertiary health care  

Tertiary health care More specialised health care such as organ transplantation, neurosurgery, 
cardiac surgery, is provided in hospitals of the third, fourth and fifth types (depending on the kind 
of therapeutic procedure). Among these are Faculty Hospitals, the National Cancer Institute, the 
Institute of Cardiovascular Diseases and the former regional hospitals. However, in previous 
years the build-up of tertiary health care facilities in Slovakia was insufficient. This has led to an 
urgent need for such facilities in Slovakia. Many patients requiring highly-specialised treatment 
have to be sent abroad. The higher costs of these treatments abroad, pose a considerable 
considerable burden on health insurance companies’ budgets. The present Government has 
therefore made cardiovascular disease, oncology, transplantation, dialysis and plasmapheresis 
into priority programmes.  
 
Tertiary care services covered by health insurance companies are currently underpaid and have to 
be supported by the MOH and other sources such as the State Health Fund. The means of 
financing such services is under intensive debate. 
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Figure 5. Hospital beds per 1000 population in the WHO European Region, 1980 and 
1994 
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Table 5: In-patient utilization and performance in WHO European Region, 1994 
Country Hospital beds per 

1000 population 
Admissions per 
100 population 

Average length 
of stay in days 

Occupancy rate 
(%) 

western Europe     

Austria   9.4 26.5 10.3 80 
Belgium   7.6 19.7 a 12 a 83.5 a 
Denmark   5.0 a 20.5 a   7.6 a 84.8 a 
Finland 10.1 25.1 13.1 90.3 
France   9 23.4 a 11.7 a 80.5 a 
Germany 10.1 b 21.3 b 15.8 b 86.6 b 
Greece   5.0 a 13.1 b   9.8 b 70 c 
Iceland 15.8 b 28.2 c  17.8 c 84 c 
Ireland   5.0 a 15.5 a   7.7 b   n/a 
Italy   6.6 15.5 b 11.2 b 69.6 b 

Luxembourg 11.8 a 20.3 b 16.5 b 81.4 b  
Netherlands 11.3 11.2 32.8 88.6 
Portugal   4.3 11.5   9.5 68.7 
Spain   4.2 c 10 a 11.5 a 77 a 
Sweden   6.4 19.5 a   9.4 a 83 a 

Switzerland   8.7 14.6 b   n/a 82.6 c 
Turkey   2.4   5.8 a   6.7 a 57.8 
United Kingdom   5 a 21.6 10.2 a   n/a 

CCEE     
Albania   2.8   8.07 8.98 71.8 
Bulgaria 10.2 17.71 13.6 64.4 
Croatia   5.9 12.78 13.78 81.6 
Czech Republic   9.8 20.61 13.5 77.7 
Estonia   8.4 17.82 14.2 83 

Hungary   9.9 22.76 11.3   n/a 
Latvia 11.9 20.14 16.4 78.7 
Lithuania 11.1 20.6 15.9 79.1 
Poland   8.2 d   n/a   n/a   n/a 
Romania   7.7 21.1 10.3 77.4 

Slovakia   7.9 a 17.8 12.74a 76.6 
Slovenia   5.8 15.8 10.6 79.4 
The Former Yugoslav Republic of Macedonia    5.3 c    n/a   n/a   n/a 

CIS     
Armenia   7.6   7.6 16.32   n/a 
Azerbaijan 10.1   8.52 17.9 41.5 
Belarus 12.4 24.65 15.3 83.2 
Georgia   8.1   5.5 15.2 28.3 
Kazakhstan 12.1 18.17 16.8 68.9 

Kyrgyzstan   9.6 17.7 15.4 77.9 
Republic of Moldova 12.2 22 17.3   n/a 
Russian Federation 11.9 21.6 16.8   n/a 
Tajikistan   9.1 16.44 b   14.5 b 58.3 b 
Turkmenistan 11.5 17.01 15.1 66.6 a 

Ukraine 12.7   n/a 16.91   n/a 
Uzbekistan   8.8 19.3 14.3   n/a 

 a 1993, b 1992, c 1991, d 1990  

Source: OECD, health data, 1996; WHO Regional Office for Europe, health for all database, Slovakian data from MOH. 
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Social care 

Social care includes subsequent care, care of the chronically ill, special care and long-term social 
care for the disabled and children. It is based on institutional care and on care in the community. 
Subsequent and special care are financed by health insurance companies, social care from the 
state budget. Subsequent care follows acute care and includes nursing, rehabilitation, 
psychological and spa care.  
 
Subsequent care is provided in rehabilitation institutes, convalescent homes, and sanatoria. Most 
of them are still state owned. Slovakia funds spa treatment through the Health and Social 
Insurance Plan. Out of pocket payments are also possible for spa treatment. At present there are 
46 curative spas with almost 11 000 beds, staffed by 229 rehabilitation physicians. Spas are 
being privatized so that they will have a mixed ownership.The state will retain a 51% stake. 
 
In 1994, there were six institutes for the long-term ill which mainly cared for elderly people. 
Their number is inadequate and patients sometimes have to wait several months to be admitted. 
On the other hand, as social care institutes charge fees, the institutes for the long-term ill are used 
by families to secure free-of-charge state care for their older and disabled relatives.  
 
Special health care includes psychiatric care and care of those with alcohol and drug problems. In 
1994 there were some 11 psychiatric institutes. Centres for dealing with drug abuse are being 
established. 
 
Community care should be improved by the introduction of Nurse Agencies. Home care for the 
elderly and disabled is supported by legislation which entitles persons who care for the disabled 
people to social benefits. 
 
In 1994, the MOH ran eight institutes for infants, 12 children’s homes and one twenty bed creche. 
It also provided care for the disabled in three diagnostic and curative centres. The Ministry of 
Education supports facilities for disabled children and the Ministry of Labour Social Affairs and 
the Family runs facilities for disabled adults. When the new territorial and administrative division 
is implemented, some of these facilities will pass to the Ministry of Labour, Social Affairs and 
the Family. It is assumed that responsibility for social care will be shifted to the regional, district 
and local authorities. 
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Human resources and training 

In 1994, there were almost 118 000 people employed in the health sector: 16 000 physicians, 
1100 pharmacists, 2200 dentists and 48 330 nurses. Hospital physicians represented 31 of the 
total. The number of physicians in state Health Care Facilities has declined in recent years, but 
there remain excessive numbers of physicians, particularly in some hospital departments. It is 
expected that alongside the privatization of secondary health care services, the distribution of 
physicians will become more appropriate.  
 
Undergraduate education of physicians is provided by the Medical Faculties, which are fully 
independent institutions affiliated to the universities. Intake to the Medical Faculties is not co-
ordinated with health sector need. In 1994, 4304 students attended three Medical Faculties. 
 
Until 1991, there were four different kinds of medical graduates: general physicians, dentists, 
paediatricians and hygiene specialists. Since 1991 this has been changed to a single medical 
degree and a dental degree. Also in 1991 revised undergraduate medical curriculum was 
introduced. 
 
Nurses and other paramedical personnel13 graduate from Secondary Health Schools, which are 
run and regulated as budgetary organizations by the MOH. In addition there are five Secondary 
Health Schools under the responsibility of churches. These are contributory organizations, only 
partly supported by the State. Nurses can train at any of five different levels: four years of 
training from the age of 14 (after completion of basic school education); two years from the age 
of 18 (after completion of secondary school education); a higher professional diploma; a bachelor 
of nursing degree; a masters degree; or a doctorate. Specialisation in a particular branch of 
nursing takes 1.5 to 2 years after basic qualification. Midwifery and paediatric nurse training 
have separate training programmes.  
 
The Postgraduate Medical Institute provides postgraduate education and continuous education to 
physicians and nurses. All practising physicians must pass the First Attestation, which involves 
2.5 to 3 years training. Further specialisation, lasting 3.5 years, is possible in all branches of 
medicine, including general practice. In 1994, 13.4% of physicians worked in general medicine, 
13.3% in dentistry, 11.6% in paediatrics, 10.6% in internal medicine and 6.3% in gynaecology & 
obstetrics. Since 1981, specialisation has been mandatory in order to work as a general 
practitioner.  
 
In recent years, a number of opportunities in management training have been provided and 
supported by various foreign agencies. However, the qualifications have not yet been officially 
recognised. 
 
Health workers in the Slovak Republic are highly qualified and every doctor and nurse has an 
opportunity to retrain. However, health professionals’ education will have to be changed to meet 
with the requirements of the European Union legislation. In the Slovak Republic, Family 
Practitioners and midwives have not yet been officially recognised. The nursing curriculum and 
the age at which students can begin to study nursing is to be changed (at present study can start 
at 14). In recent years, a Bachelor Degree of Nursing and a Diploma of General Nursing and 
Physiotherapy have been introduced. Training of specialists in primary health care is also to be 
strengthened. 
 
There is an excess of physicians and nurses in some areas and in some facilities: especially in 
small towns. There is generally not a shortage of nursing staff anywhere, with the exception of 
                                                   
13 Secondary Health Schools train general nurses, children’s nurses, dieticians, rehabilitation workers (physiotherapists), health 
laboratory technicians, dental laboratory technicians, pharmaceutical laboratory technicians, radiographers, opticians and orthopaedic 
prosthetic assistants. 
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Bratislava. It is expected that strong implementation of health insurance reimbursement schedules 
together with development and implementation of standards in health care provision will adjust 
these inequalities. Already the move to independent contractor status in primary health care has 
shifted some physicians and nurses into the primary care sector. It is intended to introduce 
Agencies of Nurses, to provide independent care for the elderly and disabled in their own homes 
or in specialised institutions. At present, the medical profession dominates nurses and other health 
care professionals, but in the field of health policy, health care professionals (including both 
doctors and nurses) are represented in the MOH ’s various expert groups. 

Table 6. Health care personnel, Slovakia, years 1970 - 1995 

Persons per 1000 
population 

1970 1975 1980 1985 1990 1991 1992 1993 1994 1995 

Active physicians 1.91 2.42 2.99 3.29 3.42 3.33 3.25 3.33 3.20 3.20 

Active dentists 0.25 0.34 0.44 0.49 0.49  0.48 0.45 0.45 0.39  

Certified nurses 4.82 5.28 5.96 6.73 6.99 7.09 7.24 7.13 7.05 7.02 

Midwives 0.42 0.47 0.45 0.45 0.48 0.49 0.51 0.49 0.47  

Active pharmacists 0.29 0.35 0.43 0.47 0.46 0.48 0.39 0.35 0.23  

Physicians graduating 0.1 0.15 0.14 0.09 0.08 0.08 0.08 0.12 0.12 0.14 

Nurses graduating 0.3 0.32 0.34 0.38 0.36 0.38 0.39 0.5 0.62 0.73 

Source: Ministry of Health of the Slovak Republic. 

Figure 6. Physicians per 1000 population in Slovakia and selected European countries, 
1970–1994 
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Source: WHO Regional Office for Europe, health for all database. 
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Figure 7. Nurses per 1000 population in Slovakia and selected European countries, 
1970 – 1994 
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Figure 8. Number of physicians and nurses per 1000 population in the WHO European 
Region, 1994 
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Pharmaceuticals and 
health care technology assessment 

Slovakia’s 5.4 million population spend more than Sk 9 billion a year on drugs of which about Sk 
1.5billion correspond to those available over-the-counter. The country has difficulties with excess 
drug consumption, which has led to problems in health care financing. Preliminary data show that 
Health Care Facilities debts have increased, mainly due to excessive drug consumption. This 
situation arises from a very liberal system of drug regulation. At present, about 9000 drugs 
(excluding homeopathic and herbal medicines) are registered and the Ministry of Finance has 
approved price categories for about 5000 of these.14 The first category of drugs (fully 
reimbursed) comprises about 40% of the total, 27% of drugs are part-paid and only 8.7% of 
drugs are not reimbursed at all. The remaining drugs are fully reimbursable but are used 
exclusively in in-patient facilities. Cost-effectiveness was a important factor in deciding a drug’s 
category.  
 
The drug market has changed substantially since 1989. Previously, domestic production 
accounted for about 80% of drug consumption. This has fallen to 17.6% and Slovak owned 
pharmaceutical companies produce only 11% of the domestic drug market. The biggest 
pharmaceutical plant is SlovakoFarma, which produces generic drugs, particularly for 
cardiovascular and gastric diseases and analgesics. Imported drugs are 3 to 5 times more 
expensive and average prices are increasing continuously. In 1994, total spending on drugs and 
medical aids was Sk 9.1 billion: Sk 5.6 billion on out-patient and Sk 3.5 billion on in-patient care. 
In the first half of 1995 alone, total expenditure was Sk 5.5 billion. 
 
Health Care Facilities and inhabitants are well supplied with drugs and medical aids through 
more than 250 wholesale distributors and 800 pharmacies. Nearly all public pharmacies have 
been privatized in recent years, but hospital pharmacies remain state owned. Some tension has 
arisen between the Health Care Facilities and distributors of pharmaceuticals due to delayed 
payments for goods. A new act on drugs now being drafted in detail will lay down regulations for 
drug production, registration, distribution, prescription. It is intended to meet the requirements of 
EU legislation. 
 
To reduce drug consumption in hospitals, the Minister of Health issued a Decree on Hospital 
Formularies. Regulations were also introduced on prescription of drugs in out-patient care. 
Certain specific drugs for specific diagnoses can only be prescribed by specialists. Stronger 
regulatory and control measures are intended to be implemented in the near future. A new 
restrictive list of drugs is being prepared and the number of medications in the first category will 
be reduced.  
 
The introduction of new medical technology has to be approved by the State Institute for Drug 
Control. An inventory of high technology equipment has been performed recently. Having 
acquired high-tech equipment hospitals have often been unable to afford to run it. As the 
purchase of such equipment, mainly thanks to gifts or through leasing, was uncontrolled and 
irrational, since 1995 purchases will have to be approved by the health insurance company and 
the MOH (depending on the price). There is more on this in the section on Planning Regulation 
and Management. 
 
 

                                                   
14 Drug categories are explained in the section on out-of-pocket payments. 
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Financial resource allocation 

Since 1992, the system of financial resource allocation has been substantially changed. The 
health insurance companies are the main bodies financing health care services. However, during 
the transition period, the MOH continues to support capital investments in state health care 
facilities to maintain or advance the quality of care provided. To force implementation of 
specialised priority programmes, other sources have been sought. Immunisation and other 
national prevention programmes are supported by the State through the MOH. Thereby 
appropriate vaccines are purchased and are delivered free-of-charge to the target population. 
 
Until now coverage of highly specialised treatments has been by the GHIC alone, however a new 
mechanism involving all insurers equally, will be found for the near future. 
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Third party budget setting and resource 
allocation 

Health insurance companies base their resource allocation to different health care services on 
financial statements from the previous period. The allocation scheme was originally prepared in 
close co-operation with the MOH based on historical patterns adjusted for current needs. Only 
the General Health Insurance Company’s budget has to be approved by Parliament. 
 
The amount of money allocated to each health care provider is limited and is negotiated in the 
contract. Further constraints are expected. In principle, all health insurance companies prepare 
their allocation scheme following the pattern of demand by their insurees. They are the only 
bodies responsible for geographical allocation of funding. 
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Chart 2. Financing flow chart 
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Payment of hospitals 

Since the introduction of the health insurance scheme, methods of hospitals payments have 
changed several times, reflecting changes in government. In 1993, a German, fee for service 
based "points" system was introduced. One perceived advantage of this was that it would 
generate hospital activity data and make the measurement of hospital services possible. For some 
time, many hospital directors continued to use this system to assess the effectiveness of individual 
departments. It was replaced with a combined system of payment by bed-days and points but this 
was abolished after two months and since July 1994, hospitals have been paid only by bed-days. 
 
Hospitals are divided into five groups, (described in a previous section) and a daily charge for a 
bed-day is defined for each group, increasing from the first to the fifth. The rates were defined 
after negotiation between the MOH, the Ministry of Finance, health insurance companies and 
hospitals. A Minister of Finance Decree was then issued on bed-day prices. Hospitals invoice the 
health insurance company for their services. Following the latest amendment of the Act on Health 
Insurance, insurers must pay hospitals 80% of the estimated costs in advance and settle the final 
account within four months. At present, hospitals are paid by fixing prices and the quantity of 
services provided. The charges cover all services and expenses per patient per day and do not 
vary according to the treatment performed. As the charge is stable, hospitals treating the long-
term ill in acute medical wards are advantaged while those providing mainly surgery or intensive 
care fall into debt. This system also gives incentives to hospitals to increase length of stay.  
 
The system has not encouraged hospital managers to contain costs. In addition, such 
reimbursement may lead to a decline in quality of care as the charge per bed-day is limited and 
does not cover the cost of specialised treatment. A few months ago a new system of Diagnosis 
Related Groups was introduced experimentally in six hospitals. The aim is that after its 
preliminary approval, this system will be introduced throughout Slovakia. 
 
As mentioned above capital investments in hospitals are paid by the MOH (and other ministries 
for their own hospitals). In this transition period some hospital debts have been covered by the 
State through the MOH.  
 
Specialist out-patient services are reimbursed on a points based fee-for-services system. Health 
care facilities receive a contracted amount of money adjusted for the actual services performed 
and pay salaries to their employees - physicians, nurses, paramedical staff. There is a ceiling on 
payments to facilities, which can be exceeded only in exceptional circumstances. Major problems 
remain with the reimbursement of specialist out-patient services, as the value of one point is 
insufficient to cover all costs. At the moment the system is being discussed by the MOH, health 
insurance companies and appropriate experts in the hope of creating a basis for privatization of 
secondary out-patient facilities. Reimbursement of in-patient care will also be changed 
substantially in the near future. 
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Payment of physicians 

State employed physicians are salaried according to national pay scales. This applies to those in 
hospitals and out-patient clinics. In 1995, an average monthly salary was about Sk 10000 for a 
physician, Sk 8000 for a nurse, these being about 20% higher than in 1994. This included 
payment for night (on-call) and emergency services. The social status of physicians and nurses 
therefore has been low. Increasing incomes of health care workers has been one of the 
Government's priorities. Already, incomes of private physicians have risen and a new 
remuneration system for state physicians is being prepared. 
 
Private physicians in primary and in secondary care have direct contracts with health insurance 
companies. During the last few years, the system for paying primary care physicians has changed 
several times. In 1993, a points system was introduced for out-patient care, but was replaced with 
a 100% capitation system in October 1994. Dentists chose to continue with the points system. 
The new Act No 98/1995 on the Therapeutic Order, introduced a "combined system" (capitation 
plus points) as the latest model for primary health care reimbursement. Privately contracted 
general practitioners, paediatricians and gynaecologist-obstetricians are paid 60% by capitation 
with the remaining 40% on a points based fee-for-service system. Dentists continue to be paid 
exclusively on a fee-for-service points system. Privately contracted doctors are advantaged over 
public institutions by multiplying the price for each point by a coefficient. This has facilitated the 
start of private practices. Private physicians pay salaries to their nurses or other staff and rent for 
health care facilities, (if they rent their rooms and equipment). Rental charges are limited by a 
maximum price. The system of primary health care reimbursement is considered satisfactory at 
present as it is expected to allow physicians in private practice to earn in relation to their skills 
and effectiveness. 
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Health care reforms 

Determinants and objectives 

Health care reforms in the Slovak Republic were initiated by fundamental political and economic 
changes in 1989 as the nation moved towards a market economy. In 1990, the Government 
approved reforms of the structure, management and financing of health care. It identified a 
number of drawbacks of the centrally planned socialist health service and determined that there 
was an urgent need for wide ranging reforms. In essence the drawbacks were: that people had 
become passive recipients of health care services; the absence of an economic relationship 
between patient and doctor led to misuse of health service resources. In addition it was felt that 
the joint provision of primary, specialised out-patient care and in-patient care in a single 
organizational unit was an obstacle to Primary Care development. Underfunding in the past had 
resulted in extraordinarily outdated equipment and declining motivation among health care 
workers. An absence of any natural economic regulatory mechanisms was also noted, due to 
financing from one centralised state resource based on the "remainder" principle. This in effect 
meant that health care had the last claim on resources. 
 
In 1992, to achieve the main objectives of reform - improvement of the population’s health status, 
a number of goals were formulated. These included improved operation of preventive and 
curative care and its efficiency, removal of the State monopoly in health care provision and 
increased choice of physician and health care facility. They also included raising the status and 
remuneration of health workers, renewing positive attitudes to health among citizens. It was 
planned to develop health care management and financing mechanisms which would encourage 
economic behaviour by providers and renew links between facilities’ operational and financial 
management. Along with this it was hoped to diminish unnecessary administration. 
 
As the government changed, different priorities were emphasised, but the main objectives - 
implementation of health care financing through insurance, privatization and decentralization of 
provision - did not change. 
 
The new Government appointed in December 1994, emphasised three goals: organizational 
changes in health care provision; changes to health care financing; development of positive trends 
in healthy lifestyles and environments. Privatization, introduction of new standards, 
transformation of health professionals’ education and a new concept of health protection and 
promotion based on the Health For All strategy have been identified as the strategic approaches. 
Cardiovascular, oncology, transplantation, dialysis and plasmapheresis programmes have been 
declared top priorities as, since the division of the former Czechoslovakia, Slovakia has not had 
sufficient facilities in these fields. 
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Content of reforms and legislation 

In 1991 Regional and District National Institutes of Health were abolished, leading to the creation 
of about 3000 autonomous Health Care Facilities each financed directly by the MOH from the 
State budget. Amendments were made to Act No. 20/1966 to enable privatization of Health Care 
Facilities. 
 
In 1992, the Institute for the Introduction of the Health Insurance Plan was established to finance 
Health Care Facilities according to the services provided. However the Institute operated through 
the state budget and its main task was preparation of a health insurance act and development a of 
health insurance infrastructure.  
 
In 1993, the insurance scheme started. At first contributions passed to the state budget and health 
care providers were financed through a prospective budget based on historical costs. 
 
In 1994, the National Insurance Company with its separate Health Insurance Fund, Sickness 
Insurance Fund and Pensioner Fund began to operate independently of the state budget. The 
reimbursement system was also changed twice, the final result being a capitation system for out-
patient care and bed-day reimbursement for hospitals. 
 
In December 1994, a new Government was appointed and approved a document on Updating the 
Privatization Process in the Health Sector. This led to the privatization of all pharmacies 
(excluding hospital pharmacies). Privatization of primary health care began and state-owned 
property was transferred to physician or statutory body ownership. It has been substantially 
facilitated by introduction the opportunity to lease, at a rent with an upper limit, practices and 
equipment from the former employer. District commissions have been established in each 
Districts, to secure the entire process of privatization. Recommendations are submitted by these 
to the Commission for Privatization of Pharmacies in the MOH, which finally approves the 
proposals. Private doctors’ higher incomes have led to some shift from in-patient secondary 
health care to Primary Care. Re-training of physicians has been provided to facilitate this 
process. By August 1995, 4 910 private health permits had been issued by the MOH, mostly for 
dentists (1 587) and general practitioners (1 115). By April 1996, it is planned that nearly all 
primary health care providers will be private contractors. 
 
Another document called the Continuing of Transformation of Health Sector was approved by the 
Government in 1995. This elaborated in detail changes laid down in the Proclamation of the 
Government. The main emphasis has been on the improvement of health status of population and 
improvement of quality and effectiveness of health care provision through a competition between 
health care providers. To avoid uncontrolled increase of costs (e.g.: numbers of investigations, 
referrals and prescriptions) upper limits have been introduced. Standards in primary, secondary 
and subsequent care15 in out and in-patient must also be developed and implemented. The 
necessary network of Health Care Facilities should create a basis for such standards. These are 
the main tasks for the near future. The main remaining problem is that there is still no incentive 
for patients to restrict their demands on health care services, since there is a Constitutional 
guarantee that they will be provided free-of-charge. 

Contents of legislation 

• Act No. 518/1990 on Transfer of the Establishment Role to Municipalities, State and Local 
Administrative Bodies and Act No. 138/1991 on Municipality property. Allowed ownership of 
local health centres to be passed to the Municipalities. However, this opportunity has not yet 
been used. 

                                                   
15 Subsequent care in the Slovak Republic refers to rehabilitation services. 
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• Act No. 92/1991, on Conditions of Transition of State Property to other bodies. Enables, 
through later amendments, privatization of Health Care Facilities. 

• Act No. 7/1993, on the Establishment of the National Insurance Company and on Financing 
Health Insurance, Sickness Insurance and Pension Insurance. Established and regulated the 
National Insurance Company; the financing implementation of compulsory health insurance, 
sickness insurance and pension insurance. The National Insurance Company in turn created 
the Health, Sickness and Pension Insurance Funds for each separate kind of insurance. 

• Act No. 9/1993, on Health Insurance and the Management of the Health Insurance Fund. 
Regulated the Health Insurance Plan and its financial management. According to this Act, 
health insurance became the basis of funding for disease prevention, illness, accident 
prevention and in the event of accident. It also defined the personal scope of health insurance, 
the limits of health insurance and the framework of necessary health care. 

• Decree No. 220/1993 Promulgating the Therapeutic Order. This regulated the system, scope 
and conditions for the provision of necessary health care financed by the Health Insurance 
Fund. 

• The MOH ’s Public Notice on the Scope and Conditions of the Reimbursement by the 
National Insurance Company for the Provided Health Care to the Contractual Health 
Establishments. The National Insurance Company and regional insurance companies 
reimbursed health establishments for health care provided under conditions stated in the List 
of Health!Services and in the Lists of Drugs, Medical Aids and Medical Supplies. These 
constituted Annexes to this Public Notice. The reimbursement of health services was carried 
out on the basis of a “points” evaluation. The maximum price of one point, the prices of 
drugs, medical aids and medical supplies were issued by the Ministry of Finance. 

• Act No. 276/1993 on the Insurance Company of the Ministry of Interior and on Financing 
Health Insurance. Established the Ministry of the Interior Insurance Company. 

• Decree No. 18/1994 Promulgating the Therapeutic Order of the Ministry of Interior Insurance 
Company. This regulated in detail the conditions and the scope for the provision of health care 
financed by the Ministry of the Interior Insurance Company. 

• Act No. 92/1994 on the Military Health Insurance Company. This established the position and 
tasks of the Military Medical Insurance Company. A Therapeutic Order was also passed for 
this Insurance Company. 

• Act No. 201/1994 on Health Insurance Railwaymen and on the Railway Health Insurance 
Company. This regulated health insurance of Railways employees and of and the established 
the Railway Health Insurance Company, its organization, activities and financing of health 
insurance. 

• Act No. 273/1994 on Health Insurance, on Financing Health Insurance, on Establishment of 
the GHIC and on Establishment of the Sector, Branch, Enterprise and Civil Health Insurance 
Companies. This regulates health insurance, established branch, enterprise and civil health 
insurance companies their organization and financing. It abolished Acts No. 7/1993 and No. 
9/1993 and their respective regulations. 

• Act No 272/1994 on Health Protection of People introduces the basic terms such as "health", 
"health protection", "healthy living and working environments". It lays down the rights and 
duties of local authorities, Municipalities, other statutory bodies and individuals. It also 
defines state administrative execution and state health supervision in the field of health 
protection and states the functions of Chief Hygienist, District and Sub-District Hygienists. 

• Act No. 277/1994 on Health Care lays down the conditions for health provision, rights and 
duties of persons entitled to health care, rights and duties of health workers and health 
organizations. It creates a framework for regulating issues which arise from health care 
provision together with the acts regulating health insurance and health protection. In 
comparison with the previous Act (Act No. 20/1966 on Care for People’s Health), several 
changes were made. Citizens are obliged to take care of their own health and the uninsured are 
provided with health care for a fee. Conditions for provision of specialised health care are 
regulated16 Health care provision in non-state health establishments and spas and springs and 
mineral drinking-waters are regulated. Sanctions for breach of measures on protection of 
natural curative springs are introduced. This Act defines health care provision, its 
organization, the rights and duties of individuals and statutory bodies in ensuring this care. 

                                                   
16 Questions relating to transplantation, sterilisation, artificial fertilisation, etc. 
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• Act No. 98/1995 on the Therapeutic Order regulates conditions governing provision of health 
care and medical aids through health insurance, on co-payment or full payment. 

• On November 1, 1995, the amendment of Act No. 273/1994 came into force defining stricter 
conditions for redistribution of compulsory contributions between health insurance companies 
and introducing more rigorous conditions for establishment and operation of health insurance 
companies. Amendments also redefined the role of State control in Health Insurance Plan. 

 

An new act on drugs is being prepared.  

Health for all policy 

In 1991, the National Health Promotion Programme, based on the Health For All strategy, was 
adopted by the Government and in 1992, by the Slovak National Council. In addition, the State 
Health Fund was founded and the National Health Promotion Centre established. Despite this, the 
National Health Promotion Programme has not been implemented, mainly as a result of lack of 
financial resources and an absence of shared commitments from other sectors. In 1995, the 
Updated National Health Promotion Programme, focusing on six priorities, was submitted to the 
Government. This document was further developed in a number of programmes: the CINDI 
programme, Healthy Cities and Health Promotion Schools. 
 
Other strategic documents have been prepared, such as the Continuing Transformation of the 
Health Sector and Principles of Public Health Policy addressing problems of primary health care, 
health care for children, women, elderly and target groups of population according to Targets for 
All, European Health Policy. 
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Reform implementation 

The implementation of health care reforms in Slovakia has been largely driven by politicians. 
Changes have been recommended following consultation with Expert Groups which comprise 
representatives of health professionals (the Slovak Medical Chamber, the Slovak Pharmaceutical 
Chamber, the Slovak Chamber of Dentists, the Slovak Chamber of Nurses and representatives of 
other health workers), the health insurance companies (through its Association) and the Hospitals 
Association. The role of the Physicians Chamber has often been to resist change. Despite several 
changes of the Government, the main direction of health service reform has changed little as the 
political parties agree on issues relating to health care. Incoming officials largely restricted 
themselves to changing the reimbursement schedules of the health care providers. 
 
Most of the initial reforms have been implemented. There is a fully functioning insurance market 
with complete legislative support. Most pharmacies, dental and primary care services have been 
privatized. Privatization of secondary out-patient care is being prepared. Some specialists have 
been already granted by license for private health care provision. Except for one, hospitals have 
not yet been privatized and most are expected to remain in state ownership. Some may pass to 
churches following the process of restitution.  
 
The main problems in the process seem to have resulted from State underfunding, principally of 
the General Health Insurance Company. Because economically active and inactive persons 
registered in different numbers with different insurance companies, the incomes and expenditures 
of each insurance company were very different. In the third quarter of 1995 the GHIC (which 
insures almost 80% of the economically active population and 93% of the economically inactive 
population) had a lower income than other insurers. As it insured 96.8% of those over 60 and a 
high proportion of children, its average monthly expenditure on health care services per person 
was over twice that of the average of the remaining 11 health insurance companies, (Sk401 and 
Sk159 respectively). This resulted in the GHIC having debts and other health insurance 
companies profits. In addition, weak control mechanisms, poor management of health care 
facilities and other problems have led to delayed payments and increasing hospital debts. The 
problem has now been addressed by increasing State funding, greater redistribution between 
insurers and obligations on insurance companies to pay their bills early. Nevertheless, since the 
elderly and economically inactive both contribute less funds to insurers and use more health 
services, cream skimming or adverse selection may re-emerge. 
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Conclusions 

Health care reforms in Slovakia were originally initiated by politicians and have been 
implemented without significant adverse effect on the population. The principles of universality 
and equity of acces have been maintained. Ministers of health have taken the lead in all reforms 
with substantial support from the Government and the public. Slovakia managed to shift from a 
tax-based state monopoly financing system to a pluralistic and decentralised health insurance 
system, with the aim of making financial flow transparent. However, the introduction of a 
pluralist health insurance market may in the longer term result in problems: principally those of 
adverse selection. 
 
New systems of health care services reimbursement have been and continue to be prepared. The 
way in which privatization of health care services is being carried out in Slovakia enabled 
physicians in primary health care to leave the state sector and become independent contractors in 
a very short period of time. Furthermore, it seems that the combination (part capitation, part fee-
for-service) scheme for reimbursement will fit well with conditions in primary health care in 
Slovakia. It is hoped that quality of care will be improved by this and the social standing of these 
physicians will rise. 
 
Equity of provision of health care has largely been maintained under the new system. The Slovak 
Republic inherited a comprehensive network of facilities and these remain accessible to the whole 
population. Equity in financing of health care has been slightly compromised by the system of 
insurance. Contributions are proportionate instead of progressive (as they would be under a tax-
financed system) and the ceiling on contributions means that they are in effect regressive. The 
fact that one insurer (the GHIC) receives a proportion of the minimum wage for most of its 
insured population and the others receive a proportion of the insured populations’ salaries (which 
are presumably above the minimum wage) puts the former at a disadvantage. This can only be 
partially compensated for through the redistribution mechanism. There are also potential 
problems with cream skimming. As insurers have incentives to select persons who make higher 
contributions and are at lower risk of illness, state guaranteed insurers typically are left with more 
expensive patients and less funding. Despite the large size of the GHIC, compared to its 
competitors, and the redistribution mechanism, cream skimming may still take place in Slovakia. 
This problem is likely to be compounded if insurers can select patients or if some individuals are 
offered lower insurance premia as it will increase the pressure on insurers to select clients. 
 
It is unlikely that reforms can affect health gain in a short period of time. Nevertheless the fact 
that the government has adopted health gain as a specific goal of health policy is an important 
step forward. 
 
There seem to be few incentives to efficient behaviour by hospitals or for shifting care from 
hospital to Primary Care. The reimbursement system for hospital care offers incentives for 
prolonged in-patient admissions. The introduction of Diagnosis Related Groups for 
reimbursement, which are now being tested, may help to address these problems, yet this system 
requires close monitoring and is expensive to administer. A modification of bed-day 
reimbursement might more easily offer appropriate incentives. From the administrative point of 
view, costs have almost certainly risen as the insurance system is inevitably more administratively 
demanding than budgetary allocation on a historical basis. Efficient capital allocation is difficult 
to judge in the short term, but as hospitals are not responsible for their capital spending, it is not 
clear in what way this will change. Spending on pharmaceuticals is high in the Slovak Republic 
and experience elsewhere suggests that this may be difficult to control. 
 
It is likely that the reforms in the Slovak Republic have increased some kinds of consumer choice. 
Patients can choose their Primary Care Doctor and these in turn have an incentive to attract 
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patients. This also provides incentives for improved Quality of Care at the Primary Care level. At 
hospital level the effect is not so clear, since the bed-day system of remuneration disadvantages 
certain hospital procedures. Quality of care is critically dependent on the morale of health care 
professionals. This may improve in the short term because of the introduction of incentives and in 
the long term because of changes in the training of health professionals. 
 
The transformation process in Slovakia is not yet complete. Many problems have to be solved. 
High standards of health legislation will require effective managerial and financial control 
mechanisms to translate them into everyday practice. Nevertheless, Slovakia has achieved a 
relatively painless transition from socialist, central planning to a pluralistic, health insurance 
based health system. 
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