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2006 Trade/Study Mission of the
Academy for International Health Studies

CZECH REPUBLIC

The 2006 Trade/Study Mission of the Academy for International Health Studies (AIHS) visited
Prague—a vibrant old-world city and capital of the Czech Republic. Prague was freed of its

decades-long repression under Soviet influence in 1989 to find that it must adapt to Western

economic and health care philosophies. It joined the European Union (EU) in 2004 and

pressured its centralized, socialistic health system to attain EU and Western standards. In many

ways, it has been successful. In other ways, it faces tests similar to those challenging other EU

members and the United States. At the time of the AIHS delegation’s late April visit, the leaders

of the Czech Republic were preparing for its June elections, which promised to further

complicate the transition of its health system.

THE STARTING POINT
Like many European countries, and in particular, So-
viet satellite states, the former Czechoslovakia had a
socialist health system, under which all health care ex-
penditures and decisions were centrally controlled. Af-
ter the “Velvet Revolution” and liberation from Com-
munism in 1989, Czechoslovakia split into two
countries, the Czech Republic and Slovakia. The
Czech Republic has approximately 10.2 million in-
habitants spread over 14 regions, with Prague (or
Praha in Czech) as its capital. More than 10% of the to-
tal population lives in Prague, and it is the country’s
most developed region; a large portion of the country
is rural, strewn with small cities, such as Brno, Ostra-
va, and Pilsen (home of the unofficial national drink).
Like many Western countries, the Czech Republic
faces problems in health care financing and demo-
graphics. Public spending for health care is greater than
90% (and 96.5% of the country’s health care expendi-
tures go to provider payments; administrative costs
account for only 3.5%), but the country’s health care
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expenditure is relatively low and stable, at 7.3% to 7.5%
of the gross domestic product (GDP) (about $1,200 per
capita).

In 2003, the life expectancy for Czech men was 72.0
years and 78.5 years for Czech women, but mortalities
differ significantly by region. The country’s age de-
mographics are trending toward older groups, which
represents strong remaining ties to the Republic’s Com-
munist era, and possibly the sense of entitlement that
it engendered.

In 2004, the Czech death rate per 1,000 inhabitants
was 10.5 per 1,000, and the birth rate was 9.6 per 1,000.
Michal Pohanka, MD, Deputy Minister of Health, ex-
plained that the Czech Republic has “90 residents who
are older than 65 years for every 100 children.” Rela-
tively few workers are available to pay for the health
care of a growing pensioner population. However, vi-
tal signs like infant mortality, at approximately four per
1,000 live births, is “dropping all the time, as care for
neonatals improves,” he noted.

The population is a homogenous one, with 94% of



the residents of Czech origin; 2% of Slovak ancestry;
and the remainder a mix of Polish, German, and Ro-
manian stock.

Acute care is a key focus of the Czech government’s
cost-containment efforts. Hospital utilization is re-
sponsible for the lion’s share of health payments. “We
are trying to reduce the number of acute care bed—sit
has decreased from 80 beds per 10,000 in 1993 to 60
beds per 10,000 in 2005,” according to Dr. Pohanka.
“Average length of stay is down from 11 days in 1993
to seven days in 2004.”

A HEALTH SYSTEM IN

RAPID TRANSITION

As part of a socialist system from 1948, all health care
funds were obtained through general taxes. Health care
was transformed in December 1989, soon after the
country turned to a parliamentary democratic system.
The health care system, unlike the economic system,
struggled to throw off the reins of socialism. Citizens
were accustomed to the centrally-run and -financed
system, and initial attempts to better serve the patient
(rather than the government’s bureaucracy) were
slow to be accepted,

is too slow”).” The system was stressed by the public’s
need for wide access and the government’s ability to
guarantee it. “In retrospect,” he noted, “expectations
were probably too high.”

The pace of change did not abate, however. In re-
action to these stressors, a bill was introduced in 1991
to introduce multiple sources of financing to health
care, according to Dr. Bojar. Each year hence, however,
the health system was run with a deficit.

Today, the Czech Republic maintains universal cov-
erage, with 13.5% of income used to pay for health care
insurance; two-thirds of the total is derived from em-
ployer taxes, one-third from employee taxes. For vis-
itors from non-European Union (EU) countries (and
which do not have separate agreements with the Czech
Republic) who need health care services, they must
bear all of the cost.

What was introduced as 26 publicly-administered
insurance funds during the initial transformation has
been whittled down to a choice of nine funds, among
which any citizen can choose. None of the funds dif-
fer appreciably from the other, “except,” said Dr. Pavel
Veprek, in size and “in how quickly they pay providers.”

explained the physi-
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(Speed of payment by
the insurance funds is
a common complaint
throughout the country,
regardless of whether
the provider is a hospi-
tal or physician.) Dr.
Vepiek, President of the
Citizens Health Care
Action Group, Prague,
pointed out that by
mandate, the benefits
offered cannot differ
and neither can the fees
they pay out. Furthermore, new insurance funds are
not allowed to enter the market.

“The party in power dictates how all insurance fund
monies are spent,” according to Dr. Vepiek. Compli-
cating the situation is that the four main parties con-
trolling the Czech government have differing visions
of what the health care system should look like.

Although politicians spoke of using elementary tac-
tics to introduce market forces to the health system as
early as 1992, no further action was taken. Only re-
cently has there been talk of using market forces, in a
radical manner.

Czech citizens today have little “skin in the game.”
Copayments under the current financing structure are
very low, and health care access is not widely recog-
nized by residents as problematic. In fact, the per-
capita number of outpatient visits in the Czech Re-
public is twice as high as in other Western EU mem-
bers, “and 98% of those visits result in a drug pre-
scription,” stated Dr. Vepiek.

Even if choice of health care provider was placed in
the hands of the Czech people, little information is
available on which to base their decisions: Quality of
care is virtually unmonitored here, as in most countries;
Dr. Vepfek’s organization is seeking to sue the insur-
ance funds to obtain data obtained from the hospitals’
claims systems (hospital care payments are based on
a diagnosis-related group and outpatient care on a fee-
for-service system based on International Classification
of Disease coding).

The Czech government has identified financing (not
necessarily overall health care utilization or quality)
as a serious problem and recently took some dramat-
ic steps to address it.

Manipulation of provider’s fee schedules supplied
a temporary solution to stabilize the debt incurred by
the health insurance funds. In 2005, that debt was

“The party
in power
dictates how all

insurance fund
monies are
spent.”’
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equivalent to 10% of the total expenditure of the health
care system (approximately 14 billion Czech crowns
[K¢] or $609 million). To compound matters, health care
budgets are generally issued only two weeks before the
beginning of the applicable fiscal period, according to
Miraslav Palat, MD, MBA, Czech Director for Johnson
& Johnson, Prague. “That means that hospitals cannot
get a handle on their utilization until six months into
the fiscal period.”

Dr. Veprek explained that the only copayments
Czech citizens must bear are for pharmaceuticals.
“Public insurance expenditures are dominated by pay-
ments to hospitals (96.2%); drugs are responsible for
2.9% of total expenditures, but spa payments are ful-
ly covered, at 2.1% of the total.” Spa entitlement is
deeply ingrained in central and western European cul-
ture, and the Czech Republic boasts a number of prime
spa locations.

DESPERATETO CUT THE DEBT

Perhaps the greatest perceived problem was the debt
incurred by the nation’s largest health fund, Vseobec-
néa Zdravotni Pojiét’ovna (VZP), or General Health In-
surance Company, which has nearly 70% of the citi-
zenry as members. The previous Minister of Health
resigned in 2005 and David Rath, MD, took over the
office. He began to enforce harsh measures to reform
the financing side of the equation. He placed VZP un-
der direct federal administration, blaming the situation
on mismanagement and bureaucracy. Under Czech law,
health insurers are not allowed to manage their risk.
They cannot negotiate fees with providers, establish
networks, or manage utilization or quality.

Dr. Rath increased the fees paid to physicians by
30%; however, he did not increase the system’s bud-
get. As a result, once the fund’s budget is expended ear-
lier owing to the higher fees, the physicians are not
paid (i.e., they do not work). He cut the pharmaceuti-
cal expenditure by 2% for 2006, in reaction to the high
prescription rates from office visits. Furthermore, if any
insurance fund finds that it does have a surplus, it is
mandated “to pay the providers more,” said Dr.
Vepiek, “draining any reserves the fund had.” Unfor-
tunately, this surplus cannot, by law, be used to offer
additional benefits to their members.

Clearly, these moves were not popular within the
health care community and are not expected to have
long-lasting positive effects on the financial status of
the system. “The control of expenses has focused on-
ly on health care providers and insurers, solely
through regulatory measures,” remarked Jiri Bek, MD,



President of the Czech Union National Health Insur-
ance Companies, “and they have not had their in-
tended effect.” Although Dr. Rath’s moves have been
effective in reducing the health care budget (from 8%
growth in the previous year to 1% decrease currently),
some physicians are refusing to see new patients. Elec-
tions held in June 2006 brought in another change in
leadership and likely new attempts to address the debt
issue.

One way to bring more revenues into the system
would be to introduce the option for supplementary
coverages. According to Dr. Bek, an opinion poll con-
ducted in September 2005 indicated that 81% of those
surveyed would welcome supplemental insurance pro-
grams. From an American standpoint, though, if a res-
ident had a noncapped benefit, it may be difficult to
believe that he or she would welcome the opportuni-
ty to pay for additional care!

Another mechanism being considered by Czech
leaders to introduce more cost sharing by consumers
into the system (through coinsurance and consumer-
directed approaches). These are discussed later.

OTHER HEALTH CARE CHALLENGES IN
THE CZECH REPUBLIC

Whether they are indicative of the public health situ-
ation or the cultural values in the Czech Republic, the
country does present some strange challenges. Not on-
ly are the number of outpatient visits far higher than
that of other EU countries, but the number of sick days
per employee is 30 days/yr and rising.

“The Czech Republic is the only country in the EU
without a [public health benefit] cap and social tax,”
said Dr. Palat. He also pointed out “we have large is-
lands of technical excellence (e.g., invasive cardiolo-
gy); however, in cases of hip or knee transplants, the
procedures may be done extremely well, but other an-
cillary procedures and services (e.g., rehabilitation)
may be done less well.”

Decisions on coverage of new health care tech-
nologies are made by the Minister of Health; no ap-
peals process exists, according to Erik Bossan, Coun-
try Manager for Pfizer Inc, Prague. New drug products
may only be prescribed by specialists, he added, and
since the drug budgets are fixed, physicians who pre-
scribe higher-cost medications will tend to limit their
prescriptions in an effort to avoid exceeding their bud-
get. Unsurprisingly, the utilization of generic medica-
tions is relatively high. According to Mr. Bossan, this
has had the effect of stifling innovation. He added
that the research-based pharmaceutical and medical
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device companies have
filed a joint complaint
with the EU against the
government of the
Czech Republic.

Incentives in the
health system can be
challenging: not only
does little incentive ex-
ist for technological in-
novation by manufac-
turers, there is also little
incentive for prevention
on the part of the physi-
cians. The physicians have strict budgets for pharma-
ceutical expenditures. This can be a positive, as this
may deter overutilization. On the other hand, screen-
ing for hypercholesterolemia might mean that the pa-
tient would have to be treated, costing valuable
crowns from the physician’s drug budget. In other
words, why screen if you do not want to treat? asked
Mr. Bossan.

Why not simply add more money to the system? The
country could do this, raising the GDP share of health
care another percentage point or two, but the health
system does little in the way of basic management tools
to affect the latter (and it would simply increase the
debt). First, it does not explicitly limit the health ben-
efit. Second, it has only begun to perform retrospec-
tive utilization management in an effort to eliminate
extraneous care services and billing. Third, it does not
utilize a drug formulary. Fourth, it does not incorpo-
rate consumer copayments or coinsurance in their care
(except for drugs), which might restrict outpatient vis-
its. Fifth, few private health care providers exist to help
bring efficiencies into the system. “Private health care
is sometimes available in corporate environments,”
said Vladimir Finsterle, PharmD, MBA, President of a
new Internet pharmacy, trying to pioneer competition
with Czech-government run pharmacies. Private
physician practices do exist, but technically, Dr. Fin-
sterle said, the doctor does not “own the practice.” He
indicated that, as a result, Czech physicians have rel-
atively little economic motivation and that emigration
of Czech-trained clinicians is a significant issue.

Decisions on
coverage of new
health care
technologies are

made by the
Minister of
Health.

THE SPA-VACATION MENTALITY

Few traditions are as deeply held to Czech citizens as
the restorative value of spa therapy. Thirty-three spas
operate in the country, with most located in the north-
ern regions. Although 50% of the visitors to the Czech
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spas are foreigners, a
once-yearly visit to the
spa is covered for Czech
citizens under the uni-
versal health care bene-
fit, with referral by a
specialist.

Eighty percent of the
country’s spas are pri-
vately owned, the re-
mainder run by the
regional or federal gov-
ernments. Interesting-
ly, spa facilities repre-
sent one area of the
Czech health system
where private ownership and management dominates.

Therapies common to the spa centers include di-
etary, exercise, and other health and lifestyle counsel-
ing. Medical treatment is not generally available. How-
ever, the spas offer therapies in differing types of
springs (e.g., radon gas and other minerals), carbon
dioxide baths, acupuncture, electrotherapy and reha-
bilitation services, and hydrotherapy. The field of bal-
neology, or treatment by immersion in baths, is boom-
ing in the Czech Republic, in large part because of the
values of its citizens.

Although the thought of bathing in radon-gas in-
fused springs may not be attractive to the U.S. con-
sumer, Europeans have utilized spa therapy for
decades. One spa facility, Lazné Jachymov in the town
of Jachymov, offers accommodations in the “Radium
Palace” and “Curie Hotel,” which provide both ex-
tensive hotel and spa services.

According to Eduard Bldha, MD, Managing Direc-
tor of Lazné Jachymov, “The dose of radiation received
during a 21-day spa stay is like living 60 to 70 years
in a home with radon gas exposure.” Radon bath im-
mersion session last for 20 minutes, in 36° C water. By
the fifth or sixth day, said Dr. Blaha, the effects of ther-
apy can be seen, as patients become fatigued. One to
three months later, therapeutic effects, such as reduc-
tion of point inflammation, are noted. The benefical ef-
fects of spa therapy are reported to last for up to eight
months.

Lazné Jachymov’s clients are often those with dis-
orders of the joints and connective tissue (e.g., rheuma-
toid arthritis, Bechterew’s disease, and psoriatic
spondylitis). The scientific evidence for the benefits of
radon spa therapy is mixed; however, it is highly val-
ued by the society.

A once-yearly
visit to the spa
is covered for
Czech citizens
under the

universal health
care benefit,

with referral by
a specialist.
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A FORAY INTO

CONSUMER-DIRECTED HEALTH CARE?

A real question remains as to whether the accumu-
lated debt of the Czech health care system compris-
es a crisis. This has become the fence separating the
political parties. Is the crisis not truly one of access
or is it only financial? Does this debt represent a cri-
sis at all, when compared with other subsidized na-
tional systems? Pavel Hrobori, MD, Chairman of
Health Reform CZ, agreed that “an accumulated debt
of 10% is not too unusual for European countries.”

However, more may be at stake tied to this debt:
As a new member of the EU, the Czech Republic in-
tends to adopt the euro in 2010. To do so, it must first
attempt to reduce its publicly financed debt to below
3% of GDP (which must be maintained for at least 2
y1). Therefore, pressure is on the government to im-
prove the country’s macrofinances and reduce its debt,
and to do so, it needs to address the financial pres-
sures from the health care system.

Ludwig Dittrich, PhD, Chairman of the Arlington
Group in Prague, and an occasional advisor for the
Czech government, commented that the basic problem
is that the society “must redefine first health care as a
commodity, a long-term investment, or both. Then you
can define performance attributes according to the ob-
jectives of the health care system.”

Dr. Hroborn pointed out that the available data on
quality and cost show wide variation across the coun-
try (costs are based on claims costs, not on what is paid,
which is fixed), indicating that providers are likely
maximizing their diagnosis-related group claims.
“From the patient’s perspective, variations in outcomes
exist based on where one is treated,” he said, “and
this information is not available to the public.”
Furthermore, different hospitals have large variations
in waiting times for procedures, “which is also not pub-
licized,” according to Dr. Hrobor.” Currently, it is more
about obtaining better client services rather than ac-
cess to better institutions.”

Dr. Bek stated that “15 years of experience with the
public health insurance system has given us reasonable
scope to examine how the system works. We need to
redefine the scope of services paid from public health
insurance, promoting a basic scope of services with
minimum and maximum deductibles, and disclose
valid quality information to help consumers make the
right decisions.” The fact that Americans do not yet
have all of the quality information needed to validate
that a consumer-directed health care approach achieves
its goals is only one of the problems facing Czech



health reformers. Even so, the health reform propo-
nents are considering consumer-directed health care
with health savings accounts, similar to what is be-
ginning to grow in the United States.

If residents of the Czech Republic had to pay for
their spa visits or physician office visits, would their
utilization be reduced (as would medical costs)? This
is the gist of the controversy occurring today in Czech
health policy circles. In fact, the elections in June fa-
vored the opposition’s central-right political (the
Civic Democratic) party, which means that the coun-
try may go forward with this party’s reform plan, us-
ing a healthy dose of American-style consumerism.
This would also enable private health care providers
to operate on a level playing field in this nation. Al-
though the Civic Democratic party won the elections,
it did so with a small majority, and will have to form
a coalition government. It is unclear under the new Ad-
ministration if they will have the ability to implement
major reforms, but any significant changes would still
have to be approved by Parliament.

“Will we move toward an old, centralized health
care system?” asked Dr. Hrobom. “Everyone else is
backing away from this model.” Without reform, he
foresees a two-class system, with those who can pay
for care receiving better access and higher quality. Fur-
thermore, this secondary avenue will be unregulated.
Dr. Hroboni prefers a vision of regulated competition,
with complementary insurance purchased optionally
by those who prefer more comprehensive benefits.

Tomds Machécek, MD, believes that by splitting the
current health care benefit into a basic catastrophic
package of services and a complementary, compre-
hensive benefit into which the public can buy, a strong
element of consumerism can be added to the market.
This would also stimulate the growth of private
health care providers who can provide efficient ser-
vices. Copayments and coinsurance would be utilized.
“We would use public financing to pay for the basic
benefit and to sponsor citizens according to their health
risk, allowing them to buy supplemental health in-
surance,” said Dr. Machdacek. The plan would incor-
porate high-deductible insurance plans and health sav-
ings accounts, funded with both private and public
money. “We would need to redefine the role of the
government into that of a regulator in this market-
oriented plan.”

Will the population accept further rapid change in
the health system, which will be squarely against the
social principles on which it was based? What will be
the average citizen’s reaction to an added layer of ad-
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ministration in the health system to regulate compe-
tition and monitor quality and efficiency? Dr. Hrobori
acknowledged that such a consumer-based system
would have to be introduced gradually. “The first step
is to reduce inefficiencies, demonstrating that people
can get more care for their money. [Second,] in terms
of what the people experience with the insurance sys-
tem, we must keep it close to what they are used to.”

Dr. Dittrich agreed, and said, “We are still a social
insurance-based country. We need to experiment a lit-
tle bit, empowering the consumer, testing the con-
sumer’s ability to choose.”

Yet, this is a country that is accustomed to rapid
changes. “In three years time, we’ll have a clear indi-
cator of success—whether the efficiency of the system
improves,” said Dr. Hrobor.

AN ACUTE CARE PRESENT

Despite the high outpatient visit utilization described
earlier, the health system is very much focused on acute
care visits. This is where quality initiatives are focused.
Hospital facilities are a key focus of the present ad-
ministration’s cost-cutting efforts. The Academy for In-
ternational Health Studies trade/study delegation saw
first-hand how a tertiary care hospital in Prague is able
to make due with these reduced payments. The Motol
University Hospital’s structure itself was aging and in
need of maintenance, but it serves 0.5 million people
and is a referral facility for complex cases. Dr. Bojar,
led a tour of his neurology department, and explained
that this medical center is being subjected to patient
dumping, caused by the federal cutbacks by the Min-
istry of Health. “The last six to eight months have
caused greater and greater financial problems,” he said.

The hospital demonstrated technologically ad-
vanced instrumentation, including a magnetic reso-
nance imaging scanner, a gamma knife, and five
positron emission technology scanners. In an excellent
example of making do with little money, the staff trans-
formed a former rest room into a DNA laboratory.

Furthermore, this tertiary-care facility is heavily in-
volved in research, with more than 100 pediatric stud-
ies underway. Research accounts for more than $1 mil-
lion in expenditures each year at the hospital.

The annual budget for the medical center is K¢ 3.5
billion (about $152 million). Payments from the gov-
ernment average $25 to $30 per day for standard med-
ical-surgical rooms, and $130 per day for intensive care
unit utilization.

Dr. Bojar stated that professors in the medical cen-
ter (which is part of the medical school) earn only $10
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an hour. However, their
American counterparts
may not be paid for
teaching in a U.S. med-
ical school, and instead
teach for the privilege of
having a private prac-
tice at the medical cen-
ter.

Physicians in the hos-
pital are given utiliza-
tion monitoring reports
on a biweekly basis, in
which they are graded
on a plus-minus sys-
tem relative to their colleagues.

Dr. Bojar explained, “It takes certain survival skills
here, but you make it work through research grants and
other financing.” The delegates observed that patients
are “camping out in beds, because there is no other
place to send them—there is no postacute setting.”

Freestanding,
community-
based LTC
facilities are few
in the Czech

Republic, and
virtually
nonexistent in
the rural areas.

A LONG-TERM CARE FUTURE?

The Trade/Study delegation visited a long-term care
(LTC) facility in Prague, the Sue Ryder Home. This non-
profit organization, headquartered in Great Britain, es-
tablished their only Czech LTC facility in Prague in
1998. Eighty-five percent of its residents live there for
at least three months. Today, the Sue Ryder Home has
just 57 residents (avg age, 86 yr), most with limitations
in activities of daily living (42% with deficiencies in all
activities of daily living) but with only early stages of
dementia. The Home is trying to raise money to build
a wing dedicated to individuals with more advanced
dementia, and no set timetable has been placed on its
construction. Furthermore, the LTC facility is under-
taking a pilot project involving personal assistance and
nursing care in the community.

Freestanding, community-based LTC facilities are
few in the Czech Republic, and virtually nonexistent
in the rural areas. However, the government requires
each hospital to set aside some proportion of their beds
for LTC patients. Regions with many hospitals (e.g.,
cities) should therefore have more LTC beds available
than regions with fewer acute care facilities (e.g., the
rural countryside).

The federal government has little interest in fully
funding a freestanding facility such as the Sue Ryder
Home. Instead, the organization has found innovative
ways to help fund its facility. It has a fully operational
restaurant on its premises, it operates a second-hand
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clothing shop, and it has opened its doors to the com-
munity with a library, community center, and open gar-
den areas. Joana Plechatd, PhD, Director of the facili-
ty, said, “Our business activities generate 45% of the
money that we need to operate (approximately $1.4
million). The Prague municipality pays another 22%.
We receive some subsidies from veterans’ organizations
and private donations, but we will need to make up
another 10% of the budget in 2007 as the Sue Ryder
Foundation reduces its contribution per its operating
plan. We're trying to convince the Ministry of Defense
to support us, as the veterans will increasingly need
facilities like these.”

One of the greatest challenges LTC facilities face is
that they are categorized as “social,” not “medical,” fa-
cilities by the federal government, limiting possible
contributions. Dr. Plechata tries to use that designation
to the benefit of the facility; they use a heavy dose of
volunteerism of the community—more than 55 regu-
lar volunteers help run the facility, in addition to its
90 full-time employees. In 2007, she pointed out, the
facility will need a part-time medical director. Today,
they simply drive residents in need of medical care to
the physician’s office.

Yet, facilities like the Sue Ryder Home are clearly
needed, now and in the future. The waiting list for
admission to the Sue Ryder Home is long, as clients vie
for a limited number of beds. With the present demo-
graphics of the Czech Republic, the Ministry of Health
must reexamine in the near future whether this type
of social facility will play a critical role in the medical
care of an aging population.

SUMMARY

The Czech government is facing difficult challenges
in its health care system today; however, some may
be only perceived challenges. The health policy mak-
ers and governments are distressed over the mount-
ing health care deficit, which is currently at 10% of
total health care expenditure, even though the per-
centage of GDP associated with health expenditures
is relatively low. The government’s reaction to that
deficit may have contributed to the providers’
plight—slashed budgets, payment delays, and a
state of unease. Furthermore, the populace does not
seem to be mandating great change in the health sys-
tem, and if such change was introduced, it would
need to consider the majority of people who are ac-
customed to the centralized, socialized system. Con-
sidering that the system has undergone a number
of adjustments in its short life, changes in public



sentiment toward the system can be expected to lag
behind the problems.

CONCLUSION

As is the case with most countries, including the Unit-
ed States, Czech leaders are reluctant to address di-
rectly the need for improved LTC planning in the face
of an aging population. However, this is only one facet
of the health care challenge.

Bruce Pollack, President of the AIHS, agrees that a
move toward market-based health care could help.
“The most immediate quick fixes might come in the
form of sharing more of the financial burden with the
consumer/patient (to bring the Czech Republic more
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in line with other EU countries), which is likely to have
an immediate effect on outpatient utilization, which is
at 12 visits per year. Tightening the formulary (ex-
cluding over-the-counter items such as aspirin) could
have the dual benefit of minimally reducing pharma-
ceutical costs while eliminating the physicians’ ap-
pointments scheduled to obtain the script.” These ini-
tiatives may very well be attempted in the aftermath
of June elections.

Components of the market approach favored by pro-
ponents of reform may indeed set the system on the
path to greater revenues and lower debt. Yet, for a
country that has seen great changes over the past 15
years, is this too much change—or too little?
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