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1.1. Introduction

While all modern societies of the late 20th century started transforming 
due to diff erent external and internal stimuli, the socio-economic tran-

sition in the central and Eastern European countries has been (and, in part, still con-
tinues being) one of the largest and most profound ‘natural’ societal experiments in 
modern history. Political and social tensions resulted in launching processes that 
have had an impact on almost every aspect of life. Economic crisis, which in part 
had a diff erent background in these countries than in the Western democracies, 
brought about a further driver for the implementation of more profound changes. 
Th ese processes resulted in structural reforms and changes, transformation attempts 
and repositioning of key stakeholders in health care as well. Th ey followed a clear - 
sometimes explicit and sometimes implicit - political agenda, which proclaimed re-
placement of some of the old values with new ones or, suggested to return to some 
of the old principles, such as private ownership and private practice. Th e old values 
that were deemed outdated were predominantly those of the previously implement-
ed egalitarianism, role of the State and, in general, the predominance of broader so-
cietal values over those of individuals. Th e Leitmotiv of most of these changes was 
parliamentary democracy, private property and devolution of state functions to em-
powered stakeholders. Some of these processes followed the longstanding desire for 
change, oft en taken by the nostalgia of the period before World War 2. As much as 
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these views sound unusual at this point, at the time when transition was about to 
start, they were seen as the guiding light for changes. Th e president of the Slovene 
Medical Society in one of his speeches in 1992 said: ‘We fi rst need to return back to 
the situation in 1939 and continue from then on in order to be able to continue our 
democratic history!’1 Th e changing role of the state in healthcare systems is an im-
portant issue, not only for the countries of central and Eastern Europe, but also for 
the old democracies. By choosing a particular healthcare system the policymakers 
also defi ne the State’s role in such a system [1]. 

At the time when the transition changes started, the countries of central and East-
ern Europe (CCEE) had three basic options in choosing the most suitable health 
care system:

1. a Beveridge system
2. a Bismarckian system
3. a Semashko’s system
Th e Beveridge system is named aft er the British economist and social insurance 

founder in the 1940s, Sir William Beveridge. It was based on the Beveridge Report 
from 1942 [2] entitled ‘Th e Way to Freedom from Want’. Th is report recommend-
ed provision of health care for all people through central taxation and other com-
pulsory fi nancial contributions and that a system of universal benefi ts should give 
support during unemployment or sickness and aft er disability and retirement. Th e 
National Health Service Act of 1946 established the provision of services, free-of-
charge established in 1948 [3]. Th e Beveridge system assumes a strong interest of the 
State expressed in the budgetary supervision of health care, its ownership of key re-
sources and in the salaried nature for the majority of the health care professionals. 
A Beveridge system is further promoted by the progressivity of fund collections and 
through services, which are free of charge at the point of entry into the health sys-
tem. In these systems the government and the parliament retain important specifi c 
measures regarding the control over the global health budgets and thus over the eq-
uity of a country’s health care.

‘Th e object of government in peace and in war is not the glory of rulers or of races, but the 
happiness of common man.’ Sir William Beveridge

A Bismarckian health system or a social health insurance system stems from the 
original social health insurance established in Germany in 1883 [4] with the adop-
tion of the fi rst law on health insurance during the term of Chancellor Bismarck. 
A part of a social legislation package adopted in the 1880s and intended to buff -
er the rising social tensions; it meant an important step towards the State’s role in 
regulating the relationship between patients on the one side and health care pro-
viders on the other. Th e principle of sharing costs of insurance between employers 

1 Professor Anton Dolenc, MD, PhD at the Congress of the Slovene Medical Society in May 1992, 
Maribor, Slovenia.
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and employees and consequently providing free treatment and sickness benefi ts has 
survived for more than 125 years and has spread over a large part of Europe in the 
meantime.

‘Th e State must take things in its own hands!’ Count Otto von Bismarck 
Th e third principal type of a health care system, which is important in Europe, 

though mostly historically today, is the Semashko health care system. Its found-
er, Nikolai Alexandrovich Semashko, who was the People’s Commissar of Public 
Health in the Soviet Union between 1923 and 1930 [5] designed it as a state-run sys-
tem in order to cope with the huge public health problems Russia and other Soviet 
countries were facing in the 1920s. Financing of health services is entirely through 
the state budget, with publicly owned health care facilities and publicly provided 
services. Diff erent levels of state administration– central, regional, and local – were 
responsible for planning, allocation of resources and managing capital expenditures. 
Its special characteristic was the setting up of polyclinics as special multi-special-
ty points of entry into the system and a system of SanEpid stations for the public 
health activities. Th e system was transplanted into all countries of central and East-
ern Europe (with the exception of Yugoslavia) aft er World War 2. It was then grad-
ually abolished in all of these countries in the early 1990s.

Obviously, there was no wish to continue with the Semashko’s system, which was 
not only laden with emotional opposition, but also outdated and incapable of get-
ting steered for the needs of the public health challenges the societies of the coun-
tries of central and Eastern Europe (CCEE) were facing. Th erefore, only the choice 
between ‘Beveridge’ and ‘Bismarck’ remained, where the battle even from the start 
seemed uneven. Nostalgia about the ‘old days’ was refl ected in the return to the Bis-
marckian social insurance systems [6], which seemed to prove very attractive to the 
majority of CCEE [7]. Moreover, it seemed a political imperative at the time, to 
withdraw from the opinion that the state should be the main regulator and also the 
main deciding factor [8]. Instead, it should be replaced by the interested communi-
ties, which eventually led to a specifi c corporativist philosophy. It is refl ected in the 
empowerment of key actors and partners in the system, where they take over diff er-
ent tasks previously exclusively organised and delivered by the state [9]. Th is is clear-
ly represented in Table 1 below.

Th e geographically extensive area of CCEE, today showing a multitude of inde-
pendent countries, ranging from the Baltic Sea down to the Black Sea and the Adri-
atic, is by no means homogenous. Historical and social developments prior to 1945 
had an important impact on the transitional changes. In spite of the seemingly com-
mon stem, these processes ran diff erently in diff erent countries, even in those which 
shared a much more common political setting. Some countries saw two processes 
running in parallel – one, which was the socio- economic transition and the other, 
which was in establishing an independent state
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Table 1. Types of healthcare systems with respect to the State’s role. (Rothgang 
et al. [1]).

Th e latter is a common feature of the Baltic States and the former members of 
the Yugoslav federation [10]. Furthermore, individual societies, professional com-
munities and political groupings in these countries had diff erent expectations from 
the transition processes. Th ey ranged from the more independent positioning of the 
medical profession and re-introduction of private practice to attracting foreign capi-
tal to invest in the previously neglected health care infrastructure. Th e magnitude of 
these individual steps was diff erent and prioritisation also diff ered largely. 

Apart from the fact that there was a preference for the Bismarckian model, we can 
see some elements of the more liberal approaches and also of a state-regulated sys-
tem. Th ere is a constant interplay of these elements, while the basis for the overall 
framework is set by the principles of the social health insurance [11].

Th ere are several key issues that are important in evaluating the extent and the im-
pact of reform changes in the CCEE. Th ese will be outlined in the introduction and 
the specifi c situation in Slovenia will be elaborated

1.1.1. Health workforce planning
Health workforce planning is one of the key problem areas for the CCEE. Most 

of them used to have a very numerous health workforce, which was pauperised by 
the small incomes and by the social perception that these professionals are just do-
ing their jobs to the service of the community and society. Th is has sometimes led 
to deviations, such as the under-the-table payments [12, 13]. Facilities were more ex-
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tensive than those in the Western part of Europe and the demand for health profes-
sionals was consequently very big. As the transition processes set in, there were many 
challenges regarding the sustainability of such a quantitatively generous infrastruc-
ture. Th e next important reason for many CCEE was in the fact that incomes of 
their health professionals remained low or comparably low, not only with respect to 
the most developed countries in Europe but also compared with some other profes-
sional groups in their own countries. Th is aff ected decisions of young people when 
opting for their preferred studies but helped in reducing the surplus. Loss to emigra-
tion was important in some of the CCEE, but research that will shed more light on 
this issue is due in the next two years2.

1.1.2. Primary health care
Primary health care is oft en politically declared as a priority and as a cornerstone 

of a rational health care system. Apart from the traditional role played by general 
practitioners (GPs) and other categories of health professionals in primary care set-
tings, there are newer concepts and approaches, especially those directed at improv-
ing lifestyles, modifying them and providing for healthier choices through health 
promoting activities. Th e area of central and Eastern Europe inherited a very heter-
ogeneous infrastructure at the primary health care level. In all countries dominat-
ed by the Semashko’s system, we can see big numbers of health professionals in pol-
yclinics providing rather limited care and almost no additional value in complemen-
tary activities, such as health promotion. In contrast, Yugoslavia did not follow the 
same path and primary care was delivered by the primary health care centres (PH-
CCs), which were designed as an original setting integrating preventative and cur-
ative activities with a considerable role for all key professional groups in the health 
sector. Th e general opinion about these services in the population using them was 
quite positive with good to excellent opinions in total ranging up to 85% [15]. 

1.1.3. Public health infrastructure
Public health infrastructure is supposed to be supporting health policy decisions, 

steering them and providing assessment of their impact on the population’s health. 
Furthermore, it should be in the forefront of proposing new approaches, new pri-
orities and new interventions to improve health, prevent disease or reduce the dis-
ease burden. Transformation of the infrastructure, which in the past served diff er-
ent health policy goals, represented a special challenge for all CCEE. While staff  
in many clinical institutions was growing at high rates, it was shrinking in public 
health, thus further weakening one of the cornerstones of a health system oriented 
towards population health. Certainly, taking into account the burden of diseases 
and its specifi cs in all CCEE [14], these countries’ societies would benefi t greatly of 
a more health promoting and more public health intervention based approaches, in-
volving public health professionals with specifi c knowledge and skills.

2 Project Health Prometheus, co-fi nanced by the European Commission, under the 7th Frame-
work Programme for Research in the European Union.
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1.1.4. Privatisation 
Privatisation was one of the unique universally outlined principles that penetrat-

ed into all societal structures involved with service delivery. In health care, priva-
tisation can range from being very comprehensive to having only a few modalities 
present. Privatisation of the diff erent types - privatisation of delivery, privatisation 
of insurance, privatisation of infrastructure and privatisation of management - can 
be implemented partially, fully or in diff erent combinations of the above. In most 
countries, these decisions depended on the specifi c political setting, which had its 
own priorities in this process. In all CCEE, a certain degree of privatisation was in-
troduced at the very start of the reform process and later, policies were either evalu-
ated (rarely) or continued at a faster or slower pace. 

1.1.5. Hospital care 
In many CCEE hospital infrastructure was very extensive and was intended for 

medium- to long-term stays of patients requiring hospital or intense specialist care. 
Consequently and as previously mentioned the requirements for the number of staff  
followed the extent of this sub-sector. When hospitals were faced with increasing 
pressures to optimise their delivery of care, they had to approach it from diff erent 
angles. Th is process partly depended on the owners, which were very oft en still the 
states. In some countries, such as Estonia, the transition towards a new system was 
quick, with reductions in hospital capacity and mergers, a process that was launched 
as a managerial action, not as a result of fi nancial constraints. In other countries dif-
ferent reimbursement mechanisms were introduced with the aim of stimulating a 
soft er transformation of the capacities as well as of the types of services hospitals 
were delivering. Reimbursement systems and strategies have always played an im-
portant role, alongside with the political will to actively change or transform this 
sub-sector. 

1.1.6. Health care and health system reform
Health policies developed with diff erent speed across the region. In some coun-

tries, health care was a priority area and in such cases the subsequent developments 
were unfolding rapidly. Some countries were more cautious and were implementing 
most of these reforms slowly and through constant measuring of the public opinion 
pulse. Th e climate for reforms was explicitly positive especially at the very start of the 
processes at the beginning of the 1990s.

Apart from the internal circumstances and socio-political demands for changes in 
the health sector, most of the CCEE were faced with external interest in getting in-
volved in the steering of changes, transformations and reforms. Th is process oft en 
enriched the domestic debates and provided fi rst hand objective experience about 
foreign solutions, whether successes or failures. International organisations, such as 
the World Bank and the World Health Organisation, got involved in assisting in 
the reform processes of this group of countries. But, it oft en proved true that there 
was much more benefi t from these consultancies in countries where the domestic 
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workforce, administrative infrastructure and organisational climate were favoura-
ble and would assist in promoting the reforms. In some cases, these interventions re-
sulted in failures, also due to the inappropriate methodologies used or due to insuf-
fi cient involvement of the domestic expertise [16]. 

1.2. Some facts about Slovenia
Slovenia is a country in the southern part of central Europe, geographically 

squeezed between the south-Eastern chains of the Alps, which through their hilly 
extensions cover around a third of the country, the northern Adriatic coast, the river 
valleys of Soča, Sava, Krka, Savinja and Drava, the Pannonian plain extending into 
the plains of Prekmurje and Dravsko polje and the beginning of the Balkans. Th is 
geographical mix is closely related to the historical developments, which had been 
turbulent at times, but defi nes an important positioning of the country with respect 
to its neighbours - Italy in the west, Austria in the north, Hungary in the north-
east and Croatia bordering in the east and south and also having the longest border. 
Slovenia’s surface is 20,250 square kilometres and was populated by 2,032,362 in-
habitants on 31 December 2008 [17]. Just slightly over a half of them live in urban 
areas, the rest still live in hamlets and villages of sizes between 3,000 and 5,000 in-
habitants. Th e population is ageing in two directions, due both to the process of ex-
tension in life expectancy as well as due to declining birth rates. Th e latter were in 
decline intensely aft er 1980, but then its intensity was becoming much more alarm-
ing in the 1990s, when the number of births dropped from 22,000 in 1991 to a 
record low in 2003 with slightly over 17,000 [18]. Since 2004 birth rates are rising 
again, but fertility remains with 1.58 in 2008 at one of the lowest levels in the Eu-
ropean Union. Consequently, the demographic transition is advancing, taking into 
account the declining number of childbirths and the extending life expectancy. Th e 
latter was in 2008 with 78 years for both sexes and with 75.5 years and 82.5 years for 
males and for females respectively the longest among the new member states of the 
European Union (excluding Cyprus and Malta). At fi rst these improvements were, 
to a large extent, due to the rapidly declining infant mortality (while it was 13.9 per 
1000 childbirths in 1984, it dropped to 6.77 in 1993 and then to 2.62 in 2008), but 
later reduced mortality due to cardiovascular diseases in the middle-age period be-
fore 65 years of age was an important contributor (88.5 per 100,000 in 1989 drop-
ping to 40.32 per 100,000 in 2008). Premature mortality is marked by the consid-
erable burden of deaths caused by external causes (mostly suicides and traffi  c acci-
dents) – in 2008, the SDR for all deaths caused by external causes before 65 years of 
age was 41.42 per 100,000 (Netherlands 16.44 [19]), that of suicides was 15.12 per 
100,000 (NL 7.73) and victims of traffi  c accidents 13.67 per 100,000 (NL 3.63).

Undoubtedly, many of these improvements came as results of a favourable eco-
nomic development that, for example, increased the GDP per capita by 50% be-
tween 1999 and 2006 alone – see Table 1 below.
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1.3. The case of Slovenia in health care transition
As a constituting member of the Yugoslav federation, the Socialist Federative Re-

public of Yugoslavia (SFRY), Slovenia was sharing the health care system with other 
federal members – the republics. Between 1945 and 1952 the political system (and 
with it also health care system) was a typical centrally-planned system, where pri-
vate initiative – including private practice of health professionals – was abolished 
and banned. Even though formally a federation, the central administration was the 
dominating factor. In 1953, the fi rst changes to the previous infl exible system ar-
rived with the loosening of certain federal regulations through a special constitu-
tional law, which also introduced the core principles of self-management [20]. Th is 
materialised further at the political level with the constitution of 1963 [21], where 
an outline of a true federal state was designed. Th e major move towards a loose fed-
eration came with the constitution of 1974 [22], which was a political response to 
the ‘autonomist’ movements of the early 1970s. Th e constituting republics of the 
Yugoslav federation got full control over health, social and educational systems as 
well as over police, so these services were no longer defi ned at the federal level. To-
day, with the devolution processes in Italy, Spain and the UK, such solutions are no 
longer exceptional, but more and more common (and also appear much less ‘threat-
ening’). At the same time, health care was organised in a decentralised fashion with-
in the republics with strong elements of a Beveridge-like system, based on budgets, 
which were then allocated to the locally responsible administrative bodies – self-
managing interest communities (Slovene: samoupravne interesne skupnosti – SIS) 
– comparable with local health authorities. Th is system was not economically and 
managerially sustainable so its economic base collapsed in the late 1980s. Th is col-
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lapse was further quickened by the severe economic crisis in Yugoslavia in the sec-
ond half of the 1980s.
Figure 1. Map of Slovenia.

Source: United Nations Cartographic section, 2008

Similarly to the countries of central, Eastern and south-Eastern Europe, Slovenia 
has gone through a process of profound socio-economic and political changes that 
aff ected all aspects of life and, in particular, the setting, functioning and the modal-
ities of delivery of services in the social sector [23]. Health care was one of the foci of 
the largest expectations in all the most important stakeholder groups – politics, pro-
fessionals and patients. Slovenia (along with the former Yugoslavia) never adopted 
the Semashko system and its principles, which were otherwise introduced through-
out Central and Eastern Europe. Th e reasons for such an approach were not only po-
litical. On the contrary, Slovenia benefi ted from the public health reforms and ap-
proaches introduced by Andrija Štampar already in the 1920s. Looking across the 
diff erent sub-sectors in health care, we can see important diff erences in the impact 
these processes had. Th e process of gaining independence from the former common 
federal state in turn aff ected the economy much more importantly than health care. 
Th e reason is very simple as health care had previously been decentralised. But as 
there is a strong link between the processes and reforms in the economic area and 
the country’s potential to sustainably fi nance the development of health care, it is a 
problem that had (and continues having) its impact on health care. Many of the po-
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tential policy, structural and organisational options that were put on the table were 
reminiscent of the main ‘known experience’ that Slovenian regions had in the past. 
Th at was the Austrian and German type of Bismarckian health insurance and the 
correspondingly strong role of the medical professionals in these countries. 

Socio-economic and political transition has made a multi-faceted impact on the 
health sector. One of the important triggers for changes was in the deepening fi nan-
cial crisis preceding the actual political changes. Th e actual collapse of the fi nanc-
ing system in 1989/90 required an intervention at the state level, even independent-
ly from the more profound structural and organisational reforms and changes [24]. 
Th e new system was then set up through the adoption and implementation of the 
basic ‘system’ legal acts in 1992. Th is set the scene for the reform changes in health 
care which were rather complex. Th ere are similarities between Slovenia’s transition 
and that of the Baltic countries. Th ere were three simultaneous social, political and 
economic processes – political changes and broad reforms, economic changes and 
the setting up of an independent state. Th e latter was not that important for health 
care as this had previously been devoluted to the republics of the former federation. 

My interest in wishing to explore these processes, changes, developments and im-
pacts was motivated by two principal reasons. Th e fi rst was in my position as a re-
searcher at the National Institute of Public Health in the Department of Health Care 
Organisation, which brought me into a unique/optimal/privileged position of being 
able to observe the development of the health reform processes. At the start of my 
professional career in health services research I could act as an observer, while later I 
became also personally involved in some of the processes in preparing the evidence 
for health policy decisions. Th e second was in my professional curiosity, which led me 
to explore and analyse the implementation of the diff erent health reform processes 
and their impact on the everyday functioning of the health care system. I was partic-
ularly intrigued by the unfolding changes, which diff ered from the developments in 
many other countries, but also in fi nding similarities. It is curious to explore what the 
specifi cs of these processes could be in the case of Slovenia and why the course of re-
forms taken in Slovenia would be diff erent with respect to some other countries in a 
similar situation at the beginning of the 1990s. It was also important that transition-
al changes in the Slovenian health care had not been previously structurally and com-
prehensively studied at the health system’s level. Contrary to other countries in socio-
economic and political transition Slovenia did not trigger much external interest in 
studying its health reforms and health policy transformations.

1.4. Outline of the thesis, research questions and the outline 
of chapters
Th e thesis will raise six themes that are relevant for all CCEE, but this study is 

about the developments in Slovenia. Six analyses will be presented covering three 
health care sub-sectors and three important health policy and health reform topics 
of the health care transition in Slovenia. Th e following research questions are posed:
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Table 1. Outline of the thesis
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1. What were the developments in the Slovenian health care over the period of the 
last two decades? (the descriptive analyses)

2. What were the relationships between key actors in the system, their interac-
tions and co-operations and their key decisions infl uencing the health system 
transformation? (the explorative analysis)

3. What were the consequences of the main developments in health reform and 
health policy in Slovenia? (the impact evaluation and analyses)

For the identifi ed six distinct themes a set of specifi c research questions were for-
mulated, which are summarised here below, but they are elaborated in detail in each 
of the chapters of this book. In Table 1. (above) an outline of the thesis is presented.

Chapter 2. Health workforce:
a) Who were the actors and what were the factors that infl uenced the develop-

ments in the planning of physicians in Slovenia?
Th is chapter discusses policies related to the health workforce planning issues. It 

focuses on medical workforce, whose numbers were controlled by the decisions tak-
en at the national level in a conservative and restrictive way. Th e level to which this 
issue had been previously neglected became clear with the independence of Slove-
nia and the following enhanced development of health care. It was then when the 
problem of shortages of physicians (but also dentists and nurses) surfaced and has 
continued to this date. Previously the process was steered only by the MoH and the 
universities as key stakeholders, but with the changes introduced between 1992 and 
1999, it got much more complex. It now involves additional actors, so the role of the 
State in managing the admissions to the medical studies and its role in steering and 
governing formerly completely public health care system and the changes in the re-
lationships between the old and the new stakeholders were explored.

Chapter 3. Primary health care: 
a) How do managers of PHCCs – as public providers of primary health care – 

perceive the recent changes in health care?
b) What changes have PHCCs incurred in terms of human resources, volume and 

type of services, facilities, etc.?
c) What is PHCCs’ current arrangement and relationship with their founder(s), 

private providers of care and the Health Insurance Institute of Slovenia (HIIS)?
In the chapter on primary health care (Chapter 3), we elaborate on the changes 

aff ecting the position and the role of the primary health care centres, which needs 
to be elaborated soon, elaborates on the changes in the organisational setting of the 
primary care delivery focusing on the developments regarding primary health care 
centres. A survey among health managers has been carried out. Primary care insti-
tutional arrangements in Slovenia are the legacy of an 80-year long process, starting 
in the 1920s with the setting up of the primary health care centres. Transition chal-
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lenged this special feature of the Slovenian and Yugoslav health care system rais-
ing diff erent controversies and the developments in these relationships were studied. 

Chapter 4. Public health infrastructure
a) What were the organisational changes and changes in functions of Slovenia’s 

public health infrastructure over the period 1990-2008?
b) What were the positions and actions of the main stakeholders in public health 

in the context of legislation and socio-political background?
In this chapter, changes in the public health infrastructure are studied. An impor-

tant element in implementation of health policies, public health institutes were ex-
posed to ‘mood swings’ of health policy makers, which made the contemporary de-
velopment of these institutes rather uncertain. Formally and compared to other sub-
sectors of health care, public health infrastructure has gone through the least for-
mal changes, but there have been many minor changes that had an impact on some 
of the services delivered by these institutes. And this is what caused a slow and grad-
ual transformation in this important sub-sector of the public health infrastructure.

Chapter 5. Privatisation
a) What were the reasons and the background of privatisation in Slovenia?
b) What was the nature of privatisation?
c) What was the extent of the privatisation process in numbers?
d) What were the infl uencing (facilitating and hindering) factors for privatisation?
Chapter 5 touches upon one of the most important aspects of changes in the or-

ganisational setting in countries undergoing a system transition, which is privatisa-
tion. It was one of the most important features of the reforms in health care, but it 
also brought about diff erent controversies around the future role of public and pri-
vate provider and their inter-relationships. Privatisation provided for a more dynam-
ic environment in health care, but also brought about new problems and more com-
plex inter-institutional arrangements necessary for better steering and management 
of the reformed system.

Chapter 6. Developments in hospital infrastructure and its performance
a) What were the changes in the organisation and management of the hospital 

sector in Slovenia in the course of the last 18 years?
b) What were the developments in terms of volume and types of hospital care?
c) What policy choices were developed in Slovenia regarding hospital care in terms 

of their structure and market orientation?
d) What impact did the two major policy interventions – introduction of case-

based payments in 2001 and of the DRGs in 2003/4 – have on the average 
length of stay (ALOS)?

Th is chapter explores the interactions between the policy initiatives and the devel-
opments in the hospital sector, together with the driving forces that interacted with 
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them. Health policy consistently focused its activities on the hospital care changes, 
whether they were infrastructural or involving reimbursement models. Changes in 
the overall capacity of hospitals are explored and historical alternatives for chang-
es in their management. Th e hospital sector has undergone important changes in 
terms of capacity and reimbursement policies. It was therefore interesting to explore 
what impact these top-down decisions had on hospital performance. One of the as-
sumptions explored was that hospital care would start changing along the lines of a 
more effi  cient service, better adapted to the needs of acute patients.

Chapter 7. Health policy developments
a) What was the outcome of the implementation of the fi ve goals of the reform – 

what are the present benefi ts and shortcomings of the goals set by the reform of 
1992 and how are they related to the eff ectiveness and effi  ciency of the system?

Chapter 7 analyses the specifi c health policy developments in Slovenia over the 
entire period of transition. Developments in health policy partly followed the same 
principles as in other countries undergoing transition processes. Reforms were most 
oft en launched and directed top-down. Th e reform goals are studied and explored 
in detail and then elaborated taking into account processes that have been running 
over the past two decades. Th ese interventions aimed at reallocating responsibili-
ties and increasing performance of the health care system. Th ese expected outcomes 
have not been a rule once the changes were implemented.
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2. Health Manpower 
Planning in Slovenia: 
A Policy Analysis of 
the Changes in Roles 
of Stakeholders and 
Methodologies1

Abstract 

A heightened awareness about medical manpower issues can be observed in 
countries that are in a  state of political, economic, and social transition. 

Slovenia entered the transition process in 1989 and became an independent coun-
try in 1991.

Transition and independence infl uenced its health care in several ways. It changed 
the health care system and its fi nancing (by introducing a Bismarckian style of so-
cial insurance). It then redistributed power from the Ministry of Health to sever-
al stakeholders. A major change occurred in the labor market in health care when 
the fl ow of health professionals from the newly independent countries greatly de-
creased. Th e decrease was partly due to the consequences of the war in the Balkans 
and partly due to independent labor legislation in Slovenia. Transitional changes 
brought new stakeholders to the scene, with a resulting redistribution of responsi-
bilities for health manpower policies and the use of various methodologies.

Th is policy analysis off ers a detailed description of the contextual framework, 
quantitative data on medical manpower development, and, most important, inter-
views with representatives of the key stakeholders and study of relevant policy doc-

1 Originally published as: Albreht T, Klazinga N. Health Manpower Planning in Slovenia: A Po-
licy Analysis of the Changes in Roles of Stakeholders and Methodologies. Journal of Health Po-
licy Politics and Law 2002;27(6): 1001-1022. DOI:10.1215/03616878-27-6-1001.
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uments. We conclude that all stakeholders underpin the need for a structured ap-
proach toward health manpower planning in the form of a more coherent system 
of planning, decision making, and control. A compromise on mutual responsibili-
ties between the less dominant Ministry of Health and the two new powerful stake-
holders, the Health Insurance Institute of Slovenia and the Medical Chamber of 
Slovenia, seems necessary.

2.1. Introduction
Th is article deals with medical manpower planning in Slovenia. While such plan-

ning has been a salient topic in health policy and health services research for sever-
al decades in the Western countries (and especially in the United States and Can-
ada), it is now gaining importance in the so-called transition countries. Although 
there was a general idea in the former communist and socialist countries of Central 
and Eastern Europe (CCEE) that there had been a relative overproduction of phy-
sicians, this situation was not uniform among these countries. As the philosophy of 
the political and social system changed, health manpower planning was one of the 
policy areas that were altered. Slovenia represents a special challenge in that respect. 
Although it entered the social, economic, and political transition process along with 
the rest of the CCEE, the process was coupled with the equally important gaining 
of national independence from the former Yugoslavia. Th e combination makes Slov-
enia an almost exclusive case in the area, comparable only to the experience of the 
Baltic States. A process of structural, political, social, and economic transition fol-
lowed by fully recognized national independence marked the last decade of the pre-
vious century. In addition, the nearby war in the Balkans interrupted physical and 
social communication with the former common state. Th ese changes had an impor-
tant impact on the structure and organization of the health care system. Although 
the central government in Yugoslavia had only a marginal infl uence on the organi-
zation of health care in the individual republics, there was still a rather dynamic la-
bor market in place. What was once managed, directed, and run by a single stake-
holder—the state—has now been transferred to several other stakeholders, thus also 
giving them more power and more professional as well as political independence.

Th is study explores the main features of the transition process in health care. A 
transition from Semashko-Beveridge system to a Bismarckian-style of social health 
insurance is the hallmark of the change, while deregulation, redistribution of pow-
er to the emerging stakeholders, and privatization of health care provision are the 
other important features of that process. We approached the problem by combining 
various methods of research:

– Quantitative data from a standard national statistical database, 
– A literature and legislature review, and 
– Interviews with key representatives of all the stakeholders involved in the process. 
We start by elaborating on the contextual framework for the health care system 

and the medical manpower planning in Slovenia. We describe the country’s more re-
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cent history, which still bears an important impact on the developments in health 
care, giving special attention to developments over the past three decades. A detailed 
description of the new health care system and its main characteristics supplements 
this historical outline. We make both a connection and a distinction between the 
old practices of manpower planning and the newer attempts still on the way of de-
velopment. In the second section we describe the developments using quantitative 
data on medical manpower in Slovenia. In the third section, we present an analysis 
that has its background in both the socio-political developments in Slovenia and the 
anticipated changes on the eve of the accession to the European Union. Milestones 
connected to the changes that aff ected the present territory of Slovenia over the past 
hundred years were used to set an environment for comparisons. Finally, we off er a 
policy and methodology analysis of the stakeholders involved in the process based 
on interviews with key fi gures and an estimate of the present situation in Slovenia. 
We see a need for a more structured approach toward medical manpower planning 
in Slovenia. A more coherent system of planning, decision making, and supervision 
should be developed to bring together today’s three main stakeholders: the Ministry 
of Health (MOH), the Medical Chamber of Slovenia (MCS), and the Health Insur-
ance Institute of Slovenia (HIIS).

2.2. Methods of Research
We reviewed the literature on the developments of health care systems in Slovenia 

over the past century, giving special attention to the last three decades. Th en, we ex-
plored the links of these developments with the current and planned positions of the 
stakeholders. We obtained quantitative background information from the routine 
statistical sources: the national Health Statistical Annual of Slovenia (1999, 2000, 
2001), the WHO statistical database Health for All (2002), the Network of Public 
Provision of Health Care (2000), and data from the Statistical Offi  ce of the Repub-
lic of Slovenia (2001). We drew also from Albreht 1999, a quantitative study on the 
medical manpower situation. Interviews with representatives of the most important 
stakeholders constituted the core of the research. Th ese representatives were chosen 
according to their roles in the medical manpower planning process and were inter-
viewed with a semi-structured questionnaire. Th ere were in total eight interviews 
with seven diff erent stakeholders.

Analysis was performed in three ways: descriptive in the analysis of the historical 
socio-political development, quantitative information obtained through indicators 
of manpower supplies over the years and explorative in the case of some statistical 
data and interview analysis. We then combined quantitative data and legal sources 
with answers and additional information obtained from the interviews.
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2.3. The Health Care System in Slovenia
2.3.1. Historical and Political Background
Slovenia is located in the heart of the southern end of Central Europe, bordering 

Italy in the west, Austria in the north, Hungary in the northeast, and Croatia in the 
east and south. It has a surface area of about 20,270 square kilometers (about 7,800 
square miles) and a population of 1,990,094 (Health Statistical Annual 2001). It is a 
parliamentary democracy with a president with limited powers directly elected in a 
general election. Th e parliament has ninety members, elected through a proportion-
al system. Two of the members are elected representatives of the two constitutional-
ly recognized minorities—Hungarian and Italian. Slovenia is one of the candidate 
countries for accession to the European Union.

Until the twentieth century, Slovenia was part of the Austrian (later Austro-Hun-
garian) Empire for almost fi ve centuries. From 1918 until 1991, Slovenia was part of 
Yugoslavia (at fi rst called the Kingdom of Slovenes, Croats, and Serbs). In 1991, it 
became an independent state and obtained international recognition in 1992. Yu-
goslavia underwent a transformation from a parliamentary form of government to a 
unitary monarchy following a coup and, aft er World War II, to a federal state under 
a socialist system modeled on the Soviet system, later slowly acquiring its own spe-
cifi cs. During the 1970s and 1980s the government became less rigidly authoritar-
ian. But despite changes in the political and economic systems, major controversies 
remained unresolved between centralized and more decentralized (federal or con-
federal) concepts, between the interests of the Serb nation and all others, and over 
the level of democracy, the implementation of a market economy, and rights to pub-
lic and private ownership.

Political changes stemming from the abolishment of the previous centrally 
planned socialist economy and the introduction of a Western-style parliamentary 
democracy, along with self-determination and independence paved the way for the 
reestablishment of a market economy, while social changes made a certain level of 
deregulation possible. Free initiative and private entrepreneurship were introduced 
in various sectors, including health care. Th e medical profession played a prominent 
role in initiating some of the reforms, as evidenced by the self-regulating provisions 
for physicians in the early 1992 laws and confi rmed more strongly by the passage of 
the Medical Services Act (1999). 

2.3.2. Demography and Some Basic Epidemiological Facts
Life expectancy for both sexes was 75.8 years in 1999, 79.5 years for females and 

71.8 years for males (Statistical Offi  ce 2001). A more than 30 percent reduction in 
the number of childbirths over the past twenty years has caused important chang-
es in the demographic structure. Children from infancy to 14 years constitute 
only 15.7 percent of the total population, while the elderly of the ages of 65 years 
and above constitute 14.1 percent. Infant mortality in 2000 was 4.9 per 1,000 live 
births, one of the lowest in Europe (Health Statistical Annual 2001). Tuberculo-
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sis was the leading cause of death until 1929, when cardiovascular diseases began 
to prevail (Pirc and Pirc 1937). Today, cardiovascular diseases and cancer are at the 
top of both morbidity and mortality statistics, followed by accidents and injuries. 
Premature mortality is an important epidemiological feature in Slovenia, especially 
among men, who have higher incidences of lung cancer, suicide, and fatal traffi  c ac-
cidents. Th e lag behind the European Union life expectancy is about 3 years for men 
and about 1.5 years for women. 

2.3.3. New Developments
Švab, Markota, and Albreht 2000 describe the development of the Bismarckian 

style of social insurance from the 1880s until the end of World War I. Th e system 
between the two world wars was a mixture of socialist and free enterprise insurance 
plans. In the fi rst decade aft er World War II, the state was fully centralized, and 
Slovenia had little control over the organization of health care within its borders. 
By the late 1950s, two processes had brought about the fi rst changes: decentraliza-
tion that reduced the power of Belgrade and rapid development of the providers’ in-
frastructure. During the 1960s, as the economy began to bloom, a signifi cant need 
for physicians emerged, especially because of major investments in the hospital sec-
tor. Since the 1970s most of the primary care planning has been done at the munic-
ipality level, resulting in the expansion of aff ordable and convenient primary health 
care facilities. A deepening economic crisis during the 1980s aff ected health care 
even more than some other sectors. Physicians’ incomes were at the same level with 
the better-paid workers in the fl ourishing industries of those times, especially those 
in heavy industry. Private practice was outlawed, along with any variation in health 
care delivery, such as provision of services, insurance, or reimbursement schemes. 
Th e share of the GDP dedicated to health care in 1991 was only 5 percent (Saražin 
Klemenčič 1997) with accumulating fi nancial losses in that sector.

2.4. Medical Manpower in Slovenia: Historical Development
Th e fi rst medical faculty was established in 1919, but only the preclinical part of 

the curriculum was available until aft er World War II. In 1945, a complete medical 
faculty was established in Ljubljana and facilitated a very quick development of ex-
panding health care provision. However, in 1946, private provision of medical serv-
ices was abolished and later banned. All health care provision was organized, run, 
and fi nanced by the state, which also had all administrative responsibilities over 
medical postgraduate training. Th e biggest increases in the numbers of physicians 
occurred in the 1960s and the 1970s with a total increase in physician numbers of 
113 percent between 1965 and 1984 (the respective physician/population ratios be-
ing 1.02 per 1,000 and 1.86 per 1,000).

2.4.1. Physician/Population Ratios and Trends
In 2000, Slovenia had 4,251 actively practicing physicians (2.15 per 1,000 popu-

lation) (Health Statistical Annual 2000) with about a third of them working at the 
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primary level. Figure 1 shows the developments in the number of physicians in Slov-
enia between 1975 and 1999. Slovenia’s annual growth in absolute numbers of med-
ical manpower was about 2 percent in the 1970s and 1980s, dropping to less than 
0.5 percent a year in the 1990s. Physician density grew by 10.7 percent in the 1980s 
and by 8.1 percent in the 1990s (see Table 1).

2.4.2. Physician Distribution by Level of Care
Distribution of physicians by level of care in absolute numbers is shown in Table 

2. Th e number of primary care physicians grew by 8.4 percent between 1981 and 
1999, while the number of hospital and specialist care physicians grew by 28.0 per-
cent. However, a 6.2 percent drop in the number of primary care physicians was ob-
served between 1990 and 1999.
Figure 1. Actively Practicing Physicians in the Republic of Slovenia between 
1975 and 1999. 

Source: Health Statistical Annual of the Institute of Public Health of the Republic of Slovenia (in Slo-
vene), for respective years.

2 .4.3. Trends in the Numbers of Medical Specialists
Th e number of medical specialists grew by 92 percent in the 1970s, by 31 percent 

in the 1980s and, fi nally, by only 25 percent in the 1990s (see Table 3).

2.4.4. Regional Distribution
Slovenia is divided into nine administrative regions with populations ranging 

from just over one hundred thousand in the smallest region to almost six hundred 
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thousand in the largest (Health Statistical Annual 2000). Th e infl uence of the larg-
est region is of great importance because with 30 percent of the total population, it 
has 40 percent of the total number of physicians. Th e ratio between physician den-
sities between the highest- and the lowest-ranked region in 1981 was 1.64, 1.44 in 
1990, and only 1.38 in 1999.

2.5. Policies and Methodologies of the Key Stakeholders
2.5.1. The Old Manpower Planning System
Slovenia has experienced various systems of medical manpower planning. In the 

period right aft er World War II physicians were appointed by ministerial decree. By 
the late 1950s there were no limits on the acceptance of students to the only medical 
faculty in the country, but in 1963, a numerus clausus (closed number) was adopted, 
limiting the number of students admitted. In the former Yugoslavia, beginning in 
1963, the constituting republics administered the whole area of social services (in-
cluding health care and education). Consequently, the universities determined ad-
mittance based on political decisions adopted at the republic level. Th ose decisions 
were mainly service- and facility-driven since the main growth impulses came in the 
periods of the intense growth of health care provision (the 1960s and the 1970s). 
Th is is the point where there was a strong link between politics, health policy, and 
manpower planning in health care. An important assumption and solution for long-
er-term or transient defi cits before 1991 was the free movement and the open mar-
ket of health professionals within the former Yugoslavia. Th e rest of the common 
state experienced physician surpluses. Slovenia’s fast-growing health care system was 
able to employ physicians from other parts of the federal state in the 1970s and the 
1980s. An analysis by Albreht (1999) shows that Slovenia in that period had an “im-
ported” infl ow of physician workforce that amounted to 1.2 percent to 1.5 percent 
of its domestic workforce a year. On one hand, the growth observed at the end of 
the 1980s (see Figure 1) is more evidence that the growth in that period was larger 
than the output from the Medical Faculty in Ljubljana (Medical Faculty in Ljublja-
na 1980–1999). On the other hand, the disruption of free movement due to the Bal-
kan wars infl uenced the uptake of physicians from the area of the former Yugoslavia.
Table 1. Physician Density in Slovenia, selected years

Source: Health Statistical Annual of Slovenia [Zdravstveno Varstvo], for the respective years.
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Table 2. Absolute Numbers of Physicians at Various Levels of Care, selected years

Source: Health Statistical Annual of Slovenia [Zdravstveno Varstvo], for the respective years.
Th e leading method of manpower planning was based on calculations involving the 

demographic data of various population groups. Norms for the required numbers of 
physicians were determined by expressing them in simple physician/population ratios, 
by each fi eld at the primary level of care and by each specialty for the outpatient visits 
at the secondary level. Th e required number of hospital inpatient physicians was de-
termined by combining the physician/bed ratios with the population of the hospital 
catchment area. Th e payer, then the state, through various administrative bodies, had 
a decisive role in determining needs for various types of health professionals. Th e Med-
ical Faculty, based on its educational capacity, annually fi led a proposal that matched 
that capacity with the needs assessment made by the MOH. Since the 1970s, the Na-
tional Parliament was required to confi rm such restrictions. Although the system had 
been rather inert and passive, the end of the 1980s saw Slovenia with a well-controlled 
number of physicians and with negligible unemployment.
Table 3 Main Medical Specialties and Medical Specialists, selected years

Source: Health Statistical Annual of Slovenia of the respective years
Th e National Institute of Public Health is the only stakeholder or institution that 

has carried out research into manpower issues before 1992. Kastelic and Schlam-
berger (1973) and Kastelic and colleagues (1976) used demographic models of the 
physician and dentist populations to make planning estimates for fi ve-year periods. 
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Ravnikar and colleagues (1986) for the fi rst time compared the numeric growth of 
health professionals with the educational system at all levels. Th eir study shows com-
parisons with several other countries and makes projections for 2000. Experience 
and suggestions from these studies were used in medical manpower planning until 
1990s.

2.5.2. The New Health System and Its Implications for Manpower Planning
Th e general setting of the Slovenian health care system is defi ned by the Consti-

tution of 1991 and by the health care legislation that was adopted in 1992 (Health 
Care and Health Insurance Act 1992; Health Services Act 1992; Pharmacists’ Serv-
ices Act 1992). Slovenia is defi ned as a social state, and health is one of its citizens’ 
most important rights. By 2000, a new health care system in Slovenia was in place, 
built on the idea of empowering health professionals through a transfer of admin-
istrative tasks from the state to the civil society. Separating the founder, fi nancier, 
and provider roles was the main feature. Another was the equality of rights of pro-
viders, irrespective of the type of provision (public or private). Th e Medical Services 
Act (1999) and the National Health Plan (2000) are the two most important doc-
uments since the 1992 legislation to outline systems for medical manpower plan-
ning. Th e fi rst important feature of the new health care system in Slovenia was the 
introduction of a Bismarckian style of social health insurance, based on traditions 
originating from the Austrian social insurance in the 1890s (Markota and Albre-
ht 2001). Implementation of the system included the establishment of the Nation-
al Health Insurance Institute as an independent public institution responsible for 
collection and administration of the compulsory health insurance, and the separa-
tion of health care funding from the national budget. Fees are income related and 
are paid in the same percentage of the gross salary by the employer and the employee. 
Th e role of the state is to determine the cap on the total budget of compulsory health 
insurance by annually setting the percentage of GDP dedicated to health care.

Th e second feature of the new health care system is the gradual empowerment of 
chambers of health professionals. Th e MCS was established in 1992. It is a profes-
sional executive body of physicians and dentists. Membership is mandatory by law 
for all physicians and dentists who work in health care and are providing patient 
care. Local chambers are also responsible for postgraduate training, for continuous 
medical education, and for licensing. By determining the numbers of both medical 
posts and medical specialty training posts, the MCS gets directly involved in the 
manpower planning process.

Th e third important feature of the reformed health system is the (re-)introduc-
tion of private provision of health services. Introducing private provision of care for 
health professionals and practically equalizing it with public provision brought ele-
ments of competition into the previously rather infl exible health care system.
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2.5.3. System Implications for Manpower Planning
Th e three pieces of legislation from 1992 mentioned above set up the legal side of 

the health care system. Th e Health Care and Health Insurance Act (HCHIA 1992) 
defi nes the network of public providers of health care—its elements, types of provid-
ers by care, ownership, and criteria for the determination of posts. Th e act describes 
and defi nes the types of services and regulates their provision, specifying that the Na-
tional Health Plan should describe the criteria on which to determine health profes-
sionals’ numbers more precisely. Th e National Health Plan, adopted in 2000 aft er a 
lengthy discussion, defi nes specifi c criteria. Th e Health Care and Health Insurance 
Act also defi nes the distinct responsibilities between municipalities (primary care) 
and the state (secondary and tertiary care). Th is part of the legal framework sets the 
stage for the MOH as the main administrator of the system (with a consultancy role 
of the HIIS). Th e criteria described above represent the base for planning in broad-
er terms at the national strategic level. But there is need for more sophisticated crite-
ria and methodology as described extensively in Reinhardt 1991. A more specifi c out-
line for medical manpower planning lies within the Medical Services Act. It defi nes 
the role of the MCS with respect to the medical posts and, specifi cally, to postgradu-
ate training in various specialties. Th e fi nal decision on the defi ned network of medi-
cal posts lies with the Minister of Health. Still, it is the authority of the MCS to pre-
pare an overview of those posts, to keep the register of all practicing physicians and 
dentists, and to advise the insurer on the proposed private practitioners. MCS grants 
specialty training, keeps a list of posts, and appoints tutors. Th e MOH appoints (on 
proposal by the MCS) training posts and the institutions that keep them. Given the 
redistribution of authority to various stakeholders, and especially the empowerment 
of professional chambers, meant that a new solution for the contracting of servic-
es would have to be established. Th e so-called partner negotiations are a model un-
der which the stakeholders involved in the contracting of services defi ne the most 
important contents of annual contracts with the HIIS. Th is process, however, pro-
vides the economic input for the defi nition of needs for physicians and their training 
posts. Slovenia’s insurance regulatory body, the HIIS, played a key role in strategic 
and structural aff airs throughout the period before the adoption of a national health 
plan and continues to play an important role in allocation of fi nancial resources. Be-
tween 1992 and 1999, the HIIS insisted on a “zero growth” principle. Th at meant 
that reimbursement of providers was based on an unchanged number of practition-
ers. Providers could contract new employees only in replacement of the retired, de-
ceased, or severely handicapped. Th at principle was enforced vigorously and has con-
tributed to a much slower growth rate in the number of physicians. Public health data 
in Slovenia are linked with those used for manpower planning. Th us, MOH decision 
making is based on health statistics and data from health services research as well as 
from the national database on all health professionals (including physicians and den-
tists). A large part of the preparation of the National Health Plan and its follow-up 
are in the domain of the public health system.
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2.6. The New Planning Methodologies and Findings
2.6.1. Current Medical Manpower Issues
Th e new health system maintained the regulatory role of the MOH and its inten-

tion is to insure equity, especially with respect to access for all citizens. But we must 
also take into account the role of the new stakeholders, which arrived on the scene 
in the early 1990s. Slovenia is short of physicians in primary care both according to 
the report on health professionals manpower issues that the MOH prepared in July 
2000 (Network of Public Provision of Health Care 2000) and according to an anal-
ysis of the MCS (Albreht et al. 2000). Th e defi cit is at 0.65 to 1.20 percent of the to-
tal workforce. Th at defi cit is present despite the existing pool of foreign physicians 
that accounts for about 3 percent of the total physician workforce (Employment Of-
fi ce of the Republic of Slovenia 2001). Th e total defi cit is close to 4 percent of the 
medical workforce. Th at is equal to an entire generation of graduates of the medi-
cal faculty in Ljubljana. Th ere are now signs that immigration is slowly picking up. 
Most foreign physicians interested in working in Slovenia originate from the coun-
tries of the former Yugoslavia (according to the respective shares of applicants for 
physician licenses in Slovenia by the MCS).

Medical manpower shows two important demographic features that will infl u-
ence planning. One is aging—the age group 30 to 34 years is 20 percent and 25 per-
cent smaller, respectively, than the age groups 35 to 39 years and 40 to 44 years. As 
a consequence, physicians of 50 years and older constitute almost 29 percent of the 
total workforce and by law they may be exempted from certain services (e.g., on-
call, night duty, etc.). Th e other important issue is the increasing percentage of fe-
male physicians. Currently, female physicians make up about 55 percent of the to-
tal medical workforce, and the number of female graduates in Slovenia reaches a sta-
ble 65 percent.

2.6.2. Toward New Planning Methodologies
What options lie ahead for Slovenia’s health-policy makers? Greenberg and Cul-

tice (1997) introduce three models used in manpower planning for physicians:
1. Population utilization patterns, studied quantitatively through statistics and by 

means of population surveys.
2. Standard physician-to-population approaches with a defi ned goal or target that 

guides planning, expressed in the number of members of a population group 
compared with the number of physicians or dentists.

3. Increase in physicians’ productivity, which is also a means of manpower control.
Slovenia’s previous experience in this fi eld and evidence from our interviews reveal 

that the prevailing method has been the physician-to-population approach with ne-
gotiations about the concrete numbers for each specialty or fi eld. Th e desire to up-
grade this approach can be identifi ed by using functional data, such as the utiliza-
tion patterns, precisely followed by the national health statistics.
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Th e need for planning arises from the issues described above and from those raised 
in the National Health Plan (2000), especially involving medical manpower. Th e 
health plan, originally conceived as a strategic document, is very practical as well as 
prescriptive. In a chapter on resources, for example, it lists very precise numbers of 
resources needed by service and by region. Th e allocation of human resources con-
tinues to follow two models: physician-to-population ratios (in the case of the vari-
ous types of service at the primary level and outpatient specialist services)—correct-
ed for productivity criteria (e.g., extent of services), and physician-to-resource ratios 
(in the case of hospital services—these might become modifi ed by the use of pro-
spective reimbursement systems). A lack of a structured methodology is evident in 
the planning of physicians and dentists in Slovenia. Almost all the work done so far 
has been in developing two criteria: one for the demographics of the medical profes-
sions themselves, and the other for the general population and some specifi c popu-
lation groups (children, women, elderly). Functional parameters, such as time need-
ed per patient, per procedure, per diagnosis, per specialty, and in combinations of 
those, will need to be included. Reimbursement system changes are expected to fur-
ther stimulate a development into a more prospective and more production-oriented 
system, the limits set through capped budgets (Health Sector Management Project 
2001). Still, two stakeholders have taken the initiative in developing structural ele-
ments for delivery and planning of services that will aff ect manpower planning. Th e 
HIIS has developed a system of defi ning services in combination with budgets. Out 
of those, based on production criteria (the number and extent of services plus the 
time needed to deliver them), indirectly, they can calculate the manpower needed. 
Th e MCS, meantime, has begun gathering physicians’ and dentists’ defi nitions of 
service tariff s (based on production criteria) in an eff ort to redefi ne some of the ele-
ments that the HIIS is currently using.

Th ere are important considerations regarding the integration process with the Eu-
ropean Union. Free movement of people, especially professionals, will have an im-
pact on Slovenia since it is a potential host country. And, related to that, the full har-
monization that has been reached with the undergraduate and postgraduate train-
ing requirements of the European Union will contribute to larger fl ows of the work-
force both ways.

2.6.3. Stakeholders’ Positions
An examination of the legal background represents a good starting point for un-

dertaking an organized approach to planning. All stakeholders agree that the work 
done so far at the system level in medical manpower planning is insuffi  cient. Th ey all 
perceive their legal role in the process as adequate and take part in considerable co-
operative information exchange. Th e diff erences lie in the solutions proposed. Th ey 
fi nd that the introduction of independently practicing physicians and dentists has 
led to a completely diff erent management practice that should be noted in the legal 
documents. Stakeholders have agreed to the formation of a national committee that 
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would permanently supervise and coordinate work in this fi eld, proposing that ei-
ther the MOH or the Institute of Public Health of Slovenia house such a commit-
tee. 

Confl icts arise over methodology and defi ning who should be the crucial stake-
holder with the most important responsibilities for planning. Th e MCS wants to 
play the primary role, but the MOH and the HIIS still consider planning to be 
one of their important tasks. Th e MCS defi nitely won an important political battle 
when the Medical Services Act was adopted, since it received full control over the 
fi eld of postgraduate training of physicians and dentists and a key role in the plan-
ning of medical posts. Two of the stakeholders see shortcomings in their roles in the 
process. Th e MOH wants more involvement in planning of the number of hospital 
medical specialists and greater empowerment to intervene in less well provided for 
areas of the country. Th e Health Council, an advisory body to the MOH, sees its role 
insuffi  ciently accepted by the MOH. Th e MOH would like to see a more balanced 
approach to the number and distribution of medical posts, in view of a compromise 
of interests of diff erent stakeholders, but also in ensuring a balance between pub-
lic and purely private practices. Th e Health Council and the MCS (but also partly 
the HIIS) fi nd insuffi  cient activity on the side of the MOH. Th e HIIS stresses that 
out of need there is an introduction of intermediate solutions, which do not help in 
solving the problem. Th e MOH feels that the HIIS’s action receives too much room, 
while admitting that the HIIS sometimes needs to act on its behalf. But also it ex-
presses reservations about the Medical Services Act. Both situations limit the op-
erative functions of the MOH, which at the same time must remain the guarantor 
for the stability of the system. Th e MCS gave more weight to the Medical Services 
Act, while the HIIS sees much more relevance in the National Health Plan (also in 
view of its contribution). It introduces, among other things, very detailed tables with 
manpower requirements by service, type of provision, and region (National Health 
Plan 2000). According to the interviews with key representatives of the major stake-
holders, there is extensive cooperation among these groups, as well as with the As-
sociation of Public Providers of Health Care (APPHC), the Slovenian Medical So-
ciety, and other ministries and municipalities. Currently, there are three important 
stakeholders whose interaction will infl uence decisively the future manpower situa-
tion. Th e fi rst is, clearly, the HIIS with its unchallenged fi nancial power. Th e others 
are the MCS, which is getting more infl uence both legally and practically, and the 
MOH, whose role, however, is weakening. By 1990 a lot of work had already been 
done in the fi eld of health services planning, but the economic background has since 
changed enormously. Th e MOH made a decisive step to identify the main problems 
of medical manpower supply by issuing a questionnaire to all providers (Ministry 
of Health 2000). Th e results give a clear picture of the lack of physicians in some 
regions of Slovenia in primary care. Another analysis showed that physicians’ and 
dentists’ salaries increased in real value three- to fourfold following a strike in 1996 
(Ministry of Health 2002). Th e cost of labor in health care has since gone up consid-
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erably and is approaching almost 60 percent of the total expenditure in health care 
(APPHC 2002). An obvious problem is the severe gap between planning and deci-
sion making. Two facts may account for this gap: the stakeholders in Slovenia sim-
ply are not accustomed to compromise through negotiation and coordination, and 
there is no supreme force that can permanently make such decisions on their behalf. 
Th e ad hoc solutions used of late reveal a lack of adequate competence on the part of 
the MOH. It is obvious that the Medical Chamber and the Health Insurance Insti-
tute, which hold signifi cant legal authority, are trying to “fi ll the gaps” on their be-
half. Th e experience of the 1990s, the stakeholders’ positions, and the forthcoming 
changes suggest the following reasons why a change is needed:

1. Th e involvement of new stakeholders, mainly the MCS with signifi cant em-
powerment both directly and indirectly related to manpower planning;

2. Private provision of care with a diff erent approach to manpower needs, on the 
one hand, and, on the other hand, the reality that public providers still must 
provide for the educational and training functions (as well as for the physicians 
working in private practice);

3. Migration (mostly from the area of the former Yugoslavia) stimulated by the 
lack of physicians in Slovenia, as well as that arising from the accession proc-
ess to the European Union (the fi rst of the two is inevitable and Slovenia simply 
has to “import” physicians to cover its needs, while the free movement directive 
will stimulate movement from European Union member states, and those citi-
zens will have to be given priority aft er Slovenia becomes a full member state of 
the European Union); and

4. Th e end of the period of relatively rapid growth of the GDP that allowed gen-
erous policies toward health care (though one needs to note that the medical 
workforce costs considerably more now than it did about a decade ago, with an 
increase in share for salaries from about 20 percent in 1989–1990 to the present 
60 percent [APPHC 1989–2002]).

Financial issues and constraints on the traditional methods of health care fi nanc-
ing may well become an important, if not the primary, controlling mechanism. Th at 
should follow the larger share for salaries in total expenditures as well as the impor-
tant role of the HIIS in the health system. Th e programs of specialty training were 
completely revised and reformed in 2001 (along with the guidelines of the European 
Union of Medical Specialists). Th e MCS has revised and harmonized all programs 
with the relevant European Union programs to enable free movement of physicians. 
A lengthening of the training process will cause a dropout of at least one generation 
of fully qualifi ed specialists, which may have some impact on insuring the required 
numbers of physicians. It means that all programs will be extended, posing some 
threat to the present sources of fi nance. Th is is also one of the confl ict areas between 
the MCS and the HIIS, with the MOH functioning as the mediator.
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2.6.4. Potential Cooperation and Coalitions 
Aft er analyzing the interviews, published documents, and relevant legislation, 

summing up all the fi ndings in the qualitative analysis, and taking into account the 
expressed wish of all stakeholders for a working body that would supervise and co-
ordinate eff orts in the fi eld of health manpower planning, we identifi ed the follow-
ing potential coalitions. 

Coalition 1— Between the MOH and the HIIS. Th is coalition would combine the 
manpower and funding of the HIIS and its fi nancial power with the political au-
thority of the MOH, which is still very much a fact. And though its confi rmatory 
role in various legal acts might seem like little more than a formal step, the MOH 
can importantly infl uence decisions. Such a coalition could be seen as a regulatory 
compromise off setting the rising political infl uence and potential monopoly of the 
MCS in important health care matters. Also, the HIIS has developed a very clear-
cut strategy for the development of compulsory health insurance and has managed 
to have its manpower calculations (based on productivity criteria) included in the 
National Health Plan. In fact, the MOH and the HIIS have already worked as a co-
alition in preparing the National Health Plan.

Coalition 2— Between the HIIS and the MCS. Th is coalition has grown in impor-
tance because, eventually, the HIIS will have to be involved in fi nancing the peri-
od of postgraduate training to insure its stability. Also, the HIIS had an important 
role in determining the need for health professionals in the National Health Plan, 
and a redefi nition of that need would require their cooperation with the MCS. Th e 
project of medical tariff s initiated recently by the MCS is going to develop into a re-
imbursement issue that could be of interest to the HIIS. Furthermore, though phy-
sicians are very relevant in health care, they are by far not the only segment. HIIS 
has to deal with all segments and has to take into account various groups of health 
professionals, and, especially, in the case of negotiations over the annual contracts, 
the MCS is a partner representing the growing number of physicians practicing in-
dependently. Realistically, no fi nal decisions are possible without the explicit con-
sent of the medical profession when dealing with the manpower issues. Bringing the 
MCS closer would be another big advantage for HIIS. 

Coalition 3— Between the MOH and the MCS. Th is coalition seems less likely 
than the other two but it could be possible because of the rising importance of the 
MCS not only in medical circles but also in the health care system as a whole. Th e 
feasibility of this coalition depends to a great extent on whether the MOH will be-
gin to approach health issues from a more comprehensive, public health perspective 
or remain with the more traditional, medically based attitude. 

2.8. Conclusions
Slovenia inherited a medical workforce that is of moderate size by internation-

al workforce averages and that was controlled by the state, both in numbers and in 
structure, from 1945 to 1991. Political and social transition helped to bring new 
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stakeholders on board. Th e infl uence of the state (and of the MOH as its main rep-
resentative) was purposely weakened. Th e vacuum left  by the reduced role of the 
MOH was fi lled partly by the HIIS and partly by the MCS. Th e HIIS became pow-
erful because it is the only insurer for compulsory health insurance and because it 
has an important role in resource allocation. From the interviews we learned that 
all stakeholders fi nd the current results of medical manpower planning far from suf-
fi cient and strongly agree about the need for a national body to coordinate health 
manpower planning that is linked either to the MOH or to the Institute of Pub-
lic Health of Slovenia. Also, the MOH and the MCS disagree about their mutu-
al responsibilities in the coordination of medical manpower planning. We learned 
that following the period of extensive growth assisted by high increases in GDP in 
Slovenia, a more production-oriented system will be put in place along with a bet-
ter public-private mix in the provision of and fi nancing of health care. Finally, the 
stakeholders see a tremendous need for a clearer defi nition of postgraduate training 
and of their responsibilities for its organization and its fi nancing, and they are well 
aware of the advantages and challenges of the accession to the European Union for 
health care.

Overall, the MOH seems to be the weakest stakeholder in medical manpower 
planning as a result of the purposeful reduction of its power and because of the 
adoption of the National Health Plan, which shift ed some power over to the HIIS, 
and the Medical Services Act, which shift ed some over to the MCS. Th e reduction 
of power in the MOH was the result of politically motivated processes both with-
in and outside of health care. Introduction of the mechanism for negotiations for 
the annual contract with the HIIS put the MOH in the position of a moderator 
but without a direct involvement as a partner. Production-oriented criteria for man-
power defi nition are the key features of the National Health Plan’s section on hu-
man resources. Th e Medical Services Act gave the MCS full control over postgrad-
uate training and consultation rights in the defi nition of the network of medical 
posts. Th e result of such developments (combined with possible shared interests of 
the HIIS and the MCS) might lead to a situation where fi nancing and reimburse-
ment principles would be coupled with a medico-centered approach to health care. 
Classical interests of equity and broader social interests might become of secondary 
importance in that respect. Th e preservation of equity (as the original competence 
of the MOH) has become limited. Th e MOH can advise on manpower planning is-
sues but cannot intervene directly. Such a situation, combined with full decentrali-
zation of primary care organization, makes it very diffi  cult for the MOH to buff er 
the remaining interregional diff erences. Th e combining of public and private provi-
sion of health care is one of the main changes that occurred in 1992. Private practi-
tioners already announced demands for a reduced workload (especially when paid 
by capitation) and that might increase demand for physicians. Th e MCS as a fl exi-
ble, motivated organization took over many of the tasks originally performed only 
by the MOH. Th e latter has thus lost most of its direct involvement in and infl u-
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ence on medical manpower. Still, most physicians are salaried, and their salaries are 
defi ned in accordance with the general contract for physicians and the general con-
tract for health care— both of which are prepared and co-signed by the MOH. As 
noted above, physicians’ and dentists’ salaries have grown considerably over the past 
fi ve years, requiring important shift s in health expenditures in Slovenia. If salaries 
amounted to relatively small shares in the past (before the transition), they now rep-
resent on average about 60 percent of the total expenditures. Th at is still less than 
the average of the European Union. Since there are signs of a threatened defi cit in 
the compulsory health insurance, the focus will be shift ing from extensive to inten-
sive production parameters. Health care reform makes cost-eff ectiveness a necessary 
aim and in that sense the current physician and dentist numbers, their development, 
and the consequences for both the educational and postgraduate training process-
es will need to be revised. Postgraduate training has seen considerable changes over 
the past three years. It is one of the most important areas. Previously, the MOH had 
all the steps under control. Now, the entire process lies with the MCS. All programs 
of specialty training were revised according to the recommendations of the profes-
sional bodies of the European Union. Th at means, however, that all training will be 
prolonged and consequently will be more costly. Th e solution to its fi nancing at the 
national level has not yet been found. Currently, it is fi nanced entirely by providers 
themselves, reducing each resident’s fl exibility and tying him or her to a certain pro-
vider (even by contract). A looser state control over the educational and health care 
system, together with the independent position of the professional groups, might 
lead to imbalances over a longer period. At present, Slovenia is not facing such an 
extreme. It will, however, need to approach these issues in a more systematic way be-
cause of the changes that have already occurred and because of the anticipated free-
dom of movement of the workforce (some of which will even be warmly welcome in 
view of the existing and anticipated defi cits). Th e fi eld of medical manpower plan-
ning will defi nitely remain an important topic for several years to come. A broad-
er spectrum of stakeholders in this process will lead to negotiations that are more 
demanding and more in need of compromise, while new approaches to manpower 
planning will have to be implemented in order to off er a clearer insight into specif-
ic workloads, such as time required and assessment of the general population’s needs 
and those of specifi c population groups. All of this is hard to imagine in practice 
without a move toward a more operative implementation of planning practices in 
the decision-making process.
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Abstract

Background: Primary health care centres (PHCCs) were a characteristic of the 
former Yugoslav health care system introduced widely in Slovenia. Transi-

tion brought structural changes to health care and the position of the PHCC’s was 
challenged. Th is paper investigates (i) PHCCs’ perception of transition changes in 
health care, (ii) changes in resources and services, and (iii) changes in the relation-
ships between PHCCs and new primary health care providers. Methods: We mailed 
a self-administered questionnaire with 42 questions divided into 8 chapters and re-
lated to the period between 1990 and 2000 to all 65 PHCCs in Slovenia. Questions 
were of three types, grouped according to the aspects we were trying to explore: per-
ceived changes, actual changes and relations with new providers.  

Results: We obtained 57 questionnaires representing PHCC catchment areas cov-
ering 93.7% of the Slovenian population. Municipalities’ position versus PHCCs 
was reinforced but their role remains ambiguous. Th e number of employees was re-
duced by one third, capital investments are still ongoing, but the scope and volume 
of services has shrunk. Relations with the Health Insurance Institute of Slovenia 

1 Originally published as: Albreht T, Delnoij DM, Klazinga N. Changes in primary health care 
centres over the transition period in Slovenia. Eur J Pub Health 2006;16(3): 237-242. DOI: 
10.1093/eurpub/cki224.



3. Changes in primary 
health care centres 
over the transition 
period in Slovenia1
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(HIIS) were considered controversial while the infl uence of the public providers’ as-
sociation is perceived as marginal. 

Conclusions: PHCCs have survived the transition both structurally as well as func-
tionally. However, an unstructured approach to system changes in primary care, a 
poorly managed process of introducing private provision, and a monopoly position 
of the HIIS aff ected their situation. Th e challenges for the future will be in preserv-
ing their public health functions, in increasing effi  ciency and in establishing clearly 
defi ned relations with private providers.

Keywords: transition in health care, primary care, private provision

3.1. Introduction
Changes to the health care system in Slovenia have been running parallel with the 

political, economic and social transformation. Th is development was coupled with a 
process of gaining independence and international recognition. Transition in Slove-
nia’s health care faced several challenges, which derive either from the change in the 
socio-political system, or in Slovenia’s independence from the former Yugoslavia. 
Political and social changes were refl ected in the basic system laws for health care 
that were adopted in 1992 [1,2,3]. Th at process was strongly physician-driven. Th e 
main issues were as follows:

i) Self-regulation and autonomy of the main groups of health professionals;
ii) Privatisation of health care delivery; 
iii) Introduction of a new health insurance scheme.
Self-regulation and autonomy of health professionals together with privatisation 

of health care delivery had been longstanding aspirations of physicians, dentists and 
pharmacists. Health professionals as well as the political arena favoured a shift  to-
wards an insurance system. Consequently, a Bismarckian social health insurance 
model was adopted. Given these basic changes, together with a legal provision for 
municipalities to be administrators of primary health care centres (PHCCs), we can 
identify the following potential challenges for the latter:

i) A changed environment for PHCCs in view of the new reimbursement and 
contracting arrangements and a strong dependence on the municipality;

ii) A spontaneous move of a certain number of health professionals to private 
practice;

iii) Th e need to integrate various services previously off ered exclusively by PHCCs 
and now provided both by PHCCs and by private practitioners.

Based on the challenges posed by the reform, we formulated the following re-
search questions:

i) How do PHCCs—as public providers of primary health care—perceive the re-
cent changes in health care? 

ii) What changes have PHCCs incurred in terms of human resources, volume and 
type of services, facilities, etc.?
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iii) What is PHCCs’ current arrangement and relationship with their founder(s), 
private providers of care and the Health Insurance Institute of Slovenia (HIIS)?

Th is paper describes the results of a research performed by means of a mailed self-
administered questionnaire sent to all 65 PHCCs in Slovenia. First, we present 
some historical and contextual background, followed by presentation of objectives, 
aims, and material and methods. We then describe the results, followed by the dis-
cussion and conclusions.

3.2. Historical background 
Organised primary health care has a long tradition in Slovenia. Andrija Štampar’s 

ideas found fruitful ground in Slovenia in the 1920s and resulted in the establish-
ment of the fi rst PHCC as early as 1926 [4] and the fi rst PHCC for school chil-
dren even as early as 1924 [5]. Before World War 2, health care provision depend-
ed on private providers. Human resources were scarce and bringing health care pro-
vision closer to the population, integrating preventive and curative services for vul-
nerable population groups were the key issues then, with physical access in the fore-
front. PHCCs slowly developed over time and included the following services: gen-
eral practice, mother and child care, prevention of communicable diseases. Th ese 
services were coordinated by the Hygiene Institute of Ljubljana (the present Nation-
al Institute of Public Health). Later, adult and youth dentistry, community nursing, 
physiotherapy, and diagnostic services were added to a typical PHCC structure [6]. 
Aft er World War 2, changes in health care organisation and provision had an im-
portant impact on the future development of PHCCs. Health care became a nation-
al service, which was closest to the Semashko’s model.  Th e State had the central role 
but, due to the specifi cs of the Yugoslav decentralisation, with varied developments 
around the country. Th ree important facts aff ected provision of primary care:

i) Communicable diseases were a major problem still in the 1940s and in the 
1950s (classical public health problems);

ii) Poor overall communication infrastructure made worse by complex geography 
(diffi  culties in physical access);

iii) Abolishment and prohibition of private provision of care in 1946 (cf. 1953) 
(uniformity of health care delivery).

For organisational issues and also for public health reasons, the State had to pro-
vide for a widespread service in primary care organised in providing outreach with 
dispensary clinics. Th e only private providers who remained in practice aft er World 
War 2 were those who had been in practice when prohibition came to force. Th ey 
were allowed to continue practising in their own premises until retirement. Slovenia 
saw two major periods in PHCCs development, fi rst, expansion and growth in the 
1950s and the 1960s, followed by the eff orts to improve the quality of the facilities 
and the infrastructure in the second half of the 1970s and in the early 1980s. Th e 
latter was oft en fi nanced by self-contributions of the local population in various ar-
eas of Slovenia, voted for through local referenda.
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3.3. The recent developments – the transition
Transition brought about changes, where political and social changes were lead-

ing the way to an economic restructuring. With the introduction of new stakehold-
ers it seemed necessary to develop a partnership model. It represents the means of 
negotiating the general outlines and some particularities of the general contract for 
health care delivery and its reimbursement at all levels of care. Th e partnership mod-
el should ensure a consensual approach to the fair sharing of resources made availa-
ble through the compulsory insurance funds. It involves representatives of the HIIS, 
the Medical and Pharmacists’ Chambers (as representatives of private providers of 
care), Association of Public Providers of Health Care (APPHC), natural resorts and 
spas, nursing homes, and other social care institutions. Th ese partners negotiate the 
volume of services and their pricing. Introduction of private provision of care and 
of a social health insurance system, coupled with an initial level of state deregula-
tion were the main features of the change. Th e MoH handed its role as the main fi n-
ancier of health care delivery over to the HIIS who became the main purchaser of 
health services in Slovenia. However, the MoH preserves the role of granting con-
cessions for hospital and specialist outpatient services while concessions for prima-
ry care are granted by municipalities. Changes preserved previous organisational as-
pects and the mission of PHCCs [7] (i.e. the key role in primary health care). Th e 
main stakeholders and their functions are listed in table 1. Granting of concessions 
was a completely new issue stemming from the privatisation of health care delivery. 
Th e future private provider has to provide proof of compliance with the norms and 
standards for individual practice in the respective professional fi eld and dispose of 
adequate facilities (owned or hired). Holding a concession is a condition for a con-
tract with the HIIS for potential providers who wish to have their services reim-
bursed. In practice, almost all practitioners at the primary level opt for a concession 
since most of those services are included in the basic benefi ts package. Th ere is a con-
troversial situation occurring in many municipalities. Although, municipalities are 
founders of the respective PHCCs, they can infl uence its future through granting of 
concessions to private providers. Changes in primary health care have been studied 
previously. Švab et al. [8] addressed them from a historical and developmental per-
spective. Markota et al. [9] tried to assess the Slovenian health care reform from the 
top management and fi nancing aspects. Several pieces of research were dealing with 
patient satisfaction in GP offi  ces. Private provision of care is dealt with from the na-
tional level perspective [10] and by obtaining survey feedback exploring the public/
private mix [11,12,13]. Th ere were also four population surveys, which had a certain 
number of questions on health care [14] and confi rmed a high level of acclaim for 
general practice. A study by Švab et al. [15] explored views of private independent 
practitioners related to the health care reform. All these studies explore the circum-
stances related to private provision as well as patient/user satisfaction with changes 
in organisation and delivery. None of the studies quoted above dealt with the PH-
CCs’ perception of the changed environment. Our study aims at fi lling that gap.
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Table 1. An overview of the main functions and the stakeholders involved in 
their implementation

3.4. Objectives and aims
Th e main aim of this research was to explore perceptions and views of PHCCs’ 

management of transition changes in primary health care delivery in Slovenia. Con-
sidering that, we wanted to explore the experience of PHCCs, given their previous 
‘monopoly’. Our most important objectives were: 

i) To explore perceived changes regarding the relationships with private providers 
both on formal and practical solutions and on concession granting;

ii) To explore changes in the overall and the current manpower situation and that 
of the fi ve main groups of health professionals (physicians, dentists, pharma-
cists, nurses, and health technicians);

iii) To get an overall picture of the sources and purposes of recent capital invest-
ments;

iv) To explore changes in the type of services provided and compare the two cross-
sectional situations (1990 and 2000)– both reported through this question-
naire;
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v) To explore the relationship between the PHCC and private providers in the area;
vi) To explore the relationship with the founder(s) (i.e. municipalities);
vii) To explore the PHCCs’ views on the relationships with stakeholders in health 

care and, in particular, the contracting/purchasing role of the HIIS;
viii) To obtain any suggestions and additional responses on all of the topics above.

3.5. Material and methods
A questionnaire with 42 questions divided into 8 chapters (according to the aims 

listed above) was circulated to all 65 PHCCs in Slovenia in spring 2001 (see table 
2.). It was addressed to PHCC directors together with a letter explaining the aims 
and objectives of the study. We included a self-addressed envelope for the return of 
the questionnaire. Replies arrived in two rounds, the original one and the one that 
followed a reminder letter.
Table 2. Structure of the questionnaire used to survey primary health care cen-
tres in Slovenia.

3.6. Results
Th e process of administration and collection of questionnaires resulted in the full 

completion of 57 questionnaires. Th e responding PHCCs’ population catchment 
areas cover 93.7% of the Slovenian population. All the questionnaires received were 
fi lled out completely.

3.6.1. Basic data
All PHCCs had to be re-established according to the regulations of the Law on 

Public Institutions [16] so the respective municipalities passed statutes between 
1991 and 1995. In 35 cases there was only one founder (a single municipality in 33 
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cases and the State in 2 cases). In others, several municipalities share founder re-
sponsibilities (mostly since 1995). Th e total number of employees was reduced by 
one third according to the self-reported numbers which we then compared with the 
routine statistics and found the same trend (see Table 2). Based on the two self-re-
ported numbers of employees from 1990 and 2000, we calculated the ratio of the 
fi ve typical professional groups against the total number of employees. It ranged 
from 0.43 to 0.81 in 1990, with a mean value of 0.64, while in 2000 the range was 
from 0.52 to 0.79, with a mean value of 0.67.

3.6.2. Capital investments and their purpose
Only eight PHCCs had no investments over the past 10 years and in 45 out of 

the 49 who had had them, they took place over the last 5 years. Providers mostly fi -
nanced them out of their own resources, partly with the support of the municipal-
ities. In a fourth of all PHCCs (17) the number of provider locations was reduced, 
while it has increased in four. Th e available practice surface increased in 14 PHCCs 
and was reduced in 15. Th e self-perceived reasons were: change in the volume and 
scope of services delivered (20 cases), adaptation of facilities to the standards (18 cas-
es), and in three cases adaptation of the number of locations. In 16 PHCCs capital 
investments are planned in the near future and in 13 the available practice surface 
will increase in size. 

3.6.3. Changes in types and volume of services delivered
Only one PHCC does not deliver GP services any more due to private provision 

in the area. Types of services vary by size of the catchment area. General dentistry, 
gynaecological primary care, diabetology, and pulmonology are oft en not available 
at the PHCCs any more as they are delivered in private provision. New services in-
troduced over the last period were mostly:  specialist services (e.g. ophthalmology, 
orthopaedics and neurology), emergency services, and outreach services (e.g. health 
care of illicit drug users, screening of developmental disorders in children). Th e vol-
ume of services delivered has mostly decreased

(20 cases) or stayed the same (27), while 10 PHCCs observed an increase.

3.6.4. Changes in the number of employees
Forty-two PHCCs experienced reductions in the total number of employees and 

only fi ft een had no change. Th e numbers reduced due to movements to private pro-
vision of care (39 responses) and in 14 cases partly due to increased effi  ciency. As 
many as 37 experienced a defi cit with at least one category of health profession-
als, mostly with physicians (32) and dentists (16), while 4 reported a lack of nursing 
staff . However, only half of them (19) received some sort of assistance in the search 
for staff , mostly by the local employment offi  ce. Th e number of foreigners represents 
<1% of the total workforce. Most of them originate from the area of former Yugo-
slavia and half of them are physicians, while 25% are dentists.
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Table 3. Numbers of some groups of health professionals employed by PHCCs 
in 1990 and 2000 [17, 18].

3.6.5. Introduction of private provision of care
Only eight respondents believe that the introduction of private provision was per-

formed in an effi  cient and rational way. Th e overall perception of this process is that 
it was chaotically introduced and generally poorly managed at the level of the MoH. 
Undefi ned fi nal share of private provision (34), lack of defi ned goals for private pro-
vision (30), and lack of co-ordination between the MoH and the municipalities (29) 
were the most frequent answers (absolute number of replies in brackets). Arrange-
ments with private providers are most frequently for the on-call/night duty service 
(34). In half of the cases, co-operation with the private providers is seen as at least 
partly successful. Th e two main complaints are:

i) A need for a better defi nition of the concessionaire’s responsibilities and;
ii) Th e defi nition of more coherent conditions for private provision at the nation-

al level.
In view of that, as many as 52 respondents believe that granting of concessions 

should be regulated diff erently. Twenty-seven believe that a diff erent legal defi nition 
should be sought, while twelve thought that it would be better to regulate it at the 
level of the State (i.e. MoH). Eleven PHCCs saw the whole process as entirely suc-
cessful and seven as completely unsuccessful. 

Th ere were a large number of answers to the open-ended questions in this area and 
they dealt with:

– Lack of co-ordination between the MoH and municipalities;
– Lack of vision on the process and outcome of introducing private provision;
– Diff erences in freedom to manage a public vs. a private institution;
– PHCCs acting as a universal but inadequately supported backup for manpow-

er shortages;
– Backup for postgraduate training issues.
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3.6.6. Relationship with the founder (municipality)
Twenty-fi ve PHCCs changed their founder in the observed period; seventeen of 

them now have more than one founder. Only 18 PHCCs see those relations success-
fully settled. Th e most common problem is an inadequate approach to investments 
at the PHCCs, followed by the lack of interest in managing the PHCC and an in-
suffi  cient level of co-ordination between the PHCC and the municipality. Excessive 
interference was stated as a problem only in nine cases. In 24 PHCCs they see the 
representation of the founder in the managing bodies as a successful solution, while 
7 thought it was bringing in too much political infl uence and 12 wanted to see it re-
vised. In the open-ended questions the most frequent comment was that the smaller 
municipalities do not have adequate staff  to face health care planning.

3.6.7. Contracting of services
Only 11 PHCCs see the present contracting mechanisms as suitable. Th e others 

believe that the partnership model of negotiations and the role of the MoH need 
adjustment in the near future (17 each). All respondents stated that the role of the 
HIIS is too strong and 13 want to see its role changed, while insuffi  ciency was seen 
mostly with the APPHC (34) and with the MoH (17). Current annual contracting 
of services should be extended to longer periods according to 41 PHCCs. Th e rea-
son for that lies in possibilities for better planning (35) and in reducing year-to-year 
oscillations (12).

3.7. Discussion
PHCCs have passed a transition period over the past 10 years as several circum-

stances challenged their existence. Th e social and political environment posed sev-
eral demands, such as introduction of competition and other market elements to 
health care as well as more effi  ciency. On the other hand, there was uncertainty 
about the community-based and public health orientation of primary care in Slov-
enia. Competition and market elements were implemented through introduction 
of private provision of health care, steered by the process of granting concessions. 
Moves to private provision caused a reduction of employees in PHCCs by one third, 
followed by a reduction in the range and volume of services as those services were 
then provided elsewhere. A net defi cit of physicians and dentists was observed, that 
was only partly relieved by foreign professionals. Foreign professionals constitute 
<1% of the employed, so that remains a rather marginal problem. At the national ag-
gregate level, there has been almost no change in the share of key health profession-
als in the total number of employees. On the other hand, PHCCs reacted by devel-
oping new outreach services and followed the strategy of providing diversifi ed care, 
including specialist outpatient care. It seems that effi  ciency suddenly became a driv-
ing force in PHCCs, and they seem to have responded quite well to this challenge. 
Th at is also evidenced in the forthcoming investments and development.

Th e other consequences relate to the relationship between the PHCC and their 
founder—the municipality. Th e original problem, exposed fi rmly by the managers 
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of PHCCs, was that the MoH did not steer the processes of change at the primary 
level correctly. Th ere was lack of vision and of a defi ned end volume or share of pri-
vate provision. Th e same concerns were expressed at two 1-day workshops organ-
ised in 1995 [19]. Th e MoH should have co-ordinated the process better by involv-
ing municipalities and developing guidelines for its introduction. Th is process could 
have been also better managed, organised, and implemented and there was poor co-
ordination between the MoH and the municipalities. With a late response to ris-
ing problems related to the fragmentation of municipalities (from 1995 onwards), 
the MoH tried to coordinate management and concession granting activities but a 
lot of time had been lost at that point. And last, but not least, there were several ne-
gotiators for the same services on the provider side. Despite the public debate about 
the diffi  culties in arranging a stable relationship between the PHCCs and local pri-
vate providers, those relations seem to work rather well in a large number of cases. 
Still, there is a discrepancy between the tendencies to privatise delivery of primary 
care while the administration of the system remains fi rmly a public function and re-
sponsibility. Municipalities are in an ambiguous position. On the one hand, they are 
founders of the PHCCs and, on the other hand, they are responsible for granting 
concessions to private providers. Th is discrepancy was brought in at the system lev-
el at its design phase. But no PHCC was closed down and public health interest has 
been preserved through the keeping of the spatial distribution of the main services 
delivered. Fierce public discussions [20] still run around the granting of concessions 
to physicians who wish to start their private practice.

Th e role of the HIIS is a controversial one. On the one hand, it was seen as having 
too much power in the system. Management favours longer contracting periods that 
would introduce more stability and off er better planning possibilities. An addition-
al eff ort made by the HIIS is expected to defi ne inputs for contracting beyond the 
simple calculations of full-time equivalent proxies, volume performance and fi xed 
budgets. On the other hand, the HIIS is seen, as evidenced through open-ended 
questions, as the stakeholder, which has ensured the fi nancial stability of the entire 
publicly fi nanced health care system over the last decade. 

3.8. Conclusions
PHCCs in Slovenia are still in the process of transformation that was brought 

about by a signifi cantly changed environment following structural changes in Slov-
enia’s health care system. Slovenia’s politics never anticipated an abolition of the pre-
existing public structures, like PHCCs. Th at helped most of the PHCCs to survive 
the dynamic period rather well and keep most of their structures in place. On the 
eve of the reform of 1992, health policy decided to keep PHCCs as the focus for pri-
mary health care activities. As a successful solution that has survived several politi-
cal systems, they are now confronted with new requirements and a more complicat-
ed setting of several stakeholders.
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Th ere is a clear legal defi nition of PHCCs (the Health Care Services Act as well 
as the National Health Plan) as the main providers and co-ordinator of activities 
at the primary health care level. PHCCs perceive the development of private provi-
sion rather critically since it has seen rather partial responses in diff erent areas. Th e 
problem lies in the way it had been introduced, not in the mere fact that it repre-
sents competition to public providers. On the other hand, there are the municipal-
ities and their double competencies (both public and private) that make them the 
key players at the local level. Th at role seems to be insuffi  ciently pursued, mostly due 
to the specifi cs of health care and the random, sometimes chaotic, nature of private 
provision development. PHCCs therefore feel that they are the ‘losing party’ at the 
cross roads of the Ministry’s interests (which are least defi ned), the HIIS, and the 
municipalities.

Th e same goes for important issues such as responsibilities for the technical and 
administrative personnel that remain employed at PHCCs aft er the departure of 
the key health professionals, backup for certain services (on-call and emergency), 
and ensuring adequate funding for postgraduate training (especially for physicians). 
Adaptation to the new situation in terms of effi  ciency despite the loss of one third of 
their total manpower and selection of new services refl ect a positive overall impact 
of the change. Th e idea of having a public institution to keep a coordinating role of 
certain public health functions is a direct extension of the early Štampar’s ideas from 
the 1920s. Given the changing environment, it appears necessary to re-evaluate that 
role and to consider new organisational solutions as well as new ways and means 
of contracting services at the primary level. Private provision and   competition for 
public funds demand a more proactive managerial action on the side of the PHCCs, 
especially in negotiations with fi nanciers who want to contract with them. Public 
health orientation and functions, such as broader preventative services, will contin-
ue to be expected from the PHCCs in the future. Clear defi nition of the mutual re-
sponsibilities in assuring continuity of care to the population between PHCCs and 
private providers will remain a challenge to be managed by the municipalities with 
assistance from the MoH. Harmony in these relations will assure stability of health 
care in Slovenia at its most important level, the primary care level. 

3.9. Key points
Study question: what are the perceptions of transition changes, changes in re-

sources and services and relationships between the PHCCs and new stakeholders 
in primary care?

Method: a self-administered questionnaire circulated to all PHCCs in Slovenia 
with the three aspects explored: perceived changes, actual changes in resources, and 
services and relations with the new providers in primary care.

Main results: PHCCs role is quickly changing and their relationship with the mu-
nicipalities was reinforced though ambiguity. Th e number of employees was reduced 
by one third with a continued trend of decrease, the volume and the diversity of 
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services shrunk. Th eir association’s infl uence was perceived as insuffi  cient while the 
position of the HIIS was seen as too strong.

Implications: closer attention will have to be paid to the regrouping of stakehold-
ers at the primary care level, both from the Ministry of Health as well as from the 
municipalities. Th e latter are responsible for organising delivery of primary care. Im-
balances in the negotiating mechanism between the representatives of the PHCCs 
and the HIIS bring additional queries to the future of PHCCs which have to be 
more clearly defi ned by national health strategies.
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Summary

Objective: Th is paper explores the developments in the public health infra-
structure in Slovenia in the context of the sociopolitical and legislative 

changes in health care over the last 20 years. It assesses the responsiveness of the 
public health institutes in Slovenia to the various plans on public health developed 
by health policy makers over time.

Methods: Aft er an in-depth and externally validated search for key documents, we 
analysed the legislation, policy documents, research reports, theses, and other health 
policy papers related to the public health infrastructure in Slovenia. Findings were 
validated through consulting 3 external experts on public health in Slovenia.

Results: In the period discussed only few new services were added and health pro-
motion was developed as an institutional fi eld. Passivity in the past caused a lack of 
decisions on some traditional services in a changed economic environment. Moving 
from a passive supporter of the former infrastructure to an active promoter of the 
reform sets health policy as the main architect of the new public health building.

Conclusion: Slovenia’s “house” of public health was amended and refurbished, but 
a thorough reconstruction has not taken place. In order to face the future challeng-

1 Originally published as: Albreht T, Klazinga NS. Restructuring Public Health in Slovenia be-
tween 1985 and 2006. Int J Pub Health 2008;53: 1-10. DOI: 10.1007/s00038-008-7032-2.
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es in public health, the infrastructure will require increased effi  ciency, professional 
workforce development and better responsiveness.

4.1. Introduction
Today’s public health infrastructure in Slovenia is a result of a gradual develop-

ment in the course of the 20th century. Two key policy concepts can be identifi ed: 
the development of interventions and strategies to deal with the public health prob-
lems and the development of the infrastructure to implement these interventions 
and strategies. 

As described by Zupanič Slavec [1] response to the lack of well-trained public 
health professionals in the period aft er World War 1, the Rockefeller foundation 
off ered grants in the United States and Canada to a group of physicians with inter-
est in public health. Inspired by their educational background and by the contem-
porary ideals, such as Štampar [2] they implemented the following ideas and priori-
ties: ‘socialisation’ of medicine, mother and child health, workforce and working en-
vironment protection, general and housing hygiene, social diseases, and popularis-
ing health as a lifestyle concept.

Th e fi rst public health institute (PHI) for Slovenia was established in Ljubljana 
in 1923 [3]. Gradually a number of local and regional PHIs were established across 
Slovenia, defi ning loosely the boundaries of public health practiced there. Th eir ef-
forts aimed at developing primary care and health care for the vulnerable popula-
tions and for specifi c public health problems. Th is approach was in clear contrast 
with the Semashko’s SanEpid model, originating from the Soviet Union and estab-
lished in the 1930s. Th e SanEpid model of public health infrastructure and prima-
ry care was implemented in all the countries of the Soviet block. Štampar’s model 
of public health was centred on providing an outreach with specially trained prima-
ry care physicians, focusing on maternal and child care and supporting the devel-
opment of environmental sanitation and hygiene. It was the PHIs who carried out 
these tasks, they were co-ordinating them and even provided some services (such 
as vaccination and several dispensaries – pulmonary, venereal, trachoma) and de-
livered fi eld activities in hygiene. In the SanEpid model the whole system relied on 
the polyclinics which served as the main provider of primary care and public health 
service. Due to its strong professional background and a positive historical experi-
ence, Yugoslavia did not follow that path aft er World War 2. 

PHIs provided several service functions: social medicine, epidemiology of com-
municable diseases and hygiene and environmental health. Th ey also assisted in the 
development and co-ordination of dispensary services for mother and child care, 
preventative dentistry, and the professional development of school medicine and 
general practice/family medicine. Th e period of social and political changes in the 
1980s showed the fi rst serious signs of fi nancial insolvency in health care and struc-
tural problems [4]. Th e economic collapse of the previous system of health care fi -
nancing was just one of the refl ections of the distress in the social and political life 
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in the former Yugoslavia. Th e MoH was hesitating between the two extremes, being 
either indiff erent to intervening in the structural issues or, in taking the initiative to 
introduce organisational changes.

In this policy analysis we study the reshaping of Slovenia’s public health infra-
structure by exploring the positioning and actions of the main stakeholders in pub-
lic health in the context of legislation and socio-political background. 

4.2. Methods
Th is paper deals with the developments in Slovenia’s public health infrastructure 

in the period between 1985 and 2006, which, for analytical purposes and clarity, 
has been subdivided further into four distinct sub-periods marked by diff erent so-
cio-political situations that ended with the introduction of a legislation or a nation-
al public health policy plan:

1. 1985-1992 (the adoption of the new legislation for health care in 1992)
2. 1992-2000 (the adoption of the National Health Plan in 2000) 
3. 2000-2003 (the proposal of the Health Reform in 2003) 
4. 2003-today (the draft  proposal for a restructuring of the PHIs in 2006)
Th ese milestones are displayed in more detail with some important contextual 

infl uencing factors in Figure 1. First, we carried out a search for the relevant doc-
uments to be analysed in our research. We based our search on the basic criterion 
that all the documents to be analysed need to have a specifi c segment focusing on 
the public health infrastructure. We included all the documents fulfi lling the fol-
lowing criteria:

i. Giving an account of the historical developments in the public health infra-
structure

ii. Providing a strategy for the organisational and professional development of the 
public health infrastructure

iii. Setting up a plan to restructure, reorganise or otherwise transform the public 
health infrastructure from the perspective of the national health policy

iv. Providing a legal base for the public health infrastructure
v. Researching the organisation of public health, providing a situational and qual-

itative analysis, including proposals for changes.
We specifi cally excluded documents, which were only intermediate draft  docu-

ments, those dealing only with one specifi c service within the infrastructure, and 
those that provided only a personal view or an unstructured account about the pub-
lic health infrastructure. Criteria for the selection of the papers were reviewed by 
two other external public health experts and they also reviewed the fi nal list of the 
documents used.

Based on the criteria a list of documents was prepared and the analysis was car-
ried out. It was prepared by one of the authors and the outcomes were reviewed by 
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three other public health experts (two of them were the same as those reviewing the 
criteria, none belonged to the authors) who also confi rmed the results of the analy-
sis. Th is way external validation was added to the document selection process and to 
the inputs for analysis. Th e other author provided for the observer’s insight and ana-
lytical input in processing of the results obtained by the selection of the documents.

In view of our research questions and goals, the analysis included:
1. An explorative analysis of the socio-political setting of each period with partic-

ular attention given to factors having an impact on public health,
2. An explorative analysis of the legal acts and other documents defi ning the legal 

background of the health care system and public health infrastructure,
3. An analysis of the policy documents defi ning roles and priorities of diff erent el-

ements of the health care system,
4. A description of the existing public health infrastructure in each period togeth-

er with its main functions, missions, and objectives. 
Th ere was extreme scarcity of analytical work, in particular from the last catego-

ry under the inclusion criteria and especially from the fi rst period, so the main doc-
uments we had available were legal acts, together with the ministerial strategic and 
planning documents. Th e organisational changes and the legally prescribed context 
add to the inputs for the discussion which follow the descriptive and explorative 
part in the section describing each of the observed periods.

We based our analysis in view of the following criteria, based around the dimen-
sions through which we are presenting our results:

1. the impact of the document on the socio-political context in which the PHIs 
functioned in the respective periods,

2. the way the document explains the positioning of the identifi ed key actors and 
adds to the development of health policy,

3. document’s contribution to the legal framework as the key element in position-
ing and defi ning the PHIs,

Information brought by the document to highlight the main characteristics of the 
public health infrastructure.

A summary classifi cation of the selected and analysed documents is shown in Table 1. 
Table 1. Results of the document search
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Within each of the described periods we present the results of our analysis for each 
of the elements, we discuss the interactions between the elements and the develop-
ment of the public health infrastructure. We refl ect on the fi ndings by looking at 
trends in the most important general health status indicators.

4.3. Results
4.3.1. Th e period between 1985 and 1992 – Keeping the old house or tearing it down?
In 1985 the present set up of Slovenia’s public health institutions was formalised 

and defi ned by the legislation in force until 1992 [5]. Only some basic principles, 
such as international reporting and federal statistics, were still regulated by federal 
laws. Public health had an important, but insuffi  ciently fi nanced and inadequately 
defi ned role in health care. 

Health policy was in the domain of the Ministry of Health and Social Care 
(MoHSC), which was also responsible for the development of the public health 
infrastructure. In this task MoHSC co-operated with the PHIs and the Depart-
ment of Social Medicine of the Medical faculty in Ljubljana (then also located at 
the NIPH). Aft er having given up on changes in public health and due to the lack 
of a consensus, the main partners opted for the status quo in which all the inherent 
problems remained. Within public health that was seen as a ‘better’ option as com-
pared with the offi  cially proposed dissolution, which envisaged merging the former 
departments of the NIPH with other state administration’s services.

– Limited role of the federal state (1985-1991) in regulating health care. With 
health care organisation and fi nancing under the jurisdiction of the republics, 
federal legislation continued to regulate some public health priority areas, such 
as: communicable diseases, health reporting and health statistics, and registra-
tion of medications. Federal level defi ned the normative aspects and the report-
ing lines leading to the Federal Institute of Health Care and to the Federal Sta-
tistical Offi  ce.

– Setting up a new health care system with the adoption of the new legislation in 
1992. Simultaneously, the preparation of the National Health Plan ‘Health for 
all by the Year 2004’ (NHP) started [6], a document embracing epidemiological 
evidence, public health priorities with a strengthened role of the public health in-
frastructure, health care fi nancing and the national health care strategy.

– In general terms, in 1985 PHIs were defi ned in their present form with the na-
tional institute (then UIHSC) and nine regional institutes. Th eir services were 
fi nanced partly by the Slovenian budget, as this had not been a federal task, and 
partly by health care.

– Inspired by the boards of health and welfare in the Nordic countries, the Uni-
versity Institute for Health and Social Care (UIHSC) was established, off ering 
a close link between health and social care. It had two organisational units: the 
Institute of social medicine and social care (ISMSC) and the Institute of epide-
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miology. Th e ISMSC included several departments, dealing with health issues 
of diff erent vulnerable groups and diff erent levels of health care. Social care re-
mained a part of the institute’s structure until 1992, when it was merged with 
the new Ministry of Labour, Family, and Social Aff airs. Th e UIHSC dealt with 
two issues of the health information system - the uniform defi nition of pre-
scriptions and the uniform register of all physicians and dentists.

– Th e regional PHIs stayed with the classical framework of public health func-
tions and continued having three main departments - social medicine, hygiene, 
and epidemiology of communicable diseases.

Th e organisation of the public health infrastructure was scarcely discussed scien-
tifi cally. Th e most important analysis was prepared in 1990 by the Head of the ISM-
SC, Dr M. Kožuh [7]. Th is explorative analysis pointed the criticism to the knowl-
edge gap and the lack of modern techniques and fi ndings used in public health prac-
tice. Public health was supposed to enhance its initiative and involvement in the 
health issues, while health policy should be more open to take up public health’s an-
alytical and planning work. 

4.3.2. The period between 1992 and 2000 – The old house gets redecorated and 
partly refurbished
Th e political priorities for the health care reform were in privatising health care 

delivery; decentralising and deregulating state-run administrative tasks; introducing 
a social health insurance system and introducing co-payments to attract more pri-
vate sources of fi nancing. Th e new Health Services Act [8] confi rmed the status and 
organisation of PHIs, but the MoH had to determine new public health priorities. 
PHIs were co-ordinating the preparation of the NHP (National Health Plan ‘Health 
for all by the Year 2004’ 2000 [6]), which was blocked at the Parliament due to the 
confl ict over the determination of the national network of health professionals and 
over the organisational aspects and privatisation of primary health care delivery.

Th e MoH preserved its role in defi ning public health priorities, this function be-
ing controlled through an evaluation process of activities by its advisory body, the 
Health Council, which confi rms annually the PHIs programme, together with its 
fi nancing. Th ere were now two new key actors. Th e fi rst, the Health Insurance Insti-
tute of Slovenia (HIIS) was able to provide an important source of fi nancing of pub-
lic health services due to its strong legal positioning, a clear strategic vision and fi -
nancial strength (a budget 30 times the size of the MoH), the latter was maintained 
throughout the 1990s. Th e second, the Medical Chamber, became the most infl u-
ential independent representative body for physicians and dentists (including those 
working in public health) aft er the adoption of the Medical Services Act [9]. Associ-
ation of Public Providers of Health Care (APPHC) continued representing the pub-
lic health infrastructure as their negotiator in the annual negotiations on the gener-
al agreement on services with the HIIS, defending tariff s for the public health serv-
ices provided through HIIS fi nancing. 
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In February 1992, the new health care legislation was adopted with the two ba-
sic laws [8, 10]. Th e Health Services Act defi nes the setting for PHIs with the State 
in the key managerial position. Th e same Act describes the following functions of 
the PHIs:

– studies of the population’s health, environmental health impact assessment and 
interventions aimed at improving, preserving or regaining health,

– evidence base for the development of an effi  cient health care system manage-
ment and  economics,

– educational, research and publishing work in the fi eld of public health,
– planning and co-ordination of health education and health promotion pro-

grammes,
– Development and maintenance of the health care information system and envi-

ronmental health information system.
Th e NHP and the Health Data Collections’ Act [11] additionally defi ned tasks 

of PHIs and ended the period of re-defi ning the new health care system. Th e NHP 
was an opportunity providing an outline for a transformation of the public health 
infrastructure. Eventually, public health was to have a co-ordinating role in primary 
health care delivery and in preventative and health promotion services. Th e Plan de-
fi ned the NIPH’s role as the key institution responsible for the management of the 
national health information system.

Th e legislation of 1992, a new typology of the PHIs was introduced. Most chang-
es occurred at the national institute, where new organisational units – centres - were 
established: Centre for Population Health Research, Centre for Health Care Or-
ganisation, Economics and Informatics, Centre for Environmental Health, and 
Centre for Communicable Diseases, stressing the functions to be carried out at the 
national level exclusively. Even if the PHIs continued having additional sources of 
fi nance, apart from the national budget, there was tight budgetary and administra-
tive control over the services at the national and regional PHIs. Evaluation of their 
annual work programmes and reports through the Health Council as a body for ex-
ternal validation of PHIs programmes was used. Th e State openly started to develop 
a two-tier system. Th rough a more stringent national fi scal policy more limitations 
were imposed on the fi nancing of the public health infrastructure from the nation-
al budget. In compensation, fi nancing of services was supplemented through the es-
tablishment of monopolies in sanitary chemistry and sanitary and medical microbi-
ology. A part of these services was fi nanced through direct payments by the users of 
these services in the economic sector. In response to soaring prices, several hospitals 
decided to open their own microbiology laboratories. Th ese approaches introduced 
problems that would surface aft er the year 2000.
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4.3.3. The period between 2000 and 2003 – The old house gets amended for the 
new family members
In the year 2000 Slovenia had three governments. Th e fi rst was the one elected 

in 1996, losing the vote of confi dence in April 2000, bringing to power the second 
one that ends the electoral term and the third elected in the general elections in Oc-
tober. Th e latter put forward the importance of public health as a lever to improve 
Slovenia’s population health. Th e main public health targets were: socio-econom-
ic diff erences in access to health care, unhealthy lifestyles and premature mortality 
due to cardiovascular diseases. Public health received two mission messages – one, a 
need for analytical support to health policy and, two, development and implementa-
tion of new concepts in health promotion. Th at was refl ected in a number of initia-
tives starting in 2001 and culminating in 2003 with the health reform proposal [12] 
(the Reform below), which included an entire chapter on public health. 

Th e MoH got involved directly in the implementation and analytical projects and 
in carrying out intervention strategies that had its main focus at the regional and lo-
cal levels. Implementation of strategies was handed over to the regional PHIs and in 
this respect the infl uence of the MoH and the CINDI (Countrywide Integrated Non-
communicable Diseases Intervention) project team had become stronger than before.

Th e most important new actor in public health was CINDI Slovenija, which 
brought new ideas to the area of health promotion; sometimes this involvement was 
at the expense of the public health infrastructure.

It was a turbulent period also for the MoH as in 2000 it had three consecutive 
ministers of health. Th e second government in that year decided on public spend-
ing cuts, where funding of public health infrastructure from the national budget 
was cut by 7% with respect to the year 1999 [13]. Th e third term started with a more 
clearly defi ned national management role of the MoH with respect to public health 
and in 2001 the budgetary provisions for public health started to increase (at fi rst by 
20% with respect to 2000). For the fi rst time, one of the state secretary’s posts was 
dedicated only to public health and prevention. 

Th ere were no changes in the position, roles and functions of the PHIs. Th e Gov-
ernment did not follow the concepts outlined in the NHP, which required an en-
hanced role in the co-ordination of primary care and proposing workforce growth 
and development. Organisational changes were planned aft er the adoption of the 
Health Reform, which was never adopted. Th is meant there was going to be no for-
mal change related to the concepts outlined in the public health chapter of the Re-
form. Indirectly, changes in the related legislation caused further reductions in gen-
erating income for the PHIs. Th ese were in a drop in microbiology services off ered 
by PHIs, caused by the abolishment of the compulsory regular medical check-ups 
defi ned by the occupational health requirements and in a diff erent approach to the 
monitoring of drinking water and foodstuff s with the producers (introduction of 
the HACCP - Hazard Analysis and Critical Control Point - system). Compulsory 
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medical check-ups were abolished as it became evident that primary and secondary 
prevention should be regular activities carried out with the GPs and there was no ev-
idence that compulsory regular check-ups were superior in any way.

Public health institutions started to fail fi nancially as several regional PHIs had 
defi cits in previously high income-generating services. In 2001, the MoH decided 
to commission a large cross-sectional survey on lifestyle habits of the adult popula-
tion based on the FinBalt Health Monitor [14] and CINDI Health Monitor [15]. 
Th e study was repeated in 2004 and an extensive report was prepared, providing ev-
idence for a targeted public health intervention. Th e task was carried out by CIN-
DI Slovenija and the regional PHIs, who undertook a part of the analysis and pre-
pared public health intervention programmes adapted to their specifi c regional situ-
ation. CINDI brought in additional fi nancial resources to the regional PHIs for the 
execution of the tasks described above and strengthened the resource base in health 
promotion.  

4.3.4. The period from 2003 until today – Thorough refurbishment or a new 
house? The dilemma repeated
Th e current period is marked by criticism of the public health infrastructure’s role 

and its contribution to the nation’s health. Th is previously culminated in the Re-
form of 2003, which was dedicated to: a critical appraisal of the recent history of 
public health infrastructure, proposed contextual and organisational changes with 
the development of health promotion and announcing the new NHP.

Th e Reform of 2003 had as its main output the successful introduction of DRGs 
in all Slovenian acute hospitals. Other proposed actions, such as the abolishment of 
the voluntary health insurance as an independent source and its incorporation into 
the HIIS and restructuring primary health care with the central role of GPs largely 
failed. Th ere were a number of reasons: a predominantly top-down approach, con-
centration of eff orts within a relatively small group of experts and consequently, 
a low level of agreement on the most important priority problem areas, failure to 
prepare alternatives for some of the most controversial solutions, implicit shift  to a 
pseudo-NHS system. A broader open discussion was impossible in an atmosphere of 
distrust, where several important collective and individual stakeholders felt exclud-
ed in the creation of the reform’s draft . Th e following government elected in 2004, 
composed of the previously opposition political parties decided to abolish the pre-
vious health reform for conceptual diff erences. Th e new government proposed a se-
ries of structural reforms that were to culminate in revisions or total restructuring 
of the most important legal acts regulating the system. Public health infrastructure 
would be aff ected both directly and indirectly – directly, because of the redefi ned 
public health priorities and indirectly, through a comprehensive structural reform 
of the entire public sector.

An enhanced role for the non-governmental sector through involvement of sever-
al new and reinforcing some old stakeholders in the system is the most important 
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change of the period. On the national level, that is defi nitely true of the CINDI 
Slovenija, which has become one of the key partners and stakeholders in health pro-
motion, both through its innovative approaches, both at the national and regional 
levels, as well as through its additional sources of fi nance. Th eir role gradually went 
from the analytical involvement through the development of a programme of ear-
ly detection of cardiovascular risk factors to the intervention projects at a region-
al level [16]. Th e latter involve professionals from regional PHI alongside local and 
regional institutions and NGOs. Th e failure of the Health Reform meant that the 
public health infrastructure reform was postponed yet again, but it has become the 
priority of the present government. Th e most important landmarks of these changes 
should be: redefi nition of the PHIs tasks and services, strengthening of the region-
al PHIs involvement with the future regions and the establishment of a School of 
Public Health.

Most of the legal changes are yet to be expected in this period as the plans for re-
forms and their execution through diff erent legal acts unfold over the next months 
and years. Public health was partly infl uenced by those legislation changes where 
Slovenia had to comply with the requirements of the European Union (regarding 
competition in services). Other segments of public health, such as particular com-
municable diseases control, health reporting, health and safety at work, were also af-
fected by the accession to the EU. In future, the basic health laws will be revised to 
implement new strategies following the social and structural reforms.

Th e new reality of reduced incomes, which used to represent important revenues 
for PHIs in the 1990s, and bringing forward the priorities of the MoH requires a 
more comprehensive reform of the organisational structure. Firstly, there was a re-
duction of laboratory tests for food producers, water supply systems and the cater-
ing industry. With the introduction of the HACCP system, it is the providers’ re-
sponsibility to carry out monitoring of their own products. Secondly, there was a re-
duction of laboratory tests when obligatory six-monthly medical check-ups of pro-
fessionals working in the catering industry and some others under medical super-
vision were abolished. In trying to overcome the lost income, some of the regional 
PHIs started acting as commercial providers and entered into competition with oth-
er regional institutes and the national institute.

A new opportunity of fi nancing was off ered by the inclusion of some of the pub-
lic health services into the so-called ‘programme of tertiary services’. Programme of 
tertiary services includes services delivered by clinical departments and research in-
stitutes, which are considered to be innovative and implementing new approaches 
to health care. Th is was the fi rst time that a part of the public health services was re-
garded as equal to the most advanced types of health services.

Public health certainly had an impact in the past on the favourable development 
of some of the key health indicators. At the same time, there are new issues arising 
from the economic and social developments in Slovenia like socio-economic diff er-
ences in health and, in particular, the continued problem of preventable causes of 
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premature mortality in men. As reported by Markota [17], almost 40% of the pre-
mature mortality in men is attributed to suicides, traffi  c accidents and other alco-
hol-related deaths. (Table 2.)
Table 2. An overview of selected indicators in the period 1985-2005. Source: 
HFA Data for Slovenia for the respective years. WHO EURO, Copenhagen: 
January 2007. [18] 

4.4. Discussion
PHIs in Slovenia have not seen any substantial organisational changes over the 

past 20 years. In the absence of a more radical reform, we can identify four key de-
velopments in each of the described periods:

1. maintaining the public health infrastructure in contrast with (political) de-
mands for its restructuring,

2. changes to fi nancing of PHIs that transiently solved the stagnant fi nancing 
from the national budget,

3. health promotion and health intervention activities that brought public health 
to the agenda in health policy,

4. Th e start of a restructuring process with reform of the existing public health in-
stitutions.

Similarly to other countries and in contrast with the WHO priorities [19], the re-
form of health care delivery in 1992 was at the top of the agenda. While many oth-
er countries of central and Eastern Europe sought a quick way away from the previ-
ous setting of public health [20], in the former Yugoslavia the situation was diff er-
ent. PHIs were seen also as co-ordinators of an integrated primary health care model 
approach implemented through primary health care centres. General practice train-
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ing, development of school medicine, and community nursing, all have their roots 
in the national PHI. Th e challenge of HIV/AIDS saw a prompt and co-ordinat-
ed response by PHIs with intense promotion campaigns since 1986. Th ey resulted 
in a rather slow growth in the number of HIV/AIDS cases in Slovenia and in solv-
ing some diffi  cult issues like granting compensations to haemophiliacs infected in 
health care [21]. Th ere were other successful initiatives where PHIs worked resulted 
in launching several new public health programmes:

– Th e national cervical cancer screening programme [22],
– Th e national programme of early detection and prevention of risk factors for 

cardiovascular diseases, based on the population survey results [23],
– Th e national programme on nutrition [24].
Th e responsible persons for public health at the MoH have always been public 

health professionals coming from public health practice (a professor of social medi-
cine, a former director of the national PHI, a director of CINDI Slovenija, a former 
director of a regional PHI). Th is refl ects both the importance given to the post as 
well as the small size of the country where the community of about a hundred medi-
cal professionals in public health traditionally covers all the functions. Public health 
is short of well-trained staff  as training and continuous education lack a stable base 
with background in public health practice. A fi nal decision needs to be taken on the 
study project [25] aimed at establishing a National School of Public Health, may-
be also reviving the past collaboration in postgraduate education with the Andrija 
Štampar School of Public Health. 

Tearing down the existing public health house was eventually not an option, but 
the chief architects continued to dwell on the discussions which styles to apply and 
what should the size and the number of rooms be. In none of the periods we pre-
sented was there ever a single strategic document, which would comprehensively set 
out the national requirements for a future public health infrastructure. Guidance 
for the construction could be seen in the WHO categorisation of essential public 
health functions: 

–Prevention, surveillance and control of communicable and non-communicable 
diseases

–Monitoring the health situation (health status, determinants, risks and inter-
ventions)

–Health promotion
–Occupational health
–Protecting the environment
–Public health legislation and regulations
–Public health management
–Specifi c public health services (school health, emergency services and laborato-

ry services) 
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–Personal healthcare for vulnerable and high-risk populations
We can identify all of these functions as implemented in Slovenia, but resolving a 

stable longer term fi nancial support for the PHIs is still an open issue.
One of the important limitations to our study lies in the fact that there is an evi-

dent lack of public health system’s research and that most of the existing documents 
are either political or legal acts. PHIs were unable to identify explicitly their own 
priorities and to justify them, based on research results. A recent thesis by Seljak 
[26] presents the framework for some managerial and fi nancial solutions of trans-
forming PHIs in Slovenia (e.g. new services and public-private partnerships). 

4.5. Conclusions
Our research explored the reshaping of Slovenia’s public health infrastructure. 

Transformation has been incremental and is still ongoing but it brought most of 
the modern concepts, advocated by the WHO, into the PHIs’ practice. Several suc-
cessful initiatives resulted in programmes with long term eff ects and have persist-
ed to date. In the absence of any implemented legal initiative the public health sys-
tem’s position did not change, even if the PHIs have not readily and adequately re-
sponded to the challenge of reduced incomes surfacing in a changed economic envi-
ronment. We can summarise the fi ndings from the analysed period into two main 
sets of issues:

1. health policy issues
a. lack of a long-term vision and lack of a multi-level strategy with explicit inter-

ventions and objectives planned and assessed,
b. ‘how much do we leave of the old and how much do we take up of the new’,
c. hesitation of the MoH to carry out a more radical reform in the public health 

infrastructure,
d. introduction of ad hoc partial solutions without clearer longer term objectives,
2. issues related to the PHIs’
a. poor own perception of their broader scope of tasks, for example challenges of 

the independence and accession to the European Union,
b. unmet expectations of the MoH for analytical outputs for health policy sup-

port,
c. high dependency on certain sources of funding (laboratory, vaccines) and the 

changing setting causing severe fi nancial consequences,
d. a possible (but not openly discussed) privatisation of PHIs or, at least, of their 

management,
e. Introduction of new partners to the public health institutions and involvement 

of NGOs as a challenge for the existing institutes.
In spite of its historical advances in public health, Slovenia needed to bring pub-

lic health in line with the modern international developments, especially modern 
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epidemiology and health promotion. Th is imminent process was diff erent from the 
other neighbouring countries. Even with increased eff orts in educating many public 
health professionals in public health schools abroad, workforce defi cits in the fi eld 
became evident in this period. Th e public health institutions will make important 
decisions due to the forthcoming economic and social reforms. Th ey could decide to 
continue as completely publicly owned institutes and provide services in the public 
interest, or alternatively, to develop as public-private partnerships.

Slovenia has preserved its public health infrastructure that has been in place for al-
most a century. As the MoH avoided an open confrontation with the PHIs and in 
particular avoided imposing a radical reform, there are still signifi cant positive de-
velopments in some important indicators of the population’s health and country’s 
adherence to the WHO public functions was maintained. Th rough political prior-
ity setting several services and activities were added to the existing list. Th e PHIs 
can prosper through: enhancement of the overall level of knowledge and expertise, 
strengthened public health workforce and prompt responses to the priority devel-
opment areas. Th e latter should be developed clearer in close co-operation with the 
MoH, irrespective of the future PHIs legal status. PHIs’ role in serving as the base 
for health policy support and development of a modern health-driven public health 
focused on the development of health promotion and healthy choices needs to be-
come a political priority.
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Figure 1. Milestones and the most important events and documents in the devel-
opment of public health infrastructure in Slovenia 1985-2004.
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Abstract

Objectives: To discuss the background, nature and facilitating and hindering 
factors of the privatisation process in health care in Slovenia.

Methods: Descriptive analyses of legal and policy documents mapping the situa-
tion in Slovenia against an internationally established taxonomy and typology. De-
scription of the scope and volume of the diff erent types of privatisation.

Results: Determined by the political will, privatisation in health care in Slovenia 
has been a gradual process. In 2008, it applies to 30% of the primary care providers 
(GPs, paediatricians and school medicine doctors), almost 60% of providers in den-
tistry and about 20% of providers of outpatient specialist care. In the hospital set-
ting, privatisation remained limited and there have not been signifi cant private in-
vestments in health infrastructure. Privatisation of health insurance (including in-
surance to cover co-payments) has steeply risen to 15% of the total health expendi-
ture (THE), while out-of-pocket payments reached 12% of the THE.

Conclusions: Slovenia’s privatisation in health care is focused on primary health 
care and on health expenditures. Controversies over its extent kept privatisation con-
tained and controlled. Today’s share of private provision of health services remains 

1 Originally published as: Albreht T, Klazinga NS. Privatisation of health care in Slovenia 1992-
2008. Health Policy 2009;90:262-269. DOI:10.1016/j.healthpol.2008.10.007.
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at the conservative end of the European Union. Private expenditures for health serv-
ices increased considerably, while privatisation of health infrastructure and manage-
ment has so far been limited. Concerns about the future course of privatisation re-
late to the issues of equity, fairness and solidarity.

5.1. Background
Historically, private practice existed in Slovenia since the beginning of the organ-

ised medical profession in the 19th century. Until World War 1 most of the health 
care facilities were either private for direct payment or belonged to charities, with 
the exception of the state owned military facilities. In the period between the two 
world wars, developments went in two directions. At the primary care level, prima-
ry health care centres were established, which were mostly owned by municipalities. 
Certain key institutions, such as the school children primary health centre, the dis-
pensaries for the protection of mothers and children, etc., were also owned by mu-
nicipalities and physicians would be salaried. At the level of specialists, outpatient 
care private provision and ownership were most frequent, while hospitals were state-
owned. Aft er World War 2, private practice in Slovenia continued until 1947 when 
licenses were suspended and then banned completely in 1957. Between 1957 and 
1992 private practice continued to a limited extent as a ‘grey market’ activity, pre-
dominantly among dentists. Physicians and dentists were keeping hopes that transi-
tion would lead to the legalisation of private practice. Th is resulted in a civil move-
ment leading to the formation of the Medical Chamber of Slovenia (MCS) in 1991. 
Such a process did not run in isolation, but was rather symbolic of the transition 
processes in other former socialist countries of central and Eastern Europe. Privati-
sation became an important issue of the overall reforms. In 1989/1990 some repub-
lics of the former Yugoslavia (especially Slovenia and Croatia) saw privatisation as a 
political priority with the return of parliamentary democracy. In other central Eu-
ropean countries, privatisation had also been in the forefront of political demands 
of health professionals. Th e main reasons for this were twofold: fi rstly, privatiza-
tion was seen as necessary for the implementation of the concept of physicians as 
free professionals and, secondly, it was expected that it would bring more effi  ciency 
and patient-friendly atmosphere into health care as a whole. Th ere was another ‘in-
formal’ reason for promoting privatisation—informal payments, which were very 
common in many of the central and Eastern European countries. Privatisation was 
seen as means in overcoming informal payments’ practices. Health care was suff er-
ing from managerial ineffi  ciency, loss of motivation and fi nancial losses, underin-
vestment, low salaries for health professionals and general under-funding. All of this 
contributed to health care becoming an important fi eld for the implementation of 
privatisation policies. Th ere had been a growing perception of health care as a com-
modity instead of a social benefi t, which gave more infl uence to ideologies based on 
market forces. Political expectations went in the direction of explicit privatisation. 
Former state employees saw an opportunity of gaining independence through a self-
managed single-handed practice. Once more professional and work independence 
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were to be gained, there was, realistically, the wish to also increase their incomes. 
Overall, privatisation was seen as ‘the magic cure’ for the problems of the public sec-
tor, even as far as potentially providing solutions for understaff ed posts in remote ar-
eas. Privatisation of health care investments was supposed to provide attractive op-
tions to stay in the country and work under independent management.

Th is paper poses four research questions in the exploration of the privatisation 
process in the Slovenian health care:

1. What were the reasons and the background of privatization in Slovenia?
2. What was the nature of privatisation?
3. What was the extent of the privatisation process in numbers?
4. What were the infl uencing (facilitating and hindering) factors for privatisa-

tion?
At the beginning one of the proposed existing defi nitions of privatisation and its 

modalities in health care is introduced. We supplement it with an outline of the tax-
onomy and typology of privatisation in the health care sector. In continuation the 
developments in Slovenia are presented comparing them with the proposed defi -
nition. Th e nature and the types of privatisation as it unfolded in Slovenia are pre-
sented and put in the context of facilitating and hindering factors for privatisation. 
As an illustration of the extent of privatisation some statistical data are included. In 
conclusion, we present the controversies, which remain in view of the positions of 
stakeholders and their opposing views on the past and the future process of privati-
sation in health care in Slovenia.

5.2. Materials and methods
5.2.1. Defining privatisation
According to the European Observatory on Health Care Systems and Policies [1] 

privatisation is ‘the transfer of ownership and government functions from public to 
private bodies, which may consist of voluntary organisations and for-profi t and not-
for-profi t private organisations’. 

In principle, privatisation defi nes the turning of public assets over to private own-
ership. An additional important issue of privatisation is the development of not-
for-profi t versus for-profi t private delivery. For that purpose we have chosen for our 
study the taxonomical categories proposed by Saltman [2] (see Table 1). 

We also compared the course of privatisation in Slovenia with the typology pro-
posed by Maarse [3], where levels of privatisation can be structured as the diff erent 
privatisations:

1. Privatisation of health care fi nancing,
2. Privatisation of health care provision,
3. Privatisation of health care management,
4. Privatisation of health care investment.

Zavod_doktorat.indd   83Zavod_doktorat.indd   83 18.12.10   8:5518.12.10   8:55





Slovenian health care in transition

Table 1. Public/private taxonomy in the health sector.

Th e defi nition of privatisation, the taxonomy and the typology of privatisation 
were taken as a matrix against which the Slovenian situation is described, character-
ised and evaluated. 

In order to analyse the information previously published on the background 
and on the reasons for privatisation, we carried out a search of nationally relevant 
documents through the Slovenian national bibliographical database (COBISS—
http://www.cobiss.si), using the keywords ‘privatisation of health care’ and ‘pri-
vate work, health care’. We also carried out a search for ‘privatisation, health care, 
Slovenia’ in PubMed. Th e search for documents in the COBISS database yielded 
25 hits with the keywords ‘privatisation of health care’ and 15 hits with ‘private 
work, health care’. Out of the 25 hits under privatisation of health care nine were 
professional and scientifi c papers; seven were graduation theses from the faculties 
of public administration, law and economics, seven newspaper articles and two 
monographs. A thematic issue of Bilten, a Slovenian journal for health care man-
agement, economics and informatics, was entirely dedicated to the issue of pri-
vatisation in health care in 2006 and three articles were referenced in this analy-
sis. Out of the 15 papers on private work in health care ten were graduate theses, 
three were MSc theses, one was a newspaper article and one was a survey report. 
Th e search in the PubMed base provided only four papers and the main fi ndings 
from all are included in this paper. Out of the documents obtained through all 
of these searches, we selected those fulfi lling the following criteria: quantitative 
information about the number of private providers, survey data on patient and 
health care user satisfaction with private health care, policy documents regulat-
ing the area of privatisation in health care, published studies on privatisation and 
position papers. We carried out a policy analysis of the legal and policy strategy 
documents, putting the processes in line with the taxonomy and the four areas of 
privatisation, together with an analysis of the facilitating and hindering factors, 
infl uencing their development. We also present the statistical information on the 
number of providers as well as the number of health professionals employed in 
the private sector. Th e analysis was linked to previous work related to the trans-
formation of primary health care centres in Slovenia [4], where also interactions 
between public and private providers were explored. Key background documents 
are listed below:
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I. Strategic documents
Health reform 2003 [5].
Strategy of the government for the term 2004–2008 [6].
Strategic points for the preparation of the national health plan 2007 [7].
Strategy of the Medical Chamber of Slovenia [8].
II. Health Plans
National Health Plan [9].
Resolution on the National Health Care Plan 2008–2013 [10].
III. System legal acts
Health Services’ Act [11].
Health Care and Health Insurance Act [12].
Pharmacy Services’ Act [13].
Medical Services’ Act [14].
Reports from general population surveys [15, 16] and on views about dental health 

care [17] were used as well as the statistical data on the number and share of private 
providers in primary health care.

Th is paper presents a policy analysis of the implementation of these general politi-
cal aims, positions of stakeholders, typology of privatisation, facilitating and hinder-
ing factors and the present situation, 16 years aft er the adoption of the Health Serv-
ices Act and Health Care and Health Insurance Act.
Table 2. Reasons for privatisation.

5.3. Results
5.3.1. Reasons, goals and legal background for privatisation
Table 2. states the reasons for privatisation as brought forward in the health care 

policy literature (see below). Th e most frequent features of market-oriented health 
care reforms are the privatisation of provision and fi nancing of services, which had 
previously been publicly organised and/or fi nanced (that is by the state or local com-
munity). 

Judging from the general population opinion surveys, which screen attitudes to 
private practice since 1994, some of these goals were achieved. In all of these sur-
veys, private practice scored high on satisfaction (at least 85%) and performed better 
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on some of the basic indicators, such as organising appointments, specifi ed waiting 
times, better access to certain diagnostic facilities. 

Exploration and analysis of the key strategic documents that formed the policy 
base of the health care reform showed that they did not explicitly state the goals for 
privatisation in health care. Th e background materials and comments stated such 
as: ‘increasing the variety of services’, ‘improving access’, and ‘providing more choice 
’, ‘increasing effi  ciency ’, ‘and competition in health care. Th ese were implement-
ed in the legislation of 1992 primarily through the introduction of private practice 
for health professionals and in introducing co-payments and voluntary health in-
surance schemes (both to increase personal expenditure). Th e latter neutralised the 
expected decreases in the number of visits in specialist outpatient care that the co-
payments were supposed to have. Th e State empowered municipalities with the re-
sponsibility of managing the primary health care network. Th e absent health strate-
gy, undefi ned privatisation of state property and a lack of a consensus of social part-
ners and no decision on public–private partnerships in health care provided a poor 
basis for privatisation of health care facilities or of health insurance. At the begin-
ning of 1990s there was little room for a managerial change in the management of 
health care facilities. Th e key issue in privatisation was in off ering the possibility of 
private practice to health professionals as a legal entitlement. Managerial goals, such 
as reductions in public spending or increasing effi  ciency, were of lesser importance.

Private practice in the public sector is legally regulated through a process of three 
phases:

1. Th e condition of qualifi cations—the phase where professional qualifi cations 
are checked by the respective professional body (e.g. Medical Chamber).

2. Th e condition of premises—the phase where the proposed premises are checked 
against the standards adopted by the MoH.

3. Th e condition of the tender (only recently fully implemented)—the phase 
where a tender is open for concessions by the municipality (in the case of prima-
ry care) and by the MoH (in the case of secondary and tertiary care).

5.3.2. The nature of the privatisation process
Applying Saltman’s taxonomy to the developments in Slovenia we can identify the 

following (see Fig. 1 below): 
1. On the public side, we have the State, owner of almost all hospitals, public 

health institutes and other national health care institutions.
2. Municipalities remain owners of the primary health care centres (PHCCs) and 

administrators of primary health care, including the control over the extent and 
pace of private provision).
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Figure 1. Regulation of the private practice setup.

3. Provision of health care was split between public providers and private provid-
ers. Private providers are mainly of three types:

a. Independent private providers (de facto for-profi t providers, who form the ma-
jority of private providers) who are part of the publicly controlled network of pro-
viders contracted through the Health Insurance Institute of Slovenia (HIIS) on an 
annual contract and generally fi nanced from public sources. Th is type is preferred 
for private practitioners at the primary care level and for those delivering expensive 
and/or complex services.

b. Purely private providers working for direct payment of their services or, in rare 
cases, for private insurance. Th ese are not in a contractual relationship with the 
HIIS and their sources of fi nance are private. Th is is typical of around 12% of all 
dentists and of a small number of single-handed specialist surgeries.

c. Mixed-fi nanced private providers are increasing in numbers, especially among 
specialists. In these cases, a provider opts for a part-time contract with the HIIS, sell-
ing out the remainder of his time to private patients for out-of-pocket paid services.

4. Not-for-profi t private providers are not common in health care and represent 
less than 1% of the total private provision. Involvement of the Catholic Church in 
provision of health care had been discontinued in 1945 and today it is mostly lim-
ited to charitable work. Today’s exceptions are NGOs in the fi eld of mental health 
and not-for-profi t groups dealing with social rehabilitation for diff erent addictions 
(Table 3).
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Table 3. Number of private practitioners in primary care (GPs, paediatricians, 
dentists) between 1999 and 2006. Source: Register of physicians and dentists of 
the Medical Chamber of Slovenia.

In Slovenia there is a dominant social health insurance scheme with generous cov-
erage under the compulsory health insurance. An important addition to this is the 
supplementary insurance for the coverage of co-payments. Th is added a regressive 
component to the Slovenian health insurance structure [5] and that had been part-
ly modifi ed by the introduction of risk equalising schemes. Privatisation was im-
portant at the level of health care delivery and so far developed as an important 
process only in primary health care. Th ere was no privatisation of health care facil-
ities. Th ree papers deal with the privatisation process from diff erent points of view. 
Švab and Progar [18] discuss the extent of the privatisation process in primary care, 
Markota et al. [19] deal with the main topics of the Slovenian health care reform and 
Černič Istenič M [20] focuses on the privatisation process at its early stages.

5.3.3. Typolog y of privatisation in health care in Slovenia
In view of the typology proposed by Maarse, we can identify the following ‘priva-

tisations’ in Slovenia: 
1. Health care fi nancing transformed from public expenditures having a share of 

98% in total health expenditure (THE) in 1991 to only to 72.4% [21] in 2005. Stat-
utory health insurance remained in the hands of a single national insurer and the 
principal public source of fi nancing health care. Th e remainder can be considered as 
private funding, which we can divide into: 

a. supplementary insurance schemes for coverage of co-payments instituted by the 
Health Care and Health Insurance Act from 1992, and 

b. out-of-pocket payments paid for:
i. Services not included in the compulsory health insurance,
ii. Services with providers who do not have a contract with the HIIS,
iii. Co-payments (in absence of a supplementary insurance).
Supplementary health insurance is an insurance against co-payments incurred in 

using certain services, which attract them. Some disease categories, such as commu-
nicable diseases, cancer and diabetes, and some services (e.g. reproductive health), 
are excluded from co-payments. Th e level of supplementary health insurance is of 
approximately 15% of the THE, while that of out-of-pocket is of 12% of the THE 
[22]. Two of the three providers of this insurance are general insurance companies, 
while the third specialises in this type of insurance. Th rough the amendments of 
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the Health Care and Health Insurance Act, risk equalising schemes were enacted 
in 2005 [23].

2. Health care provision is the main area and the focus of privatisation in health 
care. As we can see from the statistical data, the share of private provision has reached 
22.6% of all GPs in 2006 [24], which is a level comparable to those in Finland [25] 
or Sweden [26]. 

3. Health care management is an area, which the State sought to regulate through 
the development of a state-recognised training. In the 1990s privatisation of health 
care management was made impossible as the Health Care Act defi ned the exclusive 
right of physicians to occupy key managerial posts in health care. In the meantime 
management has become open to other professionals on equal terms.

4. Privatisation of health care investment is still very limited. A part of the single-
handed practices depend on the private investment in the premises, all of them on 
private investment in equipment. Th ere are several private sanatoria, some of them 
delivering diagnostic services and others general surgical procedures.

5.3.4. Quantitative data on private practice
Dentists, GPs and paediatricians in primary care have been the largest groups 

moving into private practice. Th e total number of private practitioners remained 
low (less than 10% of all) until 1999. Aft er this year a more intense process of pri-
vate practice started (see Table 4.). In 2006, 22% of all GPs and 25% of all paediatri-
cians in primary care worked as private practitioners. Th e overall approach (includ-
ing reimbursement, such as capitation) favoured independent contracting through 
the HIIS by using compulsory and supplementary insurance funding over pure pri-
vatisation. Th is is refl ected in the fact that only four GPs and none of the paedia-
tricians worked without a concession, which shows an almost complete inclusion of 
private providers into the independent contracting system of the compulsory health 
insurance. In some segments, such as dentistry, privatisation of both types, inde-
pendent contracting as well as pure private practices, was intense. In 2006 55% of 
all dentists were in private practice and one fi ft h of them (11% of the total number) 
were working in purely private practices without a concession. A similar trend can 
be observed with outpatient specialists.

5.3.5. Facilitating and hindering factors
Privatisation has not been running as a continuous process and depended on the 

political setting. Th ere has been interplay of factors, which are all summarised in Ta-
ble 4. Political setting was the most important factor infl uencing the development 
of privatisation in health care delivery. Attitudes with respect to facilitating priva-
tisation diff ered depending on the specifi c political preferences of diff erent govern-
ments. 

Th ere are a number of controversial issues still open in privatisation of health care. 
Some authors like Toth [27] challenge the excitement of various policymakers ad-

Zavod_doktorat.indd   89Zavod_doktorat.indd   89 18.12.10   8:5518.12.10   8:55





Slovenian health care in transition

vocating a more aggressive approach to privatisation and warn against the lack of 
transparency of a developing mixed system. A series of interviews published in a 
Slovenian journal refl ected the diversity of opinions as expressed by the diff erent 
stakeholders, where a clear contrast appears between the positions of the profession-
al associations and insurance companies and those institutions, which should de-
fend the public interest [28]. One of the key issues that also remain unresolved is 
how to delimit between the ownership of infrastructure and the rights to health 
care typical of a public system [29].
Table 4. Facilitating and hindering factors in each of the areas of privatisation 
in Slovenia.

5.4. Discussion
Legal enactment did not follow the political will, proposals and intentions of the 

government to privatise health care facilities in the fi rst half of the 1990s. Th ere 
was no background for the privatisation of these facilities as it had depended on the 
adoption of a general framework for the entire state-owned sector. In 2008, there 
are indications that private investments in establishing new private providers would 
be encouraged in order to supplement the existing public providers through the op-
timisation of private investments. Development of public–private partnerships has 
so far been an exception, even if they could provide solutions for smaller hospital 
and primary care in certain environments. 

As far as the taxonomy, our analysis of privatisation in health care delivery shows 
that predominantly primary care (including pharmacies serving outpatients) and 
the specialist outpatient services were the foci of privatisation. Th e State continues 
with its role as the key owner of hospital facilities, while private facilities for in-pa-
tient care are scarce. In primary care, the provision has transformed into a service 
shared between public and private providers leading to the present 25% share of pri-
vate providers amongst all. According to the Saltman’s taxonomy, Slovenia intro-
duced a for-profi t type of private provision, predominantly as small single-handed 
businesses, which are mainly return-driven. While most private providers work as 
independent practitioners under contract funded by public funds (HIIS), the poten-
tial surplus achieved remains at full disposal of the owner. Purely private providers 
focus on selected services, such as health and spa resorts for medical rehabilitation, 
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dental care for adults and some smaller in- and out-patient specialised facilities. Th e 
role of charities in health care is, at present, very limited. 

Th e decision to enhance and attract additional private funds resulted in a growing 
proportion of private expenditures in health. Some of these developments (such as 
the introduction of the co-payment insurance) resulted in adding regressive elements 
to the health care system [5]. In European comparisons the present private expend-
iture for health is not extreme with 27% of the THE. But it has surpassed the 25% 
margin, which had been seen by some Slovenian authors as an unoffi  cial ‘limit’. Some 
services and some providers remain outside of any publicly fi nanced arrangement. In 
contrast with the declarative health policy aims and limitations to privatisation, the 
out-of-pocket expenditures have risen to an important share. In health care provision, 
the most privatised service is dentistry at the primary level, where almost 60% of all 
went into private practice. Th is is certainly due to two important facts:

1. Co-payments are important in dentistry (in prosthetic treatments up to 60%),
2. In dentistry some materials and treatment procedures are entirely excluded 

from the compulsory health insurance package,
3. Traditionally, dentistry was a services where the willingness-to-pay, as meas-

ured through opinion surveys, has been much higher and,
4. Because of the resource restrictions in the entire publicly fi nanced systems caus-

ing waiting lists. 
Since 2005 there have been several new providers in the fi eld of outpatient inter-

ventions, such as outpatient and day surgery, including cataract surgery. Th ese pro-
viders supplement the existing network of publicly owned specialist and hospital 
services. Shares of private practitioners in GP practices are comparable to those in 
Sweden or Finland, but much lower than in the neighbouring countries, regardless 
of their previous development. Th is is mostly due to a much slower pace of the pri-
vatisation process in Slovenia than in most other transition economy countries. Its 
closest neighbour Croatia decided to eff ectively privatise the entire primary health 
care delivery already in 1993, which led to the disintegration of health centres and 
to the privatisation of individual offi  ces [30]. Authors reported sharp reductions in 
the number of home visits and preventative visits in primary care settings in Croatia. 
In Slovenia the number of home visits increased by 10% at the beginning of the 21st 
century. Th e number of curative visits remained stable at around 9 million per year 
(90% of all primary care visits, 4.5 per inhabitant). Preventative programmes for ear-
ly detection of risk factors for cardiovascular diseases and for cervical cancer provid-
ed incentives for a more preventative oriented primary care and reached good cov-
erage rates (over 70%). In the Former Yugoslav Republic of Macedonia (FYROM) 
rapid privatisation of primary care took place in 2006/2007 and now virtually all 
primary care physicians are private practitioners [31]. At the same time in Serbia a 
parallel completely private system was established in the absence of a consistent and 
co-ordinated control of the transformation. A more comprehensive process of priva-
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tisation took place in the Czech Republic in the 1990s [32], while in Slovakia this 
occurred aft er 2001 [33]. 

Th e political setting was a decisive factor, both facilitating as well as hindering in 
the privatisation of health care provision and in the privatisation of health care fa-
cilities. Th is is not surprising as the State kept the decisive role in managing pub-
lic institutions in health care, while on the other side appointing municipalities to 
manage private provision in their territory and shift ing the responsibilities for man-
aging private providers to the fully empowered chambers (such as the Medical and 
the Pharmacists’). Th e fact that the State in 1994 was not able to decide on a gener-
ic policy on privatisation of all forms of public ownership meant a postponement 
for health care. Th is causes public and private providers to run in parallel and in 
some cases demonstrates the shortcomings of the State and/or municipalities to re-
sponsibly manage their respective provider networks. Privatisation of health insur-
ance is an option only to the extent that private providers working for private insur-
ance schemes would buff er the undersupply in the public system. Th e formal com-
prehensiveness of the compulsory health insurance and the rising expenditure in 
the area of supplementary insurance which covers co-payments further limit possi-
bilities for private health insurance. Th ese developments are rather specifi c for the 
situation in Slovenia and refl ect the policy preferences. Health care management 
remained largely in the domain of the medical profession as a medical degree was 
required from candidates for managerial posts in publicly owned health care in-
stitutions. Th is meant that initially professional background had a higher priority 
than the demonstrated managerial skills. Local political preferences infl uenced the 
course of privatisation in primary care and resulted in diff erences of the extent to 
which privatisation took place. 

5.4.1. Methodological issues
We developed our analysis of the privatisation process in the Slovenian health care 

around the strategic policy documents and health plans as well as the legal docu-
ments, defi ning the health system in Slovenia. Th ese were supported by the statis-
tical data on the pace and the extent of the privatisation of health care delivery and 
the survey data on the population’s perceptions of the process, including their satis-
faction with private providers. As explorative and analytical literature on the topic 
is rather scarce, we included all the references, which we managed to identify in the 
process of literature review. Th is had been done using the international and national 
reference databases we believe to have identifi ed the valid documents. Based on the 
explorative work on the documents described, we were able to identify the most im-
portant facilitating and hindering factors for privatisation.

5.5. Conclusions
Slovenia underwent a process in which elements of entrepreneurship have been 

introduced into health care. Contrary to this widespread approach and trend, the 
ownership of the national and local publicly owned health care providers has not 
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changed. Some of their services were taken over or were supplemented by independ-
ent providers, contracted through public funds and mostly working in single-hand-
ed practices. In dentistry and in some specialist services also purely private practic-
es developed. Most of the system remains controlled through the inclusion of in-
dependent providers in the contract-bound reimbursement schemes of the HIIS as 
part of the public network of health care providers. Health fi nancing transformed 
from a purely publicly fi nanced system into a mixed system with an important lev-
el of partly regressive private expenditures. At the same time, privatisation of invest-
ments and infrastructure in health care so far remains modest. Th ere has been clear 
preference for privatisation with providers in primary care and dentistry and in se-
lected diagnostic and specialised services, while the overall shares of private provid-
ers remain moderate. Contrary to the other countries in transition, the process of 
privatisation has been gradual and contained. Th e future developments will depend 
strongly on the political preferences as the system remains in control of the extent of 
privatisation at all levels. As private expenditures surpass the level of 25%, the pub-
lic’s attitude toward privatisation in Slovenia has become more reserved about the 
potential challenges to fairness, solidarity and equity in the health sector. Th ese con-
cerns are likely to remain present for the foreseeable future and the role of the State 
in controlling the process of privatisation in all its diff erent types is expected to re-
main strong.
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Abstract

Background: Health policy in Slovenia tried optimising hospital care performance 
through reimbursement systems. Th is paper describes the organisation, man-

agement and developments in the volume and types of care, explores the policy choices 
and the impact the two interventions - introduction of case-based payments and of the 
diagnosis-related groups (DRGs) – had on the average length of stay (ALOS).  

Methods: Routine statistical data prepared by the National Institute of Public 
Health (NIPH), strategic and planning documents of the health care reforms in the 
period explored, database of hospital treatments under the national hospital report-
ing system in the period 1997-2007. Comparisons of three distinct periods by carry-
ing out a regression analysis.

Results: Slovenian hospital sector remained state-owned with a decline in the 
number of hospital beds of 20% and an increase in the number of cases of 17.7%. 
Employment rose by 6.9% while the ALOS dropped by 36.7%. Comparing the peri-
od 2001-2003 with the period 1997-2000 fi ve variables (diagnosis of a complication, 
male sex, death of patient, clinical hospital, general hospital) were predicting a re-
duction of the ALOS, while in the comparison between the period 2004-2007 and 
2001-2003 only male sex and death of patient predicted the reduction of the ALOS.

1 Submitted to the European Journal of Public Health, 2 June 2010.



6. Hospital care in 
Slovenia between 
1990 and 2008 – same 
number of hospitals 
with less beds, shorter 
waiting lists and stays1
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Conclusion: In the past 18 years hospital care has had a shorter length of stay and 
increased turnover of patients. Th is has happened in a predominantly public system 
that improved its overall performance. Changes were due both to the reimburse-
ment mechanisms and to the adaption to a changed environment.

Keywords: hospital care, reimbursement systems, DRGs, health care reform, Slovenia 

6.1. Introduction
Hospital care in developed countries consumes roughly a half of the total health 

care budgets [1] and becomes a key issue in all health care reforms. Reasons include 
optimisation of hospital services, opening up of the health care market, containing 
costs related to the treatment of chronic conditions and managing costs in the most 
expensive sector of health care. 

By the end of the 1980s Slovenia was facing a serious economic and fi nancial cri-
sis extending into health care. Following upgrades during the 1970s and the be-
ginning of the 1980s, problems in the hospital sector were similar to those in oth-
er countries:

a. large facilities with too long an average length of stay (ALOS) – in 1990 - 11.4 
days in internal medicine and 8.4 days in surgery [2], 

b. inappropriate capacity to meet the demographic challenge – declining birth 
rates, ageing and the need for supportive care [3],

c. imbalance between supply and demand with long waiting times for diagnostic 
and outpatient therapeutic procedures (e.g. in year 2000 – 2 years for cataract 
surgery and 3-5 years for a hip replacement) [4].

Political changes in 1990 triggered a process that provided the following theoreti-
cal models for the privatisation of hospitals [5]:

1. privatisation of smaller hospitals, based on public-private partnerships or inter-
nal privatisation,

2. transformation of a part of hospital capacity into a nursing care facility,
3. complete privatisation of smaller hospitals and partial privatisation of bigger 

hospitals,
4. opening the market of hospital services by attracting foreign or mixed invest-

ments.
None of the above materialised as the political decisions resulted in keeping all 

hospitals within the public sector. Hospitals owned by the municipalities and re-
gional health authorities prior to 1990 were brought under state ownership. Th e 
Ministry of Health (MoH) supported the setting up of smaller in-patient private 
facilities. Th e case of the Surgical sanatorium in Ljubljana is typical of the process, 
starting off  as a private for-profi t facility and gradually turning into a predominant-
ly publicly fi nanced in-patient structure. Th e state was seeking to optimise perform-
ance through diff erent reimbursement models.
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Challenges of this kind had been present across Western Europe since the 1970s 
on and with the socio-economic and political changes entered into Central and 
Eastern Europe. Previous systems of hospital reimbursement allowed for ineffi  cien-
cies due to retrospective budgets, which have gradually been discouraged and diff er-
ent prospective payment models were developed. Since the 1980s a lot of attention 
was given to the initiatives launched in the USA [6,7], Canada [8] and Australia [9] 
related to the systems of diagnosis-related groups (DRGs). Th ey had their most im-
portant adoption in systems fi nanced through public funds, such as Medicare (both 
US and Australia). In the 1990s pressures were rising to achieve better technical per-
formance and better quality at all levels of health care. Several European countries 
chose to introduce DRGs early, such as France in 1985 (Programme de Médicalisa-
tion des Systèmes d’Information (PMSI)) [10] and Italy in 1993 [11]. Some, as were 
the cases of the Netherlands (Diagnose Behandeling Combinatie – DBC) [12] and 
England (Healthcare Resource Group – HRG) [13], preferred modifi ed versions of 
DRGs. Th e earliest introduction of DRGs in Central and Eastern European coun-
tries occurred in Hungary [14] in 1993, followed by Bulgaria, where DRG introduc-
tion was piloted in 1993/94 [15].  

In this paper we present a descriptive evaluation of the policy context and of the 
changes in the hospital sector in Slovenia between 1990 and 2008 based on statis-
tical indicators. We start by describing the organisational and managerial chang-
es, followed by an overview of trends in hospital resources and their overall capaci-
ty. Th rough the exploration of the health policy decisions over the past 20 years, we 
discuss dilemmas around the possible policy choices regarding hospitals in Slove-
nia. We conclude by studying the impact that the two reimbursement models intro-
duced early in 2000s had on the hospital performance as measured by trends in the 
average length of stay (ALOS). Our analysis focuses around the following research 
questions:

1. What were the changes in the organisation and management of the hospital 
sector in Slovenia in the course of the last 18 years?

2. What were the developments in terms of volume and types of hospital care?
3. What policy choices were developed in Slovenia regarding hospital care in terms 

of their structure and market orientation?
4. What impact did the two major policy interventions – introduction of case-

based payments in 2001 and of the DRGs in 2003/4 – have on the ALOS? 

6.2. Material and methods
We describe developments in the hospital sector in Slovenia using the following 

materials and methods:
1. routine statistical data prepared by the National Institute of Public Health 

(NIPH),
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2. strategic and planning documents of the health care reforms between 1990 and 
2008,

3. database of hospital treatments under the national hospital reporting system, 
including anonimised data of all in-patient treatments in the period 1997-2007.

Th e national hospital reporting system, BOLOB, was the main source of our data 
on hospital treatments. It is based on single episodes of care defi ned by their specif-
ic subspecialty. Episodes are merged into hospitalisations based on the broader spe-
cialist groups with the principal diagnosis defi ned as the cause for admission. Th e 
system of DRGs introduced in 2003 applies to all acute hospital treatments, includ-
ing elective surgery and excluding all types of psychiatric care, rehabilitation serv-
ices, and healthy newborns, services for disabled and handicapped children as well 
as transplantation services. In these cases providers may use DRGs for their internal 
purposes, but they are not reimbursed based on DRGs. For the purpose of this anal-
ysis we included only acute care cases. We carried out the analysis in several steps:

1. Forming a database including 3,520,260 in-patient cases, stratifi ed by age and 
calculated hospitalisation rates for age groups 0, 1 to 6 years, 7 to 14 years and 
then for fi ve-year age groups between 15 and 100 years. 

2. Exclusion of all hospitals and ICD-10 group combinations, where less than 660 
cases occurred in the entire period. 

3. Grouping of all hospitals into either tertiary, general or mono-specialist and a 
presentation of the nominal ALOS trends per hospital for the entire period an-
alysed. 

4. Selection of the most frequent diagnosis per ICD-10 group, based on the vol-
ume of patients treated. 

5. Calculation of the standardised ALOS within hospital type and chosen diag-
noses. 

6. Selection of variables relevant for regression.
7. Regression analysis performed on an empirical model with three distinct peri-

ods: Period I.: 1997-2000, Period II.: 2001-2003 and Period III.: 2004-2007.

6.3. Results
6.3.1. Organisation of hospital care in Slovenia
Th ere are 25 public hospitals in Slovenia, among which there are six tertiary hos-

pitals: the two university clinical hospitals of Ljubljana and Maribor (also acting 
as general hospitals for the respective regions), Institute of Oncology in Ljubljana, 
Psychiatric Clinic in Ljubljana, University Rehabilitation Institute and the Clin-
ic for pulmonary diseases and allergy Golnik. Th e previous General Hospital Mar-
ibor transformed into the University Clinical Centre of Maribor with the medical 
faculty established there in 2003. Other hospitals are of two types – there are ten 
general hospitals and nine mono-specialist hospitals (pulmonary diseases, psychi-
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atric, maternity). Th e entire hospital capacity in 2008 was of 9,586 beds (4.7 beds 
per 1,000 inhabitants) with an average length of stay of 6.9 days [16] (both acute 
and non-acute. Th is was down from 11,881 beds in 1990 (5.9 beds per 1,000 in-
habitants) with an average length of stay of 11.5 days. Th e turnover of patients in-
creased by 10% on average represented by the number of cases per employed in hos-
pitals (1990-16.67 cf. 2008-18.35). Th is is a result of a 17.7% rise in the number of 
cases compared with a 6.9% increase in the number of employed. Th ere were fi ve 
private in-patient providers (predominantly not-for-profi t), providing mainly diag-
nostic procedures and routine short-term surgery (e.g. cataract surgery, hernia, gall-
bladder stones, varicose veins stripping). Th ey all have contracts with the Health In-
surance Institute of Slovenia (HIIS) for over half of their services and a total of 106 
hospital beds. Table 1. shows how waiting times for certain procedures shortened.  

Secondary general hospitals exist in regional capitals and have at least four depart-
ments each – internal medicine, surgery, paediatrics and gynaecology&obstetrics. 
Seven general hospitals also have other clinical departments. Mono-specialist hospi-
tals are a result of historic traditions, when hospitals were developed for certain ma-
jor conditions. Th ere are two gynaecological and obstetric hospitals, a pulmonary 
disease hospital, four psychiatric hospitals, an orthopaedic hospital and a long-term 
care hospital for children.
Table 1. Waiting times (in months) for certain procedures – comparison 2005 
and 2008. Source: Business report of the HIIS for 2008, Ljubljana: 2009.

6.3.2. Management of hospitals
Public interest has been preserved through state ownership over most of the hos-

pital infrastructure. In 1989/1991, the State eff ectively brought all hospitals under 
state control, many of which had been previously managed through regional and 
local health authorities. In 1994 the draft  Law on Privatisation of State Property 
[17] opened a possibility to privatise hospitals. It was supposed to defi ne principles 
of privatisation of all state property, including health care, but it never passed the 
fi rst stages of the legislative process. Public hospitals are usually managed by a gen-
eral manager. Th is function may be performed as a single executive or, alternative-
ly, there is also a medical director, who is responsible to the general manager, but re-
mains independent in all professional matters. General managers are supervised by 
a management board, half of which is nominated by the Government. Public hospi-
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tals depend on fi nancing from the compulsory and supplementary health insurance, 
which constitute between 90% and 98.5% of their total incomes [18].

6.3.3. Developments in the volume and types of hospital care
From Figure 1., we can identify three distinct periods in developments of ALOS 

over the last 18 years. 
1. Period of a moderate decline of the ALOS (1991-1995) – a  reduction of 10%,
2. Period of a rapid decline of the ALOS (1996-2002) – a reduction of 25%,
3. Period of a moderate decline of the ALOS (2003-2007) – a reduction of 10%.
Another feature of the changes in hospital throughput is changes in the hospital-

isation rates (HRs), which are represented in relative indices in Figure 2. and com-
pared with the relative indices of the ALOS in similar periods as ALOS trends. Th e 
biggest increase in HRs occurred aft er the introduction of DRGs in 2003.

6.3.4. Policy choices regarding structure and market orientation
Th ere was no change in the number of hospitals and in the type and range of serv-

ices they provide, but the number of hospital beds was reduced by 19.3%. Th e bed/
population ratio decreased from 605 per 100,000 inhabitants in 1990 to 470 per 
100,000 in 2007. Around half of these were in internal medicine and related medi-
cal specialities, where the absolute number of beds was reduced by 26%. At the same 
time, the number of hospital beds in the surgical specialties was reduced only by 
9%. Demographic changes are refl ected in the reduction in the number of beds in 
gynaecology&obstetrics by 35% and in paediatrics by 39%. In 2008, 28% of all ad-
missions were to internal medicine departments, 23% to surgical departments, 11% 
to gynaecology&obstetrics departments and 10% to paediatric departments. As the 
government did not opt for closures of hospitals or their restructuring, the main 
policy option that should impact the structure of hospital care delivered were the re-
imbursement mechanisms.

Over the last 18 years there were major changes in fi nancing of hospitals. Between 
1990 and 2001, hospitals were fi nanced by the number of bed-days (calculated on 
the retrospective performance). Up to 1993 there had been additional reimburse-
ment of certain very expensive services. Reimbursement based on bed-days led to 
ineffi  ciencies and false incentives with full bed occupancy as the main priority. By 
2000 the problem of waiting lists for inpatient treatments and outpatient specialist 
visits became an important political issue, which resulted in additional funding pro-
vided since 2002. 

A system of case-based fl at-rate payments was introduced in 2001, which were 
based on the departmental (or specialty-based) grouping of patients. Alongside this 
change the fi rst provisional list of procedures (i.e. the Slovenian classifi cation of pro-
cedures [19]) was set up and up to three procedures could be reported with each case. 
Th e MoH decided to proceed with the introduction of case-based payments as a step 
towards introducing DRGs in 2003/2004. Reimbursement of hospitals is still based 
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on the retrospective data, though DRG implementation introduced some prospec-
tive elements. Overall capped budgets, which represent the bulk of public hospitals’ 

Figure 1. Trends in the ALOS for all and for acute hospitals between 1990 and 
2008 and for the total number of hospital beds per 100,000 population. Source: 
BOLOB database, National Institute of Public Health of Slovenia.

Figure 2. Hospitalisation rates per 100 inhabitants and ALOS expressed in rela-
tive indices compared to the situation in 1990 (=100). Source: Same as Figure 1.
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annual income, are allocated through a negotiation process led by the HIIS. Th is 
process is called ‘partnership negotiations’ and they are carried out in two rounds. 
In the fi rst round the ‘general agreement’ on tariff s and overall allocation of budgets 
is agreed, which defi nes the total expenditure and the general sector specifi c alloca-
tion. Th en, in the second round, decisions about specifi c provider budgets and tariff s 
are reached within each sector of health care and the ‘branch agreements’ are signed. 
Th ey serve as the formula for the signing of contracts between the HIIS and the in-
dividual hospitals. Th ey defi ne the potential incomes to hospitals from the HIIS, ex-
cept for ‘additional programmes’, services funded from the reserve funding. DRGs 
were introduced in 2003 with the full validity from 2004, applying the Australian-
refi ned Diagnosis-related groups (AR-DRG). Th is was decided based on the out-
comes of the Health Sector Management Project (HSMP), fi nanced through a loan 
provided by the International Bank for Reconstruction and Development (IBRD). 
Statistical reports are still delivered through two systems – the annual statistical re-
port - BOLOB and the system of DRG linkages. 

6.3.5. The impact of reimbursement system changes on hospital performance 
measured by ALOS
A total of 3,520,260 cases of hospital treatments in Slovenia in the period 1997-

2007 represented the basic resource base included in the analysis. Th e HRs per age 
group showed diff erent developments over time. In infants HRs showed an increase 
of 40.8% in 2003 compared to 2002 (77.2% of it occurring in group P, diagnoses 
related to the perinatal conditions). Aft er this initial increase, the HRs for all age 
groups increased only by 2.6% in the period 2004-2007. Two oldest age groups also 
showed increases, 11.6% in the age group 75 to 79 years of age, 14% in the age group 
80 to 84 years of age and 25.8% in those with over 85 years of age. Th ese increases 
were gradual and sustained through the entire period. In the observed period and 
in most diagnoses there had been declines in the ALOS in all three types of hospi-
tals. Th e exceptions from this were ‘other sepsis’ and ‘epilepsy’, where no time trends 
could be observed.

Out of the total sample, we included 713,951 cases (20.3% of all) in the regression 
analysis. Th e dependent variable analysed was the average length of stay (ALOS). 
Seven independent variables were included in the regression model as predictors of 
ALOS – male sex, operation performed, death of patient, presence of an accompa-
nying diagnosis, diagnosis of a complication, type of hospital and period of case oc-
currence. We formed three periods – Period I.: 1997-2000, Period II.: 2001-2003, 
Period III.: 2004-2007. We compared Period II. with Period I. (Regression 1) and 
Period III. with Period II. (Regression 2). All the variables listed above were signifi -
cant at the level of p<0.001 in both regressions. In Regression 1 we established that 
fi ve independent variables predicted a shortening of the ALOS – diagnosis of a com-
plication, male sex, death of patient, clinical hospital and general hospital, while the 
accompanying diagnosis and operation performed were extending the ALOS. From 
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Regression 2 we can see that only male sex and death of patient were predictors of a 
shorter ALOS, while all the other independent variables extended the ALOS.
Table 3. Regression analyses of the three periods: Regression 1: comparing peri-
od 2: 2001-2003 with period 1: 1997-2000; Regression 2: comparing period 3: 
2004.2007 with period 2: 2001-2003.

Legend: Acc.dg=accompanying diagnosis, Compl.=diagnosis of a complication, Male=male sex, 
Operat.=operation performed, Death=death of patient, Clinical=clinical hospital, General= gene-
ral hospital

6.4. Discussion
Slovenia had a smaller hospital capacity (in terms of hospital beds or number of 

personnel) at the reform start than other central and Eastern European countries. A 
part of hospitals were managed and owned by local and regional health authorities. 
Th ere was no aggressive remodelling of hospital facilities as we have seen no structur-
al change with respect to the number of public hospitals and the services they con-
tinue providing. Th ere has been a gradual reduction in the number of hospital beds, 
unrelated to the reimbursement changes. Health policy makers were aiming more at 
increasing throughput of hospitals through a shorter ALOS and an increase in pa-
tient turnover. Th ese facts facilitated the reduction of waiting times for a number of 
procedures. When comparing Slovenia to the Baltic states, we see a smaller number 
of beds and a shorter ALOS (e.g. in 1992 there were 625 beds per 100,000 popula-
tion in Slovenia, compared to 968 beds in Estonia or 1294 beds in Latvia; the ALOS 
was 11.5 days in Slovenia, 16.1 days in Estonia and 17.5 in Latvia [20]). 

From the data we presented we can see that hospital care in Slovenia remained un-
der state control with a few private providers stepping in for a limited number of 
short-stay interventions (for public fi nancing). Th ere have been no initiatives lead-
ing to the privatisation of the existing public facilities or developing public-private 
partnerships. All hospitals that existed in 1990 are still in function and their typol-
ogy and services remain unchanged. An exception is the pulmonary disease hospi-
tal in Sežana where a nursing department was set up 6 years ago [21]. More explicit 
attempts [22,23] to reduce or transform the previous hospital infrastructure failed, 
mainly due to resistance of the local authorities.
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In trying to address the restructuring of the public hospital sector, health poli-
cy was focused on changing the reimbursement mechanisms. In the observed peri-
od this took place twice. In 2000 fl at-rate case payments were introduced for reim-
bursement. However, these payments did not distinguish patients by their complex-
ity as only up to three diagnoses were noted along with the same number of diagnos-
tic or therapeutic interventions. Patients were not given diff erent weights to allow 
for diff erent reimbursement. Aft er 4 years of preparation and design, a DRG reim-
bursement system was provisionally introduced in 2003 and fully implemented in 
2004. Introduction of DRGs did not bring about the main expected eff ects, such as 
a greatly increased turnover of patients and rapid shortening of the average length of 
stay. But the total hospital capacity measured by the number of beds reduced signif-
icantly with an increase in the hospital throughput. Th e number of hospitalisations 
gradually increased and was accompanied by a declining ALOS, which followed a 
trend independently of the two most important hospital reimbursement changes, 
carried out in 2001 and in 2003.

Looking at the impact of the reimbursement systems on the hospital performance, 
we can see that these interventions were only partly reaching their declared goals. 
Th e positive side of these managerial pressures was the increase of hospitalisation 
rates, resulting in the reduction of waiting lists. Th e less encouraging trend was the 
slowing down of the decline in the average length of stay.

An important limitation of this study was the lack of time series data on perform-
ance of individual providers and of the respective waiting lists. Data on procedures 
were fi rst introduced in 2001, but the classifi cation used was relatively modest and 
not comparable to the extensive Classifi cation of diagnostic and therapeutic pro-
cedures [24] that came into use in 2003/2004. Finally, a limitation of the present 
study was in the inability to analyse a linked database based on personal data, which 
would, based on individual’s hospital treatment data provide possibilities of more 
refi ned explorations. Among these there would be readmission rates and causes for 
readmissions. 
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6.7. Key points
Over the period 1990-2008, the number of hospitals remained the same, but with 

a reduced number of hospital beds, shorter waiting times for a number of procedures 
and with a shorter length of stay
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Hospitals remained state-owned, apart from a few smaller private in-patient pro-
viders with a limited number of diagnostic and therapeutic interventions

Rather than through changes in reimbursement hospitals adapted their infra-
structure and performance to economic and demographic challenges refl ected in 
the restructuring across clinical specialties

Performance changes were proven also by comparing the diff erent periods, in 
comparing the period 2001-2003 with the period 1997-2000 we found fi ve predic-
tors for a shorter ALOS, while in the comparison between period 2004-2007 with 
the period 2001-2003, there were only two variables predicting a shorter ALOS.

6.8. References
[1] OECD Health Data 2008: Statistics and Indicators for 30 Countries – elec-

tronic version. OECD, Paris: 2009.
[2] Zdravstveni statistični letopis 1990 (Health Statistical Annual 1990). Univer-

zitetni zavod za zdravstveno in socialno varstvo, Ljubljana: 1991.
[3] Statistical Yearbook 2008 – Forty-seventh Issue. Statistical Offi  ce of the Re-

public of Slovenia, Ljubljana: 2008.
[4] Survey on waiting lists for surgical procedures in Slovenian hospitals, Ministry 

of Health, 2000 (internal document).
[5] Proposal of the Law on privatisation of state (formerly social) property – draft  

for discussion, 1994.
[6] Fetter RB, Shin Y, Freeman JL. Case-mix defi nition by diagnosis-related 

groups. Medical Care 1980;18(Suppl 2): 1-53.
[7] Haley MJ. What is a DRG? Topics in Health Care Financing 1980; 6(4): 55-61.
[8] Calculating the cost of CMGs in Canadian hospitals. Health Care 

1985;27(1):53-56.
[9] Doman AS. Th e potential for introduction of DRG reimbursement of hospi-

tal services in Australia. Australian Health Review: a publication of the Australian 
Hospital Association 1985;8(1):44-48.

[10] Papadacci-Stephanopoli I, Frutiger P. PMSI and hospital economics research. 
World hospitals 1965;21(4):16-17

[11] Louis, D.Z., Yuen, E.J., Braga, M., Cicchetti, A., Rabinowitz, C., Laine, C., 
Gonnella, J.S. Impact of a DRG-based hospital fi nancing system on quality and out-
comes of care in Italy. Health services research 1999;34(1 II):405-415. 

[12] Oostenbrink JB, Rutten FF. Cost assessment and price setting of inpatient 
care in Th e Netherlands. the DBC case-mix system. Health Care Manag Sci. 2006 
Aug;9(3):287-94.

[13] Farrar S, Yi D, Sutton M, Chalkley M, Sussex J, Scott A. Has payment by re-
sults aff ected the way that English hospitals provide care? Diff erence-in-diff erences 
analysis. BMJ 2009;339:b3047.

[14] Kroneman M, Nagy J. Introducing DRG-based fi nancing in Hungary: a 
study into the relationship between supply of hospital beds and use of these beds 
under changing institutional circumstances. Health Policy 2001;55:19-36.

Zavod_doktorat.indd   107Zavod_doktorat.indd   107 18.12.10   8:5518.12.10   8:55





Slovenian health care in transition

[15] Pashev K. Healthcare Reforms in Bulgaria: Towards Diagnosis and Prescrip-
tion. Center for the Study of Democracy. MPRA Paper No.999, posted 7 Novem-
ber 2007.

[16] Health Statistics Annual 2008. p.455. Institute of Public Health of the Re-
public of Slovenia, 2009.

[17] Osnutek Zakona o privatizaciji državnega premoženja (Draft  Law on the pri-
vatisation of state property). Vlada Republike Slovenije 1994.

[18] Poslovno poročilo Združenja zdravstvenih zavodov Slovenije za leto 2008 
(Business report of the Association of Public Providers of Health Care of Slovenia 
for the year 2008). Združenje zdravstvenih zavodov Slovenije, Ljubljana: Slovenia. 
(downloaded from the homepage: www.zzdrzs.si on 25 April 2009).

[19] Slovenska klasifi kacija operacij (Slovenian Classifi cation of Operations). Kli-
nični center v Ljubljani, Ljubljana: 2001.

[20] Bankauskaite V, O’Connor JS. Health policy in the Baltic countries since the 
beginning of the 1990s. Health Policy 2008;88(2-3):155-165.

[21] Health Statistics Annual 2007, p.445.  Institute of Public Health of the Re-
public of Slovenia, 2008.

[22] National Health Plan – Health for All By the Year 2004. Offi  cial Gazette of 
the Republic of Slovenia 2000;X(49):6650-6678.

[23] Keber D et al. Health reform: fairness, accesibility, quality, effi  ciency: a draft . 
Ljubljana: Government of the Republic of Slovenia, Ministry of Health, 2003.  

[24] Alphabetic index of procedures, Australian Classifi cation of Health Inter-
ventions (ACHI), ICD-10-AM, Volume 4. Australian Institute of Health and Wel-
fare.

Zavod_doktorat.indd   108Zavod_doktorat.indd   108 18.12.10   8:5518.12.10   8:55



Abstract 

Background: Slovenia’s health reform from 1992 had fi ve goals - introduction 
of a social health insurance system and a system of co-payments for a range of 

services, introduction of private practice in health care, devolution of planning and 
control functions from the State to professional associations and municipalities and 
the introduction of licensing and recertifi cation for health professionals.1 

Methods: With a focus on fi nancing a descriptive and explorative analysis of the 
general demographic, economic and health fi nancing data and the reported data on 
fi nancing structure was carried out. Th e general population health indicators for 
the entire observed period are also presented. Th e broader policy context was as-
sessed through participatory observation during the whole period and the use of 
semi-structured interviews with key national health policymakers in 2001, which 
served as a mid-term review. 

Results: Slovenia’s transformation of its health care system led to sustainable health 
care fi nancing at around 8.5% of GDP. Th is was done at the expense of a declining 
trend of public funding, partly compensated for by the supplementary health in-
surance and partly by increasing out-of-pocket expenditures. Private expenditures 

1 Originally published as: Albreht T, Klazinga NS. Balancing equity and effi  ciency through he-
alth care policies in Slovenia in the period 1990-2008. Zdrav Varstvo (Slovenian Journal of Pu-
blic Health, an SCI listed journal) 2010;49(2): 49-60. DOI:10.2478/v10152-010-0006-9.



7. Balancing equity 
and efficiency through 
health care policies 
in Slovenia in the pe-
riod 1990-20081
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introduced regressivity to the system, which was corrected through risk-equalising 
schemes and by subsidising supplementary health insurance to the least well off . 

Conclusions: Slovenia’s health care transition took place during a period of favour-
able economic development, which enabled the system’s stable fi nancing and re-
stricting the capacity of health care providers. Th is environment assisted in improv-
ing the general conditions for population health, which reduced a part of pressures 
on the new system. Th e previous system transformed into a mixed social health in-
surance based system, based on the strong central insurer. Th e present fi nancing 
scheme is unlikely to be sustainable due to demographic trends and other drivers in-
creasing unmet needs.

Keywords: health system reform, health care fi nancing, health insurance

7.1. Background 
Slovenia’s transformation of its health system over the past 18 years followed a re-

form framework developed in 1992. Over the years, this was followed by a series of 
health policy reform attempts, strategy and planning designs and related initiatives, 
which did not bring signifi cant changes to the ideas from 1992. Steered by the po-
litical arena, health policies followed the pattern of reducing the role of the State 
through delegation of diff erent tasks to other - old and new - stakeholders in the sys-
tem. Th e specifi c goals of the 1992 reform were in the following (see also Table 1.):

1. Introduction of a Bismarckian health insurance system with a single insurer for 
compulsory health insurance (CHI)

2. Introduction of co-payments for a range of services, subsequently covered by the 
compulsory insurance to  a varying extent

3. Legalisation of private (independent) practice for health professionals
4. Devolution of a set of planning and control functions of the State to the profes-

sional associations (‘Chambers’) and to the municipalities
5. Introduction of licensing and compulsory continuous education of health pro-

fessionals
Each of these actions had its own pace and its own - desired and undesired - ef-

fects in the health system. Experience from the previous system defi ned the political 
choice to move away from a model of a predominant state control towards a system 
with the delegation of the most important powers and tasks to diff erent stakehold-
ers in the system. Th e principles of these processes were:

1. To protect the budget allocated to health care from the direct intervention by 
the Government,

2. To involve key partners in the system (payers, professional associations, provid-
ers associations) in the negotiation process, assuming own responsibilities in 
the contracting process,

3. To liberalise the entire process of health care delivery. 
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Th e main aim was in increasing transparency of the system and in ensuring that 
key decisions were to be taken by consensus by those directly involved in health care 
delivery. At the same time, less of a direct State involvement and more entrepreneur-
ship were expected. Following the political process, the role of the State was to be 
reduced to the level of co-ordinating some of the planning and control mechanisms 
within the health sector. Th e State would maintain its stewardship role and giving 
away many managerial - and even regulatory - functions. Th is was done through 
the supervisory role over the stakeholders to whom the State appointed its previous 
tasks. Th ese options followed the predominant pattern of reforms across the central 
and Eastern European area.
Table 1. Organisational changes taking place in the course of the 1990s.

Th is paper focuses and is limited to the developments in the fi eld of health care fi -
nancing in Slovenia analysing the areas of compulsory and supplementary health in-
surance and their implementation between 1992 and 2008. We formulated the fol-
lowing research questions:

– What were the key issues related to the introduction of social health insurance 
in Slovenia?

– What were the issues and problems related to the introduction of co-payments 
and then supplementary health insurance (SHI) in Slovenia?
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– What are the present benefi ts and shortcomings of the goals set by the reform 
of 1992 in health care fi nancing and how are they related to the equity and effi  -
ciency of the system?

7.2. Material and methods
1. Background data on general demographic and health indicators (infant mortal-

ity, life expectancy; data on the number of providers) for the period 1990-2008
2. General economic data (health accounts and the fi nancing structure data) and 

indicators for the observed period, focusing on the period 1995-2007.
3. Report on social issues prepared for the entire area of expenditures in the social 

sector by the Institute for Macroeconomic Analyses and Development in 2009
4. Participatory observation over the whole period and a series of semi-structured 

interviews with representatives of the main national institutions involved in 
policy- and decision making processes in 2001.

Background data were taken from the databases, reports and national indicator da-
tabases of the Institute of Public Health of the Republic of Slovenia and the WHO 
Health for All databases. In 2001 a series of interviews was carried out with the rep-
resentatives of key stakeholders at the national level and the material obtained was 
used in the preparation of this analysis as a ‚mid-term‘ review of the system chang-
es. Finally, fi nancial data from health accounts for the period 2002-2005, together 
with some basic fi nancing structural data for the period 1995-2004 were used to as-
sess the changes occurring in the most important streams of health expenditures in 
Slovenia during the observed period. 

We performed an explorative assessment, based on the data available from the rou-
tine statistical databases as well as those provided by the special annual reports on 
CHI (with the Health Insurance Institute of Slovenia) and by the task force on 
health accounts set up in 2005 in order to implement the OECD methodology for 
health accounts [1] in Slovenia. Wherever available we focused on the comparison 
between the data from the start of the reform and the situation in 2007/2008. Fi-
nancial data were unstable before 1995 due to the high infl ation rate (over 20% an-
nually) and the health accounts data are available only for the period aft er 2002. Th e 
fi rst author of this paper lives in Slovenia and was in a position to observe the policy 
debates over the whole period.

7.3. Results 
7.3.1. The context
Th e main laws of the period were prepared in 1990/1991[2],[3],[4]. Studying the 

accompanying materials and from the interviews, we identifi ed the following as-
pects as crucial in guiding the direction of these laws:

Zavod_doktorat.indd   112Zavod_doktorat.indd   112 18.12.10   8:5518.12.10   8:55





Balancing equity and effi  ciency through health care policies in Slovenia  ...

– responsibility of all citizens and inhabitants of Slovenia, employers and the 
State to actively contribute to health care costs through a CHI scheme, based 
on the principles of social health insurance,

– health care and health insurance, which is compulsory by law and ensured t o 
the entire population, is a public and not-for-profi t service,

– introduction of supplementary (SHI) and voluntary insurance for increased 
risks going beyond the legally described rights of the compulsory insurance,

– a negotiation process among the representatives of equal partners determines 
the extent of programmes of health services at all levels and types of care – ‚the 
partnership model‘,

–  CHI to be managed by a public institution and administered by representatives 
of the insured, certain interest groups (e.g. pensioners, disabled) and employers,

– Retaining all the important achievements of the past and gradual introduction 
of the principle of cost sharing between public fi nance and private sources.

7.3.2. Developments in economic and demographic indicators – the socio-economic 
background
Between 1990 and 2002 there was only a minor reduction in the total population 

size. Th is trend changed since 2004 with a constant increase in the total population 
due to immigration and, most recently, a rise in fertility, attributable to the fertili-
ty of ‘baby-boomers’ grandchildren. Th e total fertility rate was in decline between 
1990 and 2003 (dropping from 1.46 to 1.20) and increased back to 1.38 in 2007 
[5]. Th e most recent increase in birth rates brought the fi rst net natural increase af-
ter 1993. GDP per capita in PPP$ reached an estimated 26,910 in 2007 (rank 46 ac-
cording to the World Bank [6]) and already by the time of Slovenia’s accession to 
the European Union surpassed the mark of 70% of the EU average. Health expen-
ditures per capita reached PPP$1800 in 2005, three times the amounts in Bulgaria 
or Romania and roughly 50% more than in the Czech Republic or Hungary. Th ese 
data, together with a steep increase in the share of young people enrolled in the terti-
ary education, brought Slovenia to the rank 26 measured by the value of the Human 
Development Index (HDI) - 0.923[7].  Th e extension of life expectancy at birth was 
due both to the reduced infant mortality and to reduced adult mortality (Slovenia 
lagging behind the average of EU-15 in life expectancy at the age of 65 by 1.41 years 
in 1985 and by 1.09 years in 2005). Th e gap in life expectancy between Slovenia and 
the average of the new EU member states widened in favour of Slovenia in less than 
20 years (3.6 years in 2005 compared to 1.6 years in 1987). Premature mortality re-
mains an important public health problem in Slovenia with the probability that one 
male in four and one female in ten will die before the age of 65 [8].
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Table 2. Selected mortality-related indicators for Slovenia 1985-2007. Source: 
Statistical Annual 2008, Statistical Offi  ce of the Republic of Slovenia[9].

From mid-1990s onwards Slovenia had a rather consistent growth of GDP per 
capita and at the same time also of life expectancy. Figure 1. shows the correlation 
between the two variables. Figure 2. shows the relationship between trends in THE 
growth and real GDP growth. Th ere is a widening gap between the two develop-
ing aft er 1999. Between 2000 and 2007 the growth in THE was of 63.8%, while 
the growth of GDP per capita was of 56.6%. In the same period the number of em-
ployed in health care grew only by 15%.

Slovenia also shows a low level of social inequality as measured by the Gini coeffi  -
cient. Slovenia has maintained a relatively low level of inequality with its value of 24 
in 2005 - compared with 26 for Austria, 23 for Sweden, 28 for Germany and 30.9 
for the Netherlands [10].
Figure 1. Correlation between GDP per capita (EUR) and life expectancy at 
birth (years), 1995-2007. Source: Statistical Annual of the Republic of Slove-
nia, 2008.
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Figure 2. Relationship between trends in real growth of GDP per capita, em-
ployment growth in health care and the total health expenditure (THE) for the 
period 1995-2007. Source: Statistical Annual of the Republic of Slovenia, 2008.

7.3.3. Reform goals, processes and outcomes
Th e reform process was running through the fi ve goals, but in this paper, we focus 

only on the two concerning CHI and SHI. Th ese were the specifi c issues related to 
the two health insurance developments:

1. Full population coverage by a uniformly prescribed compulsory insurance 
2. Replacing a state-run and state-dominated decision making system by  partner-

ship negotiations within the Bismarckian health insurance scheme
3. Increased transparency of insurance contributions through linkages between 

employment and/or social status and entitlements
4. Increased share of own (private) participation in health care costs through the 

introduction of a supplementary health insurance

7.3.4. Introduction of a Bismarckian health insurance system with a single insurer 
for CHI
Reinstituting the Bismarckian social health insurance system was one of the cor-

ners tones of the reform of 1992. It was intended to preserve equity and accessibili-
ty, while at the same time ensuring transparency of obligations for payment of con-
tributions. Th is way Slovenia followed the pattern of other countries of central and 
Eastern Europe (CCEE). Health professional associations were also hoping they 
would disentangle an important part of the negotiation process on tariff s and budg-
ets from the political level [11]. 
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Th e Health Insurance Institute of Slovenia (HIIS) is legally defi ned [3] as the sole 
provider of CHI since 1992 and started contracting providers from 1 January 1993. 
Th e contributions rates for  the active population (i.e. those actively contributing 
to the CHI from their gross incomes) are split in a typical Bismarckian fashion be-
tween employers (paying off  the total payroll sum) and employees (paying off  their 
gross salary). Th e old defi cits and debts were consolidated by setting the total contri-
bution rate initially and temporarily (for one year) at 18.25%. Table 3. shows trends 
in the total contribution rates over the period of 16 years (rates from 2002 are still in 
force), while Figure 3. shows trends in incomes and expenditures of the HIIS com-
pared against the growth in GDP.

Th ere were serious concerns about a Bismarckian system becoming negatively se-
lective against all those population categories, which show diffi  culties in coping 
with complex administrative systems. In spite of these concerns, the system provid-
ed for a large degree of universality as in 2008 only 7570 persons [12] (0.37% of all 
eligible) were not integrated in the compulsory health insurance system and thus 
were formally not insured (compared to around 26,000 in 2003[13]). 
Table 3. Contribution rates from salaries for employers and employees between 
1993 and 2007. Source: Annual reports of the HIIS 1993-2007.

In comment to Table 3., we need to stress that the split is not 100% equal between 
the two sides due to the following reasons: Employees and employers pay a similar 
percentage for coverage against diseases and injuries out of work (employees 6.36% 
versus employers 6.56%). However, employers additionally have to pay 0.53% off  the 
payroll for coverage against injuries at work and occupational diseases.

Demographic transition is one of the important long-term pressures on the CHI 
as pensioners and their family members in 2008 represented 26.6% of all the in-
sured. Other factors were less predictable, such as: increases in salaries of health pro-
fessionals between 1996 and 1999, increases in pharmaceutical expenditures and 
the introduction of VAT for medicines and medical aids (refl ected in the increas-
es of 2001). Th e Parliament consequently decided to increase the contribution rates 
from 1 January 2002 by 0.2%. Over the next years the share of CHI in GDP start-
ed to decline (see Figures 4. and 5. below). Th e trade-off  was supposed to be in opti-
mistic outlooks for the GDP growth. 

Th e setting of the CHI from 1992 has several issues and challenges:
1. Equity concerns – raised by the fact that co-payments were introduced, partly 

reduced due to maximising of co-payments at an annual level.
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2. Specifi c protection against personal costs lies in the full coverage for certain  popula-
tion groups at higher risk - e.g. children and youth, women for all services related to 
reproduction - and for certa in diseases – e.g. diabetes, cancer, communicable diseases.

3. Th e Health Care and Health Insurance Act (HCHIA) introduced co-pay-
ments for all medicines (except for those directly related to point 2.) at the lev-
els between 25 and 75% (depending on the classifi cation into diff erent lists).

4. All emergency services and treatments for life threatening conditions are ex-
cluded from co-payments.

Figure 3. Annual growth of incomes and expenditures of the HIIS and the re-
spective growth of GDP between 1997 and 2001. Source: Annual report of the 
HIIS for 2001, p. 42.

Figure 4. Share of the health care expenditure by source of fi nance of the total 
GDP. Source: Annual report of the HIIS 2008.
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Th e clear downward trend in public expenditures for health care can be seen from 
Figure 5. below. Between 2003 and 2006 the average nominal annual growth of 
health expenditures was of 5.7%, while the GDP rose at an average of 7.3%.
Figure 5. Percentage share of CHI in Gross Domestic Product in Slovenia be-
tween 1993 and 2007. Source: HIIS and the Ministry of Finance of the Repub-
lic of Slovenia.

Figure 6. Categories of CHI coverage and the resulting share of co-payments in 
the price of services. Source: Health Care and Health Insurance Act, 1992.
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7.3.5. Introduction of co-payments for a range of services, covered to a different 
extent by the compulsory insurance
An important characteristic of the system of 1992 was the introduction of co-pay-

ments for a range of services. Th is controversial idea was meant to enhance private 
expenditure and in this way contribute to a diff erent distribution of health expendi-
ture sources. Co-payments existed before 1992, when a system of ‘participation fees’ 
yielded only around 2% to the THE[14]. As we can see from Figure 6. above, the 
range of co-payments spans from 0% to 50%. Th ere are no co-payments for certain 
conditions where the law ensures full coverage – communicable diseases including 
sexually transmitted diseases, cancer, diabetes, some neuro-muscular disorders, etc. 
High co-payments would apply only to non-acute services, such as rehabilitation 
and physiotherapy services, or dental prosthetics, for the rest they account for 5 to 
25% of the service fee. Th e legislator provided for two additional buff ers based on 
population categories - children, who are free of charge for all diagnostics and treat-
ment (including medicines), and the elderly over the age of 75 years. Co-payments 
were supposed to defl ect some of the ‘unnecessary’ use of services and were origi-
nally uninsurable. Concerns about its impact on equity in charging the sick lead 
to a small legal niche in the HCHIA providing for the introduction of a supple-
mentary health insurance (SHI) (also called ‘voluntary’) against co-payments. Suc-
cessful promotion in favour of this insurance resulted in the inclusion of a vast ma-
jority of the eligible population in the supplementary insurance schemes. Between 
1992 and 2001 these were run only by two insurance companies; the fi rst, a depart-
ment of the HIIS, was dealing exclusively with SHI, while the second was a branch 
of a commercial insurance company. In the fi rst years, most insured did not feel the 
burden of the premiums. At fi rst employers were paying individual premiums (even 
in the public sector!). In 1994, the Court of Accounts (Slov. Računsko sodišče) is-
sued an audit report [15], which in the case of the National of Institute of Public 
Health, clearly stated that it employer’s paying of SHI for its employees in the case 
of a public institution paid out of public funds would be against the principles of 
sound management of public funds. Aft er this ruling of the Court of Accounts all 
the employed in the public sector had to pay own premiTh e introduction of co-pay-
ments and the subsequent co-payment insurance schemes had two important con-
sequences – cream-skimming that began in 2002 (which was stopped upfront by 
the establishment of risk equalising schemes in the HCHIA) and, the redistribu-
tion of expenditures in favour of private and out-of-pocket. Aft er the separation of 
the SHI from the HIIS, three companies dominated the market. As we have seen in 
the graph above, the share of GDP for SHI remained rather stable. Th e increase in 
the share of private expenditures in the THE from 22.3% to around 28% was the 
result of a decline of CHI share in GDP [16]. Insurance companies off ering SHI are 
not bound to invest in the provider infrastructure as they do not commission serv-
ices from them but reimburse their insured. Furthermore, SHI companies produced 
surpluses over the last 5 years [17] without rethinking the premium levels, which is 
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partly the result of an obligatory reserve that they had to create by law. Waiting lists 
are still an important issue to date and as a political priority and they are being re-
solved within the publicly fi nanced providers with public funds. It is true that wait-
ing lists have virtually been resolved in cataract surgery where to date waiting time 
has been reduced to less than a month (used to be over 2 years in 2002 – data of the 
MoH) or in acute cardiac surgery. But other problem areas remain, for example, dif-
ferent outpatient consultations with over 6 months waiting time and major ortho-
paedic surgery, such as hip replacement with over one year, and knee joint replace-
ment with over two years waiting list (latest data of the MoH and Institute of Pub-
lic Health of the Republic of Slovenia).

7.4. Discussion 
7.4.1. ‘Health and wealth’
In contrast with the experience of other countries in socio-economic transition, 

in Slovenia economic changes assisted positive developments in population health 
status, such as in positive changes in life expectancy (both at birth and at age 65). 
Even if Slovenia was able to reduce the gap to the EU-15 to a greater degree than 
other new member states, there are other warnings against complacency. As Jagger 
et al.[18] report, Slovenia stands behind EU-15, Cyprus and Malta and has a small-
er relative share of healthy life years in life expectancy at the age of 50 than Poland. 
Th is may be related to the fact that Slovenia has one of the lowest eff ective ages at re-
tirement for both women and men in the EU (55.2 and 59.5 years respectively) [19]. 
Maintaining health through the middle period of life becomes important for the fu-
ture. Improved wealth may have also had a positive impact on the recent increased 
birth rates. 

Th e cost of health workforce (60% of the THE) fi nanced from the public sources 
grew much faster than the overall GDP. Th e widening of this gap grew bigger since 
1999 very rapidly. Th is was a result of salary increases in health care in response to 
the physicians‘ strikes in 1996 and 1999. Th ese changes led to the restructuring of 
the health expenditures. From the available data and other explorative research we 
could not conclude with certainty that patients‘ access to services has been limited 
as a result. Th is may have been more related to the under-supply of physicians ob-
served in the same period as Slovenia remains one of the countries in the EU with 
the lowest physician/population ratios. Th is may become a limiting factor for the fu-
ture delivery of health care and cause problems beyond presently observed stagna-
tion in primary care [20].

7.4.2. Introduction of a social health insurance system and of additional sources of 
funding
Social health insurance seemed as the best or, in practice, as the only realistic op-

tion for all the key actors. It was introduced through a single central insurer and 
provided for good population coverage due to its universality. Initially, a lot of crit-
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icism existed around the creation of a ‚monopoly‘ with only one provider granted 
this status by law. Still, the introduction of the CHI in Slovenia and its combination 
with SHI is regarded as an important achievement [21]. Slovenia certainly avoid-
ed some of the problems of fragmentation of the health insurance markets experi-
enced in some other countries (e.g. Poland [22], Czech Republic [23]). Stability of 
health care funding off ered room for reimbursement of new services and new drugs 
reasonably quickly. However, on the downside several controversies remain – strong 
state control over the HIIS, the power that the HIIS has in all negotiation processes 
and the tiresome process of achieving a compromise over tariff s in the annual con-
tracting process. Other partners consider that annual negotiation for contracting 
purposes in minute details year in year out an unnecessary process. So far, Govern-
ment has been closing almost all the open issues in such negotiations (as prescribed 
in such cases). Th e State decides on the budget cap for the overall yearly budget of 
the HIIS as the Ministry of Finance defi nes for them the same terms as for the na-
tional budget. 

It was very important that the principle of fairness in income distribution and the 
related social contributions was applied to the area of CHI. Given there is no up-
per limit to the contributions the insured have to pay, CHI remains progressive. Th e 
sustainability of CHI became challen ged by the adopted introduction of a new sala-
ry system in September 2008 (including all salaried personnel in health care) and by 
the deepening of the fi nancial c risis, which is already causing a rapid decline in em-
ployment. Th is is worsened by the declining trend of public fi nance over the past fi ve 
years in the THE. Financial crisis will in turn decrease the incomes of the health in-
surance and increase the expenditures both in health as well as in the social sector. 
As at present the age at retirement is still rather low, the Government is already plan-
ning measures to extend it to a minimum of 60 years of age. Th is is becoming inevi-
table in view of the forthcoming quickly advancing ageing projections. Future man-
agement of these issues at the national level will defi ne what their impact on fi nan-
cial stability of health care may be. To preserve the current rights, the total contri-
butions to the CHI will have to be increased - either through a higher contribution 
rate or, through additional sources, such as raising them on all types of personal in-
come under the same conditions as salaries. Otherwise, the only way of coping with 
the increased needs may be through higher private and co- insurance solutions. An-
other option would be in redistributing spending through mixed fi nancing schemes 
for long-term insurance, similarly as it had already been done for voluntary pension 
insurance, and consisting of a compulsory and a voluntary part.

Introduction of co-payments for health care services from the CHI turned into 
a very important issue and added a signifi cant regre ssive component to the system. 
Th is regressivity was partly reduced by virtue of an almost full adherence of eligible 
adults to the SHI - the last offi  cial data from 2008 show that around 90% of the el-
igible adults hold a valid supplementary insurance. Th is insurance nevertheless re-
mains a source of inequality and regressivity. Supplementary insurance against co-
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payments, which exists also in some other countries (e.g. France [24] or Denmark 
[25]) provided for a solution to prevent excessive direct expenses. In the Health Re-
form of 2003 this situation was to be resolved by the gradual inclusion of supplemen-
tary insurance into the CHI. Th e State managed to keep inequalities, at least partly, 
under control as it introduced risk-equalising schemes to curb the overt cream-skim-
ming [26]. In 2008, about 15% of the THE (or 1.3% of the GDP) was linked to the 
supplementary (‘voluntary’) insurance. 

Contrary to the highly regulated area of co-payments and supplementary insur-
ance schemes, the area of out-of-pocket payments remains unregulated. In the be-
ginning of the 1990s these payments were estimated as ‘minimal’, which was due en-
tirely to the lack of a monitoring system to structurally capture these data. As a per-
centage of GDP these expenditures have not changed over the last fi ve years. Th e last 
report on the social situation in Slovenia from 2009 [27] shows that personal and 
household expenditu res for health and health care are in decline when expressed in 
relative terms and there is no signifi cant gradient across the three of the four income 
classes. Th ere are several reasons for the nominal growth of these expenditures. One 
is in the unregulated area of long-term care, where shared responsibility exists be-
tween the health and the social care sector. As there is no long-term care insurance 
enacted yet, patients and their relatives depend partly on cash benefi ts and partly on 
own out-of-pocket expenditure. Another reason for private expenditure is the rising 
off er of services for direct payment (e.g. queue jumping for outpatient specialist vis-
its). Th is is a result of active cost shift ing to private expenditures, but also a result of 
ineffi  cient resolving of waiting lists, where private providers fi ll in the gaps.

7.5. Conclusions 
Slovenia’s story of the health care fi nancing reforms following the socio-political 

and economic changes of the end of the 1980s and the beginning of the 1990s bears 
resemblance and diff erences to other countries in the region. We studied the chang-
es in the fi nancing of health care over the period of almost twenty years. In spite 
of the fact that this research was limited by the diffi  culty to obtain good integrat-
ed and high quality data, our main conclusion can be that Slovenia has successfully 
introduced a sustainable and equitable social health insurance system. Th is has in-
sured stability to the functioning of the health care system and functioned in a fa-
vourable socio-economic context. In parallel with the CHI with its progressivity 
and strong state control over expenditure, the system owes a certain level of stabili-
ty also to the development of the SHI, which is a regressive component in the Slov-
enian health insurance setting.

Th e main challenges for the future remain in the doubtful prospective sustaina-
bility of the present combination of funding sources. Th e continued trend of a de-
creasing public share in fi nancing of health care is unlikely. Th is may be the result of 
the ongoing fi nancial crisis and additional sources of equitable funding will be nec-
essary. Th e alternative may be in shift ing certain costs to the supplementary insur-
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ance that may result in the classical vicious circle of increased premiums and conse-
 quent opting out of the insurance due to high premium costs. Additional increases 
in out-of-pocket payments are not likely to be socially and politically acceptable, es-
pecially as they may become a particular burden to the quickly growing population 
of the elderly.

A new reform process has been launched in 2009. Th is is the right moment to 
refl ect on the best solutions for the future. A mixed public and private system of 
health care delivery, where transparencies of its effi  ciency, eff ectiveness and equi-
ty are ensured, seems the most likely preferred option. Higher throughput of the 
system, which is expected by the citizens and patients, will depend on the effi  cient 
management of all resources.
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In this chapter, the developments of the transition process in the Slovenian health 
care system will be discussed based on the fi ndings presented in the previous 

chapters. In the fi rst subsection, fi ndings along the lines of the three central research 
questions and the conclusions from each separate chapter will be brought forward. 
Th is will be followed by a discussion of the methodological aspects and limitations 
of the overall thesis. Th e third subsection brings an interpretation of the fi ndings, 
while the fi nal, fourth, subsection discusses the implications for the stakeholders in 
health care in Slovenia and lessons that can be drawn for other countries in the re-
gion of south-Eastern Europe and in the area of Central and Eastern Europe.

8.1. Main findings
Th e thesis is composed of six studies addressing six topics, which represent three 

branches of health care organisation - primary care, hospital care and public health 
- and three governance functions in health care in Slovenia - human resource plan-
ning, privatisation of health care provision and health policy. Each of these topics 
was related to the three central research questions:

1. What were the developments in the Slovenian health care over the period of the 
last two decades? (the descriptive analyses)

2. What were the relationships between key actors in the system, their interac-
tions and co-operations and their key decisions infl uencing the health system 
transformation? (the explorative analysis)



8. Discussion

Zavod_doktorat.indd   125Zavod_doktorat.indd   125 18.12.10   8:5518.12.10   8:55





Slovenian health care in transition

3. What were the consequences of the main developments in health reform and 
health policy in Slovenia? (the impact evaluation and analyses)

Answers to the fi rst research question were provided in all six chapters where 
changes in the Slovenian health care system over the past 20 years were described. 
Th e changes were in part launched before the political changes in 1990, but most of 
them occurred between 1992 and 2000. Th e guidelines and the blueprint for the re-
forms were prepared at a national health strategy conference in 1990. Health policy-
makers opted for moderate changes without a major restructuring of the health care 
system or its components. Foreign authors and consultants saw the Slovenian health 
care system as a rather well functioning one but with potential for optimisation [1]. 
On the other end of the spectrum we have those who see changes as far too exten-
sive and criticise - in particular - privatisation and rises in private expenditures. Th e 
latter are a focus of criticism from the Association for civil control over health care 
(in Slovene – Združenje za civilni nadzor nad zdravstvenim varstvom), who are ex-
plicitly opposed to further privatisation of any kind in health care and have infl u-
ence within the biggest political party of the present government (2008-2012), the 
Social Democratic Party (www.socialnidemokrati.si).

Diff erent factors infl uenced Slovenia’s health care reform. As proposed by Salt-
man and Figueras in an analysis of strategies applied in  European health care re-
forms as codifi ed in the Ljubljana Charter[2],[3]1 Slovenia shares both of the contex-
tual factors – the centrality of values and the macroeconomic context. Political and 
social changes of the end of the 1980s brought about a signifi cant change in values. 
Moving away from collectivist principles and nominal solidarity, they became more 
individualised, both from the patient as well as from the provider side. Health pol-
icy and some key actors, such as the organised medical profession, were striving to 
have a health system driven by more individualistic values, including more private 
interests and initiatives. Th e economic crisis of the 1990s was threatening to endan-
ger the foundations of a solidarity-based health care system. Public health challenges 
of that period included relatively high cardiovascular disease mortality and morbid-
ity, successfully addressed by a nation-wide screening programme for cardiovascular 
risk factors starting in 2002[4]. Additionally, problems of injuries (especially traffi  c-
related [5]) and the alcohol-related disease burden are still ranking high among pub-
lic health problems. Due to the continuous and sustained rise in Slovenia’s health ex-
penditures, doubts were arising about its sustainability and about the impact on the 
macroeconomic stability. Th is was a result of high increases in salaries of health pro-
fessionals triggered by their dissatisfaction and strikes as well as of the ineffi  ciencies 
in the delivery of health care. Such a conclusion is in line with the fi ndings of Wag-
staff  and Moreno-Serra[6], who found an increase in the total health expenditures 
in countries with social health insurance (SHI), but a limited or no impact on gener-
al health indicators. Slovenia’s health care system, prior to the changes introduced in 

1  Ljubljana Conference on Health Systems organised by the WHO European Offi  ce in Ljubljana, 
Slovenia, June 1996.
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1992, used to be a mixture of diff erent models. Dominated by public funding, own-
ership, as well as by public delivery of health care, it had most features of a national 
health service with local and regional health authorities playing a key role in the sys-
tem. Nominal user fees, then called ‘participation fees’, existed in the previous sys-
tem and were seen as transferable into the new one. 

Slovenia followed the patterns of the reforms in the region, but its economic ad-
vance was much faster and also much greater. Th ese circumstances facilitated the 
creation of a rather generous social health insurance system, which gradually got 
more and more expensive in terms of nominal expenditure. In spite of such a trend, 
the public share started to decline as a result of macroeconomic demands for stabil-
ity and based on the assumption that economic growth would nurture the demand 
for health care and potential of private co-payments. Th is fact was in line with the 
experiences in the neighbouring countries, e.g. Croatia (see also Vončina et al.).

Many so-called transition countries were exposed to external pressure, includ-
ing diff erent proposals on how to reform their health care systems. Others active-
ly sought for foreign experiences and examples to be taken up. Slovenia was less ex-
posed to foreign consultancy and external aid in the health sector reform in the 
1990s, so the external impact on the developments in health care was minimal. Th e 
proverbial Slovenian self-suffi  ciency also played an important part. Most of the con-
cepts and solutions were therefore the result of national decision making processes, 
starting from the strategic blueprint from 1990. Th e course of the reforms seemed 
to have been positive as Slovenia quickly showed better results than its neighbours 
[7]. Th e period explored in this study was marked by the following characteristics:

1. Politically motivated decisions in health policy.
2. Th e absence of a comprehensive health care strategy (in particular clearly speci-

fi ed goals and aims with defi ned targets and indicators).
3. Previously unrecognised shortages of medical doctors, dentists and nurses.
4. Privatisation as the most politicised topic at the expense of a more consistent 

defi nition of goals to be achieved in the process. 
5. A public health infrastructure that was has not transformed in line with the 

‘’New Public Health”ideas. 
6. Improved hospital care as demonstrated by general indicators and a gradual re-

duction of the hospital capacity.
Changes in the relationships between the main actors in the system, which were 

the focus of the second research question, were described in Chapter 2, where the re-
positioning of the key actors in the health care system was the main focus, in Chap-
ter 3 where the lack of co-ordination among actors was evident, in Chapter 5 where 
privatisation brought on board new actors to the system and in Chapter 7 where 
overall health policies and strategies were discussed. As the setup of the health care 
system had changed, so did the relationships between the main actors. Th e previ-
ous system was characterized by the crucial role of the MoH, while the relatively 
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weak professional associations had a mere consultative role. A transformation took 
place towards a system with redistributed functions and a re-allocation of responsi-
bilities. Th e medical profession ensured a prominent part in designing some of the 
core functions, such as the regulation of postgraduate training, planning of medi-
cal posts, medical supervision and audit and licensing of medical doctors and den-
tists. Th e change from a National Health Service system into a social health insur-
ance system meant that the control over the health care budget moved away from 
the MoH. Th e State continued to keep the key levers for its overall control and plan-
ning. Th e Ministry of Finance at present controls and caps the overall budget for 
compulsory health insurance and by doing so infl uences also the supplementary 
health insurance. But the internal distribution of funds now belongs to a complex 
mechanism of partnership negotiations. Th ese are composed of the HIIS, the asso-
ciation of public providers of health services, the professional associations, and the 
association of social care institutions, the association of spas and the MoH as an ob-
server and moderator. Th e power of each of these actors/partners depends on their 
legal status, obligations and position in the system where the HIIS and the Medi-
cal Chamber are the strongest. Th e MoH keeps a lot of legal weight to monitor, in-
fl uence or even overturn some of the decisions taken by these two important key ac-
tors, but that does not occur oft en. As a consequence of the diffi  culties in the mutu-
al relationships between actors problems manifest themselves in the following areas:

1. overall health care strategies and priority-setting,
2. medical workforce planning,
3. hospital care fi nancing,
4. primary care arrangements,
5. health policy formulation 
Th e MoH clearly shows shortcomings in its ability to successfully defi ne nation-

al health care strategies and explicit priority setting. Th is is a serious handicap as the 
country in 2010 has no long-term strategy for health care neither a comprehensive 
strategy for the human resource planning in health care. 

Th e Medical Chamber of Slovenia (MCS) was given the authority to manage post-
graduate training by the MoH. Th is came as another empowerment on top of those 
for medical audit, continuous medical education (CME) and licensing. Th e MCS 
is therefore the strongest actor in determining the development of medical work-
force in individual specialties, the number of new medical specialists (thus infl uenc-
ing the overall numbers of medical doctors) and the level of requirements for CME 
and licensing. As a consequence shortages in medical manpower exist and are fore-
seen to remain in the near future and will have an impact on the development of all 
domains of health care. Availability of health professionals will be limited and there 
will be provider competition to attract them. 

Hospital care fi nancing and reimbursement mechanisms have been in the focus 
of health policy makers for more than a decade. Two major reimbursement reforms 
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have been carried out, the introduction of case-based payments and the introduc-
tion of DRGs. An Australian modifi cation of DRGs was adopted and aft er the in-
itial experiences it is clear that this system needs to be refi ned and uniform pric-
ing only needs to be implemented. Th is should help resolve the imbalances that ex-
ist between Australian and Slovenian weights that are system-specifi c and reduce 
imbalances between hospitals, which now derive from the persistent diff erences in 
weights for the same DRG.

Primary care is under the authority of the municipalities, while the MoH keeps 
the role of moderating the process and securing additional funds for on call services, 
ambulances and incentives for demographically challenged areas of the country. Th e 
MoH tried to reconsider the responsibilities that municipalities have for primary 
care. Due to the strong lobby of mayors and their political weight, together with the 
legal interpretations of primary health care as an authentic responsibility of munici-
palities, the MoH left  the regulation of primary care in place. Problems occur most-
ly because of the diff erent approaches to privatisation where PHCCs are not seen as 
a rather unique and functional set of intertwined services, but rather as an obstacle 
to privatisation. Th is has led to important variations around the country, to marked 
confl icts between the MCS and the Association of public providers of health care 
(APPHC) with some municipalities taking sides, depending on the political setting. 

Aft er 2000, the shortage of medical doctors was recognised as objective and ac-
tions were started to mitigate it. Most notably this relates to the adoption of poli-
cies leading to increases in the number of medical doctors in Slovenia through either 
import of medical doctors from neighbouring countries or in establishing a second 
medical faculty in the country. In the end, a mixture of the two occurred. Th e im-
port of doctors was not a state-led long term process, but a more ad-hoc response by 
providers in trying to overcome shortages of medical doctors.

One of the factors contributing to a weakened MoH was the insuffi  cient develop-
ment of the public health infrastructure. Th is is illustrated by the policy and health 
system support that these institutes could have provided had there been enough an-
alytical power for estimation of epidemiological transition, proposing forecasts and 
monitoring the developments in health care. Th e public health institutes could not re-
spond adequately to the challenges and opportunities and it has remained a sub-sec-
tor with the least formal changes over the past 25 years. Th ere was a sustained eff ort to 
keep the status quo, with no real comprehensive transformation into ‘the New Public 
Health’ as discussed elsewhere. It was mainly the public health community itself who 
resisted the changes. Th ere were some gradual and contextual changes, confi ned to se-
lected areas, such as health promotion, monitoring of the health system and some ini-
tial eff orts in health economics. A successful bridging of public health and health serv-
ices was achieved through developing health promotion activities within the PHCCs 
as a service open to the whole population of its respective catchment area. 

Th e third research question was answered through the exploration of the conse-
quences of the health reform in Slovenia. Similarly as with the fi rst research ques-
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tion, elements of the  answer to the third research question can be found  in all chap-
ters – in Chapter 2 the consequences of  the lack of a co-ordinating body to steer the 
diff erent strong actors in health workforce planning resulting in problems in reach-
ing consensus between the key actors, primarily between the MoH and the MCS – 
these problems limit the fl exibility of the system in responding to shortages of med-
ical doctors, in Chapter 3 again a lack of operational co-ordination of primary care 
services resulting in diffi  culties in arranging replacements, on-call and night duty 
services in some areas of Slovenia – privatisation of primary health care delivery was 
promoted by the MCS as a solution for less attractive areas, but this has not mate-
rialised; Chapter 4 shows the two sides of the consequences of a lack of restructur-
ing the public health infrastructure resulting in its slow adaptation to the princi-
ples of the New Public Health, insuffi  cient professional development and shortag-
es in policy support provided to the MoH; Chapter 5 studies the privatisation proc-
ess and its consequences; while the process is characterized by moderation given the 
restrictive approach taken by the health policy makers, it still continues; Chapter 6 
presents outcomes of the two policy interventions to restructure hospital resource 
and performance management, which had an impact on performance as measured 
by patient turnover and the average length of stay, and Chapter 7 deals with the re-
form eff ects on equity and effi  ciency in the health care system showing that overall 
the Slovenian health care system is both effi  cient and equitable although the latter 
might change given the present developments.

Th e most important new key actor since 1992 is the HIIS, which even if under 
the state control and supervision, acts rather independently on the state’s behalf. 
Th ey hold a monopoly set by law for the compulsory health insurance (CHI) which 
was instituted to divert market fragmentation. Th e state continues exerting a tight 
control over the CHI budget as the Ministry of Finance involves and commits the 
HIIS in the preparation of the comprehensive national budgets. Th e void created by 
the shrinkage in public fi nancing of health insurance was fi lled partly by the sup-
plementary health insurance (SHI) and partly by pure out-of-pocket expenditure. 
Th ese developments were in line with the trends in other countries (e.g. Croatia and 
Estonia see paragraph 8.3). SHI was introduced as eff ectively an insurance against 
co-payments (similar concepts it exist only in Denmark and France). Slovenia was 
faced with another challenge – the overt cream-skimming attempts in the fi eld of 
supplementary health insurance. Th is was reversed through the establishment of 
risk equalisation schemes [8]. Th e other problem that still remains is the lack of a 
cap on co-payments, which makes SHI almost ‘compulsory’ for chronic patients as 
they could still face signifi cant costs.

An area that has clearly not been resolved yet is long term care. While some countries 
have since long tried to address this challenge in a sustainable way, Slovenia kept post-
poning a legal solution involving a separate social insurance system for long term care. 

Primary care remains a priority for health policy makers in Slovenia. Th is is def-
initely in line with the international health policy developments on primary care 
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concepts [8] and policy [9]. An important conceptual change was the introduction 
of the selected personal physician or GP. Th is enabled patients (and all other citi-
zens) to select their own personal physicians based on their own choice. Th e intro-
duction of a personal physician concept together with his/her gate keeping role was 
well accepted [10]. Reforms of hospital reimbursement schemes led to shortening of 
the average length of stay and to quicker discharges of patients with a transfer of care 
to the primary level and an increased workload. However, primary care was not fi -
nancially rewarded for these changes.

If we look at the outcome measures, especially at the healthy life expectancy at 50, 
which has recently been elaborated [11], we can see that Slovenia stands in the fore-
front of the new member states and lies, especially in the case of women, around the 
average of the EU. Th e interplay of diff erent determinants infl uencing healthy life 
years at that point in life has been positive in Slovenia. Other generic outcome indi-
cators, such as life expectancy and infant mortality clearly show a constant improve-
ment. From studies of life expectancy we can see that the gap between Sweden and 
Slovenia got reduced in males from 6.25 years in 1993 to 4.33 years in 2007. Also in 
females similar improvements could be seen – 4.99 years between France and Slov-
enia in 1994, dropping to 2.55 years in 2006. In infant mortality in 2007 Slovenia 
was third aft er Sweden and Finland. 

Slovenia avoided mass privatisation both in the general economy as well as in the 
health sector. Contrary to some other countries, the political situation was domi-
nated by political forces, which preferred a more state- and publicly-owned infra-
structure and fi nancing based on solidarity through a state-controlled social health 
insurance system. Looking at the relationship between privatisation and unemploy-
ment and adult male mortality 1992-1994, we can see that Slovenia has not been sig-
nifi cantly aff ected, even more; it lies below the average for the eff ects of privatisation 
[12]. One of the limitations of making too strong inferences based on that period lay 
in the fact that privatisation was still in its infancy at that point. Controversies con-
tinue over its pace and course. Most of the public’s attention is dedicated to the ways 
of how private delivery of services, especially the part which is fi nanced from pub-
lic funds, is going to be monitored, evaluated and audited. Th is concern is shared by 
external observers and analysts as well [13]. On the other hand, the rising share of 
private expenditures for health is clearly showing a growing trend. Th is is certainly 
a matter of concern, especially since the bigger out-of-pocket and other private ex-
penditures on health are clearly regressive [14] and represent a major challenge to the 
solidarity in the Slovenian health care system.

8.2. Methodological aspects
Th is thesis was developed around three sub-segments of health care and around 

three important topics for health system development in Slovenia over the past two 
decades. Th ere has been a shortage of studies that comprehensively address health 
system changes in Slovenia in the period of political and socio-economic transition 
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(in the 1990s and in the 2000s). In this sense, this thesis is trying to contribute to 
fi lling this void. Several segmental and sub-sectoral analyses were carried out, most-
ly dealing with fi nancing, reimbursement and privatisation of health care delivery. 
Th e context of the changes and the actual transformations in each of the sectors is 
also described in detail in the series ‘European Health Systems in Transition’ [15], 
where the author of this thesis acted as the key author of the book on Slovenia. 

In this thesis a number of diff erent methodologies have been used for data collec-
tion. Firstly, one of the cornerstones of this research is a study of legal, policy and 
policy related documents. Analysis of the legal documents was an important activity 
in the exploration and description for this thesis and it has been used in all six stud-
ies. Some policy goals were defi ned more through legal acts than through a health 
care strategy, which followed only much later (the National Health Plan – Health 
for All by the Year 2004). In some cases the legal framework had only been a pre-
condition, while in others it served as the backbone of its setup and functioning and, 
consequently, of the analytical framework used in the study. Th e socio-political set-
ting and policy documents completed the picture of the diff erent identifi ed periods 
in which reform processes were unfolding. 

Secondly, a survey was carried out amongst managers of PHCCs consisting of 
closed, combined and open-ended questions. Th e survey provided also some quan-
titative data on workforce and service development. Th irdly, semi-structured inter-
views with key stakeholders were used, a method employed in the study of medical 
workforce planning (Chapter 2) and in health policy and health reform develop-
ments (Chapter 7). In both of these two studies interviews were used as a research 
method. Th ey provided the source for positioning of each stakeholder and to study 
their inter-relationships. Th is way interviews contributed to the validation of the 
contextual analysis.

A particular issue was the author’s personal involvement in some of the activities 
otherwise studied in this PhD research work. Th is could have led to potential bias-
es, which were addressed in several diff erent ways:

1. Where possible routine statistical data were used to provide a solid quantita-
tive background to studies in this thesis such as on the developments in health 
workforce (Chapter 2) and the effi  ciency of hospital treatment (Chapter 6).

2. Surveys and interviews were used as information base (Chapters 2, 3 and 7).
3. Validation of the fi ndings in explorative work was sought through the involve-

ment of external reviewers, experts, who provided additional feedback, criti-
cism, comments and suggestions, especially in Chapters 4 and 7.

4. An existing taxonomy and typology was used for the study on privatisation 
(Chapter 5).

5. Health policy reform changes were analysed by combining routine health and 
economic statistical data, reports on the developments in the social sector and 
through participatory observation of the processes, including semi-structured 
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interviews with representatives of all key stakeholders in the health care system 
in Slovenia (Chapter 7).

Several limitations should be noted with respect to the diff erent studies presented 
in this thesis as well as changes occurring aft er studies were published:

1. Th e particular period of study, such as was the case of the health workforce 
study, where no clear policy preference existed for the potential solutions to the 
management of health workforce at the national level.

2. In the case of survey data we were limited by exploring only the side of the man-
agement of PHCCs themselves and not the positions of their counterparts in 
the system – the municipalities, independent practitioners and the HIIS. 

3. We excluded the fi nancial performance data from the public health infrastruc-
ture study, which would show a clearer picture of the transformation of servic-
es and the big variation in public funding. However, this was done by other au-
thors previously and their fi ndings were referenced in the research shown. 

4. Changes in the hospital care were observed using the only dataset that ran for 
more than ten years and provided for an insight into rather delicate changes 
in certain periods. Due to the richness of data and the enhanced motivation 
of providers, it would be useful to be able to analyse the same period with the 
DRG data, but that particular dataset covered just a few years’ time (only aft er 
2003).

5. Finally, all analyses that included some general population health indicators and 
some economic indicators were at the same time limited by their availability.

8.3. Slovenia’s similarities and differences in comparison with 
the other countries of central and Eastern Europe (CCEE) 
In comparing Slovenia with the other CCEE, we can see the following similarities:
1. Adoption of the social health insurance model
2. Reducing the capacity of the hospital sector
3. Redefi ning reimbursement of providers
4. Privatisation of health care delivery
5. Devolution, delegation and decentralisation
In Slovenia the adoption of the social health insurance model was linked to its 

long history dating back to the 1890s when the Austrian Empire adopted the social 
health insurance soon aft er Germany. In a recent article Rechel and McKee [16] an-
alyse health reforms in the entire area of central and Eastern Europe, including the 
former Soviet Union. Th rough the presentation of the basic population health in-
dicators, we can see large disparities across the entire region, Slovenia mostly per-
formed as the best in the region. Th is is in line with the large gap in health expendi-
ture per capita (HE per capita) in 2007, where Slovenia was ahead of Croatia, Czech 
Republic or Hungary by more than 60% and Slovenia’s HE per capita was more 
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than 6 times that of Romania. Life expectancy followed the economic power of 
countries, except in some well known cases (e.g. Albania). In the same year inverse 
rankings were recorded in the case of infant mortality, where Slovenia and Czech 
Republic were best with 3.3 and 3.2 infant deaths per 1,000 live births respective-
ly. Hussey and Anderson [17] discuss options for reform through a comparison be-
tween single- and multi-payer health insurance systems. Th ey clearly stress advan-
tages of single-payer health insurance systems in those countries where tax systems 
are well-functioning. Th ey have an advantage in the effi  ciency of collecting revenues, 
overall cost control and the capacity to subsidise health care for low-income individ-
uals. Th ese also formed the basis of the rationale for a single-payer health insurance 
system also in Slovenia. 

Slovenia’s fi rst neighbour from the Yugoslav federation, Croatia, established a very 
similar system of social health insurance, based on a strong single central insurer, 
which, in their case, also controls the complementary health insurance [18]. Th eir 
share of health expenditure in GDP is higher than that of Slovenia and other coun-
tries in the region. On the other hand, health expenditures were under a lot of pres-
sure by the IMF, which resulted in a reduction of nominal health expenditures by 
9% between 2000 and 2002. Croatia nevertheless preserved a higher percentage of 
publicly funded health expenditure than Slovenia. Contrary to Slovenia, Croatian 
complementary health insurance accumulated high losses due to adverse risk selec-
tion. On the other hand, Slovenia’s containment of public expenditures for health 
care resulted in a slightly declining share of health expenditures in the GDP, which 
were presented in Chapter 6.

Comparing expenditure trends with the developments in Estonia, we see some 
similarities between the two countries. Th e most important among them is the de-
clining share of public sources of fi nancing, in both countries due to a decline in the 
social health insurance’s share. Th e main diff erence between the two countries lies 
in the bigger share of taxes in the total health expenditure in Estonia. In all three 
cases, we have comparable countries with one central insurer (‘Fund’) for compul-
sory health insurance. Because of its smaller size, Slovenia did not follow the idea 
of opening the market for compulsory health insurance. Th e downside of this ap-
proach - otherwise taken up also by Estonia, Lithuania, Croatia, Romania and Bul-
garia – is in the creation of a strong stakeholder, which is also fi nancially powerful 
and develops into an independent policy making force within the health care sys-
tem. Th is in turn requires health policy makers to concentrate on controlling these 
entities more vigorously. 

As we have seen in the chapter on hospital care, the capacity of the Slovenian hos-
pitals was not as large as in other CCEE and, consequently, no major reform has tak-
en place yet. Developments in hospital reform in central and Eastern Europe were 
dealt by Healy and McKee [19], but they did not choose to discuss Slovenia in their 
analysis. Th ey present a number of conceptual issues, especially those related to the 
development of democratic decision making processes in these countries, as well as 
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the changes carried out in the hospital sector in the 15 countries studied. Contra-
ry to the strong role of the central authorities in the countries of the region, in Slov-
enia the state’s role was infl uenced by the strong political pressure of the local au-
thorities. Th is was particularly clear in their interests to prevent the closing down 
of hospitals or even departments. Th is is in clear contrast with the reforms in Esto-
nia, where there was strong political will to rationalise the formerly infl ated hospi-
tal sector [20]. As Slovenia had not introduced a regional administrative structure 
it could not follow on the reforms, such as the one in Slovakia in 2003, where the 
management of a large part of public hospitals was transferred to the regions [21]. 
Slovenia also did not have such a large hospital capacity as some other central and 
Eastern European countries. Hungary is a good example of the inherited situation 
with more than 10 beds per 1000 population in 1990 [22]. Th is gradually reduced 
through a process of regionalisation, where regions were made accountable for their 
own hospital sector.

Reimbursement of providers is a frequent topic of health policy discussions. In 
terms of the entire health system, there were two principal changes – introduction 
of weighted capitation in the primary care and introduction of case-based payments 
and, later, of DRGs into hospitals. As Slovenia adopted the gate-keeping concept in 
primary care, capitation seemed a natural choice for reimbursement. It was not so 
much about preventing a higher number of visits as these are comparable with the 
EU-15 countries. Other challenges surfaced on the provider side – one was in out-
sourcing of laboratory and other diagnostic tests to the outpatient specialist serv-
ices and the other in hospitals, where a solution was sought to replace the previous 
system of bed-days, which resulted in long and unnecessary hospitalisations. DRGs 
were introduced through a top-down process on the initiative of the MoH. Ad-
vance warnings about the adverse eff ects of DRG introduction later materialised in 
coding issues where hospitals found ways of curbing the system through inappro-
priate coding practices (the so-called ‘DRG creep’). Th is was clearly a problem also 
in some other CCEE, as Moreno-Serra and Wagstaff  [23] explain, mostly in those 
who adopted simultaneously a DRG system and reimbursement of GPs by capita-
tion. Systematically, ‘DRG creep’ was studied only in Hungary [24].

Privatisation is another common feature of all countries going through the so-
cio-economic and political transition process. It is a process which was intended to 
reverse the eff ects of nationalisation and expropriation of private property in the 
former socialist countries. In Slovenia the issue of privatisation has always been an 
important political battlefi eld of health policy makers. While there was a rather 
broad agreement that compulsory health insurance would have to remain under full 
public management and control, there was less consensus over the privatisation of 
health care delivery. Privatisation remained focussed on primary care and outpa-
tient specialist care. Th e extent and aims of this process have remained undefi ned 
and a source of controversies. While some authors considered privatisation an op-
tion for less interesting medical posts, others regarded any type of state interfer-
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ence in this ‘market’ as inappropriate or even not permissible. Overall, privatisation 
of health care delivery in Slovenia is modest compared to countries like the Czech 
Republic, Slovakia or Estonia. When comparing only primary care delivery with 
the countries in south-eastern Europe, higher percentages of private providers are 
present in Croatia and Macedonia (between 70 and 85%).

Transfer of powers from the MoH to other actors in the system was not an exclu-
sive or unique feature of the health care reform in Slovenia. It was present in other 
CCEE, most importantly in those coming from the experience of centrally planned 
models of health care. As Yugoslavia had completely devoluted and decentralised 
its health care system in the 1970s, Slovenia brought this experience as its heritage 
into the independent state. Primary care in Slovenia is in the hands of municipali-
ties, both in terms of control and distribution as well as in fi nancing its infrastruc-
ture in public institutions, such as the PHCCs. Th ere were concerns expressed over 
the course of devolution when there was a rapid fragmentation of the former munic-
ipalities as their number rose from 65 to 210. It was clear that the smallest among 
them would not be able to meet the challenge of administering these services and 
would be unable to attract health professionals into certain rural areas. A common 
and one of the most controversial issues is the delegation of some of the former state 
functions to the respective associations and chambers. Th is is the case of the trans-
fer of postgraduate training of medical doctors to the Medical Chamber of Slovenia 
where the MoH kept only a minor regulatory role in the process. Th is phenomenon 
is not limited to Slovenia, but is strongly present also in other countries, such as the 
Czech Republic or Slovakia and in the area of former Yugoslavia. 

Which are the diff erences between Slovenia and the countries in the region? 
1. Primary care reform
2. Public health development
3. Size of the health workforce and the resulting interventions
In contrast to the central planning model of the countries of the Warsaw pact, 

Yugoslavia introduced a strongly decentralised model, based on an important role 
of municipalities. One of the important features of this system was the concept of 
the primary health care centres (PHCCs), which originated in the 1920s. Th e oth-
er important diff erence was in the setting up of a new concept of a generalist physi-
cian with a structured training for GPs emerging in Slovenia and Croatia. Both were 
conceptually diff erent from the polyclinics and physician profi les developed under 
the Semashko concept. PHCCs were following principles of health education and 
health promotion and were putting them into practice in a diff erent economic, so-
cial and historical context. Th ere was no immediate strive for a comprehensive re-
form of primary health care as for example in the Baltic states [25], in particular in 
Estonia[26],[27] and in Lithuania[28]. In Estonia a complete restructuring of pri-
mary care took place, including the new concept of a family physician, new payment 
methods and service contracts for family physicians. In Lithuania the change fo-
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cused on the re-training of all physicians in primary care, especially the district pae-
diatricians, who lost most of their roles to two processes – the demographic changes 
and the new paradigm in primary care. Th e comprehensive GPs in Yugoslavia were 
promoted through PHCCs. Slovenian and Croatia became the fi rst countries to in-
troduce structured specialty training for GPs [29], later to be picked up by Yugosla-
via as a whole. In the 1990s in Serbia the primary care reform had several phases [30] 
with the basic infrastructure remaining preserved, including the concept of diff er-
ent specialists for target populations (e.g. paediatricians for children, gynaecologists 
for women, etc.). PHCCs brought paediatricians and gynaecologists to the prima-
ry care level and required the typical organisation PHCCs. Continued formal sup-
port from health policy for the further continuation of PHCCs raised controversies 
with the MCS. Th ey believed that PHCCs as public institutions were ‘obsolete’ and 
should be replaced by clusters of single-handed practices merged by common inter-
ests. Th e other confl icting issue was the development of GPs as family physicians, 
limiting the infl uence of both paediatricians and gynaecologists. Th ese two dilem-
mas remain unresolved to date and are highly politicised.

Developments in public health in Slovenia have so far been more similar to those 
in the area of former Yugoslavia than in other central and Eastern European coun-
tries. Most of the pre-transition structures in the public health institutes remained 
in place. Changes and new concepts, such as health promotion and health interven-
tions in the local communities, have been successfully launched. Th ese actions were 
steered by the MoH and supported by additional funding from the national budget, 
but it still took 8 years to pass between the launch of the health promotion as a con-
cept until it got institutionally supported by the MoH. Interventions were focussed 
on promoting lifestyle changes and on setting up of screening programmes (cardio-
vascular risk factors, breast and colon cancer). Th e role of the national institute was 
co-ordination of activities and conceptualising interventions, while regional insti-
tutes worked on the practical implementation. Th is is where successful co-operation 
between the regional Slovenian public health institutes and the network of PHCCs 
was established. 

Health workforce and its shortages, especially in the case of medical doctors, den-
tists and nurses, is a feature where Slovenia diff ers from almost all countries going 
through the process of transition. Contrary to the countries coming out of the Se-
mashko’s health care system and contrary to most of the former Yugoslav repub-
lics, Slovenia kept a tight control on the number of admissions to all faculties edu-
cating health professionals. Depending on the movements of health professionals 
from other parts of Yugoslavia, Slovenia experienced additional shortages with the 
outbreaks of war confl icts in Croatia and Bosnia and Herzegovina. Slowness in re-
sponse to this challenge is still felt through widespread shortages of physicians and 
dentists. Th ough an important share of health professionals currently practicing in 
Slovenia got their degrees abroad, the approach to solving shortages was in securing 
suffi  cient numbers of health professionals through domestic production. Immigra-
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tion was signifi cant in the period 1996-2005, aft er which it shows signs of gradual-
ly slowing down. Health policy implications of the shortages and of the approach to 
solving them refl ect in the following problems:

1. Diffi  culties in fi lling medical, dental and some nursing posts in primary care 
and in some general hospitals.

2. Increasing demands on providers to actively search for innovative solutions on 
securing certain services through subcontracting and outsourcing, mostly with 
individual specialists (e.g. shortages of radiologists cause outsourcing needs in 
securing the continued service)

3. Pressures on salaries due to a bigger workload, particularly in smaller environ-
ments, such as smaller PHCCs and smaller clinical departments in general hos-
pitals. Th ese pressures resulted in signifi cant increases in salaries in the period 
1996-1999 and again in 2008-2009. 

When dealing with human resource planning and lacking a health care strate-
gy, there were concerns related to the accession to the EU due to the possibilities 
for mobility of health professionals [31]. Th ere are several projects currently under-
way (e.g. Health Prometheus2), which are going to objectively explore the extent of 
health professional mobility in Europe. Health Prometheus showed that almost 
22% of currently active medical doctors and dentists in Slovenia graduated outside 
of Slovenia (mostly in one of the countries of former Yugoslavia) and the majority of 
them immigrated into Slovenia before 1992.

8.4. Implications for stakeholders in the Slovenian health care 
Findings presented in the six chapters hold a number of implications for the dif-

ferent stakeholders and they are presented below separately for each of the stake-
holders.

8.4.1. Implications for the Ministry of Health (MoH)
Th e MoH has become a handicapped driver in the driving seat of the health sys-

tem in Slovenia. It has been clearly incapable of protecting its governance and stew-
ardship roles, while powers were transferred over to diff erent, old and new, stake-
holders in the system. 

1. Today the MoH has a rather limited role in intervening in the issues and pol-
icies dealt with in this thesis. Th is is particularly true for medical workforce 
planning policies, which are currently one of the key issues of the health system 
(in)stability. 

2. Th e MoH in its governance position needs to keep its regulatory role in pre-
venting two adverse eff ects of inadequate medical workforce planning policies 
– delays in accessing care and equity considerations due to inadequate distribu-
tion of health professionals in the country.

2  Health Prometheus, a project running between 2009 and 2011 with the co-funding of the DG 
Research of the European Commission 
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3. Th e MoH should intervene when an insuffi  cient number of specialty training 
posts is causing delays in accessing care. Th e self-regulatory role of the MCS in-
cludes its responsibility for securing all the required types of medical specialists 
for the needs of the publicly fi nanced system. But this is oft en perceived as too 
limiting and oft en also too self-centred.

4. Primary care delivery is the second area where the MoH’s infl uence is limited 
as this is the function and responsibility of municipalities. But in protecting an 
adequate distribution and equitable access across the country, the MoH has the 
responsibility of correcting inadequacies occurring because of inappropriate de-
cisions by the municipalities.

5. Remodelling of the hospital reimbursement systems is a rather successful story, 
where the MoH could take up a leading role due to the almost exclusive State 
ownership of almost the entire hospital care infrastructure. 

8.4.2. Implications for the health insurers
1. Th e only public insurer, the Health Insurance Institute of Slovenia (HIIS) has 

responsibilities, which enable it to have a considerable impact on the function-
ing of the health care system in Slovenia.

2. Th rough their budgetary planning activities they directly and indirectly defi ne 
the extent of the health professional workforce in the country as professionals 
are mostly salaried and fi nanced predominantly through public funds.

3.  Primary care, which is a continuous health policy and health system priority, 
can only prosper if adequate funding is secured for an evenly distributed serv-
ice across the country. Th e HIIS is less concerned with the micro regulation of 
health care provision at the primary care level since this is a task for the munic-
ipalities and, ultimately, for the MoH.

4. Even as being a public entity they impact the relationship between public and 
private providers at the primary care level as they commission contracts from 
both groups of providers. Th is way the HIIS assumes also the responsibility for 
the preferences expressed through selective purchasing. Th is is still in its initial 
phases in Slovenia, but it may become an important infl uencing factor in the 
near future.

5. Insurance companies, which sell supplementary insurance, need to be aware of 
their public mission [32]. As supplementary insurance is an insurance against 
co-payments, it means that it is closely linked with the compulsory health in-
surance. Th e latter determines the full eff ective price and thus infl uences direct-
ly the expenditures on the supplementary insurance side.

8.4.3. Implications for health professionals
Long term shortages of health professionals, especially medical doctors, dentists 

and nurses are foreseen. 
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1. In the case of medical doctors, the relief will arrive through increases in admis-
sions to the fi rst medical faculty in Ljubljana and through graduates of a recent-
ly established second medical faculty in Maribor. 

2. A rapidly growing network of nursing schools is in place as defi cits of nursing 
professionals were aff ecting the normal functioning of the health care system, 
especially in hospitals. 

3. A signifi cantly increased role of the professional associations in the health care 
system was important due to their new self-regulating role and became compa-
rable to the neighbouring countries (especially Austria and Germany). Th is is-
sue is now being reconsidered due to the controversies about the power and in-
fl uence of the professional associations (‘Chambers’). 

4. With the MoH having a limited role in solving shortages of medical doctors 
and their inadequate distribution in the country, currently the main levers to 
steer these processes are with the MCS. 

5. Th e regulated professions gained the possibility of moving into an independent 
status, which enables them to get a contract with the compulsory health insur-
ance. Even if this process has been slower in Slovenia than in some other CCEE, 
it has still led to some important shift s in the delivery of health care services, es-
pecially making it more fl exible in outpatient specialist care.

8.4.4. Implications for the public health institutes
Th e failure to structurally reform public health institutes (PHIs) had a number of 

consequences:
1. PHIs have only slowly adopted some of the recent concepts of the New Public 

Health agenda, which has limited their adaptability under the new health care 
system.

2. As PHIs have policy support and development as one of their mission, their 
slower adaptability has led to ineffi  ciencies at the health policy level (also with 
the MoH).

3. Th e NIPH will need to redefi ne its strategy and give priority to the changed 
needs and expectations of all users of services, from the MoH to citizens.

4. Regional PHIs will have to further develop their co-operation with the PHCCs 
as they have the leverage for coordination of health promoting and preventative 
activities.

8.4.5. Implications for the health care providers
Th ere are three types of health care providers aft er the reform of 1992 – public 

providers, private providers working for public funds under a concession and private 
providers, which are for-profi t and working predominantly for private funds. Chal-
lenges that the new system poses are grouped accordingly:
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1. Public providers are facing competition for the same funds, though the whole 
system is regulated through limited expansion in the number of providers. At 
the local level they typically depend on the local political situation – sometimes 
they are favoured by the policymakers, sometimes handicapped.

2. Private providers working for public funds got possibilities to compete for these 
sources of fi nance through a high level of regulation. In the outpatient special-
ist services this shift  from for-profi t to a not-for-profi t system has been quite sig-
nifi cant.

3. Private providers working only for private funds are mostly present in dentistry, 
but also in some specialist outpatient care services. Primary care is not attractive 
for purely private providers due to its full coverage under compulsory health in-
surance. Providers are generally facing several challenges:

1. Th e strong role of the HIIS as the only fi nancier of the publicly funded 
health care.

2. Shortages of health professionals, especially medical doctors and dentists, 
but currently still nurses. Th is is particularly demanding for providers in 
remote areas and those who have limited possibilities of providing addi-
tional incentives.

3. Publicly owned providers are rather rigidly controlled by their owners, ei-
ther state or municipalities. Th e levers of modernising management are still 
very limited.

8.4.6. Implications for citizens 
Involvement of citizens and patients in the development of the health system and 

health policy reforms in Slovenia was quite limited. Th e problem lies in the rather 
limited representation of citizens and patients in the decision making bodies of in-
dividual stakeholders and key actors of the health care system. All key actors claim 
they play a role in representing citizens and patients or, at least, in defending their 
rights.

1. Th e HIIS has an assembly with the representation of the insured where 25 out 
of 45 are occupied by the insured. Most of them are nominated by the trade un-
ions, patient organisations, organisations of pensioners and the handicapped. 
In that sense ‘user’ or ‘consumer’ interests are represented in the highest deci-
sion making body of the compulsory health insurance. 

2. Th e MCS claims to defend patient rights through its own complaints’ proce-
dures. But in some of the recent situations these procedures have not proven to 
be really independent, but strongly motivated by the interests of the medical 
profession.

3. Finally, the MoH claims to defend the interests of patients and citizens as it is 
required to secure equal access to health care both in terms of geographical dis-
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tribution as well as in economic terms. Given their limited infl uence these mis-
sions are proving to be increasingly diffi  cult. 

Even such a varied structure proved to be insuffi  cient to protect patient interests, 
which is why the Patient Rights’ Act was adopted. It defi nes in particular patient in-
volvement in the decision making processes that concern their treatment. Given all 
problems with complaints procedures with all key actors and at all levels, it is impor-
tant to stress that a ‘non-fault’ complaint procedure was instituted. Involvement of 
patients in the development of guidelines remains an unfi nished task. 

8.5. Implications for other countries in the region
1. One of the most important lessons based on the study of the transition and the 

transformation of the Slovenian health care system is in the rather successful 
changes, introduced without a complete dismantling of the old system.

2. Slovenia approached shortages in human resources for health by seeking solu-
tions that would stabilise its workforce market through domestic production. 
Foreign doctors were an important addition to the system between 1997 and 
2005. 

3. Stability of primary care services was ensured partly through the preservation 
of the network of the PHCCs, which proved its vitality by taking up tasks re-
lated to health promotion in the community and thus redefi ning their mission. 
It would have been surprising if they had been eliminated simply to satisfy the 
ideas of a system of fragmented single-handed practices, based on the dominant 
role of medical doctors. 

4. Public health infrastructure rigidity may not serve as the best example but it 
does provide some positive experiences in introducing elements of the ‘New 
Public Health’ agenda, such as health promotion in the community and inter-
ventions in improving lifestyles at the regional and community levels.

5. Privatisation is a topic where Slovenia has been more cautious than most oth-
er central and Eastern European countries. With its limits to privatisation of 
health care delivery it shows how the system can remain rather stable and af-
fordable through mixed provision. 

6. An important privatisation lesson for the countries in the region is that Slove-
nia left  very little room to for-profi t providers with the exception of dental care 
providers. Th is way it avoided the setting up of a parallel system of for-profi t 
providers.

7. Hospital care was transformed by combining gradual restructuring and 
changed reimbursement mechanisms, which still yielded signifi cant improve-
ments in terms of shorter ALOS and bigger patient turnover and a shift  to day 
treatments. 

8. Due to its recent history and previous system characteristics shared with the area 
of former Yugoslavia, Slovenia could serve as a potential role model for these 
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countries’ reforms. A number of positive experiences could potentially be used. 
Th is is particularly true of the solutions in health promotion in primary care, in-
novative solutions in the reimbursement of primary and hospital care and in ad-
dressing the topic of human resource management at the national level.

Slovenia reformed its health system in a gradual way through a slow transforma-
tion of the primary care setting, stepwise privatisation of health care delivery, re-
form of hospital reimbursement systems, while responding slowly to the shortages 
of health professionals and incompletely reforming the public health services. Th e 
past developments can be evaluated as successful, but in future there will be a need  
to adopt a long term health care strategy, including a health workforce planning 
mechanism, in order to ensure the an equitable and effi  cient health care system and 
its sustained functioning and fi nancing in order to preserve its positive trends from 
the past 20 years.
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In a period of complex social, political and economic changes health care system 
reforms played a prominent role over the past decades on the policy agendas in 

Central and Eastern European countries. Slovenia was no exception to this wide-
spread reform wave. It followed a cautious path of slow changes and several segments 
of the organisational structure of the old system remained. Th is thesis describes and 
explores reforms and change processes on six diff erent topics of the health care sys-
tem over the past 20 years, putting them in the context of socio-economic trends 
and  regional developments. 

Chapter 1 serves as the general introduction to the thesis. It presents a brief out-
line of Slovenia’s geographical and economic characteristics and of its historical de-
velopment in health care. It then continues with the description of diff erent health 
care and health insurance systems, in order to provide a framework for selecting the 
six topics explored in the thesis and presents the three central research questions:

1. What were the developments in Slovenian health care over the period of the last 
two decades? (the descriptive analyses)

2. What were the relationships between key actors in the system, their interac-
tions and co-operations and their key decisions infl uencing the health system 
transformation? (the explorative analysis)

3. What were the consequences of the main developments in health reform and 
health policy in Slovenia? (the impact evaluation and analyses)



Summary
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On each of the individual six topics - health workforce planning, primary care or-
ganisation, public health infrastructure, privatisation of health care delivery, hospi-
tal care reimbursement reforms and health policy developments - the three research 
questions are addressed. But in doing so, also additional topic-specifi c research ques-
tions are raised and addressed.

Chapter 2 looks at medical workforce planning and  presents a detailed descrip-
tion of the contextual framework, quantitative data on medical workforce develop-
ment, results of interviews with representatives of key stakeholders and outcomes 
of a study of relevant policy documents. Th e contextual framework is based part-
ly on the legal setting of the system and partly on the study of relevant policy doc-
uments. Quantitative data illustrate the developments in medical workforce over 
time and refl ect the diff erent policy approaches taken. Th e State reduced its infl u-
ence through the delegation of a number of tasks to other stakeholders and disagree-
ments appeared on how to pursue the future medical workforce planning. Th is be-
came of increasing importance given the arising shortages of medical doctors in Slov-
enia. A solution to this problem was proposed by forming a national body linked ei-
ther to the Ministry of Health or to the National Institute of Public Health, which 
would be responsible for the co-ordination of activities in the fi eld of medical work-
force planning in Slovenia. Th is would be of particular importance in order to ad-
dress the remaining interregional diff erences in health care provision. A looser state 
control over the educational and health care systems, together with the independ-
ent position of the professional groups, may lead to imbalances over a longer period.

In Chapter 3 changes in primary health care centres (PHCCs) over the transi-
tion period are explored. Th is is done by means of a survey carried out amongst the 
managers of PHCCs. 57 questionnaires representing PHCC catchment areas cov-
ering 93.7% of the Slovenian population were obtained. Th e position of municipal-
ities’ versus PHCCs was reinforced but their role remained ambiguous. While the 
number of employees in PHCCs was reduced by one third and the scope and vol-
ume of services shrank, the capital investments were still ongoing. While PHCCs 
survived well the transition process both structurally as well as functionally, much 
has been left  to local solutions as national guidance has hardly been provided. Th is is 
particularly true for the unstructured approach to system changes in primary care, a 
poorly managed process of privatisation and creation of a monopoly position of the 
HIIS. All of these gave rise to tensions at the local level, where problems should nor-
mally be resolved. PHCCs will need to focus on facing and addressing future chal-
lenges, most importantly preserving and expanding their public health functions, 
increasing effi  ciency and establishing clearly defi ned relations with private provid-
ers.

Processes in the restructuring of the public health infrastructure are discussed in 
chapter 4. While at the beginning of the health care reforms, public health was sup-
posed to be one of the foci of the reform process, it was later decided that it should 
remain intact. Th e chapter presents the results of an in-depth analysis of legislation, 
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policy documents, research reports and other health policy papers related to the 
public health infrastructure in Slovenia. Findings were validated through consult-
ing three external experts on public health in Slovenia. Changes in the public health 
infrastructure were very limited; only few new services were added and health pro-
motion was developed as an institutionalised fi eld. Much eff ort was devoted to fi nd-
ing alternative sources of fi nance, instead of reinforcing national budget funds or 
improved governance. New developments mostly focussed on the building of addi-
tional capacity, such as in health promotion, which raised hopes that some invest-
ment will take place to orient Slovenia’s public health infrastructure more to the 
New Public Health agenda. Contrary to most other central and Eastern European 
countries, Slovenia did not choose to restructure its public health infrastructure, but 
rather gave it a face lift . Th is means that public health institutes will still require at-
tention on increased effi  ciency, professional workforce development (nationally and 
internationally and including networking) and better responsiveness to public’s and 
health policy needs.

Chapter 5 deals with privatisation of health care in Slovenia over the period of al-
most two decades following the political changes. In this study background and na-
ture as well as the facilitating and hindering factors of the privatisation process in 
health care in Slovenia are analysed. As one of the key priorities of the overall polit-
ical changes and as an important ambition of organised health professionals, it re-
ceived a lot of attention by the general public as well as amongst professional circles. 
What happened in Slovenia was a gradual process in which elements of entrepre-
neurship have been introduced into health care. Th e analyses are based on an inter-
nationally accepted taxonomy against which the situation in Slovenia was analysed 
based on available legal and policy documents. Similarly a description of the scope 
and volume of the diff erent types of privatisation was made. As the focus in priva-
tisation was on primary health care (in 2008, 30% of private providers in GP, pri-
mary paediatrics and school medicine services) and health expenditures, controver-
sies continued over its extent. Privatisation of delivery of dental care was much more 
intense since 60% of all providers were private in 2008. Against the background of 
public debate on privatisation of health care delivery the increase in private expen-
ditures for health services reached 27% of the total health expenditure in 2007. Pri-
vatisation initiatives were strongly politically motivated and depend on the politi-
cal will either locally (with municipalities for primary care) or nationally (with the 
MoH for all other services). Privatisation of the public health infrastructure and 
management has so far been marginal. On the other hand, there are strong concerns 
about the future course of privatisation, especially related to equity, fairness and sol-
idarity. 

In chapter 6 hospital care is studied, specifi cally focussing on hospital capacity and 
overall performance measures. Th is study describes the organisation, management 
and developments in the volume and types of care and explores the consequences 
that two policy interventions – introduction of case-based payments and the diag-
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nosis-related groups (DRGs) had on the average length of stay. For this study, rou-
tine statistical data prepared by the National Institute of Public Health, as well as 
strategic and planning documents of the health care reforms were analysed. Th e two 
major reimbursement changes were taken as milestones, which split the observed 
time frame into three distinct periods. Th e latter were compared by carrying out 
a regression analysis. Aft er 20 years of a process of reforms, privatisation of health 
care delivery and its diversifi cation, hospital care remains state-owned and control-
led. Th ere are only a few smaller private in-patient providers with a limited number 
of diagnostic and therapeutic procedures (mostly those that can or may reduce wait-
ing lists!). Capacity in terms of hospital beds shrunk considerably as hospitals had 
to face several reimbursement reforms. With a reduction of hospital beds of around 
20% and with a simultaneous increase in the number of cases by almost 18%, a sig-
nifi cant move was made towards more effi  cient and more performance oriented hos-
pital care in Slovenia. Th is resulted in a shorter average length of stay (ALOS) and 
in an increased turnover of patients. While some believe that this has still not been 
enough, it can be seen as an important achievement of a still totally publically owned 
subsector in health care. All of this signifi cantly contributed also to the reduction 
in waiting lists, especially for the procedures that were favoured by the health poli-
cy priorities. However, all hospitals and all their departments (except one!) still re-
main in place and no initiative to limit the scope of services of any hospital has ever 
been successful. Comparing the period 2001-2003 with the period 1997-2000 fi ve 
variables (diagnosis of a complication, male sex, death of patient, clinical hospital, 
general hospital) were predictors of a reduction in the ALOS, while in the compar-
ison between the period 2004-2007 and 2001-2003 only male sex and death of pa-
tient predicted the reduction of the ALOS. Th e two reimbursement (case-based pay-
ments and DRGs) reforms contributed to these processes to an important, yet not 
decisive, degree. Th is comes partly as a surprise since the introduction of DRGs had 
been promoted as a signifi cant step towards more effi  cient hospital care, contribut-
ing to shortening of waiting lists, among other outcomes. Some of the outcome in-
dicators, such as the ALOS or the hospital throughput, defi nitely show signifi cant 
improvements, greater than those previously elaborated and it has all been achieved 
in an almost exclusively public system. 

Chapter 7 discusses how health care policies in Slovenia over the past two dec-
ades tried to balance equity and effi  ciency. Slovenia’s health reform from 1992 had 
fi ve goals - introduction of a social health insurance system and a system of co-pay-
ments for a range of services, introduction of private practice in health care, devo-
lution of planning and control functions from the State to professional associations 
and municipalities and the introduction of licensing and recertifi cation for health 
professionals. Focussing on fi nancing, a descriptive and explorative analysis of the 
general, demographic, economic and health fi nancing data and the reported data 
on fi nancing structure was carried out. Th e general population health indicators 
for the entire period observed are also presented, while the broader policy context 
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was assessed through participatory observation and the use of semi-structured inter-
views with key national health policy makers in 2001 (the latter serving as a sort of 
a mid-term review). In spite of the diff erent national policy processes running con-
comitantly (some of which were not favourable to health expenditures!), Slovenia 
managed to keep sustainable health care fi nancing at around 8.5% of GDP. How-
ever, this has been done at the expense of a declining trend in share of public fund-
ing, which was in part compensated for by the supplementary health insurance and, 
in part, by the rapidly increasing out-of-pocket expenditures. Th e latter two cate-
gories clearly introduced regressivity to the system. Th is was corrected by subsidis-
ing some preventative and health promotion programmes from the national budget, 
by the introduction of risk-equalising schemes into supplementary health insurance 
and by subsidising supplementary health insurance to the least well-off . All of these 
processes were nurtured by a period of favourable economic development that ena-
bled system’s stable fi nancing and elasticity for additional private expenditures. In 
the 1990s one of the key measures was in restricting the capacity of health care pro-
viders and reinforcing the strong role of the single central insurer. Th ere were few-
er pressures on the system also due to the improved general conditions for popula-
tion health. It is evident that the present fi nancing scheme is unlikely to be sustaina-
ble due to demographic trends and other drivers, which are increasing unmet needs. 
Slovenia’s health care transition took place during a period of favourable econom-
ic developments, which enabled stable fi nancing and by restricting the capacity of 
health care providers. Such an environment assisted in improving the general condi-
tions for population health, thus reducing the pressures on the new system. Th e pre-
vious system transformed into a mixed social health insurance based system, based 
on the strong central insurer, supplemented by a number of insurers, who off er in-
surance against co-payments or, the supplementary health insurance.

In the last chapter, Chapter 8, the Discussion puts the fi ndings of the research 
process in the context of the three research questions. Th e main fi ndings could be 
summarised in the following points:

1. Politically motivated decisions in health policy.
2. Th e absence of a comprehensive health care strategy (in particular clearly speci-

fi ed goals and aims with defi ned targets and indicators).
3. Previously unrecognised shortages of medical doctors, dentists and nurses.
4. Privatisation as the most politicised topic at the expense of a more consistent 

defi nition of goals to be achieved in the process. 
5. A public health infrastructure that was has not transformed in line with the 

‘’New Public Health”ideas. 
6. Improved hospital care as demonstrated by general indicators and a gradual re-

duction of the hospital capacity.
Slovenia was able to achieve signifi cant advances in the population health status 

during the process of intense socio-political and economic changes. It went through 
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a process of health care system transformations, which were the result of political 
preferences, which in turn defi ned their limited scope and depth, especially in com-
parison with other countries going through a process of socio-economic transition. 
Th is brought about a more moderate process of change, less diffi  culties in the func-
tioning of the public arm of health care providers and in the gradual development of 
the private sector working under public funds, thus preventing some of the adverse 
eff ects of privatisation known from other countries. Such developments were partic-
ularly important in view of restrictions imposed by the health workforce shortages, 
shortages in public funding of health care and in solving long-term sustainability of 
the publicly fi nanced health care.

One of the key political and health policy development issues is the harmonisation 
of relations across the key actors in the system. As much as delegation and devolu-
tion of powers and competencies followed the overall trends in Europe, they caused 
important diffi  culties in processes of the day-to-day functioning of the health care 
system. Th e central confl ict in that respect is the confl ict between the public inter-
ests expressed by the offi  cial state policy (MoH) and the organised health profes-
sionals represented by the various professional associations. 

Shortages of health professionals, inadequate co-operation of key actors in man-
aging primary health care delivery, unclear aims of the privatisation processes in 
health care delivery and expenditures, insuffi  cient transformation of public health 
institutions and the need for further improvement in hospital care effi  ciency are all 
issues that remain unfi nished aft er the fi rst two decades of the transition and health 
reform process in Slovenia. As they form cornerstones of any health care system they 
will need to be revitalised and restructured for a more effi  cient and successful health 
care system in the next decades. While signifi cant improvements could be identi-
fi ed in the fi eld of hospital performance and primary care functioning, health pol-
icy makers were slow and undecided in responding to the challenges of privatisa-
tion, health workforce shortages and redefi nition of the public health organisational 
structure. Given these challenges, Slovenia’s future health policy will have to clear-
ly position its long term strategic goals in order to be able to sustain a continued de-
velopment of a modern health care system for the advancing and more demanding 
needs of its population.
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Gedurende een periode van complexe sociale, politieke en economische ver-
anderingen, stonden hervormingen in de gezondheidszorg de afgelopen de-

cennia hoog op de agenda in Centraal- en Oost-Europese landen. Slovenië vormt 
hierop geen uitzondering. Het land volgde een behoedzaam traject van geleidelij-
ke aanpassingen en meerdere onderdelen van de organisatiestructuur van het oor-
spronkelijke systeem bleven gehandhaafd. Dit proefschrift  doet verslag van een stu-
die naar de hervormings- en veranderingsprocessen rond zes verschillende onder-
werpen op het terrein van de Sloveense gezondheidszorg gedurende de afgelopen 20 
jaar en plaatst deze in de context van sociaal-economische trends en regionale ont-
wikkelingen. 

Hoofdstuk 1 fungeert als algemene introductie. Dit hoofdstuk bevat een korte 
schets van de geografi sche en economische kenmerken van Slovenië en de histori-
sche ontwikkelingen binnen de gezondheidszorg. Hierna volgt een beschrijving van 
verschillende zorgstelsels en zorgverzekeringssystemen. Hiermee wordt een kapstok 
geboden voor de keuze van de zes onderwerpen die nader  worden onderzocht. Bo-
vendien worden hier de drie centrale onderzoekvragen gepresenteerd:

1. Welke ontwikkelingen heeft  de gezondheidszorg in Slovenië de afgelopen twee 
decennia doorgemaakt? (beschrijvende analyses)

2. Wat waren de relaties tussen de belangrijkste spelers in het systeem, hun in-
teracties en samenwerkingsverbanden en hun belangrijkste beslissingen die de 



Samenvatting
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hervormingen van de gezondheidszorg hebben beïnvloed? (verkennende ana-
lyses)

3. Wat waren de gevolgen van de belangrijkste ontwikkelingen op het gebied van 
de zorghervorming en het zorgbeleid in Slovenië? (impact analyses)

De drie onderzoeksvragen worden bij elk van de afzonderlijke zes onderwerpen 
gesteld –  beroepskrachtenvoorziening  binnen de gezondheidszorg, organisatie van 
de eerste-lijns zorg, de infrastructuur van de publieke gezondheidszorg, privatise-
ring van de zorg, hervormingen op het gebied van ziekenhuisbudgetten en ontwik-
kelingen met betrekking tot het zorgbeleid. Daarbij komen per hoofdstuk aanvul-
lende, meer onderwerpspecifi eke onderzoeksvragen naar boven die tevens worden 
behandeld.

Hoofdstuk 2 behandelt de beroepskrachtenvoorziening binnen de gezondheids-
zorg en bevat een gedetailleerde beschrijving van het  gehanteerde contextue-
le  raamwerk, kwantitatieve gegevens over de beroepskrachtenontwikkelingen bin-
nen de zorg, resultaten van gesprekken met vertegenwoordigers van de belangrijk-
ste belanghebbende partijen, en de bevindingen van een onderzoek van relevante 
beleidsdocumenten. Het contextuele raamwerk is deels gebaseerd op de wettelijke 
inrichting van het systeem en deels op onderzoek van relevante beleidsdocumen-
ten. Kwantitatieve gegevens illustreren de ontwikkelingen rond beroepskrachten-
voorziening in de zorg en weerspiegelen de verschillende toegepaste beleidsbenade-
ringen. De overheid verkleinde haar invloed door een aantal taken te delegeren aan 
andere belanghebbenden, zoals de artsenorganisatie, en er ontstonden meningsver-
schillen over hoe de beroespkrachtenplanning binnen de zorg in de toekomst moest 
worden geregeld. Het onderwerp won aan belang aangezien er sprake was van een 
oplopend tekort aan artsen in Slovenië. Als oplossing voor dit probleem werd de op-
richting van een nationale instantie voorgesteld die ofwel aan het Ministerie van 
Volksgezondheid ofwel aan het Nationale Instituut voor Volksgezondheid zou wor-
den gekoppeld en verantwoordelijk zou zijn voor de coördinatie van activiteiten op 
het gebied van beroepskrachtenplanning binnen de gezondheidszorg in Slovenië. 
Dit wordt geacht van essentieel belangte zijn om de resterende interregionale ver-
schillen in de levering van zorg aan te pakken. Minder overheidsbemoeienis bin-
nen het onderwijs- en zorgstelsel in combinatie met een onafh ankelijke positie van 
de professionele beroepsgroepen, kunnen over een langere periode echter tot onge-
lijkheden leiden.

In hoofdstuk 3 wordt onderzoek gedaan naar de veranderingen die tijdens de 
overgangsperiode hebben plaatsgevonden in de centra voor eerstelijnsgezondheids-
zorg. Hiervoor werd een enquête gehouden onder managers van centra voor eerste-
lijnsgezondheidszorg. 57 enquêtes werden afgenomen die verschillende werkgebie-
den van de centra voor eerstelijnsgezondheidszorg representeren en 93,7 % van de 
Sloveense bevolking afdekken. De positie van de gemeentes ten opzichte van de cen-
tra voor eerstelijnsgezondheidszorg werd versterkt, maar hun rol bleef dubbelzinnig. 
Terwijl het aantal medewerkers in de centra voor eerstelijnsgezondheidszorg met 
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één derde werd verlaagd en de reikwijdte en het aantal diensten afnam, bleven de ka-
pitaaluitgaven ongewijzigd. Hoewel de centra voor eerstelijnsgezondheidszorg het 
overgangsproces zowel op structureel als op functioneel gebied goed hebben door-
staan, werd veel overgelaten aan plaatselijke oplossingen aangezien er amper sprake 
was van nationaal toezicht. Dit geldt met name voor de ongestructureerde benade-
ring van systeemaanpassingen in de eerste-lijns zorg, een slecht gecontroleerd priva-
tiseringsproces en het creëren van een monopoliepositie voor de zorgverzekeringsin-
stelling van Slovenië. Door al deze factoren ontstonden er spanningen op lokaal ni-
veau, waar problemen normaal gesproken moeten worden opgelost. De centra voor 
eerstelijnsgezondheidszorg moeten zich concentreren op nieuwe uitdagingen, met 
name de handhaving en de uitbreiding van hun dienstenpakket, de vergroting van 
de effi  ciëntie en de opbouw van een duidelijk gedefi nieerd samenwerkingsverband 
met particuliere aanbieders.

In hoofdstuk 4 worden de hervormingsprocessen voor de infrastructuur van de 
publieke  gezondheidszorg besproken. Terwijl de publieke gezondheidszorg in het 
begin van de zorghervormingen één van de focuspunten binnen het hervormings-
proces had moeten zijn, werd later besloten dat deze ongewijzigd zou blijven. In dit 
hoofdstuk worden de resultaten gepresenteerd van een  analyse van wetgeving, be-
leidsdocumenten, onderzoeksrapporten en andere documenten op het gebied van 
gezondheidsbeleid met betrekking tot de infrastructuur van de publieke gezond-
heidszorg in Slovenië. De resultaten zijn gevalideerd aan de hand van gesprekken 
met drie externe experts op het gebied van de publieke gezondheidszorg in Slovenië. 
De veranderingen binnen de infrastructuur van de publieke gezondheidszorg waren 
uieindelijk zeer beperkt. Er kwamen slechts een paar diensten bij en gezondheidsbe-
vordering werd geïnstitutionaliseerd. Er werd veel inspanning geleverd voor het vin-
den van alternatieve fi nancieringsbronnen en juist minder aandacht besteed aan de 
verhoging van nationale budgetfondsen of een verbetering van het beleid. De nieu-
we ontwikkelingen waren hoofdzakelijk gericht op de beschikbaarstelling van aan-
vullende capaciteit, zoals in de gezondheidsbevordering, waardoor er hoop ontstond 
dat investeringen zullen volgen waarmee de zorginfrastructuur van Slovenië meer 
kan worden afgestemd op de nieuwe agenda voor de publieke gezondheidszorg. In 
tegenstelling tot de meeste andere Centraal- en Oost-Europese landen koos Slove-
nië niet voor een herstructurering van de publieke gezondheidszorg, maar werd ge-
kozen voor een facelift  van het bestaande systeem. Dat betekent dat in instellingen 
voor publieke gezondheidszorg nog steeds moet worden gewerkt aan een hogere effi  -
ciëntie en verdere professionalisering (nationaal en internationaal, inclusief netwer-
ken) en dat er beter dient te worden ingespeeld op de behoeft en van het publiek en 
het gezondheidsbeleid. 

Hoofdstuk 5 gaat in op de privatisering van de gezondheidszorg in Slovenië ge-
durende een periode van twee decennia. In dit onderzoek worden zowel de achter-
grond en de aard als de faciliterende en hinderende factoren van de privatisering 
in de gezondheidszorg in Slovenië geanalyseerd. Aangezien privatisering hoog op 
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de politieke hervormingsagenda stond en een belangrijke doelstelling van georga-
niseerde zorgprofessionals vormde, werd deze door het publiek en binnen professio-
nele kringen met veel interesse gevolgd. In Slovenië voltrok zich een geleidelijk pro-
ces waarbij elementen van ondernemerschap in de gezondheidszorg werden inge-
voerd. De analyse methode is gebaseerd op een internationaal erkend analyse kader 
voor privatiserings initiatieven op basis waarvan de situatie in Slovenië werd geana-
lyseerd aan de hand van beschikbare juridische en beleidsdocumenten. Daarnaast 
wordt de reikwijdte en de omvang van verschillende privatiseringsmethoden be-
schreven. Aangezien de focus van de privatisering lag bij de eerste-lijns gezondheids-
zorg (in 2008 30% particuliere aanbieders op het gebied van algemene geneeskun-
de, kindergeneeskunde en medische diensten voor scholen) en zorguitgaven, bleven 
de controverses gedurende de gehele privatiseringperiode bestaan. De privatisering 
van de tandheelkundige zorg was veel ingrijpender. Dat blijkt duidelijk uit de cijfers: 
in 2008 was 60% van alle aanbieders particulier. Tegen de achtergrond van het pu-
blieke debat over de privatisering van de gezondheidszorg stegen de particuliere uit-
gaven voor de zorg in 2007 tot 27% van de totale zorguitgaven. Privatiseringsiniti-
atieven waren sterk politiek gemotiveerd en zijn afh ankelijk van de politieke wil op 
lokaal (gemeenten voor eerstelijnszorg) of nationaal (het Ministerie voor Volksge-
zondheid voor alle andere diensten) niveau. De privatisering van de infrastructuur 
en het management van de publieke gezondheidszorg was tot nu toe marginaal. Aan 
de andere kant bestaan er grote zorgen over het toekomstige verloop van de privati-
sering, met name met betrekking tot billijkheid, gelijkheid en solidariteit. 

In hoofdstuk 6 wordt de ziekenhuiszorg onderzocht, waarbij met name wordt in-
gegaan op de ziekenhuiscapaciteit en algemene prestatie-indicatoren. Dit onderzoek 
beschrijft  de organisatie, het management en de ontwikkelingen in de omvang en 
soorten ziekenhuis zorg en onderzoekt het eff ect van twee beleidsinterventies - de 
invoering van een prestatieafh ankelijk ziekenhuisbudget en diagnosegerelateerde 
groepen – op de gemiddelde verblijfsduur. Voor dit onderzoek werden standaard sta-
tistische gegevens van het Nationale Instituut voor Volksgezondheid en strategische 
en planningsdocumenten van de zorghervormingen geanalyseerd. De twee groot-
ste veranderingen in vergoedings methodiek werden als mijlpaal gebruikt, waardoor 
het onderzochte tijdvak in drie duidelijke perioden kon worden onderverdeeld. De 
drie tijdvakken werden vergeleken aan de hand van een regressieanalyse. Na 20 jaar 
van hervormingen, privatisering van de gezondheidszorg en diversifi catie, blijft  de 
ziekenhuiszorg in handen van de overheid. Er bestaan slechts een paar kleinere par-
ticuliere ziekenhuizen die een beperkt aantal diagnostische en therapeutische inter-
venties  aanbieden (doorgaans procedures waarmee de wachtlijsten kunnen of zou-
den kunnen worden verkleind). De capaciteit in termen van ziekenhuisbedden daal-
de aanzienlijk, aangezien ziekenhuizen te maken kregen met verschillende verande-
ringen in de vergoedingsmethodiek. Op grond van een vermindering van het aantal 
ziekenhuisbedden met ongeveer 20% en een gelijktijdige stijging van het aantal pati-
enten met bijna 18% werd een duidelijke stap gezet in de richting van een effi  ciënte-
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re en meer prestatiegerichte ziekenhuiszorg in Slovenië. Dit leidde tot een kortere ge-
middelde verblijfsduur en een verhoogde patiëntendoorstroming. Terwijl sommige 
van mening zijn dat dit nog steeds niet voldoende is, kan dit proces toch worden be-
schouwd als een belangrijke prestatie van een subsector binnen de gezondheidszorg 
die nog steeds volledig in handen is van de staat. Al deze ontwikkelingen hebben 
tevens een belangrijke bijdrage geleverd aan de verkorting van de wachtlijsten, met 
name voor ingrepen die hoog op de agenda voor het zorgbeleid stonden. Alle zie-
kenhuizen en al hun afdelingen (met uitzondering van één) blijven echter gehand-
haafd en tot nu toe is geen enkel initiatief voor de beperking van het dienstenpak-
ket van ziekenhuizen succesvol gebleken. Wanneer men de periode 2001-2003 ver-
gelijkt met de periode 1997-2000, blijken vijf variabelen (diagnose van een compli-
catie, mannelijk geslacht, overlijden van een patiënt, klinisch ziekenhuis, algemeen 
ziekenhuis) een voorspellende factor te zijn voor de verlaging van de gemiddelde ver-
blijfsduur. Bij de vergelijking van de perioden 2004-2007 en 2001-2003 blijken ech-
ter alleen een mannelijk geslacht en het overlijden van een patiënt een voorspellen-
de factor voor de verlaging van de gemiddelde verblijfsduur te zijn. De twee hervor-
mingen op het gebied van vergoedingen (prestatieafh ankelijk ziekenhuisbudget en 
diagnosegerelateerde groepen) leverden weliswaar een belangrijke bijdrage aan deze 
processen, maar het is nog niet exact duidelijk tot op welke hoogte. Dit is deels ver-
rassend aangezien de invoering van diagnosegerelateerde groepen werd aangeprezen 
als een belangrijke stap in de richting van een effi  ciëntere ziekenhuiszorg en korte-
re wachtlijsten. Enkele van de resultaatindicatoren, zoals de algemene verblijfsduur 
of de patiëntendoorstroming van ziekenhuizen, laten grotere verbeteringen zien dan 
verwacht. Bovendien werden deze resultaten ook nog eens gerealiseerd in een bijna 
volledig publieke sector. 

In hoofdstuk 7 wordt beschreven hoe men in Slovenië gedurende de afgelopen 
twee decennia via het zorgbeleid heeft  geprobeerd voor meer billijkheid en effi  ciën-
tie te zorgen. De Sloveense zorghervorming had vijf doelstellingen – de invoering 
van een sociaal zorgverzekeringsstelsel en een systeem voor een eigen bijdrage voor 
een aantal diensten, de invoering van particuliere praktijken in de gezondheidszorg, 
de overdracht van plannings- en toezichtfuncties van de staat aan professionele in-
stellingen en gemeenten, en de invoering van een licentie- en hercertifi cieringspro-
cedure voor zorgprofessionals. Er werd een beschrijvende en verkennende analyse 
uitgevoerd op basis van  algemene, demografi sche en economische gegevens en ge-
gevens over de fi nanciering van de gezondheidszorg. Voor de gehele periode worden 
tevens de algemene indicatoren voor de volksgezondheid gepresenteerd. De bredere 
beleidscontext werd geanalyseerd aan de hand van participerende observatie en se-
mi-gestructureerde interviews met belangrijke nationale beleidsmakers voor de ge-
zondheidszorg in 2001 (dit laatste diende als een soort tussentijdse beoordeling). 
Ondanks de verschillende nationale beleidsprocessen die zich tegelijkertijd voltrok-
ken (waarvan sommige geen gunstig eff ect hadden op de zorguitgaven), bleek Slove-
nië in staat de duurzame fi nanciering van de gezondheidszorg op 8,5 % van het bru-
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to binnenlands product te houden. Dit ging echter ten koste van de dalende trend 
in overheidsuitgaven. Dit werd deels gecompenseerd door de aanvullende ziektekos-
tenverzekering en deels door de snel stijgende out-of-pocket-uitgaven. De twee laat-
ste categorieën hebben duidelijk voor regressiviteit in het systeem gezorgd. Dit werd 
gecorrigeerd door de subsidiëring van enkele preventieve en gezondheidsbevorde-
rende programma’s via het nationaal budget, door de introductie van risicoverde-
lingsregelingen in de aanvullende ziektekostenverzekering en door de subsidiëring 
van een aanvullende ziektekostenverzekering voor de zwaksten in de samenleving. 
Al deze processen werden bevorderd door een periode van gunstige economische 
ontwikkelingen waardoor een stabiele fi nanciering van het systeem en ruimte voor 
aanvullende particuliere uitgaven mogelijk was. In de jaren 90 was één van de be-
langrijkste maatregelen de beperking van de capaciteit van zorgverleners en de ver-
sterking van de rol van één enkele centrale verzekeraar. Er lag minder druk op het 
systeem, onder andere dankzij de verbeterde volksgezondheid. Het is duidelijk dat 
het huidige fi nanciële beleid niet houdbaar is op grond van demografi sche trends en 
andere factoren, waardoor er steeds vaker niet kan worden voldaan aan de heersen-
de behoeft en. De hervorming van de gezondheidszorg in Slovenië vond plaats in een 
tijd van gunstige economische ontwikkelingen, waardoor een stabiele fi nanciering 
en een beperking van de capaciteit van zorgverleners mogelijk was. Dergelijke om-
standigheden waren gunstig voor de verbetering van de volksgezondheid, zodat de 
druk op het nieuwe systeem afnam. Het oorspronkeljke systeem veranderde in een 
gemengd, sociaal zorgverzekeringsstelsel op basis van een sterke centrale verzeke-
raar, aangevuld met een aantal verzekeraars die een verzekering aanbieden met eigen 
bijdragen, of een aanvullende ziektekostenverzekering.

In hoofdstuk 8, het laatste hoofdstuk, worden de bevindingen van het onderzoek-
proces in de context van de drie onderzoeksvragen geplaatst. De belangrijkste bevin-
dingen over de onwikkeleingen in de Sloveense gezondheidszorg kunnen worden sa-
mengevat in de volgende punten:

1. Politiek gemotiveerde beslissingen op het gebied van zorgbeleid.
2. De afwezigheid van een doordachte zorgstrategie (met name duidelijk gespeci-

fi ceerde doelstellingen en doelstellingen met gedefi nieerde targets en indicato-
ren).

3. Eerder niet opgemerkte tekorten aan artsen, tandartsen en verplegers/verpleeg-
sters.

4. Privatisering als het meest gepolitiseerde onderwerp van discussie en het gelijk-
tijdig ontbreken van een consistente omschrijving van doelstellingen die met 
privatisering moeten worden gerealiseerd. 

5. Een infrastructuur voor de publieke gezondheidszorg die niet is aangepast aan 
ideeën rond “New Public Health”. 

6. Verbeterde ziekenhuiszorg zoals blijkt uit algemene indicatoren en een geleide-
lijke verlaging van de ziekenhuiscapaciteit.
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Slovenië is erin geslaagd de volkgezondheid aanzienlijk te verbeteren gesurende 
een tijd van diepgaande sociaal-politieke en economische veranderringen. Het land 
doorliep een proces van hervormingen van het zorgstelsel die het resultaat waren 
van politieke voorkeuren die bepalend waren voor de beperkte omvang en inhoud 
van de hervormingen, met name in vergelijking met andere landen die soortgelijke 
sociaaleconomische veranderingen doormaakten. Dit alles zorgde voor een geleide-
lijk veranderingsproces, minder moeilijkheden met het functioneren  van zorgver-
leners en een geleidelijke ontwikkeling van de particuliere sector die met overheids-
geld wordt gefi nancierd. Hierdoor konden bepaalde negatieve eff ecten van de pri-
vatisering worden voorkomen die wel in andere landen zijn opgetreden. Dergelijke 
ontwikkelingen waren met name belangrijk met het oog op tekorten aan zorgper-
soneel, tekorten in de overheidsfi nanciering van de gezondheidszorg en de waarbor-
ging van een duurzaam door de overheid gefi nancierde gezondheidszorg. 

Een van de belangrijkste ontwikkelingen op het gebied van politiek en zorgbeleid 
was de harmonisatie van de relaties tussen de belangrijkste spelers binnen het sys-
teem. . Het centrale onderliggende confl ict is de spanning tussen het publieke be-
lang dat tot uiting komt in het offi  ciële staatsbeleid (Ministerie van Volksgezond-
heid) en de belangen van de  zorgprofessionals die worden vertegenwoordigd door 
diverse professionele instanties. 

Tekorten aan zorgpersoneel, een inadequate samenwerking tussen de belangrijk-
ste spelers voor de levering van eerste-lijns zorg, onduidelijke doelstellingen binnen 
het privatiseringsproces op het gebied van gezondheidszorg en uitgaven, onvoldoen-
de aanpassing van de zorginstellingen en de noodzaak voor aanvullende verbeterin-
gen in de ziekenhuiszorg - dit zijn allemaal zaken die in twee decennia zorghervor-
ming in Slovenië nog niet volledig zijn opgelost. Terwijl er aanzienlijke verbeterin-
gen zijn gerealiseerd op het gebied van ziekenhuisprestaties en de eerste-lijns zorg, 
hebben beleidsmakers traag en onbeslist gereageerd op de uitdagingen van de pri-
vatisering, tekorten aan zorgpersoneel en de herdefi niëring van de organisatiestruc-
tuur van de publieke gezondheidszorg. Naast het hanteren van deze uitdagingen 
dient het zorgbeleid van Slovenië op de lange termijn duidelijke, strategische doel-
stellingen te formuleren om een permanente ontwikkeling van de gezondheidszorg 
te kunnen blijven waarborgen die aansluit op de  veranderende behoeft en van de  be-
volking.
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This thesis is a result of a long process in which its components were developed 
and produced. Th e positive aspect of this process is that many ongoing de-

velopments could be incorporated in the contents. And this is what remains as the 
main message from this work and which I will keep as a stimulus for further work.
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Dit proefschrift  is het resultaat van een langdurig proces waarin de afzonder-
lijke onderdelen zijn uitgewerkt en vastgelegd. Het positieve aspect van dit 

proces is dat veel actuele ontwikkelingen in het proefschrift  konden worden ver-
werkt. En dit zal de hoofdboodschap van dit werkstuk zijn en dit zal ik als een prik-
kel voor toekomstige proefschrift en gebruiken.

Als eerste wil ik bij dezen mijn promotor, Niek Klazinga, bedanken. Ik heb zijn 
colleges voor het eerst gevolgd tijdens een zomercursus van het NIHES (Nether-
lands Institute for Health Sciences) in 1996 in Rotterdam. Feitelijk werd ik door zijn 
college over de personeelsplanning binnen de gezondheidszorg aangezet om hier in 
1998 mijn masteropleiding te volgen. Het leek toen bijna ‘vanzelfsprekend’ om via 
dezelfde weg ook mijn PhD te behalen. Dankzij zijn heldere denkwijze, de prettige 
sfeer die hij tijdens de interactie met studenten weet te scheppen, maar vooral dank-
zij zijn scherpzinnige commentaar en verstandige begeleiding kunnen zijn studen-
ten alleen maar bijleren en vooruitgaan. Wat nog veel belangrijker is: door zijn aan-
pak ontwikkelen studenten hun eigen onderzoeksvaardigheden en dat is toch uit-
eindelijk het belangrijkste doel van een postgraduale studie. Tijdens dit langdurige 
proces ondersteunde hij mij en moedigde hij mij aan, en ik ben blij dat wij dit geza-
menlijke doel hebben bereikt.

Ik wil bij dezen ook mijn instituut bedanken, het Nationaal Instituut voor de 
Volksgezondheid in Slovenië, waar ik sinds 1992 werkzaam ben en waar ik mijn on-
derzoeksactiviteiten heb uitgevoerd. Een speciaal dankwoord gaat naar de directeu-
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ren van het instituut, Metka Macarol Hiti, Andrej Marušič, Ada Hočevar Grom, 
Nina Pirnat en Marija Seljak, die mij allen steunden en mij de buitengewone moge-
lijkheid boden om in een dergelijke enerverende en uitdagende omgeving te werken. 
Ik wil ook mijn naaste collega’s danken die zich bezighouden met gezondheidszorg-
systemen en gezondheidsbeleid, en met name mijn jongere collega, Rade Pribaković 
Brinovec, die mij zeer geholpen heeft  door regelmatig werk over te nemen, zijn bij-
drage te leveren aan veelvuldige productieve en uitdagende discussies en voor het 
aandragen van nuttige tips en opmerkingen.

Als laatste wil ik mijn familie danken en dan met name mijn ouders, mijn moeder 
Marija en vader Roman, die deze dag helaas niet meer kan meemaken; en alle men-
sen die mij dierbaar zijn en die het ontstaansproces van dit proefschrift  van dicht-
bij hebben meegemaakt. Ik wil hen ervoor danken dat ze in mij hebben geloofd en 
dat zij begrip hadden voor de hoeveelheid werk die ik moest verzetten en het doel 
dat ik heb nagestreefd. Ik wil u alleen danken dat u bent gekomen en dat u mij ook 
hebt gesteund als de zaken er minder rooskleurig voorstonden. Uw steun heeft  mij 
in staat gesteld om door te zetten.
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19 June 1961 Born in Ljubljana, Slovenia
1976-1980 Poljane High School, Ljubljana, Slovenia
1981-1989 Medical Faculty in Ljubljana
1990-1992 Medical doctor at the Department of vas-

cular diseases
1992-present National Institute of Public of Slovenia
1992-present Researcher registered with the Agency for 

Research of the Republic of Slovenia in 
public health and health services research 
at the Centre for health care organisation, 
economics and informatics, today Centre 
for health system analyses

1997-2003 Head of the Centre for health care organi-
sation, economics and informatics

2001-present Member of the Health Council, advisory 
body to the Minister of Health of Slovenia

Postgraduate training and education:
1994-1997 Specialisation in Social Medicine; fi nal the-

sis on medical workforce planning



Curriculum 
Vitae - English
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1998-1999 Master of Science at the Netherlands Insti-
tute for Health Sciences, Erasmus Medical 
Center, Rotterdam

2000-2001 Doctorate of Sciences at the Netherlands  
Institute for Health Sciences, Erasmus 
Medical Center, Rotterdam
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19 juni 1961 Geboren in Ljubljana, Slovenië
1976-1980 Middelbare school Poljane, Ljubljana, Slo-

venië
1981-1989 Faculteit der geneeskunde in Ljubljana
1990-1992 Arts op de afdeling voor vasculaire aandoe-

ningen
1992-heden Nationaal Instituut voor de Volksgezond-

heid in Slovenië
1992-heden Onderzoeker geregistreerd bij het onder-

zoeksinstituut van de republiek Slovenië op 
het gebied van de volksgezondheid en de ge-
zondheidszorg en werkzaam bij het centrum 
voor de organisatie van de gezondheidszorg, 
economie en informatica, tegenwoordig cen-
trum voor de analyse van gezondheidszorg-
systemen

1997-2003 Hoofd van centrum voor de organisatie van 
de gezondheidszorg, economie en informa-
tica



Curriculum 
Vitae - nederlands
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2001-heden Lid van de gezondheidsraad, adviesorgaan 
voor de Minister van Volksgezondheid van 
Slovenië

Postgraduale opleiding:
1994-1997 Specialisatie in sociale geneeskunde;  scriptie 

over personeelsplanning binnen de gezond-
heidszorg

1998-1999 Master of Science aan het NIHES (Nether-
lands Institute for Health Sciences), Erasmus 
Medical Center, Rotterdam

2000-2001 Doctorate of Sciences aan het NIHES (Ne-
therlands Institute for Health Sciences), 
Erasmus Medical Center, Rotterdam
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