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Preface

that provide a detailed description of a health system and of reform

and policy initiatives in progress or under development in a specific
country. Each profile is produced by country experts in collaboration with the
Observatory’s staff. In order to facilitate comparisons between countries, the
profiles are based on a template, which is revised periodically. The template
provides detailed guidelines and specific questions, definitions and examples
needed to compile a profile.

The Health Systems in Transition (HiT) profiles are country-based reports

HiT profiles seek to provide relevant information to support policy-makers
and analysts in the development of health systems in Europe. They are building
blocks that can be used:

e tolearn in detail about different approaches to the organization, financing and
delivery of health services and the role of the main actors in health systems;

e to describe the institutional framework, the process, content and
implementation of health care reform programmes;

¢ to highlight challenges and areas that require more in-depth analysis;

e to provide a tool for the dissemination of information on health systems and
the exchange of experiences of reform strategies between policy-makers and
analysts in different countries;

* to assist other researchers in more in-depth comparative health policy
analysis.

Compiling the profiles poses a number of methodological problems. In many
countries, there is relatively little information available on the health system and
the impact of reforms. Due to the lack of a uniform data source, quantitative
data on health services are based on a number of different sources, including
the European Health for All database, national statistical offices, Eurostat, the
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Organisation for Economic Co-operation and Development (OECD) Health
Data, the International Monetary Fund (IMF), the World Bank, and any other
relevant sources considered useful by the authors. Data collection methods
and definitions sometimes vary, but typically are consistent within each
separate series.

A standardized profile has certain disadvantages because the financing
and delivery of health care differs across countries. However, it also offers
advantages, because it raises similar issues and questions. The HiT profiles
can be used to inform policy-makers about experiences in other countries that
may be relevant to their own national situation. They can also be used to inform
comparative analysis of health systems. This series is an ongoing initiative and
material is updated at regular intervals. Comments and suggestions for the
further development and improvement of the HiT series are most welcome and
can be sent to info@obs.euro.who.int.

HiT profiles and HiT summaries are available on the Observatory’s web site
at www.eurowho.int/observatory. A glossary of terms used in the profiles can be
found at the following web site: www.euro.who.int/observatory/glossary/toppage.
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Abstract

that provide a detailed description of a health system and of policy

initiatives in progress or under development. HiTs examine different
approaches to the organization, financing and delivery of health services and the
role of the main actors in health systems; describe the institutional framework,
process, content and implementation of health and health care policies; and
highlight challenges and areas that require more in-depth analysis.

The Health Systems in Transition (HiT) profiles are country-based reports

Life expectancy in Slovenia has improved since 1993, reaching 78.5 years
in 2007. This value is comparable to those of other European Union (EU)
Member States (those belonging to the EU prior to 2004, plus those joining the
EU on 1 May 2004 (EU25)), but slightly below the average of the EU Member
States before the enlargement of May 2004 (EU15) and significantly above the
respective average value of the countries that joined the EU in May 2004 and
January 2007 (EU12). Health care services in Slovenia are financed mainly by
contributions to compulsory health insurance, premiums for voluntary health
insurance (VHI) and through taxes. Although entitlement to health care services
is universal in Slovenia, access to some health care services is limited due to
lack of providers (for example, dental care) or long waiting times (for example,
for certain operations). Health care services at the primary level are provided
mainly by state-owned primary health care institutions as well as by independent
general practitioners (GPs). Providers of primary health care act as gatekeepers
for specialist services.

Slovenia’s health care system has undergone major changes since the country
achieved independence in 1991 (Albreht et al. 2002). This momentum of constant
change was retained during the period from 2002 to 2007 and was based on a
White paper published by the Ministry of Health and on the World Bank project
“A Management Model or Health Care”. Reform policy during this period
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included, inter alia, reform of health care financing (for example, payment for
hospital services is now based on diagnosis-related groups (DRGs)); introduction
of clinical guidelines by the Ministry of Health to increase quality of health care;
cancellation of compulsory insurance (Health Insurance Institute of Slovenia
(HIIS)) debts; and subsequent introduction of a convergence programme to
limit HIIS expenditure. Furthermore, a risk-equalization scheme for VHI was
introduced in 2005, which aims to reduce cream-skimming between voluntary
health insurers and to equalize the variations in risk structure between private
health insurance companies.
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Executive summary

Mediterranean Sea and the Balkans. It is a democratic parliamentary

republic and a member of the North Atlantic Treaty Organization (NATO)
and the European Union (EU). Legislative power is executed by means of a
bicameral system, in the form of the National Assembly (DrZavni zbor), the
90 deputies of which are elected for a period of four years; and the National
Council (Drzavni svet), the 40 members of which are elected for a period of
five years. Executive power is exercised by the Government, the most recent
incarnation of which was formed in November 2008, following the general
elections which took place on 21 September 2008. A new majority appeared,
led by the Social Democratic Party (SD), which then formed a coalition with
“Zares —new politics”, the Democratic Party of Pensioners of Slovenia (DeSUS)
and the Liberal Democratic Party of Slovenia (LDS). The second political tier
consists of 210 local municipalities. In early 2009 there is no intermediary
administration at the regional level, but this is expected to change with the
introduction of regions with legislative powers. Since regaining independence
in 1991, the political environment has been stable enough to implement various
economic and social sector reforms which aim to further ensure stability.

S lovenia is located between the Alps, the Pannonian Plain, the

Slovenia has enjoyed continuous annual economic growth since 1992,
supporting the overall convergence process. Several positive trends are observed
in the economic environment (for example, the unemployment rate decreased
to 7.7% in 2007; gross domestic product (GDP) growth was 5.4% the same
year). Slovenia entered the Euro zone on 1 January 2007, as the first of the new
EU Member States, having fulfilled the conditions set forth by the Maastricht
Treaty.

Slovenia has a population of 2.03 million (2008), approximately half of whom
live in urban areas. Since the 1980s a decreasing birth rate has been observed,
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which is slightly above the death rate at the time of writing. The life expectancy
for women was 82.1 in 2007 and 74.8 years for men. This is comparable to
those of other EU Member States (EU25). As in other European countries the
population is ageing rapidly.

Morbidity and mortality data show that Slovenia experiences the same
respective characteristics as other European countries in western and central
Europe. Diseases of the circulatory system are the most common cause of
death in the country, causing almost 38.8% of all deaths in 2007. Incidences
of communicable diseases in Slovenia are quite low, which is — amongst
other things — due to traditionally good immunization coverage. However,
very high rates of suicide (18.4 per 100 000 in 2007, albeit down from 22
per 100 000 in 2005), especially among marginalized members of society,
are a matter for concern.

Organization and regulation

The steward of the health system in Slovenia is the Ministry of Health. The
organizational structure within the health system is advanced and comprises
numerous actors, including various agencies under the Ministry of Health (such
as the Health Inspectorate); public independent bodies (such as the Health
Insurance Institute of Slovenia (HIIS), Institute of Public Health of the Republic
of Slovenia (IPH-RS)); (publicly owned) hospitals and primary care centres,
as well as private providers of health services; and various nongovernmental
organizations (NGOs) and professional associations. Experts from the Ministry
of Health fulfil a role of supervision and control within the system, which has
been gradually decentralized to different stakeholders. Fundamental reforms
aiming to build up a modern health system were carried out in 1992. These
consisted mainly of the introduction of compulsory health insurance; an
approval process for private practice in the field of health care; introduction
of co-payments for health care services; and a (re-)introduction of professional
associations (such as the Medical Chamber and the Pharmaceutical Chamber).
These major reforms were followed by a period of implementation and further
adjustments of the health system. Recent reforms included, amongst others,
the introduction of the diagnosis-related group (DRG) system for payment
of hospital services; development and implementation of patient pathways to
enhance quality of treatment; and introduction of a risk-equalization scheme for
providers of complementary voluntary health insurance (VHI). Long waiting
times, especially for dental services and some specialized services and surgeries
remain a problem still to be solved within the Slovene health care system.
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Financing

Since 1992 Slovenia has had a Bismarckian type of a social insurance system,
based on a single insurer for statutory health insurance, which is fully regulated
by national legislation and administered by the HIIS. Health care expenditure
of the HIIS represented 67.1% of total health expenditure and 92.9% of public
health expenditure in 2006. The Ministry of Health is responsible for financing
health infrastructure for hospitals and other health services and programmes
at the national level, as well as covering health services of individuals without
income. The role of local municipalities in health financing is relatively small
and limited to the provision and maintenance of health infrastructure at the
primary care level (that is, primary health care centres, public pharmacies and
health stations).

VHI premiums and household out-of-pocket (OOP) spending represent
private sources of funds and accounted for approximately 28% of the total
health care funding in 2006. In the context of gradual reduction of health
financing by public entities, voluntary complementary health insurance,
which covers patients’ co-payments, extended to approximately 85% of the
population in 2006 (children under 18 years and students under 26 years are
excluded from co-payments). To avoid cream-skimming by voluntary health
insurers and to equalize the variations in risk structure between private health
insurance companies, a risk-equalization scheme was introduced in 2005
that ensured equal premiums for all insured individuals, no matter what age
group they fall into.

The core purchaser of health care services for insured individuals is the HIIS,
which is an autonomous public body. The health insurance system is mandatory,
providing universal coverage (98.5% of the population). Contributions are
related to earnings from employment, although coverage is also provided for
non-earning spouses and children of the contributing members. Since January
2002 the compulsory health insurance contributions of the employed are 13.45%
of their gross income and are shared between the employer (6.56%) and the
employee (6.36%). However, the employer pays an additional 0.53% to cover
for workplace-related injuries and occupational diseases.

Primary health care services within the public health care network are paid
for through a combination of capitation and fee-for-service payments, while
outpatient specialized care is paid for by fee-for-service payments only. Payment
for acute inpatient care is based on DRGs, whereas payment for non-acute
inpatient care is calculated by number of bed days per stay. The volumes of
these programmes of services is prospectively determined, hence the payment
for the respective services is constrained by this.
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Physical and human resources

At the end of 2006 there were 29 hospitals in Slovenia, which are almost all
publicly owned and have largely been refurbished since the late 1970s. Due
to intensified treatment of acute patients and patients in planned care, as well
as a planned shift to a more outpatient-oriented care, the overall number of
hospital beds decreased gradually by approximately 33%; from 695 per 100 000
population in 1980 to 466 per 100 000 in 2007. A reduction in the average length
of stay (from 10.4 days in 1995 to 6.8 days in 2007) due to the introduction of
DRGs increased the turnover of patients and hence decreased the demand for
hospital beds. The number of hospital beds is now considered adequate for the
population, and their geographical distribution is regarded as even, although
access to secondary care is not considered to be satisfactory in central Slovenia.
The number of acute hospital beds was reduced substantially since the early
1990s and reached 377 beds per 100 000 inhabitants in 2007, which was slightly
below the EU average of 395 per 100 000 inhabitants in the same year.

Slovenia has a developed infrastructure for primary care that builds on
general practitioners (GPs) and nurses, who are mainly employed in publicly
owned primary care facilities. By the end of 2004 there were 64 primary health
care centres and 69 primary health stations. These are distributed evenly across
the country, which means that a primary health care facility is accessible within
a distance of 20 km from almost all locations in Slovenia. Commissions and
inspectorates of the Ministry of Health are responsible for the development of
structural standards for health care facilities and carry out inspections of newly
established facilities. However, there is no existing official system of maintenance
monitoring of health facilities at the time of writing.

Considering the specifics of the Slovene health care system in 20006, the level
of human resources for health care provision in the country was considered
to be adequate. However, based on prospective demography data and figures
concerned with the development of the medical profession itself, shortages of
physicians in certain regions are predicted for the near future. Nevertheless, due
to an increase in the number of graduates from the Medical Faculty in Ljubljana,
along with migration of health professionals from parts of former Yugoslavia,
the numbers of physicians in Slovenia increased steadily from 199 per 100 000
in 1990 to 237 per 100 000 in 2006. However, Slovenia still has a significantly
smaller number of physicians per capita than most EU and central and eastern
European (CEE) countries.

Responsibility for planning of numbers of health care professionals rests with the
Ministry of Health (that is, the Health Council proposes recommendations on the
number of health professionals), while medical training for doctors is provided by the
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Medical Faculties in Ljubljana and Maribor. Basic education leading to a university
degree of medical doctors takes six years, followed by an obligatory 6-month
internship. The main challenges are to adjust the number of qualified professionals
in the health care sector to be able to manage future workforce demands.

In 1999 the health insurance card was introduced. This was an important
technological step because, with its introduction almost all providers working
under contract with the HIIS were joined in a network that is provided, sustained,
managed and coordinated by the HIIS. This was followed by the “e-health
2010 strategy”, which was prepared by the Ministry of Health in 2005 and
describes the state of information technology (IT) in health care at that time,
defines strategic goals (for example, to enable health professionals access to key
information in electronic medical records and other databases, and so on) and
proposes the activities required to reach these goals up to the year 2010.

Provision of services

Reforms which started in the early 1990s introduced the principles of a
purchaser—provider split, strengthening primary care and free choice of one
personal primary care provider. As a result, the Slovene health care system is
built around countrywide family medicine-centred primary care, with specially
trained doctors and nurses. Primary care is provided by public primary health
care centres (including emergency medical aid and general practice), health
stations and an increasing number of private GPs who participate in the
public health care network and are reimbursed by the HIIS. The provision of
primary care is based on the idea that health care should be brought to the local
communities and that various types of care should be integrated and brought
to specific target group populations. However, owing to the unsolved problem
of availability of publicly owned premises for private providers of health care,
some health care centres have ceased to exist in several parts of the country.
Moreover, extension of primary care capacity is regulated by the health care
legislation of 1992 and by the “National Programme of Health Care by the year
2004”, which limit the capacity of the primary health care network to the level it
was in 1992. In addition, in July 2008 the Government accepted the strategic and
planning document “Resolution on the National Health Care Plan 2008-2013"".
The Resolution contains measures for the regulation of the public network of
health care providers in Slovenia for the period 2008-2013.

With 6.6 outpatient contacts (at primary and secondary care levels) per person
per year in 20006, Slovenia is a little below the EU average of 6.8 outpatient
contacts per person per year (2005). Specialized outpatient services at the
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secondary care level are provided by hospitals (or polyclinics), spas and private
facilities, while 75% of specialist services are provided by hospitals either as
inpatient or outpatient care. Access to secondary care requires referral by the
patient’s personal physician (GP or paediatrician). Cooperation between services
at different levels leaves much to be desired and is mainly limited to referrals
and exchange of test results.

Public health activities are mainly designed, implemented and monitored
by the IPH-RS and its nine regional institutes. Health promotion as a standard
function of the public health institutes was introduced gradually throughout the
1990s and institutionalized only recently by the health reform of 2003, which
redefined and strengthened the role of public health. In recent years, screening
programmes were introduced for early detection of cervical cancer (2001), along
with risk factors for cardiovascular diseases (2002), breast cancer (2008) and
colon cancer (2008).

Conclusions

The reforms of the 1990s and thereafter can be deemed to be successful in
terms of transforming the old health system into a modern compulsory social
health insurance-based system. This includes, amongst others, the successful
introduction of primary health care provision by private practices. However,
challenges remain in the areas of efficiency enhancement in order to match
growing demands, and increasing costs for (innovative) treatments with limited
resources. Lack of health care personnel, long waiting periods for some services,
the introduction of home care services for long-term care patients (including
respective changes in the insurance system) and the sustainability of the e-Health
strategy are further areas in which challenges remain.
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1. Introduction

1.1 Geography and sociodemography

Mediterranean Sea and the Balkans (see Fig. 1.1). It borders Austria and

Hungary to the north, Italy to the west and Croatia to the south-east.
Formerly a constituent part of the former Yugoslavia, it declared its independence
on 25 June 1991.

Slovenia is a mountainous country, with heavily forested areas covering an
area of 20 273 km?. The climate is mixed, consisting of a sub-Mediterranean
climate on the coast, an alpine climate in the north-west and a continental climate
with mild-to-hot summers and cold winters in the plateaus and valleys to the
east. The population was estimated at 2.03 million in 2008; 51.2% of which live
in urban centres. The capital of Slovenia is Ljubljana, with 269 146 inhabitants
(Statistical Office of the Republic of Slovenia 2006b).

Table 1.1 shows key demographic and population indicators for the period
1970 to 2007.

Slovenes are a Slavic ethnic group, and make up approximately 83.1% of
Slovenia’s population. Hungarians and Italians are considered indigenous
minorities, with rights protected under the Constitution. Other ethnic groups
include Croats, Serbs, Bosniaks, Yugoslavs, Macedonians, Montenegrins and
Albanians. Between 250 000 and 400 000 Slovenes (dependent on whether
second and subsequent generations are counted) live outside the country, mostly
on other continents and in European Union (EU) countries. There are Slovene
indigenous minorities in Italy, Austria and Hungary.

S lovenia is located between the Alps, the Pannonian Plain, the

After its full integration into the EU, Slovenia has not yet seen a substantial
immigration from the other EU Member States. The most numerous immigrants
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Source: UN DPKO 2008.

to Slovenia are still citizens of the area of the former Yugoslavia. In total, 88% of
all immigrant workers come from this area, with approximately 60% of them
from Bosnia and Herzegovina. The vast majority of the immigrant workers
from EU Member States come from Slovakia, then from Austria and the Czech
Republic (Statistical Office of the Republic of Slovenia 2006b). There were no
important movements of health professionals, in spite of the efforts of several
health care providers in Slovenia to recruit physicians and nurses from other
EU Member States.

The official language in the country is Slovene. It is written in the Roman
alphabet, and has many dialects. In nationally mixed areas, the official languages
of all communications are also Italian and Hungarian, respectively. A total of
69.1% of the population are Roman Catholic; very few are Evangelical (1.1%),
Muslim (0.6%) and Orthodox (0.6%) (Statistical Office of the Republic of
Slovenia 2003).
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1.2 Economic context

Table 1.2 shows key macroeconomic development indicators for the period
2000 to 2007.

In 2006 Slovenia’s industry accounted for 34% of the country’s gross domestic
product (GDP), while agriculture contributed only 2% and services and others
contributed 64% (World Bank 2007). Principal industries include electronics,
electrical machinery, metal processing and metallurgy, and motor vehicles. The
agricultural sector is dominated by dairy farming and stock breeding, and the
principal crops are corn, barley and wheat. Slovenia’s natural resources include
brown coal and lignite in abundant quantities, along with lead, zinc, mercury,
uranium, silver, natural gas and even some crude oil.

Following independence, Slovenia gradually adopted a number of economic
reforms, including banking reform, market reform and privatization. The latter
in particular has been marked by a very lengthy process, which is still ongoing
at the time of writing. The issue of privatization has raised controversies over
both its extent and pace. In order to adapt to demographic, economic and social
circumstances and to be able to provide long-term social security, the pension
system has also been reformed and is currently entering its main implementation
phase at the time of writing.

Slovenia entered the Euro zone on 1 January 2007, having fulfilled the
conditions set forth by the Maastricht Treaty.

Since 1992, domestic production has been increasing steadily in Slovenia,
amounting to 4% of the country’s GDP in 1999. In 2007 the GDP per capita was
US$ 26 576 (adjusted for purchasing power parity (PPP)). The unemployment rate has
been increasing since the country regained independence in 1991, reaching a peak
of 14.5% in 1998, after which it steadily fell to 7.7% of the labour force in 2007.

There is a notable imbalance in terms of economic and social status between
Slovenia’s regions. Indicators present a favourable picture for the Ljubljana urban
region, which was above the national average according to nearly all indicators,
while other regions of Slovenia fall significantly behind the EU average (Slovenia’s
GDP PPP per capita amounted to 82% of the EU25 average in 2005) (Statistical
Office of the Republic of Slovenia 2007). This is also reflected in a wide variation
in unemployment rates between regions, with the highest unemployment rate in
the predominantly agricultural Pomurje region.

The Human Development Index for Slovenia in 2006 was 0.923 and the
country ranked 26th in the world, placing it as the highest among the countries
joining the EU in May 2004, ahead of Portugal (33rd) and the Czech Republic
(35th) (UNDP 2008).
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The percentage of the population “at risk of poverty” is 12%, which is at the
lower end of the scale among EU Member States (European Commission 2009).
The Gini coefficient is at 0.28, which is a favourable value when compared to
most European countries (UNDP 2008). At the end of 2005, approximately 94 000
individuals (4.7% of the population) were receiving financial social assistance.

1.3 Political context

Slovenia’s political system is a parliamentary democracy which is based on
the tripartite division of powers between legislature, executive and judiciary
authority.

The 1991 Constitution guarantees universal suffrage for all Slovenes over
18 years of age; freedom of religion; freedom of the press; and other civil
rights. Political parties are represented by a 90-member National Assembly,
which adopts laws. The last election of the national assembly was held on
21 September 2008 and election results were (according to the percentage vote
by party): the Social Democrats (SD) with 30.5%; the Slovene Democratic
Party (SDS) with 29.3%; the “Zares — new politics” with 9.4%; the Democratic
Party of Slovene pensioners (DeSUS) with 7.5%; the Slovenian National Party
(SNS) with 5.5%, the Slovenian People’s Party and Youth Party of Slovenia
(SLS+SMS) with 5.2%; the Liberal Democratic Party of Slovenia (LDS) with
5.2%; and other parties with 7.5%. Eventually the Social Democrats formed a
new Slovenian Government in a coalition with Zares, DeSUS and LDS.

For election purposes, the country is divided into 88 constituencies and
proportional representation is applied. There is also one representative seat
for each of the Hungarian and the Italian minorities. Assembly members
serve 4-year terms and are directly elected by secret ballot. The Parliament
is also composed of a 40-member National Council, which proposes laws or
requests reconsiderations in the assembly. The National Council members are
representatives from various social, economic, professional and local interest
groups and are elected for a 5-year term by the elected representatives of special-
interest organizations and local communities.

The Government of the Republic of Slovenia is the executive and supreme
body of state administration. The executive function involves mainly preparation
of legislation, proposal of the national budget and national programmes, and
implementation of laws passed by the National Assembly. The Government
consists of the Prime Minister, the head of government, who is elected by the
National Assembly for a 4-year term, and a 17-member Cabinet of Ministers.
The Government for the most part endorses all health care reforms and, within
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its economic limits, is responsible for the health care services infrastructure
(hospital, clinics and national research institutes).

Judicial authority is exercised by judges who are appointed for life. The
Supreme Court is the highest court in the Slovene judicial system. There are
district and circuit courts, and the high courts are appeal courts. Furthermore,
there is a Constitutional Court, which has been strengthened since the
introduction of the new Constitution in 1991.

The President of the Republic represents the Republic of Slovenia and is the
supreme commander of its armed forces. The President is elected for a maximum
of two 5-year terms by direct election. In October 2007, presidential elections
were held which were won by Danio Tiirk, member of the SD Party.

The Human Rights Ombudsman is responsible for the protection of human
rights and fundamental freedoms in relation to state bodies, local administrative
bodies and all those with public jurisdiction. The Human Rights Ombudsman
is proposed by the President and elected by the National Assembly for a period
of six years.

When Slovenia gained independence in 1991, the new Constitution assigned
municipalities a form of self-governance and anticipated the possibilities involved
in integrating municipalities into wider, local self-governing communities.
The Constitution explicitly transfers the mandate of taking on competence
related to local matters to municipalities and, when all municipalities agree,
some State competency may be transferred to them if the State provides the
necessary financial means. Pursuant to the 1994 Act on the Establishment of
Municipalities and Determination of their Territory, Slovenia was divided into
147 municipalities (previously 65). Urban municipality status was granted to 11
municipalities (Celje, Koper, Kranj, Ljubljana, Maribor, Murska Sobota, Nova
Gorica, Novo Mesto, Ptuj, Slovenj Gradec and Velenje). In 1998 the number of
municipalities increased to 192. After the referenda carried out in early 2006 (and
later re-confirmed by the National Assembly) there are now 210 municipalities.
The highest decision-making body in a municipality is the Municipal Council,
the members of which are directly elected, as are Mayors. So far, Slovenia has
no intermediate level between municipality and State; the Act on Provinces,
which is still in its preparatory stages at the time of writing, is expected to define
this intermediate level, the new province or region.

Slovenia formally joined NATO in 2002 and the EU in 2004. The country
is also an active member of many multilateral organizations, including the
United Nations, the United Nations Educational, Scientific and Cultural
Organization (UNESCO), the World Health Organization (WHO), the World
Trade Organization (WTO), the International Monetary Fund (IMF), the
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International Atomic Energy Agency (IAEA) and the International Finance
Corporation (IFC), among others. Slovenia has also signed many international
treaties that have an impact on health, including the International Convention
of Human Rights and the European Human Rights Convention, as well as the
Convention on the Rights of the Child.

There are some important interest groups that have a strong influence on the
development of health policy. This is especially the case with the professional
chambers, of which the Medical Chamber and the Pharmaceutical Chamber
are the two most significant. Both are involved in lobbying within the political
arena to secure political solutions compatible with the most important proposals
from the Medical Chamber. In addition, the pharmaceutical industry can also
be identified as a strong influential stakeholder in health policy development;
the industry is strongly represented in Slovenia as there are two large
companies, which ventured in the production of generic pharmaceuticals. The
pharmaceutical sector also contributes significantly to Slovenia’s exports, since
these companies export more than two thirds of their production. Furthermore,
these companies are prominent employers of the well-educated and well-trained
sections of Slovenia’s workforce.

1.4 Health status

As in other central and eastern European (CEE) countries, the main demographic
characteristics in Slovenia are a low birth rate, a low fertility rate and a low rate
of population growth. Hence, Slovenia’s population is ageing. The crude birth
rate decreased from 15.7 per 1000 population in 1980 to 9.0 in 2005 and has
increased slightly since then to 9.8 in 2007 (Table 1.1). Slovenia had one of the
lowest fertility rates of all EU Member States in 2006. The total fertility rate
of 1.4 in 2007 was far below the replacement level. In 2007 Slovenia’s crude
death rate was 9.2 per 1000 population (WHO Regional Office for Europe
2009b). According to Eurostat future projections, in the baseline scenario the
population is expected to decrease to 1.9 million by 2050, that is, by 4.8%
(European Commission 2006a). Slovenia is therefore facing an advanced phase
of demographic transition, which will relatively soon reflect itself in changing
patterns of morbidity and mortality at the population level. Since the early 1990s
the elderly population has increased by more than 50%, which raises concerns
over the incidence of chronic diseases and their social implications. This is all
the more relevant because the elderly population (aged 65 years and over) is
estimated to increase by more than 67% from 300 000 in 2004 to 503 000 in
2030 (European Commission 2006b).
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Table 1.3 Mortality and health indicators, 2000-2007

Indicators 2000 2001 2002 2003 2004 2005 2006 2007

Total life expectancy
at birth (years) 76.3 76.5 76.7 76.5 77.3 776 78.4 78.5

Female life expectancy
at birth (years) 80.0 80.5 80.7 80.4 80.9 80.9 82.0 82.1

Male life expectancy
at birth (years) 72.3 72.3 727 726 73.6 74.0 74.6 74.8

SDR, adult, female
(per 1000 female adults) 6.0 5.8 5.7 5.9 5.5 5.5 5.0 4.9

SDR, adult, male
(per 1000 male adults) 10.9 10.9 10.7 10.9 10.0 9.8 9.2 9.1

Under-65 SDR, adult
female (per 1000 female
adults under age 65) 1.7 16 1.6 1.6 1.6 1.5 1.3 1.3

Under-65 SDR, adult male
(per 1000 male adults

under age 65) 4.0 4.0 3.9 3.8 3.5 3.3 3.4 3.3
Infant deaths
per 1000 live births 4.9 4.2 3.8 4.0 3.7 4.2 3.4 2.8

Probability of dying
under age 5
(years per 1000 live births) 5.5 4.7 4.9 4.8 47 5.3 3.9 3.8

Source: WHO Regional Office for Europe 2009b.
Note: SDR: Standardized death rate.

The main characteristics of the falling birth rate are a decreasing number of
women with three or more children; an increase in the child-bearing age; and
changes in the spacing of births during the fertile period of a woman’s life. In
2004, women were 29 years old on average at childbirth and 27 years old on
average at the time of their first childbirth. Slovenia is also among the countries
with the highest number of live births outside marriage (43.5% of births) of
the EU countries, only behind Estonia, Sweden, Denmark, France and Latvia
(European Commission 2006b). The most significant drop in the number of
childbirths is among women with primary school education. Table 1.3 shows
mortality and health indicators for the period 2000-2007.

Life expectancy at birth in Slovenia in 2007 was 74.8 years for males and
82.1 years for females. In the same year the difference by comparison with the
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EU average was -1.2 years for males and virtually no difference (+0.01) for
females (WHO Regional Office for Europe 2009b).

Life expectancy in Slovenia decreased slightly during the transition period
(1990-1993) for both males and females, due to an increasing probability of
death at almost all ages except during childhood. Since 1993, however, life
expectancy has been increasing; total life expectancy increased from a low of
73.6 years in 1993 to 78.4 years in 2006 (WHO Regional Office for Europe
2009b). Life expectancy in Slovenia is higher than the average for the countries
that joined the EU after 2004 but slightly below the EU average of 78.7 years
in 2006. In 2006, life expectancy in Slovenia was below Austria (80.2 years)
but higher compared to that in the Czech Republic (76.2 years in 2005), as
presented in Fig. 1.2.

Life expectancy, morbidity and mortality data show disparities between
regions, which corresponds well to indices in relative poverty. There are
significant differences across regions in the crude indicators, but also in the
more sensitive ones. Western and central regions are much better off than the
eastern and north-eastern regions of Slovenia. Life expectancy differences of
four years exist between the best-performing and the worst-performing regions
(Statistical Office of the Republic of Slovenia 2006a).

Indicators showing the most important causes of premature mortality further
confirm these disparities, as suicide rates differ at a ratio of 1:3 at the county
level. Similar differences are observed in alcohol-related liver diseases. At the
same time, these disease and conditions cause a significant setback for Slovenia
in comparison with EU1S5 countries.

Morbidity and mortality data show that Slovenia experiences the same
respective characteristics as other European countries in western and central
Europe. Diseases of the circulatory system are the most common cause of death
in Slovenia, causing almost approximately 38.8% of all deaths in 2007. These
are followed by neoplasms (30.3%), ischaemic heart disease (10.0%), deaths
due to injuries and poisoning (9.9%) and deaths resulting from cerebrovascular
diseases (8.4%) (WHO Regional Office for Europe 2009b).

For men, the most common type of cancer in 2007 was malignant neoplasm of
trachea, bronchus and lung (73.3 deaths per 100 000 people), followed by cancer
of the colon, rectum and anus (40.3 deaths per 100 000 people); prostate cancer
(34.6 deaths per 100 000 people); and cancer of the stomach (20.1 deaths per
100 000 people). In women, the most common type of cancer was breast cancer
(24.9 deaths per 100 000 people), followed by cancer of the colon, rectum and
anus (19.5 deaths per 100 000 people); lung, trachea and bronchus cancer (19.1
deaths per 100 000 people); and cancer of the lymphoid and haematopoietic
tissue (11.7 deaths per 100 000 people). The incidence of female breast cancer
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Fig. 1.3 Levels of immunization for measles in the WHO European Region,
2006 (or latest available year)
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rose by almost 30% within the period 1996-2005, from 82.2 to 106.0 per
100 000 women, while the SDR for breast cancer decreased from 29.2 deaths
per 100 000 in 1996 to 24.9 per 100 000 in 2007 (WHO Regional Office for
Europe 2009b).

Mortality by age and sex groups shows a pattern similar to the EU average.
The infant mortality rate dropped to below 10 per 1000 live births in 1988 for
the first time. In 2007, infant mortality was at its lowest with 2.8 infant deaths
per 1000 live births (WHO Regional Office for Europe 2009b).

Communicable diseases in Slovenia are not a significant cause of
morbidity. In recent years there have been no registered cases of diphtheria
(since 1968), acute poliomyelitis (since 1978), neonatal tetanus or congenital
rubella among people under 50 years of age. Due to traditionally good
immunization coverage (see Fig. 1.3 for immunization levels for measles)
the incidence of vaccine-preventable diseases, such as measles and mumps,
has been low even prior to national independence at the end of 1991 and has
decreased further since then.

Meticulous notification of communicable diseases and a widespread
intervention system linking public health infrastructure and primary health
care have been the major factors in these achievements. The incidence of
syphilis in 2007 was 0.8 cases per 100 000 people (WHO Regional Office for
Europe 2009b).

During the period from 1986 to 2008, the annual reported AIDS incidence
rate varied from 0.5 to 12.6 per million population. A cumulative total of 124
AIDS cases — 108 male and 16 female — were reported by 30 November 2005.
In addition to AIDS cases, a cumulative total of 153 cases of HIV infection,
which had not yet developed AIDS — 122 males and 31 females — were reported
by 31 December 2005 (IPH-RS 2005).

Since the second half of the 1980s, Slovenia has a rate of suicides that is
amongst the highest in the world, at approximately 18.4 suicides per 100 000
inhabitants in 2007 (see Table 1.4) (WHO Regional Office for Europe 2009b),
whereby the level of suicide committed by males (30.4 per 100 000) was more
than three times that by females (7.9 per 100 000) in 2007 (WHO Regional
Office for Europe 2009b). Slovene empirical data have shown for years that
suicide is most common among marginalized members of society (workers
with only primary-level education, (semi-) skilled workers, the unemployed
and those addicted to alcohol).

External causes (injuries and poisonings) are also a major public health
problem in Slovenia. Injury and poisoning are the leading causes of death
between the ages of 1 and 45 years. Even though the number of deaths caused
by injury or poisoning decreased slightly from 104.8 in 1986 to 83.2 in 1997
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Table 1.4 Selected mortality in Slovenia and the European Union, 2007

SDR, all ages, per 100 000
Indicators Slovenia EU EU12

Communicable diseases

Infectious and parasitic diseases 5.7 8.8 6.9
B 1.0 141 3.2
AIDS/HIV (as recorded by routine

mortality statistics system)? 0.1 1.1 0.4

Noncommunicable diseases

Circulatory diseases 259.2 252.0 467.9
Malignant neoplasms 202.5 175.6 200.1

Trachea/bronchus/lung cancers 42.5 37.8 44.6
Mental and behavioural disorders 11.7 28.7 14.3
Respiratory diseases 35.4 45.5 43.7
Digestive diseases 45.6 32.4 46.9
External causes

Injury and poisoning 65.9 40.2 62.8
Suicide and self-inflicted injury 18.4 10.3 14.4
Selected alcohol-related causes 101.2 64.1 99.31
Selected smoking-related causes 191.2 224.8 372.9

Sources: WHO Regional Office for Europe 2009b; @ WHO Regional Office for Europe 2009a.
Notes: SDR: Standardized death rate; EU: European Union; EU12: Countries joining the EU
in 2004 and 2007; TB: Tuberculosis

Table 1.5 Maternal and child health indicators, 1985—-2007 (selected years)

Indicators 1985 1990 1995 2000 2005 2007

Teenage pregnancy rates
(% of all live births to

mothers aged under 20 years) 8.0 7.8 5.0 2.8 2.0 1.5
Neonatal deaths

per 1000 live births 9.1 5.1 3.1 3.6 3.1 1.9
Post-neonatal deaths

per 1000 live births 4.0 3.2 2.5 1.3 11 0.9
Maternal deaths

per 100 000 live births 11.6 8.9 5.3 22.0 16.6 151
Abortions

per 1000 live births 695.1 658.6 568.6 463.6 323.5 261.2

Source: WHO Regional Office for Europe 2009b.
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and to 65.7 in 2007, Slovenia still has one of the highest rates of this kind of
mortality in Europe, exceeding the European average by 63.4% (see Table 1.4)
(WHO Regional Office for Europe 2009b).

In spite of a slight trend towards a decrease in the death rate caused by
chronic liver diseases and cirrhosis in men and women, Slovenia is still among
the European countries with the highest degree of mortality due to diseases
caused by the abuse of alcohol (see Table 1.4). Slovenia had 26.6 deaths per
100 000 per year due to liver diseases, compared to an EU average of 14.1 deaths
per 100 000 per year in 2007. While alcohol consumption decreased from 11.8
litres per capita in 1997 to 8.8 litres in 2005, levels of alcohol consumption in
Slovenia are still considered among the highest in Europe (WHO Regional
Office for Europe 2009b).

Oral health — as assessed by the average number of decayed, missing and
filled teeth at the age of 12 years (DMFT index) — shows an improvement,
with a decline from 5.1 in 1987 to 1.8 in 2000, which places Slovenia among
the European countries with the lowest caries prevalence and just in line with
the 2000 average of the EU countries (1.8 DMFT) (WHO Regional Office for
Europe 2009b). There are no figures available at the time of writing to illustrate
whether this trend has continued.

Trends in maternal and child health indicators (see Table 1.5) suggest that
Slovenes are not only having children later in life but are also having fewer
of them. Some of the reasons for these changes include the high participation
of women in the labour market, an increase in marital age, and decreases in
neonatal and post neonatal deaths. The decrease in abortions per 1000 live
births suggests that women have better access to contraception and improved
knowledge of reproductive health issues and rights.

Most activities related to improving prenatal, maternal and child health
are reimbursed by the HIIS. Reimbursement is ensured for all preventative
and curative treatments for children, teenagers and students. All preventive
examinations and health care for pregnant women, as well as health care for
women in terms of family planning counselling, birth control, pregnancy and
childbirth are covered.

Furthermore, a comprehensive support system is offered for families with
young children. This includes maternity benefits, parental benefits and assistance
with the purchasing of clothing and equipment for neonates, as well as child
benefits and benefits for those caring for a sick child.






2. Organizational structure

2.1 Overview of the health system

system based on a single insurer for statutory health insurance, which is

fully regulated by national legislation and administered by the HIIS. This
insurance is universal and based on a clear employment status or on a legally
defined dependency status (such as minors, unemployed spouses, registered
unemployed people and individuals without source of income). Experts from
the Ministry of Health have a supervisory and controlling role within a system,
which has been gradually decentralized through a number of tasks being
assigned to different stakeholders. Since 1992, the previously exclusively publicly
financed system has been transformed into a mixed system where private sources
of funding have become significant, reaching 27.8% in 2006 (Statistical Office
of the Republic of Slovenia 2009). This has been achieved by financing some
expenditure from co-payments and complementary insurance. Co-payments
have never become fully effective incentives for lowering utilization, as most
of the adult population took out complementary insurance, which accounted
for a 13.8% share of total health expenditure in 2006 (Statistical Office of the
Republic of Slovenia 2009).

Some of the previous tasks for which the State was responsible have been
assigned to professional associations, called zbornice (professional chambers),
which control qualifications, specialty training and continuous education.
Another important feature of today’s health system in Slovenia is the growing
share of private providers, especially in primary and specialist health care. This
has led to increasingly complex contracting arrangements, as privatization is
associated with fragmentation in provision. Most of the care delivery is still
carried out by state-owned (hospitals, most of outpatient specialist care and

S ince 1992 Slovenia has had a Bismarckian type of a social insurance
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tertiary care) and municipality-owned providers (primary health care centres),
who collectively employ more than 75% of the total health workforce (IPH-RS
2006b). Only for dental services does the share of private providers exceed 50%,
with 12% of all providers working exclusively for out-of-pocket (OOP) payments
(IPH-RS 2006b). The organizational structure of the health care system as of

2009 is depicted in Fig. 2.1.

18



Health systems in transition Slovenia

2.2 Historical background

The period from the 1800s to 1945

Prior to the First World War, Slovenia was a constituent part of the Austro-
Hungarian Empire. The epidemiological situation, health care system and level
of services were comparable to those of other parts of the Empire. During that
time, medical care was delivered on the basis of private practice. The first
developments towards a health insurance system occurred during the time of
the adoption of the Miners Act at the end of the 19th century. In 1858, insurance
covering illnesses was extended to railway workers, and in 1869 their insurance
was enhanced through the addition of insurance against injury. Compulsory
insurance against injury was enacted within the Austrian part of the Habsburg
monarchy, through an act adopted in 1887, which followed the Bismarck model.
In 1888, the insurance scheme was extended to incorporate health insurance.
Two thirds of the health insurance funding was contributed by workers and one
third by their employers.

The first actual sickness fund for compulsory health insurance, which was
in line with the German social insurance model, was established in Ljubljana in
1889. This was followed by similar establishments in Slovene cities across the
country. The sickness fund’s role was to protect the worker’s social rights during
illness and the rights to health care services. Injury insurance was an autonomous
element of this, insuring workers against work-related injuries, with contributions
solely covered by employers. By the end of 1889, 65 district health insurance
funds were established in the Upper Carniola and Lower Styria regions, insuring
roughly 15 000 people. Health insurance funds continued to operate until the
collapse of the Austro-Hungarian monarchy at the end of the First World War.
Social insurance for workers was reinstated in 1918 and an Association of Health
Insurance Funds on Slovene territory was founded in 1919.

From 1918 to 1945 Slovenia was part of the Kingdom of Slovenes, Croats
and Serbs, later renamed the Kingdom of Yugoslavia (1929). During this period,
steps were taken towards the development of social medicine through the
establishment of a regional social hygiene institute for prevention, along with
primary care centres and a central institute for hygiene and medicine. Both
a Medical Chamber of Slovene physicians and a Medical Association were
in existence at this time (the latter dating back to 1861). In 1937, pension and
disability insurance programmes were established.
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The period from 1945 to 1991

In 1945, Slovenia became a part of the Socialist Federal Republic of Yugoslavia.
Until 1954, the model of social insurance prevailed as a system for health care
funding. Workers and pensioners, together with their family members, were
included in the compulsory social health insurance scheme, but coverage did not
extend to farmers, the self-employed, craftsmen and some other (employment-
related) categories of individuals.

Social insurance combined pension and disability insurance, health
insurance, maternity insurance and some other social charges administered by
regional social insurance branches, financed by the contributions of employers
and employees; the state budget contributed only certain funds for soldiers and
war veterans. Social insurance was administered by the State or by regional
people’s committees. Due to the economic and demographic differences between
regions, re-insurance was introduced between regional social insurance institutes
to cover above-average risks and was implemented at the national level.

The basic system of social health insurance also transformed gradually, due
to several political changes. Health care facilities became state owned, private
practice was outlawed and all physicians were considered salaried employees
of the State. Primary health care was delivered through “health centres”, which
included services such as general practice, paediatrics, medicine for school
children and adolescents, occupational medicine, pulmonary care, gynaecology,
dentistry and other services. General practice declined, as all other specialties
at the primary care level were considered superior.

Specialist outpatient and hospital activities were carried out in hospitals,
which were all public. The post-war period was also one of construction, and
hospitals that were underequipped or outdated were renovated. This lasted into
the 1970s, with financing being provided partly by the state budget and partly
(in later years) by the providers of health insurance.

At the regional level, an institution for social medicine and hygiene monitored
the epidemiological situation. Large-scale prevention programmes were prepared
and public health disease prevention measures were carried out by the IPH-RS
in Ljubljana. Regional hospitals were established, together with other health-
related services, such as medical physiotherapy in spas. The Medical Chamber
was abolished in 1945.

Following reforms in 1954 and 1955, health insurance was separated from
social security. Separate insurance schemes were established for workers and
public employees, craftsmen and the self-employed. Health insurance coverage
was then extended to farmers, who acquired some minimal rights (emergency
treatment in hospitals, treatment of contagious diseases, preventive health care).
Health insurance providers consisted of community health insurance institutes,

20



Health systems in transition Slovenia

which were administered according to the Bismarckian model by representatives
of employers and insured individuals. Contribution rates differed according to
individual types of employment (for workers, for craftsmen, for farmers, and so
on). There were 15 insurance institutes in Slovenia in 1965. In 1972, on the basis
of a referendum, equal rights and benefits were introduced for farmers on the
same basis as the workers’ insurance, providing the conditions for comprehensive
insurance of the whole population.

According to the federal Constitution of 1974, newly adopted health insurance
legislation made “self-managing community of interest in health” the main
source of funding. This involved local associations of people in one or more
communities — totalling at least 150 000 people — handling all insurance funds.
In addition, health centres were introduced at the regional level, encompassing
hospitals, primary health centres, pharmacies and the respective regional
institutes of public health. These centres were to provide the full range of
preventive and curative services. Although this principle was appealing in
theory, the health centres came to be associated with loss of cost control and
an ever-growing bureaucratization of health care.

During the four decades of socialism, the country experienced periods of
financial stability. However, due to a lack of sustainable economic policies,
there were also periods of high inflation, economic fluctuations, losses and
large budget deficits among health care providers. Health sector salaries were
considerably lower than those in other European countries. There was also a
general lack of managerial experience with regard to health care management,
financing and administration. The development of the health care system in the
1970s and 1980s was accompanied by continuous financial difficulties and was
characterized by a broad and expanding range of health care benefits, growing
health provider capacity and promotion of access to health care services.

By 1990 the health care system in Slovenia was on the verge of financial
collapse. Even today, there remains a conflict between public expectations and
the economic capacity of the system; it remains a challenge for the public sector
to continue to finance the provision of the benefits that Slovene citizens were
entitled to under the previous health system.

The period from 1991 onwards

In 1991 Slovenia became an independent state and introduced a process of
economic transformation from a centrally planned economy towards a free
market economy. The transition from one socioeconomic paradigm (dominated
by a collectivistic social philosophy) to another (dominated by an individualistic
social philosophy) placed great pressure on the organization and functioning
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of the health care system. Socioeconomic relationships changed; the centres of
power were distributed in a different way; and the ownership, financial resources,
and the methods of administering the health care providers were redefined.

In the years preceding the Health Care and Health Insurance Act of 1992,
Slovenia’s health care system had certain weaknesses in terms of securing main
resources, financing and efficiency. These problems were not merely a reflection
of the accumulated, more general problems of the former State, but resulted
from weaknesses in the system itself. In the early 1990s Slovenia experienced
serious problems in securing funds for health care, which resulted in a lack
of liquidity in the system. These problems, along with the immense positive
energy involved in the processes of rapid modernization of the overall social
structure, led to the adoption of the Health Care and Health Insurance Act in
1992 and opened the way for an integral overhaul of the health care system.
This legislation introduced both a compulsory and a voluntary health insurance
(VHI) system and private practice was reintroduced.

* Besides its legislative function, the Government (and its bodies) became
responsible for planning a strategy for health care development; for
defining the measures involved in designing a network of public health care
service; monitoring health care services and health insurance; ensuring the
education of personnel in health care; setting up measures for monitoring
and preventing contagious and transmittable diseases; and other measures in
the field of public health care. Furthermore, the Government took over the
task of defining a network of public health care services at the secondary
and tertiary levels. It became the owner or founder of health care institutions
at the secondary and tertiary levels, whereby it also took over the task of
ensuring funds for the necessary investments in buildings and advanced
equipment.

* The municipalities became the owners and founders of health centres at
the primary level within their respective regions. They became responsible
for defining a network of public health care services within their region
and ensuring appropriate investments for public providers at the primary
level. The new task for the municipalities was to carry out programmes for
improving the health of the population within the municipality and paying
contributions for individuals without income.

* Employers became responsible for tasks relating to health and safety within
the workplace, along with paying part of employee contributions and a special
contribution for injuries at work and occupational illness.

* The service provider of compulsory health insurance (HIIS) was assigned
the responsibility for implementing mandatory health insurance for the whole
country; for the introduction and implementation of complementary health
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insurance; and for collecting contributions and entering into contracts with
health care service providers, pharmacies, medical equipment suppliers and
some other public authorizations. The reintroduction of health insurance itself
brought about many innovations and changes to the entire system.

e The state-owned health care institutions and their employees became
responsible for achieving the goals of the health care plan for the Republic of
Slovenia; for defining and realizing unified professional directives for dealing
with individual medical conditions; and for the implementation of preventive
and curative programmes, to which they had agreed formally with the health
insurance providers. Their association and other organizations were given
public authorization to negotiate on payment of health care services.

* Individuals became liable for making contribution payments, in accordance
with their financial capabilities, and are also responsible for taking care
of their own health, their family’s health and for individuals in their close
proximity.

* The right to choose a doctor at the primary care level was one of the rights
regulated by the new Health Care and Health Insurance Act. This was
nothing new in the Slovene context. The novelty was that a selected personal
physician acquired certain competencies that other doctors no longer had.
Besides the competencies regulated by the Health Services Act (1992), a
personal physician was also given the authorization to provide prescriptions
to patients that had selected them, to evaluate their temporary inability to
perform work, refer them to a specialist or to a hospital and to gather and
archive medical documentation about the patient. Other doctors were no
longer allowed these competencies. The Act defined that a personal physician
could transfer a part of these competencies to specialists, but only for a
limited period of time. The novelty was in the fact that insured individuals
could lose their right to health care services coverage if they did not realize
their rights with a personal physician.

* According to the Act, a personal physician could be a general practitioner
(GP), a specialist in child care/paediatrician who works at the primary level,
or a specialist in women’s health care/gynaecologist. The Act also introduced
personal dentists. The introduction of a personal physician aimed to improve
monitoring and become better acquainted with patients along with their
health, social, family and working environments, as well as increasing mutual
trust and cooperation and rationalizing implementation of health care.

The goal of Slovenia’s health policy — as can be seen from the aforementioned
issues — has been to draw from its previous experiences, specifically with the aim
of maintaining and improving the effective components of the former system,
while incrementally changing those which have been proven to be ineffective.
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2.3 Organizational overview

The main organizational features of the Slovene health system, along with the
key actors and their relationships are derived from the historical development of
the health care system and are based on legislation. The Health Care and Health
Care and Insurance Act of 1992 set out the basis for the system of compulsory
health insurance and VHI in effect at the time of writing, as well as permitting
privatization of health care services and transferring many administrative
functions to the Medical and Pharmaceutical Chambers.

At the state level, the Government is responsible for assuring the necessary
conditions for a healthy environment and healthy living, as well as for the
implementation and functioning of preventive public health programmes and
health promotion.

The State, via legislative and executive bodies (ministries, state agencies
and offices) has administrative and regulatory functions. The State can pass
laws and by-laws, as well as implementing standards and other mechanisms
to assure the prevention of contagious diseases, a health-friendly environment,
protection and health in the workplace. Other responsibilities include establishing
special programmes on preventive activities, providing care and protection for
the most vulnerable population groups, and generally determining the policy
of health care. Important among these are public health care tasks, planning
development in the field, and the establishment of priorities. Furthermore, the
State is the owner and administrator of public health facilities at the secondary
and tertiary care levels. The aforementioned tasks are implemented by the
National Assembly, the Government and its individual ministries.

National Board of Health

The National Board of Health is an advisory body to the Government and
is responsible for retaining health as an agenda matter of consideration in
governmental and parliamentary procedures. As defined by the Health Care
and Health Insurance Act of 1992, the Board’s role is to support health policy
by monitoring the effects of the social and physical environment on health; it
evaluates the development of plans and legislative drafts from a population-based
perspective. For this purpose, the Board cooperates with administrative bodies
and coordinates work relating to health issues that need to be addressed. The
function of the Board has come under review owing to the need to clarify its
accountability. The Board is a coordinating body for multisectoral investment
in health and it coordinates all governmental activities that affect public health,
including determining tax policy, defence and food policy, as well as defining
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sports and cultural programmes, introducing new technologies, road traffic safety
and the protection of health at work. However, it only has an advisory role, that
is, it can only point to problems, but has no decision-making power.

Parliamentary Committee on Health

The Parliamentary Committee on Health prepares legislation proposals and other
materials for parliamentary discussions. The Committee seeks to obtain a social
consensus on all laws and legal matters undergoing parliamentary consideration.

Ministry of Health

The task of the Ministry of Health is to prepare legislation for health care and
health protection, and to ensure regulation and supervision of the implementation
of legislation. The activities of the Ministry of Health relate to health and health
financing matters at the primary, secondary and tertiary levels. Furthermore,
the Ministry monitors public health, prepares and implements health promotion
programmes and ensures conditions for people’s health education. It also
supervises the production, trade and supply of medicines and medicinal products,
as well as the manufacture of and trade in illicit drugs.

The Ministry is also in charge of implementing international agreements
concerning social safety and for developing the current strategic plan to
develop of the health care system. Strategic plans are submitted to Parliament
for approval. In the plans all major points of health policy, as well as priorities
and short- and long-term strategies for development and implementation are
specified. Particular strategies include:

* policy development of health insurance (both compulsory and voluntary);

e development of a public—private mix in health care finance with regulated
competition;

e planning and management of public health care institutions;

* development of public health and quality of care, including consumer rights
and the rational use of pharmaceuticals;

e education of physicians and other health care professionals.

The Ministry of Health is also responsible for establishing hospitals and
public health institutions at the national level. Within this role, the Ministry
approves the policies of an institution, provides financing for specific expenses
such as capital investments in state-owned hospitals (housing as well as medical
appliances, such as magnetic resonance imaging (MRI), computed tomography
(CT), positron emission tomography (PET), and so on) and plays an active role in
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the nomination of directors of health institutions. There are three offices within
the Ministry of Health: the Health Inspectorate, the WHO Country Office and
the National Chemicals Office.

The Health Inspectorate controls the implementation of legislation, other
regulation and general acts regulating sanitation, hygiene and the ecological
protection of the public, and monitors environmental health. The National
Chemicals Office, established in 1999, follows the Chemicals Act and carries out
the preparation and implementation of laws and regulations relating to chemicals.
Its further activities are: maintaining a list of chemicals; regulating chemicals’
manufacturing conditions, trade and use; regulating the classification, marking
and packing of chemicals; and monitoring the implementation of the Convention
on Chemical Weapons and the Chemical Weapons Act of the same year.

Public Agency for Medicinal Products and Medical Devices

The new Public Agency for Medicinal Products and Medical Devices was formed
on 1 January 2007, on the legal basis of the Decision on the Establishment of the
Public Agency for Medicinal Products and Medical Devices of the Republic of
Slovenia (Official Gazette of the Republic of Slovenia 115/2000). It is a merger
of the former Agency for Medicinal Products and Medical Devices (operated
under the Ministry of Health) and the National Institute for Pharmacy and
Drug Research (official medical control laboratory) and assumed the rights and
obligations of both institutions. The new Public Agency for Medicinal Products
and Medical Devices is a public body and associated to the Ministry of Health. Its
functions are determined by the Medicinal Products Act, the Rules on Medical
Devices, the Blood Supply Act and the Act on Quality and Safety of Human
Tissues and Cells. Amongst other things it performs administrative, expert
and inspection tasks in the fields of medicinal products and medical devices
and acts as the official control laboratory. It is the national regulatory body for
pharmaceutical products and medical devices and performs tasks related to the
pharmacovigilance and materiovigilance system.

Health Council

The Health Council is a special advisory body to the Ministry of Health that
was set up following the 1992 Health Services Act, responsible for assisting
the Ministry in its planning tasks. The Council is formed for a 4-year term; its
members are nominated by the Minister of Health and confirmed by Parliament.
Previously, the Council was nominated for terms independent of the term of
the current Minister of Health. With amendments to the statutes of the Council
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passed in 2006, the terms overlap. The Council consists of representatives of
national specialty expert groups, including one representative of each of the
following institutions: the Medical Faculty, the Ministry of Health, the Medical
Chamber and the Pharmaceutical Chamber. The Health Council serves as the
highest professional body with responsibility for reviewing proposals for the
development of health policy, as well as questions regarding ethics and doctrine.
The Council can call in expert advice through the national specialty expert
groups. These are established within each medical specialty and are composed
of recognized experts. Besides their participation within the Health Council,
they also provide doctrines for each specialty, encourage the auditing of medical
practice and participate in expert audits.

Specific duties of the Health Council include:
* monitoring health conditions in the country;

* proposing (preventive) health care programmes as well as health education
and research initiatives;

* reviewing the public health programmes for hygiene, epidemiology and
health ecology activities, which are carried out by the IPH-RS;

* monitoring the supply of pharmaceuticals and proposing relevant
measures.

Other ministries

Apart from the Ministry of Health, other ministries with competence in health
services are outlined here.

e The Ministry of Finance reviews and approves the budget of the Ministry
of Health. The basic principles and the shares of the state budget, budgets
of local authorities, mandatory health insurance and mandatory pension and
disability insurance are approved though the “budget memorandum” by the
Ministry of Finance and Parliament each year.

* The Ministry of Education and Sport is in charge of implementing
education policy and enforcing the education legislation for the education of
the population from pre-school age to adult education and higher vocational
education and sport. The Ministry operates, funds and manages public
educational institutions, along with human resources with regard to education,
and determines the enrolment procedures for applicants, among other things.
It also administers some health promotion programmes in Slovenia.

e The Ministry of Higher Education, Science and Technology supervises
activities related to medical and health professional education and provides
financial support for companies in the field of technological development.
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It is also responsible for matters relating to sponsoring basic research and
technological development and for university and postgraduate education
of junior researchers.

e The Ministry of Labour, Family and Social Affairs, together with the
Ministry of Health, coordinates the provision of nursing homes for elderly
and handicapped individuals. It is also responsible for negotiating bilateral
conventions on social security which are multisectoral in nature.

e The Ministry of Environment and Spatial Planning cooperates with the
Ministry of Health in the areas of environment and health.

e The Ministry of Agriculture, Forestry and Food handles affairs relating
to agriculture, forestry, food safety, veterinary medicine and integrated rural
planning, among other functions. The Veterinary Administration, a body
within the Ministry, is responsible for monitoring the situation regarding
contagious animal diseases both nationally and internationally as well as its
responsibility for adopting programmes, coordinating activities and defining
measures to prevent and control the spread of contagious animal diseases
and epidemics.

¢ Other relevant ministries: The ministries of internal affairs, defence, and
justice provide payments for health care for police and military personnel
while on active duty, and for prisoners.

The Health Insurance Institute of Slovenia

Following the Health Care and Health Insurance Act of 1992, the HIIS was
created as a public non-profit-making entity rigorously supervised by the State and
bound by statute to provide compulsory health insurance for the population.

The HIIS is governed by an Assembly, made up of representatives of
employers and the insured population, who independently administer the
activities of the Institute. The Director is nominated by the Assembly and
appointed with the agreement of Parliament. The priorities of the HIIS must
be coordinated with those of the State in representing the interests of insured
individuals. The HIIS has 55 branch offices altogether; 10 at the regional level
and 45 at the local level. The regional branches also have regional councils,
yet their function is more of an advisory nature and they cannot decide on
issues relating to health insurance. However, the 10 regional HIIS branches are
responsible for contracting with providers.

The HIIS adopts autonomously the financial plan and the acts by which the
rights and benefits of the insured are regulated in more detail and proposes to the
National Assembly the level of contribution rates. This autonomy is not absolute,
since the final decision regarding the level of contribution rates rests with the
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Parliament and the statute of the HIIS is bound by approval by the Ministry of
Health. Moreover, in its capacity as the HIIS founder, the Government has retained
some key levers to steer operations, such as involvement in determining the scope
of benefits, the financial plan and confirmation of the elected general manager.

The HIIS is the sole organization responsible for providing compulsory health
insurance. Its tasks include: issuing compulsory insurance; concluding health
contracts with providers of health care services and suppliers of technical aid;
supervisory and administrative tasks; providing legal and other professional
assistance to insured individuals; and managing a database and statistics in
the field of health insurance in accordance with the law. The Institute has the
task of representing the interests of insured people in the negotiations with the
partners relating to the health services programmes and their implementation,
along with the formulation of prices.

Local governments

Local governments do not yet play an active role in decision-making in the health
care system as was envisioned by the health care reform legislation of 1992. They
are currently principally responsible for granting concessions to private health
care providers who wish to work within the publicly operated primary health
care system. In theory, local governments are also responsible for the planning,
establishment and management of primary health care facilities, which is in part
reflected in their responsibility for the capital investments of public primary
health care facilities and pharmacies. However, despite the target population
coverage of 8000 inhabitants, local communities often have less population
coverage (to as few as 450 inhabitants), so that only approximately 30% of all
local communities are self-sufficient in terms of their capital investments in
primary health care facilities.

Unions and professional associations

Both the Medical Chamber, responsible for medical doctors and dentists, and
the Pharmaceutical Chamber were abolished in 1945 and then re-established
in 1992. The chambers have supervisory and administrative functions; both are
responsible for specialization, licensing, the development and issuing of a code
of medical ethics, and supervision over professional practice. Membership of
the chambers is compulsory for practising professionals. The Medical Chamber
has become an influential body that has taken over responsibilities that were
traditionally within the scope of the Ministry of Health. The Nursing Chamber
was established in 1992. There are also proposals to establish other new health
professional chambers.
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There is some discussion about the scope and functions of health professional
chambers in the publicly organized health care system. Some concerns relate
to a lack of funds, as, in order to fulfil public functions that were previously the
responsibility of the State, large sums of funding would be needed.

The Slovene Medical Association, a nongovernmental voluntary association
of medical doctors, discusses professional issues and advises the Medical
Chamber accordingly. The Association publishes a monthly medical scientific
journal on medical issues in Slovenia (Zdravniski Vestnik).

Several trade unions represent health professionals’ interests, namely: FIDES —
the Slovene Union of Physicians and Dentists; the Slovene Health Service and Social
Service Union; the Federation of Slovene Free Unions (Health Care and Social
Care Union Department); and the Union of Health Care Workers of Slovenia.

Public health care providers are members of the Association of Public
Providers of Health, which private providers are welcome to join. This
Association is based on partnership; it represents the interests of those employed
in these provider institutions and participates on their behalf during negotiations
with the payers of health services.

Other voluntary organizations

The role of nongovernmental organizations (NGOs) in the area of health care
is beginning to emerge. Through NGOs, the role of public participation in
proposing and carrying out changes (reforms) in the organization of the health
care system can be implemented. In principle, an NGO can secure a small
share of public financing from the state budget if it meets certain budgetary
requirements. The 1995 Foundations Act introduced certain conditions for such
public-interest organizations. The respective ministries are authorized to set
the criteria that must be met by the organization if it is to obtain the status of
a public-interest organization.

There are also a number of self-help groups in Slovenia. The most prominent
are Alcoholics Anonymous (AA) and a self-help group for diabetes patients.
The Slovene Consumers’ Association (SCA) has several projects related to out-
of-court reconciliation, including for health-related issues.
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2.4 Decentralization of the health care system

The Slovene health care system remains relatively centralized and the
responsibility of local communities is still limited. The Ministry of Health
has the task of planning health care for the entire health field beholden to the
State and for the