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1. The goals of the study 
 

     The aim of the proposed study is to map out the issue of equity in health services/health 

care in relation to so-called ‘vulnerable’ groups (attention will be focused on the identification 

of all groups which are at special risk of health inequalities) on the basis of secondary 

analyses of available information sources and special investigations using qualitative research 

methods (interviews with participants). Another aim of the study in next steps is to propose 

suitable and feasible measures to improve equity in health care for the target groups.  

     The subjects of the proposed study are groups at risk of social exclusion and their potential 

problems in equity in health care. In view of the nature of the study no age limit has been set 

(social exclusion can be seen at any age, with age actually being one of the risk factors for 

social exclusion). For stipulating equity (non)equity, however, these population groups are 

defined within the framework of the overall population in the Czech Republic in order to 

objectify the size of the differences between the vulnerable groups and the majority of the 

population. This procedure is combined with the determination of the attitude of the key 

participants, which can influence the question of (none)equity using public health and public 

policy instruments at national, regional and local levels.  

 

2. Basic information about the Czech Republic and i t´s 
health system 

     The Czech Republic is a landlocked country in Central Europe. It borders on Germany in 

the west, Austria in the south, Slovakia in the east and Poland in the north. The territory of the 

Czech Republic consists of three historical lands: Bohemia, Moravia and Czech Silesia.    

Health status (year 2005) 

Total population (to 1.7.)  10 234 092 

  0-14 year 1 514 013 

  65 year and over 1 445 219 

Age preference index 95,46 

Number of live birth per 1 000 population 9,99 

Total fertility rate 1,28 

Infant mortality rate 3,4 

Number of deaths per 1 000 population 10,55 

Natural increment per 1 000 population -0,56 

Life expectancy at birth   
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  males 72,88 

  females 79,10 

Incidence of neoplasms*   

  per 100 000 inhabitants - year 2002 510,7 

Followed up patients (registered by GP for adults)   

  for hypertensive diseases per 100 000 registered patients 18 999,41 

Diabetics under treatment per 100 000 inhabitants 7 212,0 

Incidence of tuberculosisper 100 000 inhabitants 9,9 

* (dg. C00 - C97, D00 - D09, without dg. C 44) 

The Czech Republic is divided into 14 self-governing territorial regions (NUTS3) since 2000. 

Execution of State administration is performed by the Regional office and its Director, the 

self-government is represented by the elected Regional Governor, except for region Prague 

City whose head is the Mayor of Prague. Districts exist as smaller territorial and statistical 

units (NUTS4), although district authorities were dissolved as of 1 January 2003. Some 

offices, e.g., district courts, still possess district competence. As far as general state 

administration is concerned, regions are divided into administrative territories of 

municipalities with extended competence (sometimes called "small districts" or "type III 

municipalities"). Among such municipalities are all the 77 former district capitals, but there 

are many more (altogether 205 municipalities). These territorial units are somewhere 

subdivided into territories of municipalities with commissioned local authority that exert 

certain competence over neighbouring municipalities. For statistical purposes some regions 

are aggregated into larger (NUTS2) units that should have comparable populations in order to 

become partners in regional projects of the European Union. Thus Plze� ský and Jiho� eský 

regions constitute the unit Southwest, Karlovarský and Ústecký constitute the unit Northwest, 

Liberecký, Královéhradecký and Pardubický regions constitute the unit Northeast, regions 

Vyso� ina and Jihomoravský constitute the unit Southeast, Olomoucký and Zlínský constitute 

the unit Central Moravia. Units Praha, Central Bohemia and Moravian Silesia consist of 

single corresponding regions. 

Health care system (year 2005) 

Obligatory health insurance yes 

Proportion of expenditure on health services in the GDP 7,00 

In-patients health establishments - total 442 

Physicians (WTE)   

  number 40 802,48 

  per 10 000 inhabitants 39,8 

  Physicians in hospitals -   in-patient care   
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    number 8 937,38 

    per 10 000 inhabitants 8,7 

  Physicians in out-patient care (incl. out-patient care in hospitals)   

    number 29 509,81 

    per 10 000 inhabitants 28,8 

    general practitioners for adults   

      per 10 000 inhabitants 5 159,71 

      aged 15 years and more 5,9 

    general practitioners for children and adolescents   

      number 2 133,82 

      per 10 000 inhabitants aged 0 - 19 years 9,84 

Number of general nurses and midviwes   

  number  82 249,29 

  per 10 000 inhabitants 80,2 

Number of beds in hospitals   

  number 65 022 

  per 10 000 inhabitants 63,4 

Hospitalized persons in hospitals per 10 000 population 2 172,35 

Number of out - patients examinations/treatments per 1 person a year  15,24 

Sources chapter 2 

http://www.uzis.cz/healt_info.php?type=8&region=100&mnu_id=3100&mnu_action=selec 

http://www.uzis.cz/healt_info.php?article=75&mnu_id=3000&type=8&region=100  

This information are also available in English. 

 

3. Equity in health and health services in the Czec h 
Republic 

 
     Equity means social justice or fairness; it is an ethical concept, grounded in principles of 

distributive justice.Equity in health can be—and has widely been—defined as the absence of 

socially unjust or unfair health disparities. However, because social justice and fairness can be 

interpreted differently by different people in different settings, a definition is needed that can 

be operationalised based on measurable criteria. 

     For the purposes of operationalisation and measurement, equity in health can be defined as 

the absence of systematic disparities in health (or in the major social determinants of health) 

between social groups who have different levels of underlying social 

advantage/disadvantage—that is, different positions in a social hierarchy. Inequities in health 
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systematically put groups of people who are already socially disadvantaged (for example, 

by virtue of being poor, female, and/or members of a disenfranchised racial, ethnic, or 

religious group) at further disadvantage with respect to their health; health is essential to 

wellbeing and to overcoming other effects of social disadvantage.  

     The concept of equity is inherently normative—that is, value based; while equality is not 

necessarily so. Often, the term health inequalities is used as a synonym for health inequities, 

perhaps because inequity can have an accusatory, judgmental, or morally charged tone. 

However, it is important to recognise that, strictly speaking, these terms are not synonymous. 

The concept of health equity focuses attention on the distribution  of resources and other 

processes that drive a particular kind of health inequality—that is, a systematic 

inequality in health (or in its social determinants) between more and less advantaged 

social groups, in other words, a health inequality that is unjust or unfair.   

Not all health disparities are unfair. For example, we expect young adults to be healthier 

than the elderly population. Female newborns tend to have lower birth weights on average 

than male newborns. Men have prostate problems, while women do not. It would be difficult, 

however, to argue that any of these health inequalities is unfair. However, differences in 

nutritional status or immunisation levels between girls and boys, or racial/ethnic differences in 

the likelihood of receiving appropriate treatment for a heart attack, would be causes for grave 

concern from an equity perspective.  

     The principles of equity are defined in the Constitution of the Czech Republic: 

… We, the citizens of the Czech Republic… resolute to build, protect and develop the Czech 

Republic in the spirit of the inalienable values of human dignity and freedom as the home of 

and free citizens who are aware of their obligations towards others and of their 

responsibility to the community…  

 

and also in the Charte of Fundamentals Rights and freedom: 

 (Article 1.) All people are free and equal in their dignity and in their rights. Their 

fundamental rights and freedoms are inherent, inalienable, unlimitable, and irrepealable. 

(Article 3) Fundamental human rights and freedoms are guaranteed to everybody 

irrespective of sex , race, colour of skin, language, faith, religion, political or other 
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conviction, ethic or social origin, membership in a national or ethnic minority, property, 

birth, or other status. 

(Article 10) Everybody is entitled to protection of his or her human dignity, personal 

integrity, good reputation, and his or her name. 

(Article 31) Everybody has the right to protection of his or her health. Citizens are entitled 

under public insurance to free medical care and to medical aids under conditions set by 

law. 

 
     A new health insurance system hoch was introduced on 1 January 1993 is financed 

through compulsory health insurance. Currently, nine health insurance funds administer the 

system. The system is based on solidarity and equity. It is financed by contributions from 

individuals, employers and the State (on behalf of the unemployed, pensioners, children and 

dependants up to 26 years of age, students, women on maternity leave, men serving in the 

military, prisoners, and people receiving social welfare).  

 

     Approximately 56% of the population is insured by the State. The State also acts as 

guarantor of the system. Population coverage is based on permanent residence and is broadly 

based. It includes foreign nationals if they are either employed by organizations based in the 

Czech Republic or are permanent residents. There are no excluded groups and no changes in 

population coverage have taken place in recent years; nor are any such changes expected in 

the near future. Opting out of the insurance system is not permitted in the Czech Republic. 

      

The following services are fully or partially covered by health insurance: 

· preventive services (preventive examinations, screening, vaccinations following the 

recommended immunization calendar, etc.);  

· diagnostic procedures; 

· ambulatory and hospital curative care, including rehabilitation and care of 

· the chronically ill 

· drugs and medical devices; 

· medical transportation services; and 

· balneological (spa) therapy (if indicated and prescribed by a physician). 
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     In principle, any treatment required for the cure of illness or to improve health status is 

approved for reimbursement. In addition, insurance legally covers egular preventive 

examinations of infants and children (nine during the firstyear of life, at 18 months of age, at 

3 years of age and afterwards every 2 years) as well as those for adults (every 2 years). 

Prophylactic dental treatment once a year (twice a year for children) and some standard dental 

treatments are free. 

 

     Rehabilitation, fertility treatments and psychotherapy (with some restrictions) can still be 

obtained under the state system. Under certain circumstances, spa treatments (balneological 

therapy) may be reimbursed either partially or fully. 

 

     If medically indicated, abortions are also covered (while others have to be paid for 

privately). In every case, the cheapest available treatment is fully covered. The respective 

health insurance fund, represented by a review doctor, can examene the circumstances and 

agree to the full reimbursement of a more expensive treatment. 

 

     Pharmaceuticals are classified into three lists. Those on the generic list are covered, but 

any others generally require out-of-pocket payments. Non-generic drugs may be approved for 

reimbursement if the doctor from the health insurance fund claims that there are no 

alternatives. 

 

The health care benefits package is very broad in the Czech Republic and even includes 

spas and over-the-counter drugs (if prescribed by a physician), which are not reimbursed in 

many other countries. 

 
     According to the HIS CR 2002 Quality of life survey, 73% of men and 71% of women 

offered a positive evaluation of their quality of life. However, only 66% of men and58% of 

women assessed their state of health as good or very good, which is less than the EU-15 

average (68%).  
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3. 1 Equal access to health care – policy statemens  
 
In accordance with objectives of the EU, WHO and OECD and in accordance with 

international programmes on quality assurance in health care, access to and duality and 

sustainability of the health care system is priority of the goverment.  

 
Specific objectives in this area are as follows: 
 

· to adopt and implement measures directed at meeting the “Health for All”goals at 

national, regional and local levels by 2010; to provide support for these measures 

through an appropriate institutional infrastructure and by new management and 

leadership methods; 

· to terminate work on and to implement quality standards, including the accreditation 

system which would ensure minimum quantity and duality standards in the provision 

of health care; to direct further efforts at continual improvement of quality and 

seeking ways and means by which provision of high quality of health care can be 

improved. 

 

     Special attention is according to NAPSI also be paid to groups which are disadvantaged in 

access to health care, such as the homeless and people from socially and culturally 

disadvantaging environments. 

Specific objectives are as follows: 

· to create in collaboration with health insurance companies integrated community 

care, i.e. to link health and social care in order to meet specific needs experienced by 

target groups, such as people with disabilities, the elderly and those living alone, 

socially inadaptable people and people suffering from addiction, the Roma and the 

homeless; 

· to support medical rehabilitation of people with disabilities and its inclusion in and 

links with the comprehensive rehabilitation system; 

· to improve the general state of health of the population, to reduce the growing 

number of dependent senior citizens and to promote an active way of life for senior 

citizens; 

· to lend support to projects aimed at the education of health care recipients, thereby 

focusing their attention on proper care of their own health.[1] 
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Sources chapter 3 

1. Constituton of the Czech Republic - 

http://www.hrad.cz/en/ustava_cr/index.shtml  

2. Charter of Fundamental Rights and Freedoms http://www.psp.cz/cgi-

bin/eng/docs/laws/listina.html  

3. ROKOSOVÁ M, et al.: Health care systems in transition:Czech Republic. 

Copenhagen, WHO Regional Office for Europe on behalf of the European Observatory 

on Health Systems and Policies, 2005. 

4. MPSV : National Action Plan on Social Inclusion 2004 – 2006 Czech 

Republic, MPSV : Praha 2004. 

http://www.mpsv.cz/files/clanky/1103/NAPSI_eng.pdf  

5. MACINKO, J. A., STARFIELD B.: Annotated Bibliography on Equity in 

Health, 1980-2001, International Journal for Equity in Health, 1:1, 2002. 

http://www.equityhealthj.com/content/1/1/1 

6. KELEHER H., MURPHY B.: Understanding Health : A Determinants 

approach. Oxford : Oxford University Press, 2004. ISBN 0 19 551661 3.  

7. WHITEHEAD, M. The concepts and principles of equity and health. 

International Journal of Health Services 1992 (3): 429-45. 

8. World Health Organization: World Health Report 2000. Geneva : World Healt 

Organisation 2000.  

 

4. Geographical equity in health and health care in the 
Czech Republic 

4.1 Geografical equity in health 

     
     Regional differences in mortality are mainly related to risk factors and environmental 

quality, socio-economic characteristics of the populations, as well as accessibility and 

exploitation of health care. The highest number of deaths per population number was 

registered in regions Prague and St�edo� eský, the lowest in regions Karlovarský and 

Vyso� ina. These numbers are, however, influenced by different age structures in the regions. 
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Comparison of the standardised mortality shows the highest values in regions Ústecký, 

Karlovarský and Moravskoslezský and low values in regions Prague, Vyso� ina and 

Jihomoravský.  

 

The difference between life expectancies at birth in regions with the lowest and the highest 

mortality was almost 4 years for men and 2.4 years for women. 

 
Source: www.uzis.cz  
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Source: www.uzis.cz  

 

 
Source: www.uzis.cz  
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Source: www.uzis.cz  

    

 
Source: www.uzis.cz  
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Source: www.uzis.cz  

 

     

 
Source: www.uzis.cz  
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Source: www.uzis.cz  

 

     There are relatively extensive research studies mapping health and its determinants 

available in the Czech Republic (see Háva et al. 2002)., however a comprehensive “National 

Health Report” such as those published in neighboring Austria or Germany, is not currently 

available. Nevertheless, extensive data on differences in health and access to health care can 

be acquired from routine IHIS statistics. Regional IHIS publications are also available for 

(and used by) regional authorities.  

 

 

4. 2 Network and activity of health establishments 
 

     The structure of the health service network does not markedly changed in recent years, 

excerpt for the steadily increasing numbers of independent specialists' offices and of 

pharmacies. Provision of primary care remains stable in long terms, but the age structure of 

general practitioners shows an unfavourable trend [2]. 

 
 
     At the end of 2004 there were 27 061 establishments in the Register of health 

establishments(266 state establishments founded by Ministry of Health or other central 

government organs and 26 795 non-state establishments: 313 founded by regions, 209 by city or 

municipality, and 26 273 by physical person, church or other legal body)[3]. 



 15

 
     Out-patient care involved 29 230 physicians and 51 270 PWPQ. Per 1 out-patient 

physician there were on the average 350 inhabitants of the CR. More than 76 % of out-patient 

care measured by physicians' contracts is privatised. About 50 % physicians provide primary 

care (GP for adults, children and adolescents, gynaecologic and dental practitioners), others 

work as out-patient specialists (50 % in out-patient parts of bed establishments, 50 % in 

independent out-patient establishments, mostly private offices). Provision of primary health 

care for adults as well as for children and adolescents in regions is relatively well balanced, 

larger differences between regions are only seen in gynaecologists' and dental care. Per one 

GP for adults there were on the average 1 560 registered patients, per one GP for children and 

adolescents there were 960 registered patients aged 0 - 19 years, per one gynaecologic 

practitioner there were 3 290 registered women. In dental primary care there were on the 

average 1 725 inhabitants per one dental practitioner's contract. Provision of specialised and 

very specialised health care in regions is less balanced. Particularly the very specialised 

services are mostly provided in out-patient departments of large bed establishments, usually in 

university hospitals. Also the independent specialists' offices are mostly located in large cities 

and near large hospitals, rarely in small municipalities and areas less easily accessible by public 

transport. Relatively lowernumbers of specialists compared to numbers of general practitioners 

are registered in regions St�edo� eský (where patients exploit the services of hospitals in Prague), 

Vyso� ina and Zlínský [3].  

No.of inhab. per 1 GP for adults, adoles. +children in regions CR 

STC 1 790.2 PAR 1 784.6 
JHC 1 630.5 VYS 1 882.3 
PLZ 1 558.3 JHM 1 587.8 
KAR 1 894.9 OLO 1 576.3 
UST 1 857.6 ZLI 1 674.2 
LIB 1 738.3 MSK 1 765 
HRA 1 704.2 PHA 1 446.2 
 

No.of hospital beds per 10 000 inhab. in regions CR in 2004 

STC 50.2 PAR 53.5 
JHC 60.7 VYS 56.5 
PLZ 65.2 JHM 71.5 
KAR 57.1 OLO 57.7 
UST 68.8 ZLI 57.1 
LIB 61.7 MSK 60.6 
HRA 68.2 PHA 88.6 
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Source: www.uzis.cz  

 

 
Source: www.uzis.cz  
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Source: www.uzis.cz  

Sources chapter 4 
1. ROKOSOVÁ M, et al.: Health care systems in transition:Czech Republic. 

Copenhagen, WHO Regional Office for Europe on behalf of the European Observatory 
on Health Systems and Policies, 2005. 

2. IHIS : Health Care and Health Services in the Czech Republic 2005, IHIS : Praha, 
2006. http://www.uzis.cz/index.php?&lng=en  

3. Statistical Yearbook of the Czech Republic 2005 
http://www.czso.cz/eng/edicniplan.nsf/kapitola/1001-05-2005-2300  

 

 

5. Vulnerable groups 
 
     According to the relevant literature as well as governmental documents the groups 

potentially affected by social exclusion and thus the group which may faced with higher 

probability the unequal access to health care and prevention: 
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· Persons with disabilities; 

· Older people; 

· Unemployed people; 

· Ethnic minorities and immigrants; 

· Homeless people. 

 

5. 1 Persons with disabilities 
 
     Disability represents a risk to an individual to become disadvantaged in relation to other 

members of the society. This disadvantage can even lead to social exclusion. people with 

severe disabilities are most at risk. Notwithstanding the many measures, which were recently 

adopted in order to prevent social exclusion of this group of people, certain both direct and 

indirect forms of discrimination appear to prevail in many areas. Comprehensive valid 

statistical data on numbers and structure of people with disability are still not available and 

estimates rely on sample inquiries and studies. 

 
     A study conducted in 1993 on the occasion of preparations for a national plan on 

countering averse effects of disability estimated that the number of people with disabilities 

was 10% of the total population, or 1,200,000 people. Thus, this group of people with specific 

needs is significant in number, but it is also a very heterogeneous group, depending on type 

and degree of handicap. Persons with disabilities living in social institutions are among those 

who are most at risk of social exclusion. Approximately 19,000 of them live in these 

institutions permanently (of which 15,000 suffer from mental or multiple disabilities). 

 

     A special Government advisory and co-ordination body, the Government Board for People 

with disabilities was established in 1991. The basic strategic document guiding the 

Government strategy in respect of people with disabilities is the National Plan for 

Equalisation of Opportunities for People with Disabilities, approved by the Government 

resolution No. 256 of 14 April 1998. Implementation of the plan is regularly assessed. Most 

of the objectives have already been met and the Government approved a new Medium-term 

Strategy for National Policy on People with Disabilities (Government resolution No 605 of 16 

June 2004). A new National Plan will be elaborated on this basis next year. Also, the new 
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Employment Act has established legislative prerequisites for broader participation of people 

with disabilities in the labour market.  

     One of important prerequisites for the successful integration of people with 

disabilities is their comprehensive rehabilitation. The task of introducing a system of 

comprehensive rehabilitation was included in the first National Employment Plan of 1999. 

By its resolution No. 547 of 4 June 2003 the Government approved guidelines for the 

introduction of comprehensive rehabilitation, as well as a proposal to establish a system of 

special rehabilitation bodies, which are expected to fulfil specific tasks in the area of 

comprehensive rehabilitation of people with disabilities [1].  

 
      
Sources chapter 5. 1  
 
1. MPSV : National Action Plan on Social Inclusion 2004 – 2006 Czech Republic, MPSV : 
Praha 2004. 
 

5. 2 Olderly people 

 
Source: www.uzis.cz  
 

     The population of older people includes heterogeneous groups. At risk of social exclusion 

are, in certain circumstances, pensioners in advanced age, among them particularly lone 
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women with a single source of income from old-age or widow’s pension. Compared with 

more recently retired people, thein pensions are lower, in most cases they were unable to 

accumulate enough savings and equipment of their households is obsolete. Under the previous 

regime they could not make provision for any additional source of income other than statutory 

pension. In addition to this group, a new group are those who opt for early retirement without 

due consideration of its impact and without ensuring other source of income for old age.  

 

     Old people with chronic diseases are most at risk of social exclusion. Of the total number 

of old-age pensioners’ households in 2002, 1.1% of them had income below the minimum 

subsistence amount. They represented 1.3% of the total of non-working pensioners’ 

households, and 0.3% of the total of pensioners’ households with one or more employed 

members. In accordance with EU methodology (60% of equalised median income on one 

consumer unit) the rate of non-working pensioners at risk of poverty was 4%. Among older 

people at a high risk of social exclusion there are in particular people in institutional facilities. 

In institutions with a year-round stay there are currently around 38,000 older people. 

 

     The overall development is similar to other EU countries, i.e. the Czech Republic is 

confronted with the problem of an ageing population. An important aim is to protect older 

people from falling below the poverty line and ending up sociálky excluded. Therefore, the 

main objective is to p�epade such working conditions to enable older people to actively 

participate in the labour market as long as possible. 

 

      In order to prevent the social exclusion of vulnerable groups of older people (in particular 

older people living alone, older people with low income, older people with reduced ability for 

self-support because of illness or advanced age, and older people with disabilities) it is 

necessary to establish available comprehensive social and health services, which are 

differentiated in accordance with older people’ needs and individual situations and directed at 

maintaining the people’ independence, strengthening family and social ties, and maintaining 

natural environment to which older people are accustomed. These services have to be 

accessible, integrated and available at local level. The overall aim is to enable old people who 

are extremely at risk of social exclusion to stay in their natural environment as long as 

possible.Where this option is no longer feasible, they should be given an opportunity to 

participate in the life of society and their rights should be protected. 
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Using of prescribed and non-prescribed medicines 
 

 
Source: www.uzis.cz  
 
People s who have used prescribed medicines in the last 2 weeks 

 
Source: www.uzis.cz  
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Source: www.uzis.cz  
 
 
 
 
Seniors on the margins – accessibility of health and social services for seniors 
 
    Generally, Czech seniors are not satisfied with their life situation (according to the on-line 

information of the Institute of Sociology). People over 60 years and pensioners assessed their 

live standard as bad, next to the unemployed people, workers, divorced and widowed people 

and the electors of Communist Party. Moreover, Czech seniors feel excluded from the active 

participation on everyday life and they mind the way, in which old people are presented (like 

unable and useless). The high level of Czech seniors´ subjective poverty creates the problem, 

because it may result in the unwillingness to increase financial participation in health care and 

social care. 

     In the Czech Republic the capacity of residential care for elderly may be seen as not 

sufficient. The number of registered applicants (demand) is higher than the number of places 

in residential homes (supply). The elderly have very limited chance to make a choice about 

their way of life in the old age. There are several reasons for the high number of applications: 

- lack of flats for eldely, especially unsufficient number of small housing units for 

elderly who can not allow themselves big flats any more or want to let the flat to their 

children, unsufficient capacity of shaltered housing and supported living, 
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- little accessibility of community services supporting the independent life to elder 

people in their households (home services, home help, home technology providing 

feeling of safety and accessabaility of crisis intervention, counseling and advocacy, 

home nursing and medical care), 

- lack of community health promoting activities prepared for seniors to support their 

quality of life and self-sufficiency (social life and social inclusion, sports and other 

activities, physiotherapy, education, work opportunities), lack of self-oriented 

activities (seniors for seniors) and lack of information on the possibilities in the local 

community, 

- lack of information about the different solutions of the personal situation, specially 

about the alternative services – absence of case management, 

- gaps in the network of the social and health services (supported living, small housing 

units, small community centers, day centers for people with dementia, caring and 

nursing services, respite care, accessible health aids, support for caring families – 

education, support groups, residential health and social care), 

 

Number of senior facilities  

Facilities No. of Facilities Capacity  Waiting lists 

Senoir houses 373 37 366 38 220 

Senior homes  149 11 865 17 930 

Combination 13   

Sum  535 49 231 56 150 

Source: MPSV 2004. 

 

     So in the homes for seniors we can meet people who do not need to be there and on the 

other side there are many people who suffer by the lack of services adapted to their needs. 

The high demand is not a sign of the high quality of residential services but the result of non-

existence of the alternative services enabling the life in the natural social environment. The 

applications are also passed just "for sure", to enable the accessibility of service in future 

without respect to the real present and future needs. There is an impotant problem of big 

institiutions without individual care. Placement into the institution often means lose of 

individual´s autonomy, lose of motivation to any activity, difficulties with adaptation, and 

decrease of self-sufficiency, disability, and both physical and mental health. Data from the 
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beginning of 21st century show that the standards of quality are worst fulfilled in the homes 

for elderly. 

 

More than 85% of residential homes and social institutions in the Czech Republic is provided 

by regions and municipalities. Non-govertmental organizations (NGOs) provide mostly 

ambulatory and home care. 

 

The quality of life of seniors staying in the institutions is related on the quality of care and 

other services provided there. A big stimulus for the improvement of quality of services in the 

institutions was given by adopting the Law on Social Services in 2006 (No. 108). Very 

progresive standards of quality, which are the part of this law, will bring the deep change in 

these areas: 

- respect to the individual needs and individual decision making, indvidual plan, 

- humanisation of the services, respect to the individual dignity and human rights, 

- community based services, social inclusion, social cohesion, 

- support for independent life, self-sufficiency. 

 

     Low quality of life in homes for elderly is mostly caused by low number of caring stuff. 

Their work positions are mostly "a carer", "a nurse" or "an auxiliary nurse", just few are 

"physiotherapist" or "occupational therapist". The majority of caring staff has just elementary 

education with simple courses. The care is "materialistically" oriented (hygiene, meal). The 

qualified social workers are missing (Musil 2005). 

 

     In these days a new Conception of transformation of the social services for seniors has 

been presented by the Ministry of Social Affairs. Restructuralisation and humanisation of the 

residential care is its aim in conjunction with the continual transformation of big institutions 

into the small housing units, shaltered houses and family shape facilities. The new Law on 

Social Services will create the environment in which precise information system about the 

supply of services (due to registration of services) and about the needs of service users (due to 

contribution on care) will be created. 

Problem is that the community personal services (home care) tend to select their clients and 

exclude some of them out from their target group. The structure of service users is adapted to 

the accepted model of the service not vice versa. The situation of an applicant for service is 
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assessed from the point of view of the service (a self-sufficient senior asking just for 

delivering the meals). Seniors with more complex needs are sent to another service provider, 

usually to NGOs (Charitas, Diakonie) which are usually prepared to offer not only 

"materialistic" service but the whole spectrum of services according to needs, including social 

support. 

 

     In her research, Mrázová (2005) has founded, that the state pays relatively big attention to 

assure elementary needs of seniors (to have a place to live, meal to eat) and necessary medical 

care – through building new residential homes and supported living. As to free time activities 

there is a big problem of their financial coverage. Organizers of these activities declare the 

feeling that the state, the grant commissions, the authorities etc. do not take seriously this kind 

of projects and do not support them financially. The same problem can be observed in the area 

of volunteering. Seniors are taken more as pasive acceptors of the voluntary work than active 

volunteers who are able to help other seniors. This attitude in relation to the activisation 

programmes for seniors is connected with a common prejudice in the part of Czech society, 

that old person is less valueable, is inactive, unable and less flexible. The result of this mythus 

is also the high amount of long unemployment among people over 50 years. Volunteering, 

counseling and education of seniors by seniors is still not developed in this country. 

 

     Among others, this theme was studied by Vidovi� ová (2004). Ageismus is manifested in 

restriction of the seniors´ human rights and full citizenship and is mirrored in so called 

demographic panic which puts the generations against each other. Due to the of lack of 

resources, it creats the climate of intergenerational tensions in the society. 14 % of population 

believes that the pensions and other allowances provided to the elder people take the money 

from the budget which should be given to the younger generation. 35 % think that seniors 

should be restricted in entering the policy and not to be able to influence the polical decision 

making. And 51% of Czechs suppose that elderly tend to complain all the time but they live 

quite well. Lesser tolerance to the seniors is related to the younger age and to some factors of 

lower social status. 64% of respondents mean that old people and young people are very 

different in all areas of life (Vidovi� ová, p. 17-19). In the Czech language, the words like old 

granny, old witch, old swine, old buck etc. are quite common. Using titles like grandma and 

grandpa for persons who are not relatives is most frequent especially in the medical 

environment (Vidovi� ová, p. 19-22). In media seniors are less often mentioned than other 

demographics groups and mostly in negative implications or in connections with abuse, 
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violent criminal acts or with economical problems of the society. Research showed that 35% 

of the representative sample had either personal or mediated experience with verbal agression 

directed to the persons of higher age. Older people had this experience more frequently. 33% 

of population had an experience with the discrimination in labor  market due to the older 

age. At women the risk is even higher (Vidovi� ová, p. 28-29). Majority of Czechs at the age 

of 50-60 experienced unemployment two or three times. Still more important than this 

experience showed to be the fear from the loss of the present job or the moving to the less 

paid work place which is an enourmous frustration connected with the age (connected with 

the prestige and subjective social status). 

 

     In the research of Mareš (2002) among unemployed persons, nearly all of those older than 

55 years were refused at least once because of their age. Two thirds of firms declared that if it 

was necessary to reduce the number of employes, they would discharge elder workers (Právo, 

16.3.2005). Vidovi� ová showed that negative emotions connected with the loss of 

employment are the most frequent at 50+ age cohort, which is more important for the quality 

of life than unemployment itself. In addition, a fear of unability to find a job is perceived 

much more intensive by older age cohorts than by young people up to 30. Their expectations 

of any help from the side of the Labour Office are very limited. None of the unemployed 

persons over 50 expects any assistance in re-qualification. Also the investigation of the active 

policy of employment in regions showed that the amount of elder people in re-qualification 

programmes stayed constant while the number of unemployed elderly increased. 

 

 

Health, Health care and Age 

 

Old age is automatically connected with higher expenditures for drugs and health care. In fact, 

research of the representative sample of Prague seniors over 60 years (Dragomirecká 2004) 

showed that 23% of the sample declared no health problem, 40% had just one health problem, 

and only 5.5% declared 4 or more health problems. Women had more health problems: 19% 

women and 30% men were without any difficulties. More than 4 problems had 8% women 

and only 2% men. The most frequent difficulties were locomotion disorders (44%), 

hypertension (21%), cardiovascular diseases (19%), and endocrinological and metabolic 

disorders (16%).  

 



 27

According to the findings in a “survey of chronical health problems” (2002), 20% of the 

whole population aged 15 to 64 years had long-term health problems. In the age group 60-64 

it was 46%. There were also regional differences: in Prague the amount of people with long-

term health problems was among the lowest in the country (in the group of 60-64 years it was 

27% while in industrial region of Ústí nad Labem these problems had 63% of respondents). 

 

Another survey (Papeš et al. 2000) was concentrated on the older generation and showed that 

42% of women and 31% of men aged over 75 perceived their health status as bad. In 

international comparison the subjective health status is better in younger Czechs but worse in 

older Czech population than the average of EU countries which shows to the cultural and 

individual differences in the evaluation of the health status. According to the same resource, 

18% of respondents were limited in their activities – 3.7% out of them was limited seriously. 

Health Interview Survey (HIS 2002) also brought findings regarding to the prevalence of 

disabilities according to the age. In 55-64 it was about 30% of both men and women, in 65-74 

it was 32% of males and 52% of females, and at the age of 75 and more it was 64 % of males 

and 81% of females, who had any disability. Data from HIS 2002 also showed decreasing 

physical activity in older people. Statistics of health insurance companies show that average 

expenditures increase with the age, with the peak at the age of 80. Some tendencies to reduce 

expenditures in the health care seem to be ageistic. In 2003, it was published in the articles 

about the modern treatment of the myocardial infarctus allowed only for persons up to 50 

years (MF dnes 26.3., Hospodá�ské noviny 3.4.). The so called rationing – decision making 

about the division of relatively limited medical resources – belongs to the everyday praxis of 

physicians. But the age should not be the first criterion of the allocation of these resources. 

 

     In one research of Vidovi� ová, 4% of respondents (younger, with lower education and 

non-religious) agreed with the sentence: "As the medical expenditures for treatment are very 

high, it should be stated up to what age the person should be provided to the expensive 

examinations and treatments". Direct personal experience with the refusal of the care because 

of the high age was minimal in the population (what might had been caused by the 

methodology of data collection and sample construction, where persons with worsened health 

status were under-represented). But mediated experience (“It happened to somebody of my 

nearest” or “I have heard that it happened to somebody”) was quite frequent (with prevalence 

57%). 
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     More important from the point of view of the equity in the health care is not only age 

restriction. It is underestimation of some diseases and sypmtoms as well as sensoric 

dysfunctions, which are ascribed to the age ("What do you want? It is the age, it will not be 

better any more!") Instead of thinking about a specific disease which should be properly 

tested, a qualified diagnosis should be done and adequately treated. In the Czech Alzheimers 

Society this is a very common experience of families of patients with dementia. 

 

     Aging itself is taken by many physicians as incurable disease, and that is why any specific 

diagnosticts and treatment has no sence. In patients of higher age preventive medical 

(especially surgical) interventions are underestimated and taken as unnecessary. A typical 

example is the age limitation in screening examinations in oncological prevention. On the 

other side the frequent and increased (and often not necessary) pharmacotherapy is applied as 

the easiest solution of the problems of seniors. In medical model of care, elderly people are 

overtreated and overcared instead of providing good quality rehabilitation program, 

ergotherapy and social inclusion (Holmerová 2003, Kalvach 2004). The discharge is usually 

very quick without assessing the needs of the patient and ensuring the continual care at home 

or in the relevant health or social institution. The complex assessment of the health and 

functional status of the person, conditions in the environment, presence of primary carers and 

home services, need of rehabilitation and health aids is usually not done and the risk of the re-

hospitalization or institutionalization of the person becomes high. Also the education of the 

patients and the family members is minimal (Kalvach 2004, Tr� ková 2002). 

 

     The bigest problem from the point of view of the equity in the care for elderly is balance 

between the equality and equity in the accessability of care. In ideal case the health care 

system should work as a system providing the equal access to the health services, which does 

not imply the necessity to provide the same treatment to all patients regardless to the age 

(Roberts 2002). 

 
Policies and Strategies in Health Care and Long-term Care 
 
     The National Programme of Preparation for Ageing 2003 - 2007 (approved in 
Government Resolution No. 485 of 15 May 2002) is the key strategic dokument defining the 
objectives and tools in dealing with issues related to ageing population and to the elderly. 
The aim of this document is to support a development of the society for all age groups so that 
people grow older with dignity and in a safe environment, pursuing their lives as full 
members of the community. The programme covers a whole range of areas related to the 
elderly people’s lives and it should be implemented through public service policies and 
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systems adjusting themselves to the changing age structure of the population, with the aim of 
promoting the development and enhancement of quality of life of the elderly in the Czech 
Republic. The programme concerns all age groups. The young generation is expected to 
acknowledge the elderly people, not discriminating against them. The middle-age generation 
is expected to take on the political responsibility for implementing the ageing policy and to 
assume personal responsibility for their own preparation for ageing. The old generation is 
expected to take an active approach to their lives, getting involved in social structures. In 
relation to the National Programme of Preparation for Ageing, the Ministry of Health 
announced a grant programme entitled 
 
     Healthy Ageing in 2004. The programme is aimed at supporting projects delivered by 
municipalities and NGOs providing care to the elderly and people suffering from the old 
age-related diseases. Health care and social care provided to people with disabilities is dealt 
with in the National Plan for Equalistaion of Opportunities for People with Disabilities 
(approved in Government Resolution No. 256 of 14 April 1998). Most of the tasks thereby 
assigned have been already achieved. The government approved the new medium-term 
Strategy for National Policy o n People with Disabilities (Government Resolution No. 605, 
16 June 2004), based on which the new National Plan will be drafted. Following the tasks 
defined in the National Plan for Equalisation of Opportunities, programmes to support the 
social inclusion of the people with disabilities will be implemented every year. In 2004, a 
programme supporting civil associations and humanitarian organizations was announced. 
The programme is aimed at supporting projects delivered by NGOs operating on the national 
scale, which provide care to the disabled or chronically ill. Projects delivered in 2004 on 
theregional or local scale were supported through a grant programme aimed at NGOs 
(aprogramme supporting social services at the local and regional levels). In 2004, these 
projects were allocated CZK 43.2 million. 
 
     A National Plan for Support and Integration of People with Disabilities in 2006 – 2009 
is under preparation now. This draft should be presented to the Czech government for 
approval by the end of June 2005. Another policy document aimed at social services 
provided in long-term care to the disabled and elderly is the National Action Plan on Social 
Inclusion in 2004 – 2006. The document sets an objective as regards the accessibility of 
social services in long-term care. As for people with disabilities, the objective is as follows: 
“to promote services that enable people with disabilities to live in their natural environment 
and, if this option is not feasible, to provide services offering them an opportunity to 
participate in social life and to protect their rights”. As for the elderly, the objective is to 
“enable old people who are extremely at risk of social exclusion to stay in their natural 
environment as long as possible. Where this option is no Langer feasible, they should be 
given an opportunity to participate in the life of society and their rights should be 
protected”. Other objectives of social services are defined in the National Action Plan on 
Social Inclusion as follows: to finalize the transformation, decentralization and legal 
framework of social services; increase the quality of social services delivered at the local, 
regional and national levels by using the social services quality inspection system currently 
under preparation and by introducing the national quality standards for social services; and 
ensure a broad range of social services are offered, reflecting various needs. The provision 
of high-quality social services is closely linked to the need of educating and training social 
care workers. Another objective defined in the National Action Plan is promoting the system 
of professional life-long learning of social care workers. 
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     The National Action Plan highlights the need for mobilizing all stakeholders to tackle 
poverty and social exclusion. In this respect, the Plan puts a great emphasis on supporting 
NGOs and their networks. Another important element is a promotion of partnerships between 
state authorities, Kraje, municipalities and NGOs as regards planning and implementation of 
social policies at the local level. Local planning of social services – also known as the 
community planning of social services – is a useful tool to achieve this objective. To increase 
the quality of service provision, the government approved a Draft Policy of Life-long 
Learning of Social Care Workers and Human Rights Education in May 2003. The Czech 
Republic has subscribed to the programme announced by the World Health Organization, 
Health for All in the 21st Century. A relevant national policy document was then drafted: 
Long-term Programme for Improving the Health of the Czech Population – Health for All 
in the 21st Century17. This policy has been drafted and implemented by the Ministry of 
Health. The programme includes measures to support healthy ageing (Objective 5) of the 
elderly who are no more self-sufficient due to disabilities or demanding social environment. 
The aim is to ensure an efficient coordination of health and social services, using all possible 
means to allow these people to live in the natural environment. The aim is also to increase by 
at least 50% the number of 80+ people who, living in their home environment, are in such 
health that enables them to maintain their self-support, selfrespect and their position in the 
community. The social service system can influence the elderly people’s quality of life in a 
significant way. One of the tools to achieve the objectives is a reform of social services 
planned in the new act on social services. Social services should enable people to lead an 
independent life in the natural environment of their home and community. Objective 6 of this 
long-term programme, i.e. improvement of mental health, is aimed at increasing the quality 
of care provided to people who are mentally ill and at shifting the care from large 
psychiatric institutes and establishments to a more balanced combination of psychiatric 
hospital care and community-based services, i.e. the community care. The quality 
improvement should be achieved through the training of health care workers taking care of 
the mentally ill, teaching them how to identify risk factors. The programme is assessed on a 
yearly basis, the first assessment report having been presented to the government on 30 
September 2004. 
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5. 3 Unemployed people 

 
     Long-term unemployment is problematic and is closely related to the educational and skill 

levels of those concerned. On 31 December 2003, the long-term unemployed represented 

58.7% of total unemployment. This meant a yearly increase of 2.3 percentage points. 68.6% 

of this group were unemployed for more than one year, which constituted an annual increase 

of 2.6 percentage points. 

 

     The latter group thus represented 40.3% of total unemployment. At the same time, the 

average duration of registered unemployment rose to 530 days at the end of 2003 (compared 

with 484 days in 2002). The average duration of female unemployment was higher, i.e. 551 

days. With prolonged duration of unemployment it becomes increasinglydifficult to find jobs 

for those concerned. Thus the long-term unemployed, especially those with lowqualification 

levels, form a group of people, who are most at risk of poverty and social exclusion. 
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     Groups most at risk of long-term unemployment are especially unskilled people, unskilled 

teenagers, people with disabilities, women with dependent children, and ex-prisoners. As 

regards nationality, members of the Roma community are over-represented among the long-

term unemployed. Longterm unemployment of women is higher than that of men. The risk of 

long-term unemployment tends to increase with advancing age and reduced working capacity. 

 
      

 
Author: MPSV 

Unemployment Trends in the year 2006 
2006 

 unemployed 
thousand persons 

unemployment rate 
per cent 

vacant jobs 
thousand jobs 

January 531,2 9,2 59,4 

February 528,2 9,1 66,5 

March 514,8 8,8 70,5 

April 486,2 8,3 74,1 

May 463,0 7,9 80,9 

June 451,1 7,7 85,9 

July 458,3 7,9 88,2 
Author: MPSV 
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Author: MPSV 

 

    A representative study on the health of the unemployed was carried out in the Ostrava 

region for example [3]. The results of the study showed a deterioration in psychological health 

as a result of unemployment in more than 27% of cases, respectively circa 40% of 

respondents had psychological problems directly related to unemployment. 38% of the 

respondents questioned reported that serious illnesses had worsened. Another alarming 

factor was the finding that there was an increase in the consumption of alcohol and 

tobacco in response to this deterioration (especially in psychological health). Overall, it can 

be said that inequity in health in the Czech Republic due to unemployment is more frequent in 

structurally disadvantaged regions, i.e. North Moravia and North Bohemia. The unemployed 

in these regions include numerous members of ethnic minorities (especially the Romany 

community), so that the problem of health for the long-term unemployed and the health of the 

Romany community are related to a certain degree. 

 

Sources 

1. MPSV : National Action Plan on Social Inclusion 2004 – 2006 Czech Republic, 
MPSV : Praha 2004 
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3. CHOBOTOVÁ, P. et al.: Nezam� stnanost a zdraví [Unemployment and Health] 

http://www.zuova.cz/projekty/index.php  
 

5. 4 Ethnic minorities and immigrants 

 
     Ethnic minorities and immigrants are highly heterogeneous groups in the Czech 

population. Thus the demographics, social and health profile of individual groups is very 

different, so that health and its determinants can differ in relation to each given group.  

 

5. 4. 1 Roma population 
 

     Ethnic minorities and immigrants are highly heterogeneous groups in the Czech 

population. Thus the demographics, social and health profile of individual groups is very 

different, so that health and its determinants can differ in relation to each given group.  

 

     Among national and ethnic minorities, the Romany community is often seen as a group at 

significant risk of social exclusion and poverty. In the census of 2001, a total of 11,746 people 

were recorded as belonging to the Romany national minority. Based on qualified estimates 

however, the Romany community in the Czech Republic is though to have between 150,000 – 

300,000 members. Romanies primarily live in the following areas: North Moravia (especially 

Ostrava, Karviná), North Bohemia (D�� ín, Ústí nad Labem) and big cities (Prague, Brno) [1]. 

This difference is due to the fact that some Romanies consider themselves to be of Czech or 

other nationality. Any monitoring of this population must be carefully considered with 

maximum sensitivity to the political and historical environment. 

 

     Several interesting studies have been published on the topic of health and determinants of 

health in the Romany population [2, 3]. In their work on the determinants of health in the 

Romany population, Richterová et al [2] based their work on a representative study that took 

place in the Ústí region, where a high percentage of the population is of Romany nationality. 

The authors of the study stated that the negative effects of the Romany lifestyle were 

generally reflected in the health of the Romany population in the Czech Republic. Particular 

problems appear to be high Romany unemployment (especially long-term), passively spent 

leisure time, poor nutrition and a subsequent risk of obesity. According to the study, 82.5 % 
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of respondents admitted they smoke, while negating alcohol consumption, with only 28% of 

respondents admitting to drinking beer every day. Structural determinants of health include 

the problem of often unsuitable housing conditions and as already mentioned unemployment, 

which is the cause of dependence on social welfare and one of the starting mechanisms of 

negative social phenomena.  

 

     Probably the most extensive study mapping the health of the Romany population and 

inequity in health compared to the majority population, is the work of Nesvadbová at al. in 

2000 [3], which studied the health of the Romany population in the form of a questionnaire 

(the total nember of completed questionnaires processed was 432, they also prcessed 105 

questionnaires following the state of health of children from the GP for children and 

juveniles). According to the study was the subjective assessment of health in Romany 

population follows: Completely healthy 50.1 %; Not completely healthy 26.1 %; Not healthy 

23.8 %  Serious illness in the course of thein lives is stated by 36.8 of those questioned, 13.9 

% do not remeber. The remainder replied in the negative. Most frequetntly mentioned 

illnesses in the past were, hearth 15.4 %; digestive problems 11.5 %; respiratory tract 9.2 %; 

gynenaecological diseases 10.0 % and diabetes 5.4 %. At present (in at lest the 6 month) 40.5 

% of those questionend claimed to have had illnesses requiring treatment. Most frequently 

mentioned illnesses were diseases of joints, muscles 22.4 %;  cardiovascular diseases 21.6 %, 

digestive system diseases 12.8 %, diabetes and respiratory trace boht 9.6 %.  According to 

Nesvadbová et al. these data may be interpreted with the emphasis to broader socio-

economics determinants of Romany population health.  

 

 

 

From the point of view of this study are important following data: 

· 95.5 % of questioned know their GP; 

· 88,9 % get on well with their GP; and  

· 69,2 % fell they can confide to their GP. 

The doctors looks after 78.1 % well and 77.3 % consider medical care for themselves and 

thein family sufficient, 18.5 % fell it might by Berger and 4.2 % declare that the care is 

insufficient. The vast majority of Romany patiens have also health insurance. 
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    Nevadbová et al. carried out the comparison of estimates of the sickenss rate per 100 000 

inhabitans from the data base of the State Health Institute Prague for selected infectious 

diseases. 

Disease  Majority  

Population 

Romany population 

Enteritis j. bact. agents 1.9 29.7 

Enteritis campylobacter 3.6 10.6 

Giardiosis  0.3 8.3 

Other intestinal helmintosis  0.0  2.3 

Meningococcal meningitis 0.1 3.6 

Pediculosis 0.1 25.1 

Pertussis 0.1 0.7 

Injury anflicted by dog 2.9 14.9 

Salmonellosis 37.9 144.2 

Salmonellosis carrier  1.3 5.3 

Scabies 7.7 265.3 

Shingellosis 0.4 57.1 

Varicella 44.8 167.0 

Viral hepatitis A 1.0 58.3 

Viral hepatitis B 0.5 8.3 

Viral hepatitis C 0.2 3.0 

Tuberculosis 17.3 18.1 

Syphilis 0.8 22.1 

* for estimated total numbers: majority population 100 000 persons, Romany population: 300 000. 

     Authors are aware that the take are only of limited value as information. Nevertheless it is 

clear that there is a significantly higher incidence of certain infectious and parasitic diseases 

in the Romany population. According to opinion of doctor’s questionnaires which were part 

of this study was the health status of Romany population evaluated as visibly worse than the 

state of health of the majority population by 70 % of the doctor asked.  

 

    We should conclude this subchapter with the questions aimed at the possibility of 

improving care for the population. The research team headed by Nesvadbová concluded that 

there are across the Romany population various way how to answer this question. Employed 
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men and younger and middle age Roma did not ask any improvements for themselves, nor did 

women in the same position. Older people or sick people have social problems complain that 

doctors prescribe them medicines, which they must pay the surcharges on. Their social 

situation does not permit to do this, but they are afraid to tell the doctor this and it contributes 

to deterioration in the communication with doctors. The woman do not complain of their 

doctors on their own accord, they only point out that they lack cheap medicines and then, like 

the older people, thy have problems because they are not capable of paying the extra charge, 

with slows down the treatment and makes communication with doctors worse. The parents of 

small children complain of “latent racialism”, which they perceive in the fact that doctors 

describe their children as “gypsies”. They also feel a lack of doctors who could be for them 

something in the line of confessors, authorities and helpers, who would help them to deal with 

problematic social situation [3].  

  

5. 4. 2 Immigrants 
 

     The problem of health and access to healthcare for immigrants was systematically studied 

in 2000 – 2006 by, for example Dobiášová [4, 5, 6]. From this perspective, her work on the 

health and use of healthcare by Ukrainians in 2002, which also included a representative study 

(n = 645), was very interesting [4].  

 

      Among other things, the research found that only around half of respondents had 

undergone an initial medical examination, which is de facto compulsory for extended stays in 

the Czech Republic. The authors therefore assume this obligation is not always respected. 

Another alarming fact is that a quarter of Ukrainians living in the Czech Republic for more 

than 1 year are not medically insured, with the most common reason for not concluding health 

insurance being its high cost. Of the Ukrainians questioned, a large percentage had not been 

informed of the possibilities of using and paying for healthcare services in the Czech 

Republic. It is a condemnable fact that some respondents have also become the victims of 

“false health insurance companies”. 

 

     From the perspective of healthcare, around 50% of respondents had medical problems 

during their stay in the Czech Republic, where women had medical problems more often than 

men. When using healthcare services, the most frequent visits were to gynecologists (average 



 38

2.8 per annum), GPs and dentists (average 2.7 per annum) and outpatient specialists (2.4 per 

annum). These figures are below average compared to the number of visits by the majority 

population. At 6.4%, the degree of hospitalization among Ukrainians is also below average 

compared to the majority population.  

 

     Another problem could also be that 28% of the Ukrainians questioned said they were 

afraid to visit a doctor or hospital. These fears however lessen with the length of their stay. 

The most frequent cause of concern in using healthcare services is the fear of losing their job 

with the fear they will not be able to pay for healthcare in second place.With regard to 

payment for healthcare, around 65% of Ukrainians stated this was paid by health insurance, 

while 45% indicated they paid in cash. The most significant barrier to access to healthcare 

appears to be the problem of communication and being understood by healthcare providers 

and the negative perception of Ukrainians as a group of immigrants. 40 % of respondents also 

stated they couldn’t orient themselves in the Czech healthcare system, while on the other 

hand, only 2% of respondents said they has a bad experience with healthcare in the Czech 

Republic. From a subjective perspective, the most frequent health problems among 

Ukrainians are fatigue, exhaustion, back pain and headaches.  

 

          Another study by Dobiášová et al. [5] focused on the health and use of healthcare by 

citizens of the entire former Soviet Union, which they compared to the health of a sample of 

the Czech population. The study provided a number of interesting results. From the 

perspective of socioeconomic indicators, major differences were noted in income and 

professions. Respondents in the group of foreigners had significantly lower incomes than 

respondents in the Czech group, which related to the fact that more than three fifths of the 

foreigners working in the Czech Republic had manual or less qualified professions.  

      

     From the perspective of work activity, one determinant of health proved to be the fact that 

the group of foreigners had a much higher workload compared to Czechs. For example, 7% of 

foreigners indicated they worked without rest (7 days a week).  

 

     In assessing the respondents’ subjective evaluation of their own health (medical problems 

in the last 12 months and a comparison of health with the situation a year ago), it was found 

that foreigners feel better than Czechs (which is the result of the “healthy immigrant” 

syndrome). Foreigners take sick leave less often and for shorter periods than Czechs. Their 
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use of healthcare services is also lower. The reason for this may be a better awareness of their 

health, but also a fear to visit the doctor or a medical facility (see above). Foreigners consume 

more tobacco and alcohol compared to Czechs.  

 

    A correlation was found between the type and length of stay and most questions asked in 

the study, where responses by foreigners with permanent or extended residency in the Czech 

Republic approached those of the majority population compared to foreigners with visas for 

90 days or less than 90 days [5].   

 

     The most recent work by Dobiášová at al. is the publication of a study on the healthcare of 

the children of foreigners [6].  The main hypothesis of the study that there are barriers in the 

Czech Republic restricting access to healthcare for the children of foreigners living with their 

parents in the Czech Republic long-term was confirmed and the presence of these barriers 

demonstrated. It was shown that the children of foreigners who are not participants of public 

health insurance are at most risk.  

 

Children-foreigners, whose parents wish to insure them through contractual health 

insurance with Pojiš� ovna VZP a.s., are at risk of losing access to healthcare if they have 

any medical problems and the only Czech health insurance company, (Pojiš� ovna VZP, a.s.) 

refuses to insure them. Another risk factor for these children is regular medical examinations, 

which they must undergo in order to renew their health insurance. If it is shown, for example, 

that a child had serious medical problems during his/her stay, he/she is in the same situation 

as above and Pojiš� ovna VZP, A.S. will refuse to renew the contract, leaving the child 

without health insurance. 

Children insured as part of contractual health insurance are also at risk of losing access to 

healthcare in cases where their parents cannot afford to pay their premiums for the entire 

insured period in advance, and the child is not insured for this reason. Another disadvantage 

for these children is a limited choice of physicians with whom Pojiš� ovna VZP, a.s. has a 

contract for the treatment of these patients. This problem grows, the smaller the size of the 

locality where the child receives healthcare. 

 

Another group of foreigners at risk are children whose healthcare is paid by the Ministry 

of the Interior CZ. Here the problem primarily lies in the choice of physician. Often there is 
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only one physician in the child’s locality with whom the Ministry of the Interior has a contract 

for the treatment of these patients, and parents are sometimes forced to travel to other cities 

with their sick children. A major problem in both groups of children-foreigners is dental care.  

 

A group that is particularly at risk is the children of foreigners whose children are insured 

with untrustworthy and unstable insurance companies (especially Ukrainian), which only 

guarantee payment of urgent or acute treatment in hospitals and in many cases fail to pay 

clients for even this care. The group that is at most risk is uninsured children. Children-

foreigners, participants of contractual health insurance face barriers in access to 

medical insurance and healthcare most often. These barriers primarily include: 

 

· the risk of whether or not the child will be insured, 

· the risk of whether or not the contract for health insurance will be renewed in the 
case of any medical problems, 

· limited choice of physicians, 

· restricted range of covered dental care, 

· the need to pay the full price of prescribed medications, where costs are 
subsequently reimbursed by the health insurance company, 

· the risk of an excessive financial burden on the family. 

 

Another barrier faced by children-foreigners in practice, is the language barrier, which 

declines with their length of stay in the Czech Republic. Child patients living with their 

parents outside of Prague often don’t have access to specialized centers designated solely for 

foreigners or to find a physician who is able to communicate with them in their language. 

Although the language barrier is not the biggest problem in access to healthcare for children-

foreigners in the Czech Republic, it certainly deserves attention by the responsible authorities. 

With regard to the question of how well foreigners are informed of healthcare for children and 

adolescents in Czech Republic, it is clear from the statements by these foreigners, that most 

came to the Czech Republic without any information on how the Czech healthcare system 

works. What is more, the majority of these respondents have the feeling this information is 

not readily available. 

 

With regard to information on healthcare for children in the Czech Republic, a 

comparatively large percentage of foreigners rely on information from friends and 
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acquaintances who have lived here longer and who are “orientated”. A question regarding the 

quality of this information however remains. An equal number of foreigners seek information 

on healthcare in the Czech Republic from official sources such as the Foreign Police, health 

insurance companies or directly at doctor’s surgeries.  

 

A lack of information on healthcare for children and adolescents in the Czech Republic is 

clearly evident and is definitely an issue that must be further addressed. Among the most 

frequently required information are facts on health insurance, or more precisely the 

differences between the offers of individual health insurance companies (only in the case of 

foreign participants of public health insurance) and what sort of care is covered by health 

insurance. 

 

Barriers to access to healthcare for children-foreigners in the Czech Republic are not so 

much medical as they are administrative. Overall, there are no cases where the healthcare 

system has refused to treat such a child of its own volition on the grounds that he/she is a 

foreigner or disadvantaged it in any way through its position. For this reason, the approach of 

medical personnel or their expertise is not the subject of particular criticism by foreigners 

staying in the Czech Republic long-term with their children. If there is any reproach, it often 

relates to the arrogance of medical staff, the paternalistic approach of doctors or the receipt of 

insufficient information and an excessive focus on profits. These reservations correspond to 

the experience and comments of Czech citizens gathered in previous studies (Dobiášová, 

K�e� ková 2001) so we do not assume this problem relates solely to foreigners. A more serious 

problem relating to foreigners in the area of medicine could be considered the poor language 

skills of Czech physicians or the absence of departments for foreigners in locations outside 

Prague. 

 

However administrative barriers pose the biggest threat to access to Czech healthcare by 

children-foreigners. These do not so much affect the participants of public health insurance, as 

children whose parents must insure them contractually or whose healthcare is paid by the 

Ministry of the Interior CZ. These people are primarily at risk in their free choice of physician 

and the restricted range of covered care (especially dental). Children-foreigners who are 

insured contractually are also at risk that their insurance contract may not be renewed on the 

grounds of serious medical complications for the duration of their contract and that they 
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remain (like those who are unsuitable for insurance companies) uninsured, at a time when 

their need for healthcare is great. The issue of children insured for their stay in the Czech 

Republic with false insurance companies or who are not insured at all, is a separate problem 

that the authors identified in the study and which is worth further detailed investigation. 
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5. 5 Homeless people 
 
     Writing about the homeless and homelessness in the Czech world is difficult. The Czech 

expression bezdomovec is ambiguous and in English there are two corresponding terms, 

which is homeless and stateless. While the general public uses the word bezdomovec in the 

sense of the English word homeless, the interpretation of the Czech legal system is that of the 

term stateless. The laws do not provide a definition of the term homeless and neither is there a 

definition of the state of homelessness as social exclusion. As the law does not have a 

definition of homelessness, counting the homeless is difficult [1]. According to the 
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assumption there live 30 000 homeless people in the Czech Republic [2]. The homelessness 

concentrates to big cities mainly to the capital – Prague.  

     First partial census of the homeless in the capital Prague was undertaken by 

nongovernmental non-profit organisations (NGOs) in February 2004. The census 

concentrated on a group characterised as “visible homelessness”. The number of those 

covered by the census reached 3,096, but the figure is not final. Authors of the report said that 

those, who could be spotted during the census exercise, might represent 65-75% of the real 

number of rough sleepers. Of those covered by the census only 14% were women. Women are 

more vulnerable to the so-called latent homelessness [3]. 

 

Available data about objective health status of the homeless people 

     The objectification of the health status of homeless people was the goal of several research 

projects. There are unique data about objective health status of homeless people from the 

general practice in the Nad� je Charity Prague [3]. 

  

     During twelve calendar months in 2005 a total of 574 women and 1,637 men were treated, 

i.e. a total of 2,211 treatments. A year later, during five calendar months (January – May) in 

2006, a total of 272 women and 1,189 men were treated, i.e. a total of 1,461 treatments. In 

2005 the unsurpassed winner in diseases among the homeless was diseases of the respiratory 

tract (diagnosed 440x) [3]. 

 
     This trend continued in the first five months of 2006, where respiratory diseases were the 

most common diagnosis among the homeless in Prague (indicated 234x). Diseases in this 

group are diagnosed most often for both sexes [3]. 

 
     Given the overall disproportion in sexes among patients of the general practice for the 

homeless, men are represented in greater numbers in each group of diseases. The only 

exception is urinary and venereal diseases in 2005. These diseases appear to have been more 

prevalent among women in 2005. During the first five months of 2006, there appears to be a 

balance among the sexes in endocrine and metabolic diseases (however this is not a 

significant group in comparison to other diseases). Innate defects are not indicated and only 

one such defect was recorded in 2005 for a male patient [3]. 
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     It is also possible to track the most frequent diseases within individual MKN-10 groups 

over the above seventeen month period (12 months in 2005 and 5 months in 2006). In the 

2005 calendar year, superficial mycoses and scabies were most frequently represented in the 

infectious and parasitic diseases group. In diseases of the blood, immune system and 

neoplasm, patients at the general practice for the homeless most frequently presented with   

anemia. The most commonly diagnosed psychological and behavioral disorder was 

addiction, together with a frequent incidence of depressive phases [3]. 

 

     Epilepsy was clearly the most frequent diagnosis in the group of nervous system diseases, 

while conjunctivitis was most common in the group of eye and ocular diseases.  In diseases 

of the circulatory system, there was a frequent incidence of essential hypertension (high 

blood pressure without determined cause) among the homeless, together with various vascular 

disorders (arteriosclerosis, phlebitis and thrombophlebitis) and various forms of ICHS 

(ischemic heart disease). Undoubtedly the most common type of respiratory disease was 

upper respiratory inflammation , with frequent incidence of flu , acute bronchitis, asthma 

and CHOPN (chronic lung obstruction). In the group of gastrointestinal diseases, the most 

frequent diagnoses were: oral diseases and damage to the oral cavity, dyspepsia, (gall 

bladder inflammation), liver disease. In 2006 the most commonly diagnosed skin disease was 

ulcers of the lower extremities, with a frequent incidence of impetigo and impetigination of 

other dermatoses and phlegmons. The most frequently reported diseases of the muscular 

and skeletal system were back pain (mainly lower back) and lumbago with sciatica[3].  

 

Health state of the Czech homeless and its determinants - results of qualitative research [6] 

     The objective of "focus group" qualitative research, and of the use of the methods of 

public policy analysis, was to map out and analyse findings, experience, and opinions 

concerning the health of the Czech homeless and its determinants. The focus group 

comprised public policy actors and representatives of organisations engaged in caring for this 

at-risk group. The information thus acquired contributed to improved orientation in this - in 

the Czech Republic still rarely discussed - topic and also served as a source of information in 

the formation of a research tool, which is now used in the currently conducted questionnaire 

survey focused on the state of health of people without shelter, and its determinants. 

     The phenomenon of homelessness is an every-day reality in the Czech Republic, although 

having accommodation is a fundamental precondition of good health. The homeless are, 
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compared to the homed population, more chronically ill, and also the prevalence of infectious 

diseases is high in the homeless (for example TBC). The homeless often have problems with 

mental health (which may be both a cause and a consequence of their homelessness). A high 

percentage of the homeless have problems with alcohol or are addicted to it. The homeless 

have, in certain cases, problems with the accessibility of health care suitable for them. 

Increased attention must be paid to these problems in the future, both in terms of primary as 

well as secondary and tertiary care. 
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6. Conclusion 
 
     P�edkládaná studie si kladla za cíl (v rámci daných podmínek) zmapovat vybarné 

charakteristiky jedhoho z nejd� le�it � jších parametr�  soudobých zdravotnických systém�  ve 

vysp� lých státech, kterým je ekvita (spravedlnost).  

 

     The concept of health equity focuses attention on the distribution of resources and other 

processes that drive a particular kind of health inequality—that is, a systematic inequality in 

health (or in its social determinants) between more and less advantaged social groups, in 

other words, a health inequality that is unjust or unfair. 
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     The CR is a country with low level poverty rate. The at-risk-of-poverty threshold (the 

income poverty threshold) is, according to EU methodology, defined by 60% of the national 

median equalised income per equivalent adult. In accordance with the results of the research 

survey, this definition corresponded to a yearly income of CZK 73,900. 8 % of people had 

income below this threshold. Poverty in the CR has increased moderately (the relative 

median at-risk-of-poverty gap9 was 15% in 2002, compared with 13% in 1996). 

Nevertheless, poverty levels were still below the EU-25 average. The groups of people who 

are most at risk of classification as poor are expecialy unemployed people and other 

economically incactive people.  

 

     The basic principles of equity in health are defined in the Constitution of the Czech 

Republic and and also in the Charte of Fundamentals Rights and freedom �  Everybody 

has the right to protection of his or her health. Citizens are entitled under public insurance to 

free medical care and to medical aids under conditions set by law. 

 

     A new health insurance system was introduced on 1 January 1993 is financed through 

compulsory health insurance. The system is based on solidarity and equity. Population 

coverage is based on permanent residence and is broadly based. It includes foreign nationals 

if they are either employed by organizations based in the Czech Republic or are permanent 

residents. There are no excluded groups and no changes in population coverage have taken 

place in recent years; nor are any such changes expected in the near future. In principle, any 

treatment required for the cure of illness or to improve health status is approved for 

reimbursement. 

 

     Regional differences in mortality are mainly related to risk factors and environmental 

quality, socio-economic characteristics of the populations, as well as accessibility and 

exploitation of health care. The highest number of deaths per population number was 

registered in regions Prague and St�edo� eský, the lowest in regions Karlovarský and 

Vyso� ina. 

 

          The structure of the health service network does not markedly changed in recent years, 

excerpt for the steadily increasing numbers of independent specialists' offices and of 

pharmacies. Provision of primary care remains stable in long terms, but the age structure of 
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general practitioners shows an unfavourable trend. 

 

     Provision of primary health care for adults as well as for children and adolescents in 

regions is relatively well balanced, larger differences between regions are only seen in 

gynaecologists' and dental care. Provision of specialised and very specialised health care in 

regions is less balanced. Particularly the very specialised services are mostly provided in out-

patient departments of large bed establishments, usually in university hospitals. Also the 

independent specialists' offices are mostly located in large cities and near large hospitals, rarely 

in small municipalities and areas less easily accessible by public transport. Relatively lower 

numbers of specialists compared to numbers of general practitioners are registered in regions 

St�edo� eský (where patients exploit the services of hospitals in Prague), Vyso� ina and Zlínský. 

 

     Given the existence of a health insurance system based on solidarity, it is essential to 

address existing inequities in access to healthcare services. With regard to individual groups, 

a frequent problem is a lack of information (e.g. immigrants, ethnic minorities, the homeless, 

etc) or a lack of interest in personal health (especially the homeless). From the perspective of 

health, the health of some groups (the homeless, Romanies) is significantly worse than that 

of the majority population. The reason for this is completely different determinants of 

health in these groups related to their low socioeconomic status. In the case of immigrants, 

different cultural and social norms must be taken into consideration, as well as different 

determinants of health in their country of origin (e.g. higher incidence of serious infectious 

diseases– TBC). On the other hand, there is also the “healthy immigrant” syndrome.  

 

     In the case of senior citizens, their perception of the amount of direct payments and co-

payments for medication poses a certain problem. It can be anticipated that expenditure on 

care for the ageing population will represent a significant pressure on public budgets, which 

could, under certain conditions, affect access to healthcare for this population group. The 

number of people dissatisfied with the Czech healthcare system increases age. In some cases, 

the above mentioned groups encounter discrimination. Under no circumstances can this be 

seen as discrimination by the healthcare system targeted against these groups as a whole, but 

as a failure of individual medical personnel (facilities).  

 

     Equity is one of the basic characteristics of healthcare in the Czech Republic. By law, 
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respectively under the compulsory health insurance system, healthcare is de jure 

accessible to all groups of the population, irrespective of age, sex, economic or social 

standing. On the other hand, there is evidence that the health of certain groups of the 

population (who can be described as vulnerable) is significantly worse than the health 

of the majority population. Here it is essential to differentiate determinants of health 

that are worse for these groups and examine guaranteed access to healthcare. From a 

regional perspective, there are certain differences in morbidity and mortality rates in 

the Czech Republic, as well as the parameters of access to healthcare services. Differing 

morbidity and mortality rates are due to the different socioeconomic conditions in 

individual regions in the Czech Republic. Given the area of the Czech Republic (circa 

78,000 km2) and its geographic location, we cannot, despite the certain specificity of 

some regions, speak of geographic inaccessibility to healthcare services. 

 

  

 


