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There are no major problems with the accessibility of health care in the Czech Republic. According to the law, all citizens must have health insurance, with the state covering insurance contributions on behalf of children, students, pensioners, the unemployed, etc. At the end of  2004 the network of institutional care facilities included 201 hospitals with 66,492 beds, the aftercare (i.e. nursing and rehabilitation medical care) being provided in hospitals (6,600 beds) and long-term care facilities (7,285 beds). The number of residential facilities is subject to only minor organizational changes, i.e. the regulation of emergency residential care results in some small facilities closing down their emergency beds, continuing on only as health care institutions of a narrow specialization. The apparent decline in the number of long-term care facilities has been caused by some of those facilities being integrated as nursing care units into other facilities, as a result of introducing a joint-financing model for emergency and nursing care.

Specialized aftercare is provided in specialist medical institutions. The Ministry  of Health (hereinafter as MoH) is planning for a certain part of emergency care beds to be transformed into aftercare beds in the future. There has been a slow, yet gradual increase in the hospice capacity, even though the number of these facilities is still not sufficient. Hospices are nongovernmental facilities providing palliative care. Other important providers of primary health care are home care agencies.

Over the past six years, these services developed quite significantly in the Czech Republic. In the year 2005, there were 450 agencies covering almost the whole country. Most of the agencies work 24 hours a day, thus ensuring a provision of adequate and accessible care. Home care agencies work together with general practitioners. One of the benefits of home care agencies is a provision of care in the patient’s home environment. What is also positive is an intervention in the patient’s family, targeted at teaching both the patient’s family members and the patient him-/herself (if possible) how to be self-sufficient and independent.

Social services provided within the framework of long-term care in the Czech Republic follow provisions of Section 73 (6) of Act No. 100/1988 Coll., on Social Security, as amended, which stipulates that these services should be provided to people who are not able to cater for their basic needs, usually because of their age or disability. Those services include institutional care or day care. Other types of social services, such as personal assistance, early intervention, contact centres or respite care, are not regulated by any statute.

Act No 100/1988 Coll. on Social Security, as amended, is outdated and does not reflect the requirements for the provision of high quality social services, entirely ignoring the fact that the aim of social services should be to support social inclusion and prevent social exclusion. Systems ensuring the quality of service provision are not regulated by the current legislation at all. This situation has been  changed by adopting the new act on social services (No. 108/2006 Coll. Of Acts together with a Decree No. 505/2006 Coll of Act. which came into force from 1st January 2007. 
There are huge inter-regional differences in the accessibility of social services the situation usually being better in the urban areas. People living in less populated areas find it more difficult to access long-term care, particularly services provided to the elderly, disabled or drug addicts. There is a lack of sheltered and assisted housing and other services for the mentally disabled.

Long-term care can be provided at home or in an institutional environment (institutional care).
Home-based care
In the Czech Republic, more than 80% of care for the elderly in need is provided by the family. An average length of such care is 4 to 5 years. People taking care of a close person are mostly women (64% women, 36% men), 80% of whom have a full-time job. Dependent elderly persons are typically looked after by adult children (53%), spouses (21%), relatives (10%) and friends (16%)2. However, as a result of the continuing social transformation and the changing socio-economic situation of families as well as due to high unemployment, commuting to work and housing shortage, there has been a decline of the number of families that are willing and have the capacity to take care of a dependent family member.
Czech people have required that the state plays an important role in providing social security. The “Population Policy Acceptance” research carried out in 2001 showed that citizens expect the state to be largely responsible for providing an adequate health care (79%), the second priority being a provision of the appropriate elderly care. People taking care of a close person or another person receive a carer´s allowance. It is a social benefit awarded to carers. On average, there are 33,146 carers receiving this benefit each month. This allowance is granted to people providing personal, full-time, and due care to a close person or another person who is fully or mostly incapacitated, or older than 80 and partially incapacitated. The allowance is granted by a responsible local authority. 

Institution-based care

Institution-based social services in the Czech Republic are provided for by regions (Kraje) and local authorities. The Ministry of Labour and Social Affairs (hereinafter “MoLSA”) recommends that institutions whose capacity exceeds 80 clients be founded by regional authorities. This type of service is governed by the current social security regulations. Other types of service are usually provided by local authorities or NGOs – a legal framework of the NGOs sector should be provided by the new act on social services.

As for the institution-based elderly care, social services are usually provided in two types of facilities: pensioners’ homes and boarding houses for pensioners. Pensioners’ homes should provide the elderly with a comprehensive care. Unfortunately this is not always the case as the facilities often fail to provide adequate nursing and rehabilitative care. Since 1994, there has been a continuous increase in the number of pensioners’ homes and boarding houses for pensioners. At the same time, there has been an increase in the number of beds in pensioners’ homes, while numbers of rejected applicants have been increasing as well. 

Pensioners´ homes are meant particularly for the elderly who, having suffered a permanent change of their health condition, require comprehensive care which is not or cannot be provided to them by their family members or through another type of social services; or for the elderly who need to stay in these facilities for other serious reasons. Waiting times for placement in a pensioners’ home differ between regions from several months up to several years. The length of the period depends on the demand and the capacity available in the region as well as on the interest applicants show in a specific facility. In some cases, the client is offered a bed in another facility than he/she applied for, yet he/she decides to wait for a bed becoming available in the place he/she prefers. This applies particularly to newly built homes with modern equipment, in which pensioners show much greater interest than in the older facilities. There are no statistics for waiting times available. Pensioners’ homes admit mostly elderly people of a rather good health. Health care or nursing care provided by institutions is usually not covered from health insurance funds. It is funded by the founders of the institution.

A general trend in social services has been a shift from the institution-based care towards the community-based care, promoting the idea of an individual care provided in a home-like environment. This trend puts emphasis on the individual approach to clients and their human rights.

Long-term care involves the following social care services:

Day Care is provided to people whose ability is limited, particularly in terms of personal care and housework. Day care is a home-based service provided in the clients’ natural social environment, in day care homes, day care facilities etc. It is the most prevalent social service. Day care includes regular personal hygiene; simple nursing activities; shopping and errands; washing and ironing; lunch delivery and cooking assistance etc. 

Personal Assistance is a service provided to persons whose ability is limited, particularly in terms of personal care, public facility use, housework, contacts with the family and with the community in general. The aim is to provide personal assistance in coping with everyday activities which would otherwise be carried out by the clients themselves were it not for their disability or old age. Personal assistance is also seeking to enforce and defend the interests and rights of clients such as in their dealings with institutions. The service is provided in the client’s natural environment, i.e. where the person lives, works, is educated or trained etc. Personal assistance is based on actual needs of the client. The scope of this service is determined (negotiated or set in a contract) in advance. It is not based on a list of activities. The aim is to make the client self-sufficient or to develop the client’s self-sufficiency in his/her natural environment while respecting his/her own personal lifestyle. The service is usually provided by NGOs and sometimes by state-run establishments.

Respite Care involves, in particular, assistance provided to families taking care of the disabled or elderly people throughout the whole year: The aim is to help the carers while upholding the standard social opportunities for them (employment etc.). The service must include the following: assistance with self-service; hygiene; catering; housekeeping assistance; assistance with raising children; psychotherapy and socio-therapy; assistance in promoting the client’s rights and interests. Respite care is either home-based or provided in specialized residential facilities offering short-term stays for up to three months.

Day Service Centres provide service to persons whose abilities are limited in some areas, such as in personal care; the use of public facilities and services; leisure time activities; gaining and keeping employment; enforcement of rights and claims; contacting the community etc. It is a combination of day care services provided in a special facility or in the client’s natural environment. The aim is to activate the clients and to stabilize or reinforce their abilities and skills. Day service centres seek to reinforce the self-sufficiency and independence of clients whose capabilities are limited for some reason, allowing them to use standard public or private services (i.e. other social sources). The service is provided in special residential facilities.

Residential services in social service homes for pensioners and the disabled are provided to persons whose abilities are limited, particularly in terms of personal care and housework and who do not live at their homes. The services include the provision of housing in special facilities to replace the clients’ homes. These services are not time-limited. The aim is to assist in the development or maintenance of the current self-sufficiency of the client; help the client return back to his/her home, if possible; and assist him/her in getting back to or maintaining his/her previous lifestyle. The services are provided in special residential facilities such as pensioners’ homes, boarding houses for pensioners, and social care institutions, both for adults and the young.

Financing of Social Services Provided in Long-term Health Care and Social Care

Ninety-two per cent of all costs in the health care system are covered from public resources (public health insurance and public budgets). The remaining 8% consist of care that has to be covered by people themselves. Hospital care is almost fully covered by public health insurance. The funding of the health care system is based on the principle of solidarity and ensures fairness as well as a general geographic accessibility and affordability of health care.
As of 1 January 2003, i.e. since the competences of responsible funding bodies were transferred from district authorities to local authorities, regional authoritites (Kraje) started to play a more significant role in long-term care financing. To run regionally founded social care facilities, regional authorities (Kraje) receive state budget funds allocated for the implementation of founding competences in social care facilities. It is within the responsibility of Kraje to allocate these funds, so they are the sole authorities deciding how they distribute the allocations. „Kraje“ decide how much money is allocated per one bed in a particular pensioners’ home or social care institution or what is the total amount allocated to social services within the region. The average amount allocated to one client of social services in the long-term care as well as the average costs depend on the type of service.

(Source: Preliminary National Report on Health Care and Long-term Care in the Czech Republic, Ministry of Labour and Social Affairs of the Czech Republic, 2005)
Palliative care – Ministry of Health (MoH) creates conditions to enable the provision of palliative care to patients in terminal stages of malign diseases. MoH supports the establishment of hospices – health care facilities aimed at palliative care and chronical pain alleviation, meant for people with incurable diseases or suffering from chronical pain. Hospices work as regional centres for palliative care. As a midterm objective, MoH strives to establish a network of hospices that would provide palliative care in all regions (Kraje) of the Czech Republic. As an alternative to the institution-based hospice care, there are home-based hospice services run by a hospice civil association “Cesta domů” (“Journey Back Home”). 

There is  an unsatisfactory situation in the area of palliative care in the Czech Republic. The beginning of this kind of care is as late as in 90´ s. The first hospice was founded in 1995. In the end of 2004 there were only 8 hospices in the Czech Republic. Specific feature of the czech palliative care is late development. The cooperation among providers palliative care is not enought effective, long-term and not even systematical. A level of palliative care is alarming. There are 105 000 dying people per a year, but only about 1% has paliative care.  There is a problem to get important data to map over situation. No czech instituions monitore quality of dying people care, standarts of this kind of care are not drawn up. 
Results of research study made by civil assosiation „Cesta domů“ show, that is need to improve quality of paliative care in the Czech Republic, improve availability of modern paliative care, improve care about dying people in hospitals, social institutions, homes for elderly and developing a new form of home care.
(Source: Preliminary National Report on Health Care and Long-term Care in the Czech Republic, Ministry of Labour and Social Affairs of the Czech Republic, 2005

www.cestadomu.cz)

NGOs focus on providing social services based on out-patient rather than inpatient care. In addition to that, organizations were established which aimed at providing comprehensive  social services - social service centres. Generally binding social security legislation setting out the conditions for social care provision, do not apply to the services provided by non-governmental agencies. Modern types of social services (day care centres, respite care and personal assistance) are not generally accessible throughout the Czech Republic, their development depending, inter alia, on the local situation (i.e. on local authorities). Some local authorities do not cooperate with NGOs and do not support the care provided by these organizations to the local community. Social services provided by NGOs are funded in a different way than services provided by regional or municipal institutional facilities (social care institutions). 

There is immposible to locate how many volunteer organisation and volunteers in care and specially in palliative care are in the Czech Republic, but there are more than 20 volunteer organisation, which are involved in palliative care. 

Statistical data (2005) presents 556 community care service volunteers.

(Source: Preliminary National Report on Health Care and Long-term Care in the Czech Republic, Ministry of Labour and Social Affairs of the Czech Republic, 2005
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