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Equitable Access to Health care of Appropriate Quality as a Human Right: an 

Analysis of the Present Czech Health care System and its Planned Reform 

One of the roles of the state is to ensure the financial affordability of health services for 

all citizens, public health protection, provision of accessible and comprehensible information 

about the quality of health care and, of course, identification of rules for the operations of health 

insurers and health care facilities, including supervision over their compliance. In addition to 

ensuring effective provision of quality health services it is necessary to provide for their 

sustainable funding. 

The health care system in the Czech Republic offered historically universal access to 

health care, free of charge at the point of delivery. Due to the medical progress and rising costs 

of technologies, the public system is getting into financial difficulties. 

These difficulties compromise the access to the health care in the public system. There 

are regional differences in access to care, differences in waiting times for a covered procedure 

and differences in safety and quality of health services. These differences often lead to 

corruption, in order to ―jump the queue‖ or ensure the quality of an intervention. This 

development is particularly detrimental to poor and sick citizens who do not possess the 

necessary funds or influence to obtain the 

service they need. 

In near future, politicians will have to take hard decisions on what to exclude from the 

broad entitlement in order to keep the public health care system affordable. These decisions 

however should not be arbitrary. The rules for this decisionmaking are determined by 

international obligations of the Czech Republic in the field of economic and social rights. 

Among these obligations, the primary guideline for the planned reform is included in article 3 of 

the Council of Europe Convention on Human Rights and Biomedicine. This Article requires the 

Czech Republic to guarantee its citizens a health care system that provides services that are 

adequate to the Czech Republic’s economic possibilities and are provided on a 

nondiscriminatory, transparent basis. This paper describes several issues, which will arise in its 

implementation. 

This paper is concerned largely with the development of the health care system in the 

Czech Republic. I begin my paper with a legal analysis of the recent history of the system, in 

order to provide a foreign reader with an insight into the cultural differences and peculiarities of 

the transformation from Communism to modern marketbased economy. In the next part, the 

paper summarizes the international and Constitutional obligations the Czech government has to 

respect in reshaping of the system. Following that, the paper describes several ideas for system 

changes, which would be consistent with the economic and social rights binding upon the Czech 

Republic. 
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