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FOREWORD

Slovenia was one of the first Member States of the WHO European Region to demonstrate commit
ment to the principles of strengthening evidenceinformed health policymaking by joining the 
WHO Regional Office for Europe’s Evidenceinformed Policy Network (EVIPNet Europe). In 2014, the 
initiative was launched at a highlevel stakeholder workshop and its assistance and capacitybuild
ing activities were warmly welcomed by the Ministry of Health, which at the time faced economic 
constraints leading to reduced spending, as well as embarking in 2015 on new health reform pro
cesses.

As a first step, a local team comprising researchers, decisionmakers and other stakeholders was 
formed and trained by EVIPNet Europe in knowledge translation methodologies. An evidence 
brief for policy on the payment model for general practitioners was developed, and tailored to the 
local context. This brief informed the Slovene Government in implementing its National Health 
Care Plan. 

In addition to capacitybuilding efforts, one of the key needs identified by the Ministry of Health 
in Slovenia was to build an evidenceinformed policy infrastructure that functions well – a neutral, 
independent unit, which supports the transfer of evidence into policy and which decisionma
kers can refer to whenever evidence is in demand. The proposed unit would respond to policy 
priorities, and develop uptodate, rigorous and unbiased evidence on key health issues, con
textualized to local circumstances and thus facilitating decisionmakers’ daytoday work. Such a 
unit would also ensure that the worlds of research and policy grow closer together, interact and 
create mutual understanding of each other’s aims and cultures – one of the key predictors of 
evidence use in policy. 

To identify a suitable structure and remit of such a unit, Slovenia has conducted a situation analy
sis which provides a deeper understanding of the national evidenceinformed policy context (its 
actors, processes, facilitators, barriers) as well as the major factors influencing the establishment 
of a neutral evidenceinformed policy unit and a knowledge translation platform. The situation 
analysis provides the basis for this document. In the meantime, both the need for situation analy
ses and establishing knowledge translation platforms have gained regional political traction since 
being featured in WHO’s Action plan to strengthen the use of evidence, information and research 
for policy-making in the WHO European Region, adopted by all 53 Member States of the Region in 
September 2016. 

I would like to thank and congratulate the Slovene EVIPNet Europe team led by Mr Mircha Poldru
govac – the EVIPNet champion and Public Health Specialist from Slovenia’s National Institute of 
Public Health – for undertaking the analysis. Conducting a situation analysis is a comprehensive 
undertaking, requiring good technical understanding, analytical thinking, participatory approaches 
and the engagement of various stakeholders, as well as full support from central authorities. We are 
delighted to now be in a position to present this, through this report.

Both the Ministry of Health and experts from the field have made clear their appetite for a know
ledge translation platform as well as a Slovene knowledge translation strategy. The next step will be 
for these to be developed, with the WHO European Regional Office on hand to provide support at 
all levels wherever required.

Darina Sedláková

WHO Representative in Slovenia
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EXECUTIVE SUMMARY

The Evidenceinformed Policy Network (EVIPNet) is an initiative established by WHO to support ca
pacity development in the use of evidence in a systematic and transparent manner in health policy 
making. The ultimate ambition of evidenceinformed policymaking (EIP) is in developing stronger 
health systems and outcomes, as well as reducing inequalities globally (Travis et al., 2004). EVIPNet 
promotes the use of knowledge translation tools: among which the evidence brief for policy (EBP) 
and the policy dialogue. WHO Regional Office for Europe supports the establishment of EVIPNet 
Europe country teams in the form of a knowledge translation platform (KTP), to bring together the 
countries’ key stakeholders in health policymaking. According to the EVIPNet concept of the KTP, 
such a platform institutionalizes the bridge between the research community and the policymak
ers (at different levels). For sustainability and effectiveness, KTPs should be adapted to the relevant 
political, social and scientific characteristics, as well as the specific institutional system and deci
sionmaking mecha nisms (EVIPNet Europe, 2014).

One of the first activities undertaken when Slovenia became a member of EVIPNet Europe was to 
engage in a situation analysis, which is an advanced study of the country’s policy context, the re
search context and the interaction between both of these realms. The aim of this situation analysis 
was to map and assess the context in which EIP takes shape, and to reflect on opportunities to 
establish a KTP. 

The analysis was guided by a preliminary version of the EVIPNet Europe Situation Analysis Manual 
(WHO Regional office for Europe, 2017a). Information was gathered from publicly available docu
ments, national laws and regulations in the health sector, papers and reports, and three workshops 
organized between 2014 and 2015. 

The analysis was built on these information sources and structured into four areas: 
1. general country context
2. the health system
3. national health research system
4. EIP processes.

General country context
Slovenia has been an independent country since former Yugoslavia dissolved in 1991. It became a 
member of the European Union (EU) in 2004 and adopted the euro in 2007 (Govern ment Communi
cation Office, 2011). Its gross domestic product (GDP) per capita was US$ 24 002 in 2014 (WHO 
Regional Office for Europe, 2017c). Slovenia was hit hard by the recession, which led to a drop in 
real GDP of 7.1% in 2009 alone (WHO Regional Office for Europe, 2017b), with a major impact on 
the resources available for health policymaking processes in the years that followed. 

Demographically, Slovenia’s population pyramid is typical of industrialized countries, meaning that 
the country faces challenges including an ageing population and an increasing burden of chronic 
noncommunicable conditions. 

The health system
Slovenia’s health care system is based on the Bismarck model, with a single health fund financing 
health services: the Health Insurance Institute of Slovenia (HIIS). Copayments (which may be high in 
some situations) are covered by voluntary health insurance, in which the overwhelming majority of 
eligible residents are enrolled. Longterm financial sustainability of the health system is a signifi cant 
concern in Slovenia. Several costreduction policies have been introduced. The Ministry of Health is 
the major driver of health policy, but policymaking is undertaken through dialogue and is influenced 

by many stakeholders (professional groups, health insurance agencies, industry, patient groups, etc.) 
through both formal and informal mechanisms. The Committee on Health of the National Assembly is 
another prominent actor, which represents the legislative branch of government. 

Accountability relationships between the various stakeholders are sometimes unclear, leaving 
room for improvement in the area of governance and leadership. The major longterm planning 
document in the area of health is the recently adopted National Health Care Plan for 2016–2025 
(Ministry of Health, 2016). It identifies priorities for action, which also take into account the strate
gic objectives of the Health 2020 strategy of the WHO European Region (WHO Regional Office for 
Europe, 2013).

National health research system
No specific research strategy exists in the area of public health or health systems/services. However, 
the more general Resolution on the National Research and Development Programme 2011–2020 
(2011) is used as framework by the Slovene Research Agency to issue grants, resulting partly from 
direct consultation with the Ministry of Health and taking into account the needs of the Ministry. In 
2012 approximately €24.5 million was spent on research in the area of medical and health scien
ces (SURS, 2017). It is not known how much money was spent on health system or health services 
research in the country. 

Most research institutions in the area of public health are publicly operated and funded. The biggest 
of these is the National Institute of Public Health (NIPH). All three universities in Slovenia are also 
active in this research area, particularly within their faculties of medicine, health sciences and eco
nomics. Other independent research institutions include the Jožef Stefan Institute, the Institute for 
Economic Research and the Angela Boškin Faculty of Health Care Jesenice.

EIP processes
The policymaking process in Slovenia is regulated by several legal documents. Most importantly, 
the Resolution on legislative regulation was adopted in 2009, requiring government bodies to pre
sent policy and regulation proposals that are backed by highquality rationale and exante impact 
assessments. The proposals are required to undergo extensive stakeholder discussion before be
ing presented for adoption. However, the requirements of the 2009 resolution are not fully imple
mented, demonstrating the gap between intentions and actual practices. 

Monitoring and evaluation of policies and regulation in Slovenia deserve more attention. Build
ing capacity in monitoring and evaluation could strengthen accountability at all levels, including 
 accountability of those responsible for the policymaking process. This could be an incentive to 
 better adhere to the aforementioned 2009 resolution. In the health sector, in addition to the Mini
stry of Health, major actors include the HIIS, professional organizations (such as the Medical Cham
ber of Slovenia) and patient associations. The NIPH is the country’s principal public health institu
tion, and an important advisory role to the Ministry of Health is provided by its Health Council and 
by expert bodies called general expert collegia.

Several recent examples of an evidenceinformed health policymaking process have been identi
fied, including research commissioned by the Ministry of Health in order to prepare policy propo sals, 
a working group engaged in knowledge translation activities, and evidence summarized through a 
collaboration of policymakers and researchers in various policy briefs. However, the country still 
also relies on adhoc policy examples. Moreover, a system has not yet been established for syste
matic and regular comparison and fine tuning of research and policy priorities, which should in
clude a broad range of stakeholders. Institutionalized capacity in the area of knowledge translation 
is currently lacking.

EIP institutionalization considerations
The situation analysis showed that there are opportunities and challenges involved in institutional
izing a KTP in Slovenia. At this stage the country has no infrastructure or platform to bridge the gap 
between policymaking and research in a systematic, sustainable manner. Regulatory frameworks 
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have been put in place that offer a basis for institutionally developing EIP, but currently capacity is 
lacking to introduce evidence effectively and consistently at the political level, as well as at the level 
of central public administration. No matter the organizational form of the platform, it would need to 
provide an environment conducive to respectful communication among all stakeholders. 

Conclusions and next steps
Concrete recommendations have been made based on the situation analysis. A KTP is considered 
as an important infrastructure, needed to enhance a regular structural dialogue between stake
holders, policymakers and the research community in order to share evidence and research pri
orities, public health needs and stakeholders’ perspectives on healthrelated issues. The KTP should 
be neutral, independent and support the transfer of evidence into policy. It should be an infrastruc
ture that decisionmakers can refer to whenever evidence is in demand. It was concluded that the 
organizational model for the KTP should follow the BRIDGE criteria (Lavis, Jessani, Permanand et al., 
2013), which put forward independence, transparency and the use of rigorous methods of analysis 
(see Chapter 7). 

Different organization forms were suggested, in which a dedicated unit or organization should be 
established. If the platform were not established as a standalone organization, but rather as a 
standing committee, one or more organizations should be trusted to coordinate its daytoday 
operations.

In any case, establishing a KTP would need human and financial resources to pursue its mission, 
which are not necessarily available at short notice. Eventually, stable funding would be needed to 
institutionalize, which means ensuring that human and financial resources are made available be
yond the seed capital provided so far. At the very least, for a progressive approach towards a KTP 
infrastructure, Slovenia needs continuous capacity development in the field of EIP and knowledge 
translation, requiring further support from EVIPNet Europe. In order to engage in concrete EIP ac
tivities, it was recommended that the platform should build momentum by piloting the preparation 
of an EBP and a policy dialogue. 

1. INTRODUCTION

1.1 EVIPNet Europe and EIP
EIP aims to ensure that the best available evidence is used to formulate policies to improve the 
health of individuals and populations. The mandate of EIP is enshrined in the role of WHO and 
reflected in its six core public health functions. These include: shaping the research agenda; stimu
lating the generation, translation and dissemination of valuable knowledge; and articulating ethical 
and evidencebased policy options (WHO, 2006). Since 2004, calls for action specifically aimed at 
bridging the “gap between knowing what to do and actually doing it” (WHO, 2006:20) have featured 
in WHO resolutions, such as the Mexico Statement on Health Research in November 2004 (WHO, 
2004a), the Fiftyeighth World Health Assembly resolution in May 2005 (WHO, 2005) and the Bama-
ko call to action on research for health in November 2008 (WHO, 2008b). 

As a result, in 2005 WHO established the EVIPNet to support capacity development in the use of 
evidence in a systematic and transparent manner in health policymaking. The ultimate ambition of 
EIP is to develop stronger health systems and outcomes, as well as to reduce inequalities globally 
(WHO, 2008a).

EVIPNet is structured across three levels: country, regional and global. 
 » At the country level, key stakeholders, such as researchers, policymakers and civil society, 

are brought together to form a KTP, mandated to strengthen EIP. This body plans, coordi
nates and manages the implementation of national activities promoting the use of the best 
available evidence in any health policy discussion, such as evidence briefs for policy (EBPs) 
and policy dialogues. 

 » Regionally, EVIPNet supports the countrylevel platforms, by encouraging networking among 
countries with similar features, exchange of experiences and capacitybuilding. 

 » At the global level, innovative knowledge translation mechanisms are being developed 
and/or assessed by international experts and institutions (Panisset, Campbell & Lavis, 
2012).

The WHO Regional Office for Europe established EVIPNet Europe in October 2012. EVIPNet Europe 
is instrumental to achieving the European policy framework, Health 2020 (WHO Regional Office for 
Europe, 2013) – a key implementation pillar of the European Health Information Initiative (WHO Re
gional Office for Europe, 2015a) and central to the goals of the Action plan to strengthen the use of 
evidence, information and research for policy-making in the WHO European Region (WHO Regional 
Office for Europe, 2016), as well as the United Nations’ Sustainable Development Goals (SDGs) (in 
particular, SDG 3 on good health and wellbeing (United Nations, 2015)). EVIPNet Europe aims to 
(WHO Regional Office for Europe, 2015b:ix):

 » be a network of communities of practice, supporting […] EIP in the region;
 » promote and apply two of the core Health 2020 principles: ‘wholeofsociety’ and ‘wholeof

govern ment’;
 » increase country capacity to develop evidenceinformed policies on health system priorities 

that are in line with the Health 2020 priorities;
 » function as a crosssociety, multistakeholder partnership between health policymakers, re

searchers and civil society;
 » enhance countries’ abilities to develop a transparent and responsive public sector in order 

to be better prepared to respond to citizens holding their governments accountable for 
governmental decisionmaking;

 » routinely draw upon the best practices and lessons learnt of other EVIPNet regional net
works around the world; and
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 » work directly with funders of health research – and seek to influence them through its 
network of […] KTPs – so that they might better respond to ontheground needs and 
realities.

In order to apply EIP to strengthen health systems, EVIPNet promotes the use of two key knowledge 
translation tools: the EBP and the policy dialogue (Fig. 1.1).

Fig. 1.1 The EVIPNet action cycle

1

2

3

4

5

6

SETTING PRIORITIES 
FOR POLICY ISSUES 
TO BE ADDRESSED

SEEKING 
EVIDENCE

SUMMARIZING EVIDENCE: 
EBP

CONVENING A 
DELIBERATIVE DIALOGUE

SUPPORTING POLICY 
CHOICE AND 
IMPLEMENTATION

MONITORING 
AND EVALUATION

Source: WHO Regional Office for Europe, 2015b.

An EBP is a userfriendly evidence synthesis about a priority health policy issue, written in plain 
language and presented in a userfriendly threetiered format: a page of key messages, followed 
by three pages of executive summary, and complemented by the full report, including a reference 
list and any relevant annexes. An EBP underpinned by a systematic and transparent method for 
collecting the available evidence on the issue: (a) the policy issue at hand is framed; (b) options ad
dressing the policy issue are identified; and (c) implementation challenges of the policy options are 
outlined. To be relevant to policymakers, the evidence used in the brief is contextualized by com
plementing systematic reviews and global research findings with the best available local evidence. 

Information from the EBP is used in policy dialogues, whereby key stakeholders have the opportu
nity to present their views, concerns and experiences regarding the findings and policy options 
included in the brief. Policy dialogues allow: additional evidence to be identified, particularly tac
it  knowledge from the participants which may not be published or otherwise publicly available; 
knowledge gaps found in the EBP to be filled; buyin by local stakeholders of the policy issue to be 
increased; and policy options to be presented. 

Box 1.1 presents some key EIPrelated definitions.

Box 1.1 Key concepts in EIP

EIP
EIP can be defined as (Oxman et al., 2006:4):

… an approach to policy decisions that is intended to ensure that decision making is well
informed by the best available research evidence. How this is done may vary and will de
pend on the type of decisions being made and their context. Nonetheless, evidencein
formed policymaking is characterised by the fact that access and appraisal of evidence as 
an input into the policymaking process is both systematic and transparent.

Box 1.1 Contd.

Knowledge translation
WHO (2004b:140) defines knowledge translation as:

… the exchange, synthesis, and effective communication of reliable and relevant research 
results. The focus is on promoting interaction among the producers and users of research,  
removing the barriers to research use, and tailoring information to different target audienc
es so that effective interventions are used more widely.

KTPs
In general, a KTP can be defined as (Kasonde & Campbell, 2012:2):

… a national or statelevel entity designed to create and nurture links among researchers, 
policymakers and other researchusers; these links draw the research and policy com
munities closer together to ultimately create cycles of policyinformed evidence and evi
denceinformed policy. KTPs are ideally led by trustworthy, highly connected and credible 
experts, intermediaries who excel in various different fields, including evidence gathering, 
critical appraisal, facilitation, communication and networking. They almost certainly require 
experience–and command respect–in the worlds of both research and policy.

1.2 Why is EIP relevant in Slovenia?
Strengthening EIP in Slovenia is particularly valuable in the context of the impact of the recent eco
nomic recession, which threatened the sustainability of the health care system and is expected to 
have an impact on the health of the population. Slovenia also faces an ageing population, rising risk 
factors attributable to lifestyle in the young and active population, and an epidemic of longterm 
conditions, such as diabetes (Ministry of Health, 2016). 

Slovenia believes the partnership with EVIPNet Europe will be beneficial in terms of mobilizing 
scarce human resources to enhance EIP and support the health reforms necessary to tackle the 
challenges outlined above. Policy developments highlight the relevance of EIP and in particular the 
need for further action in this area. The country aims to empower the health sector to influence 
other sectoral policies that inevitably in turn influence the health of the population. Moreover, the 
country is seeking ways to both strengthen participatory policymaking and increase stakeholders’ 
involvement in the policy process, as well as ensuring that policymaking anticipates the conse
quences of any policy proposal. In terms of the latter, recent legislation requires highquality exan
te impact assessment (Resolution on legislative regulation, 2009). 

Further testimony of the increasing importance attributed to the use of evidence in decision 
making is a health system review commissioned in 2015 by the Slovene Ministry of Health. The 
review was undertaken by the WHO Regional Office for Europe and the European Observatory on 
Health Systems and Policies. It provided crucial input to the National Health Care Plan, the over
arching longterm policy document in health (Kolar Celarc, 2016). International organizations were 
 commissioned by the Ministry of Health to carry out the review, partly owing to limited capacities 
nationally in interpreting data and packaging the information in a userfriendly way. 

1.3 Preparing the establishment of a KTP
In order to strengthen and institutionalize EIP, and prepare and establish a KTP, EVIPNet Europe 
encourages a country situation analysis. The aim of the analysis is to provide a snapshot of the 
health (systems) research and health (systems) policymaking context to identify “the organizational 
and operational niche of the future EVIPNet knowledge translation platform” (WHO Regional Office 
for Europe, 2017a:1).

The situation analysis is undertaken locally (at the country level), and is coordinated by an EVIPNet 
country team. The EVIPNet country team typically includes representatives of the WHO country 
office and EVIPNet Europe champions, as they are known; these are individuals selected by the 



7 8

Situation analysisEvidence-informed health policy-making Slovenia

ministries of health as official focal points to facilitate and implement EVIPNet country activities. The 
investigators collecting and analysing data are supported by the WHO country office, as well as the 
WHO Secretariat of EVIPNet Europe at the WHO Regional Office for Europe.

1.3.1 Methods

The development of the situation analysis was guided by the first draft of the EVIPNet Europe Situ
ation Analysis Manual (WHO Regional Office for Europe, 2017a), which is being revised. The manual 
organizes the information in four chapters:

1) general country context
2) the health system
3) national health research system
4) EIP processes.

Information was gathered from publicly available policy documents, applicable laws and regulations 
in the health sector, papers and reports, including some unpublished documents available to the 
authors. An unpublished report prepared by the Ministry of Health on research projects carried out 
during the period 2001–2012, and the country report for Slovenia relating to the European project 
Public Health Innovation and Research in Europe (PHIRE) (Poldrugovac et al., 2012) are two other 
notable sources of information. 

In order to take into account stakeholder reflections and perspectives, investigators drew on 
the conclusions of three workshops: the first one took place at the launch event in March 2014, 
attended by representatives of the Ministry of Health, the NIPH and the Medical Chamber of Slo
venia; the second one, in December 2014, featured discussions on EIP among professionals at 
the NIPH; the third workshop in February 2015 was a meeting with a broad range of stakeholders. 
Participants included (among others) representatives from institutions who participated in the 
launch event in March 2014, representatives from the HIIS, the Nurses and Midwives Association 
of Slovenia, the Slovene WHO Collaborating Centre for Cross Sectoral Approaches to Health and 
Development, the Centre for Health and Development Murska Sobota, the Faculty of Medicine 
and the Faculty of Economics of the University of Ljubljana, and several nongovernmental orga
nizations (NGOs), including patient organizations. Comments on the draft situation analysis were 
encouraged.

The conclusions of the situation analysis stem from the investigators’ interpretations, using all infor
mation sources. The risk of bias inherent in interpretations was at least partly mitigated by conduct
ing the stakeholder consultations described above, to verify the results. 

1.4 Structure of the report
The report is structured as follows.

 » Section 2 on the national context offers a general understanding of the country’s major po
litical, social, public health, socioeconomic, and cultural characteristics beyond health and 
health systemrelated infrastructures and processes.

 » Section 3 on the health system and policymaking outlines the characteristics of stakehold
ers, structures, decisionmaking processes, and key issues in public health and the health 
system. 

 » Section 4 on the country’s health research system describes key stakeholders, available 
structures, overall processes and funding mechanisms, as well as key health research 
areas.

 » Section 5 on evidenceinformed policy processes presents an overview of current EIP ef
forts and how the health system and the health research system interface in these.

In several sections, summary boxes were added to outline the key challenges and opportunities to 
be considered in the reflection on how to establish a KTP in Slovenia.

2. GENERAL COUNTRY CONTEXT

 » This section on the Slovene national context offers a general understanding of the country’s 
major political, social, public health, socioeconomic, and cultural features beyond the health 
and health system-related infrastructures and processes.

The policymaking processes in democratic societies share many generally accepted principles. At 
the same time, many aspects are country specific, partly depending on the political structure of 
the country, which in Slovenia’s case is described in this chapter. Socioeconomic conditions are 
also likely to play an important role, as they may give a general idea of the resources that can be 
expected to be mobilized for EIP. This chapter also looks at the process of national policymaking, 
taking into account key players and established practices, thus providing a broad context for EIP 
in health. 

2.1 Political structure and socioeconomic conditions

Slovenia is a small central European country, with borders with Italy to the west, Austria to the 
north, Hungary to the northeast and with Croatia through its eastern and southern borders. It also 
has 46.6 km of coastline on the Adriatic Sea (Government of the Republic of Slovenia, 2015b) and a 
population of about 2 million. The capital is Ljubljana, which has approximately 280 000 inhabitants 
(SURS, 2017). 

Slovenia is a democratic republic, with a unitary government, based on the principle of separation 
of legislative, executive and judicial powers. The highest legislative authority rests with the National 
Assembly, which has 90 deputies. The last parliamentary elections took place in 2014 and led to 
the formation of the current government, which is supported by a coalition of three parties (the 
Party of Modern Centre, the Democratic Party of Pensioners of Slovenia and the Social Democrats) 
(Government Communication Office, 2011; Government of the Republic of Slovenia, 2015a, 2015b). 
Some authority is given to municipalities (United Nations DPADM & United Nations DESA, 2004), of 
which there are over 200. 

Slovenia has been an independent country since former Yugoslavia collapsed in 1991. The country 
became a member of the EU in 2004, adopted the euro as its currency in 2007 (Government Com
munication Office, 2011), and its GDP per capita was 24 002 US$ in 2014 (WHO European Health 
for All database, 2014). 

The economic crisis, which started in 2008, had a significant impact on Slovenia, which recorded a 
drop in real GDP of 7.1% in 2009. It took until 2014 for the real GDP figure to reach the previous 
(2008) value (WHO Regional Office for Europe, 2017b). Between 2008 and 2014 the general govern
ment debt increased from 22% of GDP (€4.06 per capita) to 81% of GDP (€14.62 per capita) (SURS, 
2017). 

Not surprisingly, official unemployment data reflected the state of the economy, rising from 4.4% in 
2008 to over 9.7% in 2014 (WHO Regional Office for Europe, 2017d). In the same period, the per
centage of people at risk of poverty or social exclusion increased from 18.5% to 20.4% according 
to Eurostat (Eurostat, 2016). However, in 2014 this figure was still below the EU average (see Fig. 
2.1). The GINI coefficient, which indicates inequality of income distribution in the country, is very low 
in Slovenia at 25.04 in 2014 according to the Health for All database which is lower than Germany 
(30.70), Italy (32.70) or Denmark (27.50) (Eurostat, 2016).
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Fig. 2.1 Percentage of people at risk of poverty in 2014
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The population pyramid (see Fig 2.2) shows the typical structure of an industrialized country, im
plying an ageing population, which impacts both the social conditions in the country and the needs 
that the health system has to satisfy. Life expectancy at birth exceeds 80 years of age and is one 
year above the average for all 28 Member States of the EU (EU28), but still below the average for 
the Member States belonging to the EU until May 2004 (EU15) (Ministry of Health, 2016). Taking this 
into account, it is important to note that currently Slovenia has the lowest retirement age among 
Organisation for Economic Cooperation and Development (OECD) countries (OECD, 2017).

Fig. 2.2 Population pyramid for the Slovene population, 1 January 2016
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2.2 Policy stakeholders and the policy-making process 
Recent Slovene governments have shown a particular interest in improving the policymaking 
processes in the country. In 2009, the Slovene Parliament passed the Resolution on legislative 
regulation (Resolution on legislative regulation, 2009), which outlines the process for preparing 
regulatory proposals. The Resolution is complemented by a more detailed manual on how to 
perform exante impact assessments, which are supposed to be part of any policy or regulatory 
proposal (Ministry of Public Administration, 2011). Both documents stress the importance of eva

luating policies and re gulations and discussing openly new policy or regulation initiatives with all 
stakeholders. These do cuments strongly support the need for more rigorous policy analysis and 
participatory processes. 

The Slovene Government also passed the Decree on the documents of development planning ba
ses and procedures for the preparation of the central government budget (2007). The Decree re
cognizes the Slovene Development Strategy (Šušteršič, Rojec & Korenika, 2005) as the central long-
term development document. A new draft Slovene Development Strategy has recently been made 
public by the Government, and its first stated objective is “Healthy and active life” (SVRK, 2017). 
Since October 2017 it is undergoing public debate.

The Decree on the documents of development planning bases and procedures for the prepara
tion of the central government budget (2007) also determines how documents for development 
planning should be prepared. These are required to be coherent and consistent with the Slovene 
Development Strategy and the National programme of developmental priorities and investments. 
The Decree also determines that the Government Office for Development and European Cohesion 
Policy must keep a current record of all documents for development planning; however, this record 
– if indeed it is kept – is not publicly available. 

2.2.1 The role of civil society

The basic civil liberties necessary for open discussion of policy issues are wellestablished. The in
dependent watchdog Freedom House rated Slovenia as free in 2013, giving it its best rating (of 1) 
in the categories of freedom, civil liberties, and political rights (Freedom house, 2017). Nonetheless, 
according to the 2004 and 2011 CIVICUS civil society index, many areas require improvement to 
enhance civil participation (Rakar et al., 2011). In 2011 the EUfunded ASPEN project (The ASPEN 
Project Group, 2011) recommended to improve civil participation in mental health. These recom
mendations seem applicable to the entire health sector and possibly to other sectors as well. The 
key opportunities and challenges for a future KTP considering the general country context are 
summarized in Box 2.1.

Box 2.1  Summary of key opportunities and challenges for a future KTP considering the general 
country context

Opportunities provided by a KTP
 » A KTP can support the process of preparing policy proposals in line with the 2009 Resolu

tion on legislative regulation.
 » It can support policy development consistent with other development documents.
 » It can encourage further development of the role of civil society and other stakeholders in 

policy decisions.

Challenges for a future KTP
 » Implementing rigorous policy analysis can be difficult.
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3. THE HEALTH SYSTEM

 » This section on the health system and policy-making describes the characteristics of stake-
holders, structures, decision-making processes, and key issues in public health and the health 
system. 

The initial subsection on organization and governance of the Slovene health system offers the 
opportunity to understand the roles and responsibilities of key stakeholders in health and their 
interactions. Looking into financing and service delivery in the country (subsections 3.2 and 3.3) 
seems to reveal additional challenges that policymakers are tackling or need to tackle in the near 
future. Moreover, where major reforms are underway, or policy frameworks are already available, 
these clearly indicate the country’s policy priorities and directions, and thus potential foci for EIP 
activities.

3.1 Organization and governance 

The Slovene health care system is based on a Bismarck model (a health insurance system financed 
jointly by employers and employees through payroll deduction and executed by health insurers 
that are often called sickness funds) with modest additional financial input from the government 
budget. The system aims at universal and extensive health care access for all residents (Albreht et 
al., 2016). In practice, equality is a core value, and receives a lot of attention; for example, in the 
Resolution on the National Health Care Plan for 2016–2025 (Ministry of Health, 2016), in the report 
Health inequalities in Slovenia (Buzeti et al., 2011) and in the project “Together for health” focusing 
on equality in prevention programmes. Inequalities persist, such as observed differences in health 
status of the population according to socioeconomic status, and they need to be addressed (Buzeti 
et al., 2011). 

The health policymaking process in Slovenia is formally structured in line with modern democra
tic practices (Rules of Procedure of the Government of the Republic of Slovenia, 2001). It includes 
a public debate phase for any policy or regulatory proposal and an exante impact assessment 
of the proposal. However, daytoday practice sometimes differs. Impact assessment in particu
lar can be problematic as it requires serious and thorough analysis and research, carried out by 
experts, rather than just a formal filling of forms, as is often the case (Resolution on legislative 
regulation, 2009). In addition, stakeholders are sometimes not properly involved (Rakar et al, 
2011; The ASPEN Project Group, 2011). Recommendations for improvement were formulated in 
the Resolution on legislative regulation (2009), and now the challenge remains to effectively im
plement those recommendations schematically presents the relationship between major stake
holders in the Slovene health system. 

Fig. 3.1 Simplified organigram of the Slovene health care system.
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As shown in Fig. 3.1, health service delivery is arranged across three levels. Health care institutions 
are mostly publicly owned – by municipalities at the primary health care level and by the State at 
higher levels. Private providers can be included in the national public health care network, which 
means that the services they provide are covered within the public financing scheme (e.g. by the 
HIIS), or they can work independently and thus provide services based on outofpocket payments 
or according to substitute private health insurance schemes. All providers (public and private) ope
rating in the public network have a contract with the HIIS as the single sickness fund in Slovenia; 
as such the HIIS has a high level of autonomy. There are also three providers of complementary 
health insurance, which is voluntary (and therefore not shown in the illustration). Public health is 
the domain of the NIPH, which has several regional offices. The Agency for Medicinal Products and 
Medical Devices is an independent government institution with delegated competencies from the 
Ministry of Health in the area of medicinal products and medical devices. The professional compe
tence of health care professionals is assured by chambers and (selfgoverning) professional bodies, 
which often have the power to award professional licences to work (Albreht et al., 2016). 

The Slovene health care system seems to struggle with governance and leadership. The respon
sibilities of various institutions are seldom clear and there is a lack of accountability. For instance, 
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clinical guidelines are drafted by various sections of the Slovene Medical Association (see Košnik & 
Marčun, 2015) and are supposed to be adopted by the general expert collegia, which are expert 
advisory bodies to the Ministry of Health (Rules on the composition and functioning of the General 
Expert Collegiums, 2002). However, the two expert bodies have no formal relationship, resulting in 
a situation with ambiguous accountability with regard to the design and use of the guidelines. As 
a sideeffect, it is not clear who should initiate and encourage the preparation of such guidelines 
(Ministry of Health, 2016). Similarly, it remains vague who should tackle the unsustainable financial 
situations of many hospitals (Cylus, 2015), as hospital managers and the HIIS perceive each other 
as being responsible.

3.1.1 National strategic frameworks

The main policy document in the health sector is the National Health Care Plan. The draft Reso
lution on the National Health Care Plan for 2016–2025 (Ministry of Health, 2016) identifies four 
priority areas:

1. improving health and wellbeing and reducing health inequalities for the population of Slo
venia;

2. implementing an accessible, effective and stable health care system, which effectively adapts 
to the needs of the population;

3. ensuring satisfied patients and providers;
4. increasing the contribution of health to Slovenia’s development.

The first two priority areas reflect the strategic objectives of the WHO European Region’s Health 
2020 strategy (WHO Regional Office for Europe, 2013). 

Four priority areas were set for the further development of the health system (Ministry of Health, 
2016).

1. Focus should be placed on health promotion, health protection and disease prevention, 
addressing the entire population and various target groups.

2. Care should be optimized, whereby all levels of the care system provide individuals with the 
care they need, including preventive services and programmes, treatment, rehabilitation 
and reintegration.

3. Effectiveness of care should be increased to ensure the best possible outcomes, along with 
increased efficiency by improving leadership and management processes.

4. Financing of health care should be fair, solidarity driven and sustainable. 

For each of these priority areas, more specific details have been elaborated. It is worth noting that 
one of the objectives in the first priority area is to establish health impact assessments for govern
mental policies and activities, tying in with the focus of this assessment. The key opportunities and 
challenges for a future KTP, considering the organization and governance of the health system are 
summarized in Box 3.1.

Box 3.1  Summary of the key opportunities and challenges for a future KTP considering the 
 organization and governance of the health system

Opportunities provided by a KTP
 » A KTP can be a forum for direct and open exchange of views among all stakeholders (includ

ing professional, patient, and health care organizations).
 » A KTP can help set policy priorities to be studied and discussed among stakeholders

Challenges for a future KTP
 » Unclear accountability relationships in the health care system can be a significant barrier to 

the drafting and implementation of solutions to prioritized issues.

3.2 Health financing 
The HIIS is the single payer for health services, providing compulsory health insurance coverage. 
The compulsory health insurance scheme is complemented by a voluntary health insurance scheme 
which insures against copayments. The overwhelming majority of the population in Slovenia is 
enrolled in this type of voluntary health insurance, which is tightly regulated (Albreht et al., 2016). 
Expenditure on health in the country represented 8.5% of GDP in 2014 (OECD, 2017). According 
to OECD data for the same year, approximately 71% of health expenditure was financed through 
public sources, including 68% through the HIIS. The share of private expenditure was about 29%, 
including 16% represented by voluntary health insurance and 13% represented by outofpocket 
payments (OECD, 2017). 

Longterm financial sustainability of the health system is a significant concern in Slovenia. Several 
costreduction policies have been introduced (including, for instance, a cap on recognized costs of 
medications within a therapeutic group with similar pharmacologic effects). Action has been taken 
on the revenue side, broadening the range of eligible sources of income that require the payment 
of health insurance contributions. In the past few years, financing of hospitals has been significantly 
reduced, although the requirements in terms of volume of services have remained the same (Albreht 
 et al., 2016; Cylus, 2015). Both the HIIS’ and the Ministry of Health’s activities have been significantly 
limited by austerity measures undertaken since the financial crisis that hit Slovenia in 2009.

Four key issues need special attention, as they have a significant impact on health financing in Slo
venia (Thomas et al., 2015).

1. There is a heavy reliance on payroll taxes in terms of public spending, with a very low share 
of contribution from the government budget.

2. Insufficient countercyclical mechanisms exist to mitigate the effects of economic cycles, 
which have had a serious impact on revenues collected through the financial crisis which 
started in 2008.

3. A generally equitable and accessible health system is required.
4. A growing problem is that of longterm care, which will require increasingly more health 

system resources.

The National Health Care Plan for 2016–2025 calls for a revision of the contribution scheme for 
compulsory health insurance, to also include other types of income (such as income from capital). 
It also calls for earmarking part of the excise duty on alcohol and tobacco for health promotion and 
disease prevention, along with a remodelling of the complementary health insurance scheme to 
increase equity and fairness in the health system (Ministry of Health, 2016).

3.3 Delivery of health services
The health care system is characterized by a strong primary care network, acting as a gatekeeper to 
secondary health services (Kringos et al., 2013; Albreht et al., 2016). The number of hospital beds per 
capita in Slovenia is below the EU average. Slovenia faces challenges in the coordination of services, 
particularly between primary and secondary care and between providers of primary and secondary 
care on the one hand and providers of long longterm care on the other (Nolte et al., 2015).

There are far fewer physicians than the EU average (2.5 physicians per 1000 people in Slovenia 
compared to an average of 3.4 physicians per 1000 people in the EU in 2012) (Ministry of Health, 
2016). The shortage is felt particularly with personal physicians;1 this potentially impacts on the 
quality of care, as they are in charge of many patients. The Ministry of Health recently stated its 
commitment to reduce the average number of patients per personal physician (Delo, 2016). 

Slovenia has one of the lowest neonatal mortality rates among OECD countries, and vaccination rates 
for diphtheria, tetanus and pertussis and measles, are about the same as the EU average (about 95%) 
(Ministry of Health, 2016). This can be taken as an indicator of a good disease prevention system.

The health care system is underdeveloped in terms of quality monitoring and assurance, as well as 
health technology assessment (Ministry of Health, 2016). 

1  Personal physicians are general practitioners or family medicine specialists, who are the most frequent 
primary contact for patients with the health care system, acting as gatekeepers.
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4. NATIONAL HEALTH RESEARCH SYSTEM

 » This section on the health research system describes key stakeholders, structures, proces ses 
and funding mechanisms, as well as key research areas in health research.

This chapter explores the organization of the health research system and looks at human resources, 
along with financing and producing research. The focus of the analysis is on public health research 
and more specifically on health system research, which is the area most often involved in health 
policy issues. Understanding the broader context for research – including the quality of research, 
as well as how research priorities are established and how they include the key decisionmakers 
– allows research priorities to be better aligned with policy priorities the use of research in poli
cymaking to be increased. 

4.1 Infrastructure and stewardship of health research
As measured by number of publications, Slovenia has a welldeveloped research sector compared 
to other EU countries (Glavič Novak & Perdih, 2014). No specific research strategy in the area of 
health systems or health exists. However, a more general Resolution on the National Research and 
Development Programme 2011–2020 exists (since 2011), which also took into account the Slovene 
Development Strategy (relevant for the period 2005–2013) (Šušteršič, Rojec & Korenika, 2005). This 
resolution represents the framework for issuing grants by the Slovene Research Agency (ARRS). The 
ARRS also asks the Ministry of Health for recommendations on themes and research questions for 
a particular type of grants, related to applied research. In order to suggest themes, the Ministry of 
Health considers the research needs with a direct applicability in decisionmaking to professional/
medical issues as well as legislation drafting. In addition, the Ministry “… sends informal queries 
about research proposals to key research institutions …” (Poldrugovac et al., 2012:19).

This consultation phase mainly relates to immediate, shortterm research proposals. The broad strat
egy does not indicate specific areas for health and health systems research, which highlights a gap 
between longterm strategy and actions taken. Stakeholders are experiencing the need for more 
transparent, open and regular discussion on priorities for both health policies and health research 
(see subsection 1.3). Moreover, the allocation by the ARRS of research grants for medical and health 
sciences is subject to competition between subdomains in the health sciences. It is also important to 
note that the Resolution on the National Research and Development Programme 2011–2020 states 
that Slovenia has (unfortunately) not yet developed a comprehensive system for the expost analysis 
of scientific results, which could be used to evaluate the impact of research funded by the state.

4.2 Human and financial resources for health research 
According to the Statistical Office of the Republic of Slovenia (SURS), in 2012 over €928 million was 
spent on research and development. Approximately €578 million of those funds was provided by 
the private (business) sector and €703 million used for research and development by the same 
sector. No clearcut data are available on expenditure and funding specifically of health systems 
research. It is only known that 2.64% of the €928 million (€24.5 million) was dedicated to medical 
and health sciences. 

Grants by the ARRS are a major source of research funding. In 2013, 9% of its budget was dedi
cated to the area of medical and health sciences. Aside from funding, the ARRS also has a pro
gramme for infrastructure financing and a junior researchers’ programme (Glavič Novak & Perdih, 
2014). The ARRS monitors the “usefulness, innovation level, efficiency, quality competitiveness and 
professiona lism of the work” (ARRS, 2005) that the Agency is financing.

Another important source of financing for health systems research is the European Commission, 
although cofinancing by national institutions is often necessary. Higher education institutions have 
budgets which include some resources for research, however modest, in addition to those received 
from the ARRS and other external sources. 

In the area of health systems research, the HIIS and voluntary health insurance companies, as 
finan ciers of tertiary institutions, partly finance the research activities of tertiary institutions. Ter
tiary institutions are providers of health care services and as such are often involved in research 
and education. Prominent examples of such institutions involved in education and research are the 
university medical centres in Ljubljana and Maribor, as well as the NIPH (HIIS, 2013).

Objective data are lacking on the number of researchers leaving the country. However, brain drain 
has been on the policy agenda for several years and was recognized in the strategy on economic 
migration of 2010 (Ministry of Labour, Family, Social Affairs and Equal Opportunities, 2010). Public 
research organizations have to remunerate their staff, including researchers, according to the regu
lation for public workers (Civil Servants Act, 2007). This regulation is rather rigid and does not offer 
much room for financial incentives and other benefits for successful researchers, which is some
times mentioned as a possible reason for the field’s brain drain. The junior researchers’ programme 
financed by the ARRS has provided an incentive to the inclusion of young talents in established 
research groups (Perdih & Glavič Novak, 2013). These considerations are not specific to health sy-
stems research; however they do affect this field as much as any other.

4.3 Producing and using health research
Most research institutions in the area of public health – including health systems research – are 
public and so is their funding. Only some of these institutions are active in the area of public health 
research. Identifying the number of research organizations working in health systems research 
is a challenge, primarily since universities enjoy a high level of freedom in setting their research 
programmes, and the country lacks an official list or even classification of research initiatives under
taken by institutions, related to health systems research. 

The biggest research institution in the area of public health is the NIPH. All three universities in 
Slovenia are also active in this research area, particularly within their faculties of medicine, health 
sciences and economics. Other independent research institutions that may provide research in
puts include the Jožef Stefan Institute, the Institute for Economic Research and the Angela Boškin 
Faculty of Health Care Jesenice.

In order to better coordinate research activities, promote collaboration between researchers from 
different fields and more effectively steer decisionmaking on research areas that need priority 
financing, research organizations established a selfgoverning Council on Research in Public Health 
in the autumn of 2013; however, considering that it has not met since, it is unclear whether the 
initiative will be successful in realizing its purpose. 

The autonomy of the research community in Slovenia is highly valued. The autonomy of public high
er education institutions is determined in article 58 of the Slovene Constitution. On the other hand, 
possibly because of this high level of independence, researchers in health sciences often respond 
to public calls for proposals (which may have a very specific purpose) by submitting highquality and 
methodologically sound projects; however, these often fail to adhere fully to the specific purpose 
of the call. 

The role of researchers in shaping policy proposals was the subject of lively discussion at the 
EVPINet Europe stakeholder meeting which took place on 9 February 2015 in Ljubljana. Partici
pants noted how experts invited to participate in the policymaking process often perform dual 
roles, as scientists but also as employees, representatives of professional or other organizations, 
which can lead to potential conflicts of interests. It is common for such experts to offer their opini
ons, without a clear reference to evidence. For these reasons, participants at the stakeholders 
meeting emphasized the need for those who participate in the policymaking process as experts 
to be rigorous about offering scientific knowledge instead of opinions. The key opportunities and 
challenges for a future KTP, considering the national health research system, are summarized in 
Box 4.1.
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Box 4.1  Summary of key opportunities and challenges for a future KTP considering the national 
health research system

Opportunities provided by a KTP
 » A KTP can enable a broader spectre of stakeholders (provider organizations, civil society) to 

be included in the prioritization of evidence production for policymaking.
 » It can also improve cooperation between researchers, policymakers and other stakehold

ers, so that evidence presentation is better suited to their needs.

Challenges for a future KTP
 » Reducing the frequency with which legislation and policy proposals are prepared – without 

extensive stakeholder cooperation – can be difficult.

5. EIP PROCESSES

 » This section on EIP processes presents an overview of current EIP efforts and insight into how 
the health system and the health research system interface within these.

This chapter analyses already established country practices concerning the use of evidence to in
form health decisions or policies, specifically looking at key players and good practice examples. In 
general, knowledge translation entities are not established in countries that have recently signed 
up for EVIPNet membership and where systematic, transparent mechanisms for EIP are missing. 
However, the use of research knowledge and evidence can play a role in the policymaking process, 
for example through adhoc consultation of (research) experts, the occasional referencing of scien
tific papers in policy proposals or a tradition of preparing policy briefs. These types of efforts are a 
starting point on which to build further EIP efforts. 

The decision of a country to engage in EVIPNet may be interpreted as an expression of willingness 
to further develop EIP. In particular, the Slovene decision to engage in EVIPNet is a clear indication 
of the intention to enhance capacity in EIP, with the binding Resolution on legislative regulation 
(2009) emphasizing the importance attributed to EIP. Yet, at the same time, policy decisions – which 
often need to be made at short notice – are not always supported by rigorous scientific input, 
demonstrating the gap between stated intentions and actual practice. 

5.1 Major actors 
The Ministry of Health plays a central role in preparing and implementing health policies and it 
coordinates the process through which those policies are defined. The Ministry also cofinances 
research projects it deems necessary for the development of policies for which it is responsible. 
Besides the Ministry of Health, many other stakeholders influence health policy decisions, such as 
the HIIS, the National Assembly, other ministries, professional associations, provider organizations 
and their representative bodies. For example, the strategy for the development and comprehensive 
governance in the areas of obstetrics and gynaecology (Ministry of Health, 2010b), supported by the 
Ministry of Health, was not approved by the Committee on Health of the National Assembly. 

The NIPH is an independent public health institution. It is the major public health data collection 
and processing centre in Slovenia, providing expert advice on public health issues to the Ministry of 
Health (Health Care Act, 2005). It has a strategic plan (NIPH, 2010) but its relevance in policymaking 
depends mostly on whether the Ministry asks ad hoc for its input on specific issues or provides 
funding for research and policy briefs. The NIPH is often the de facto knowledge translation institu
tion for public health issues, playing this knowledge translation role at times by “pushing” evidence 
on public health issues, through the organization of events and publications. On other occasions, 
such knowledge and evidence is “pulled” by the Ministry of Health, to synthesize and package evi
dence on issues on the Ministry’s policy agenda. 

The Ministry of Health is also supported by expert advisory councils. These advisory bodies have 
very limited direct decisionmaking authority (Rules on the composition and functioning of the 
Gene ral Expert Collegiums, 2002; Rules concerning the Health Council, 2001) and have no research 
agenda. The general expert collegia are composed of highlevel experts, advising in different do
mains of medicine and health sciences. It is difficult to estimate the weight and credibility of general 
expert collegia. In 2012 the Slovene Medical Association set up a number of professional councils 
in response to a perceived increased bias of the general expert collegia. This bias was derived from 
the Ministry of Health taking a prevalent role in the appointment of collegia members (Zupanič, 
2012). This could be interpreted as indicating a decreasing importance in terms of the role of gene
ral expert collegia. In contrast to these bodies, the Health Council is a general advisory body that 
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focuses more on health system issues in the country. The mandate of the Health Council is linked to 
the mandate of the Minister of Health. New approaches – strictly limited to the professional sphere 
of one specialty – are evaluated and approved nationally by the general expert collegia, while broad
er changes need to be approved by the Health Council (Rules concerning the Health Council, 2001; 
Rules on the composition and functioning of the General Expert Collegiums, 2002). The NIPH does 
not have a formal direct relationship with these professional bodies. It does, however, turn to them 
whenever their input is needed, according to applicable laws and regulations.

Professional organizations in health care (such as the Medical Chamber of Slovenia, among others) 
are well organized, well coordinated and influential in the policymaking process. Such organiza
tions are rarely involved in research projects, but their recommendations (e.g. clinical guidelines) 
can have a huge impact on policies. The organizations are actively involved and can exert pressure 
on policymaking processes. For example, a meeting was jointly organized in December 2015 by the 
Medical Chamber and the Association for the health of the people, with participation by other orga
nizations, such as the Trade Union of Doctors and Dentists and the Slovene Medical Association. At 
the meeting the organizers called for the Minister of Health to step down, based on a fundamental 
difference in opinion on the future development of the health care system (Košak, 2015).

As representatives of civil society, patient associations are very active in Slovenia. The umbrella or
ganization for patient associations called Network NVO 25x25 is gaining in importance.

The HIIS is another influential actor. The Strategic Development Programme of the Health Insuran
ce Institute of Slovenia for the period 2014 to 2019 reveals how policy decisions and financing 
of health care services are closely interrelated. Furthermore, international organizations (such as 
WHO, the OECD, the European Observatory on Health Systems and Policies, the European Com
mission, the European Council, the European Parliament and the European Centre for Disease 
Prevention and Control) influence policymaking priorities and processes through the support they 
provide. 

5.2 Current country examples
Slovenia can provide examples of EIP in health. These examples represent promising but individual 
attempts at bridging the knowledge and/or policy gap and are not part of an effort to systematically 
implement knowledge translation.

 » Between 2003 and 2006 the ARRS, in agreement with the Ministry of Health, financed a 
research programme in the area of nutrition to support the preparation of the national nu
trition policy. A number of research projects were developed. The Ministry of Health makes 
reference to two projects in particular, which suggested a series of concrete actions in the 
area of nutrition policy. 

 » The 1980s were characterized by considerable opposition to the use of methadone therapy 
for heroin addiction. Despite increasing evidence about the effectiveness of substitution 
treatment, in 1991 psychiatrists’ representative organizations were still recommending to 
abandon the use of methadone in the country. Nolimal & Nolimal (2014) describe how a 
working group – initially established to monitor the problem of illicit drug use – increasingly 
engaged in knowledge translation activities, using different approaches to present the evi
dence to decisionmakers and the media. These efforts resulted in the reintroduction of 
methadone substitution treatment in 1994.

 » Slovenia can provide good examples of the development and use of policy briefs, which 
aim to provide policy support by summarizing evidence, such as Health-related youth be-
haviour in Slovenia – challenges and answers (Koprivnikar et al., 2014), Alcohol policy in Slo-
venia. Opportunities for reducing harm and costs (NIPH, 2015a) and Tobacco free Slovenia 
– when? (NIPH, 2015b). All three documents were prepared by the NIPH, often in close col
laboration with the Ministry of Health. The publications seem to fulfil most of the BRIDGE 
criteria to assess a mechanism’s capacity to package information (Lavis, Catallo, Perman
and et al., 2013). The policy brief on tobacco was strongly supported by the Ministry of 
Health, and was used to convince other stakeholders in general terms of the necessity of 
a new bill on tobacco control, more than as a tool to decide on the best policy options to 
include in the bill. 

 » Information products to support policymaking are also produced by the National Diabetes 
Prevention and Care Development Programme 2010–2020 (Ministry of Health, 2010a).

 » The major policy document in the health field is the National Health Care Plan, periodically 
adopted by the Slovene Parliament. It sets out the development strategy for health and 
must be based on the health status and the health needs of the population (Health Care 
and Health Insurance Act, 2006). Recently the Ministry of Health commissioned a largescale 
health system review that was used to inform the National Health Care Plan for the period 
2016–2025. The health system review was headed by the WHO Regional Office for Europe 
and the European Observatory on Health Systems and Policies, with the participation of 
several national experts and representatives of stakeholders’ organizations. The review re
sulted in the publication of a series of reports analysing the Slovene health system, including 
papers on health system expenditure (Cylus, 2015), purchasing and payment (Quentin et al., 
2016), optimizing service delivery (Nolte et al., 2015), evaluating health financing (Thomas, 
Evetovits & Thomson, 2015), making sense of complementary insurance (Thomas, Thomson 
& Evetovits, 2016) and longterm care (Normand, 2015). The findings of each of these re
ports provided an evidencebased starting point for discussions among stakeholders, which 
were taking place at the same time as the reports were being drafted. The collection of both 
published and tacit knowledge resulting from these activities led to the formulation of the 
National Health Care Plan that was passed by Parliament. 
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6. MAKING SENSE OF THE CURRENT EIP SITUATION

 » This section builds on chapters 2 to 5 and identifies key supporting factors and challenges to 
strengthening EIP.

At this stage Slovenia does not have an infrastructure or platform to bridge the gap between poli
cymaking and research in a systematic, sustainable manner. Currently, the country lacks capacity to 
effectively and consistently introduce evidence at the political level, as well as at the level of central 
public administration, thus missing out on opportunities to design successful policies, and to fos
ter the efficient use of public and private resources through those policies. However, Slovenia has 
put in place regulatory frameworks that offer a basis to develop EIP, institutionally. The Resolution 
on legislative regulation (2009) and the Decree on the documents of development planning bases 
and procedures for the preparation of the central government budget (2007) offer a framework to 
enhance EIP in public health and health systems in Slovenia. Proposals should include an appraisal 
of the likely environmental, economic and social impacts, and an assessment of the monetary costs 
and consequences, particularly in terms of administrative costs of the proposed regulation. Such 
exante impact assessments of policy proposals aim to improve the quality of new legislation, simp
lify it and consider the effectiveness of interventions, using evidence. 

The Decree on the documents of development planning bases and procedures for the preparation 
of the central government budget (2007) also emphasizes strongly the importance of the coherence 
and consistency of any policy document with existing strategies and policies, particularly major na
tional strategies, such as the Slovene Development Strategy (Šušterišč, Rojec & Korenika, 2005). All of 
these documents emphasize the importance of civil society participation in the policymaking process 
and set out relevant recommendations. However, in order to strengthen the coherence of various 
policy documents and the role of civil society in EIP and to avoid these regulations becoming merely 
symbolic, a few key challenges must be tackled. One key recommendation has already been formu
lated, with regard to the need to develop monitoring and evaluation capacity (including indicators) of 
policies and programmes in public administration (OECD, 2012). If we assume that monitoring and 
evaluation support accountability in the policymaking process, then it could also be an incentive to 
improve the adherence to the policymaking regulation of those in charge of the process. 

A particular challenge for Slovenia is the coordination of policy and research priorities, including 
how and when to involve all relevant stakeholders. Currently, public health research activities are 
not always in line with policy priorities. In order to optimize the relevance of health research for the 
decisionmaking process, more dialogue and participation on emerging public health questions 
should be facilitated and short and mediumterm plans for policy and research priorities develo
ped. The findings in previous sections show that several documents outline strategies in the area 
of research, but none provide specific research questions or fields related to public health or the 
health system. This limitation has already been recognized by representatives of research institu
tions in the Council on Research in Public Health.1 In addition, the future engagement and research 
work of national institutes with regard to public health and health system development should be 
well coordinated to ensure a smooth reorientation of the research budget.

The challenge of enhancing EIP capacity is directly related to the question of setting medium and 
longterm goals for public health research. The multidisciplinary nature of research in public health 
has important implications, as it often requires a particular skill set related to communication and 
collaboration between individuals and organizations with different backgrounds. For these rea
sons, capacitybuilding, increasing trust and collaboration among all stakeholders (including deci
sionmakers), and acknowledging the multidisciplinary nature of public health have been strongly 
emphasized by participants throughout the stakeholders’ consultations. It should also be remem
bered that international excellence of research is frequently measured solely by citations and pa
pers, while social and economic relevance is often ignored (ERAC Policy Mix Expert Group, 2010). 
Strengthening the cooperation between the research community and policymakers could there
fore also become a criterion of scientific excellence. 
1  This recognition was officially recorded in the unpublished minutes of a meeting of research organizations 

active in the area of public health (19 April 2013).

7. EIP INSTITUTIONALIZATION CONSIDERATIONS

 » This section describes the reasons out of which the need to institutionalize EIP arises and out-
lines some of the features of an institutionalized EIP process in the country.

Participants at the EVIPNet Europe workshops (December 2014, February 2015) emphasized the 
lack of a sustainable infrastructure to systematically engage stakeholders. They pleaded for the 
development of a KTP, which would enhance regular dialogue between researchers, policymakers 
and other stakeholders, for example enabling evidence and research priorities to be shared, along 
with public health needs and stakeholders’ perspectives on healthrelated issues. Moreover, a KTP 
would involve key individuals – possibly opinion leaders – to champion its cause (WHO Regional 
Office for Europe, 2015b). A KTP can thus become a catalyst for building trust among stakeholders, 
while being a trusted source of evidence itself. It can help bridge the gap between policymaking 
and research by tackling several issues, including:

 » ensuring timely production of EBPs by establishing a standardized framework for commis
sioning and producing these briefs – such a framework would simplify the resource allo
cation process and create a more predictable environment for the planning processes of 
research institutions;

 » commissioning relevant studies and analyses that directly address highpriority policy issu
es at hand;

 » supporting capacitybuilding, particularly among researchers and policymakers, on how to 
use push and pull efforts more effectively in order to foster change;

 » ensuring that tacit knowledge is included in EBPs by conducting policy dialogues – the latter 
are important in supporting democratic decisionmaking processes and fostering a sense 
of ownership among participating stakeholders;

 » building trust among researchers, policymakers and other stakeholders by coordinating 
activities and facilitating open discussions;

 » raising awareness about the importance of a transparent and systematic policymaking pro
cess that is informed by evidence and supported by stakeholders.

The main users of KTP products should be health decisionmakers, such as the Ministry of Health, 
the HIIS and the Committee on Health of the National Assembly. 

At the EVIPNet Europe workshop in December 2014, stakeholders also discussed the potential fu
ture location of the KTP. The Ministry of Health was seen as lacking the requisite human resources 
needed to run the KTP. Among the research institutions in public health, the NIPH covers the broad
est range of themes, but does not have expertise in all the fields of public health (including health 
systems research). Professional organizations, in particular the Medical Chamber, have presented 
comprehensive reform proposals in the past (Medical Chamber of Slovenia, 2014). However, by 
representing individual stakeholder groups, professional organizations might be perceived as being 
biased.

The establishment of a steering group, similar to the coordination group for the implementation of 
the National Diabetes Prevention and Care Development Programme 2010–2020 (see subchapter 
5.2), represents a possible approach – requiring leadership and enthusiasm among participants 
in order to be successful. The coordination group was formally appointed according to the estab
lished practices, ensuring that a wide variety of stakeholders are represented. One of the keys to 
the success of the coordination group seems to lie in strong engagement of leaders within the 
involved professions, as well as within the Ministry of Health, which keeps the implementation of 
the National Diabetes Prevention and Care Development Programme 2010–2020 high on the work 
agenda of most stakeholders. 



23 24

Situation analysisEvidence-informed health policy-making Slovenia

Similarly to the Ministry of Health, the HIIS needs evidence, specifically in order to make decisions 
in health care financing and health services provision. It does not have the required characteristics 
to undertake a knowledge translation role (HIIS, 2016). A discussion platform could be provided by 
the Council on Research in Public Health, in which most public health research organizations are 
represented. However, the Council has been inactive in the past few years and it is unclear whether 
it could gain sufficient momentum to set up a KTP. In addition, the Council on Research in Public 
Health has neither the staff, nor the financial resources for the institutionalization of the KTP. 

The KTP would need to take into account evidence, including stakeholders’ tacit knowledge (through 
stakeholder consultations). It is expected that the KTP findings would therefore be carefully conside
red by decisionmakers. The organizational model for the KTP should follow the BRIDGE criteria 
(see Table 7.1). As emphasized by these criteria, it is important that a KTP is guided by principles 
and values such as independence, transparency and the use of rigorous methods of analysis (of 
the evidence and of policies). The objectives that the KTP will pursue should include (Lavis, Jessani, 
Permanand, et al., 2013:8–9): 

 » inform[ing] policymaking in an objective manner using the best health systems information 
that can be prepared and packaged given time and resource constraints;

 » inform[ing] the production, packaging and sharing of health systems information in an 
object ive manner and based on current and emerging policymaking priorities; and

 » employ[ing] and continuously improve[ing] informationpackaging and interactive know
ledgesharing mechanisms that are based on a solid understanding of all aspects of the 
national policymaking context, operate in an objective manner, and complement other 
natio nal, European and global mechanisms.

Table 7.1 BRIDGE criteria to assess an organizational model for knowledge translation

How the KTP model is governed

1. The organizational model should give policymakers, stakeholders and researchers 
an explicit role in its governance and ensure they exercise their role with transparen
cy and objectivity.

2. It should encompass and enforce rules that ensure independence in how health 
 systems information is produced, packaged and shared, as well as addressing con
flicts of interest.

How it’s managed and staffed

3. The model should grant the director the authority needed to ensure the accountabili
ty of the entire organization to its knowledge translation mandate.

4. It should ensure an appropriate size, mix and capacity of staff with knowledge trans
lation responsibilities.

How the KTPs resources are obtained and allocated

5. The organizational model should ensure an appropriate size of budget and mix of 
funding sources for knowledge translation activities (e.g. contributions from regional 
and national policymaking authorities, competitively tendered awards, and an appro
priate endowment).

6. An explicit approach should be outlined for prioritizing knowledge translation activi
ties and accepting commissions or requests from policymakers and stakeholders.

How it collaborates

7. The KTP should be located within another organization or network that supports its 
activities.

8. It should collaborate with other knowledge translation organizations.

9. It should establish functional linkages with policymaking and stakeholder organiza
tions (e.g. rapidresponse functions, exchange programmes and other mechanisms 
to support responsive relations).

Source: adapted from Lavis, Jessani, Permanand et al., 2013.

A further step in the development of policies is the design, piloting and implementation of a more 
radical approach to health issues, known as breakthrough solutions. Participants in the EVIPNet 
Europe workshop in December 2014 found that such developments are typically more complex 
and labourintensive than the usual policy upgrades, which seek to only optimize the use of existing 
structures and maximize the efficiency of existing processes in order to achieve better health for 
the population. More complex changes require authority to modify not only professional guidelines, 
but also rules and regulations, investments, health workers’ training, and so on. 

On the one hand, the global financial crisis had a strong impact in Slovenia (The Economist, 2013) 
and despite recent improvement in GDP figures (SURS, 2017), the need for stabilization of pub
lic finances is still pressing (Jenko, 2014; STA, 2014). This is an obstacle to new projects requiring 
 additional funding, and a source of political instability. In addition, the current austerity climate is a 
considerable barrier to allocating new (human) resources to these activities, and the Fiscal Balance 
Act (2012) introduced also several barriers to new employment in the public sector. A more opti
mistic observation is that in the past, WHO has been very helpful in the capacitybuilding process, 
including through the activities of EVIPNet Europe.

Table 7.1 Contd.
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8. NEXT STEPS

Concrete recommendations to implement EIP and knowledge translation in Slovenia have been 
formulated. A neutral, independent KTP is considered to be important infrastructure to structure 
and enhance regular dialogue between stakeholders, policymakers and the research community 
in order to share evidence and research priorities, public health needs and stakeholders’ perspec
tives on healthrelated issues. Some actions have been put forward based on the situation analysis, 
promoting the institutionalization of knowledge translation and EIP.

The recommendations of the 2009 Resolution on legislative regulation imply high expectations 
about the quality of policy and legislative proposals. As the main source of policy and legislative 
proposals, the Ministry of Health has the opportunity to serve as the main promoter of knowledge 
translation: commissioning, endorsing and publishing EBPs, as well as catalysing their use. 

Strong political commitment, a clearly defined strategic direction, as well as human and financial 
resources will be paramount for the KTP’s success and operational sustainability. At the same time, 
training and capacity development in the country needs to be enhanced, as it is becoming increasing
ly clear that some aspects of EIP require a specific skill set in knowledge translation. A limited number 
of individuals within the NIPH have already been trained in knowledge translation, but these activ
ities will need to be expanded and consolidated. Knowledge and skills of both research producers 
and users need to be strengthened throughout the country to ensure that a culture for EIP is being 
formed and knowledge translation activities – such as identifying, accessing, appraising, synthesizing 
and using the best available research evidence in health policymaking – will become routine pro
cesses. For such purposes, EVIPNet knowledge translation tools (e.g. for developing EBPs) need to be 
adapted to the Slovene context and made available to a variety of local stakeholders.

In the meantime, for as long as a KTP is not institutionalized, health policy issues can be supported 
by engaging policy and research partners in the development of KTP outputs, such as EBPs and 
policy dialogues. From its launch, the KTP needs to plan and implement concrete knowledge trans
lation activities (including the aforementioned EBPs and policy dialogues) in order to shape expec
tations and develop tangible results. Part of the future KTP will be to coordinate and facilitate ex
actly these types of mechanisms, including their promotion among a broad stakeholder audience. 
It will be essential to ensure the KTP’s visibility and increase awareness of the need and usefulness 
of knowledge translation activities. Eventually an official mandate (by law or regulations) of the KTP 
needs to be developed. 

The KTP will need to engage from the start with international stakeholders and the international 
knowledge translation community, including EVIPNet Europe. The Network’s support for capaci
tybuilding activities, along with its technical support, will be instrumental, particularly in the initial 
years of the KTP’s operationalization. 
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