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a b s t r a c t 

This paper analyses the health policy response to the COVID-19 pandemic in the four Visegrad countries 

– Czechia, Hungary, Poland, and Slovakia – in spring and summer 2020. The four countries implemented 

harsh transmission prevention measures at the beginning of the pandemic and managed to effectively 

avoid the first wave of infections during spring. Likewise, all four relaxed most of these measures dur- 

ing the summer and experienced uncontrolled growth of cases since September 2020. Along the way, 

there has been an erosion of public support for the government measures. This was mainly due to eco- 

nomic considerations taking precedent but also likely due to diminished trust in the government. All four 

countries have been overly reliant on their relatively high bed capacity, which they managed to further 

increase at the cost of elective treatments, but this could not always be supported with sufficient health 

workforce capacity. Finally, none of the four countries developed effective find, test, trace, isolate and 

support systems over the summer despite having relaxed most of the transmission protection measures 

since late spring. This left the countries ill-prepared for the rise in the number of COVID-19 infections 

they have been experiencing since autumn 2020. 

© 2021 Published by Elsevier B.V. 
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. Introduction 

The Visegrad Group (V4) was formed in 1991 by the heads 

f the Czechoslovak Republic, now Czechia and Slovakia, Hun- 

ary and Poland. The formation of the Group was motivated by 

he common desire to eliminate the remnants of communism and 

o successfully accomplish social transformation and join in the 

uropean integration process [7] . It was supported by the ge- 

graphic proximity of the signatory countries but also by their 

hared history and cultural and political similarities. The inten- 

ity of the cooperation, governed by means of rotating presiden- 

ies and frequent meetings at presidential and ministerial lev- 

ls, decreased since the early years, and the European Union 
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EU) became the main platform for cooperation amongst the four 

ountries. 

All four countries started the transformation with highly cen- 

ralized, Semashko-style health care systems inherited from the 

ommunist era and swiftly adopted or reintroduced social health 

nsurance in the first half of 1990s. Common legacies from the Se- 

ashko era that are discernible to this day include excess capacity 

n the inpatient care sector ( Table 1 ), inequitable regional distribu- 

ion and/or low quality of care, with which the four countries have 

rappled with varying success. These problems have been aggra- 

ated by the emigration of the health workforce, especially after 

he EU accession in 2004. 

With increasing incomes, health spending has also increased in 

ll four countries, both as a share of GDP and in per capita terms. 

owever, this trend was interrupted by the global financial crisis 

f 2008, especially in Hungary, which had previously also expe- 

ienced a fiscal crisis in the early 20 0 0s. Despite the increases, 

https://doi.org/10.1016/j.healthpol.2021.10.009
http://www.ScienceDirect.com
http://www.elsevier.com/locate/healthpol
mailto:a.sagan@lse.ac.uk
https://doi.org/10.1016/j.healthpol.2021.10.009


A. Sagan, L. Bryndova, I. Kowalska-Bobko et al. Health policy 126 (2022) 446–455 

Table 1 

Selected demographic, socioeconomic and health sector indicators, 2019 or latest available year. 

Czechia Hungary Poland Slovakia EU 

Demographic factors 

Population (million) 10.6 9.8 38 5.4 512 

Share of population over age 65 (%) 18.8 18.7 16.5 15.0 19.4 

Life expectancy 79.1 76.0 77.8 77.3 80.9 

Socioeconomic factors 

GDP per capita (EUR PPP) 26,900 20,300 20,900 22,900 30,000 

Relative poverty rate (%) 9.1 13.4 15.0 12.4 16.9 

Unemployment rate 2.9 4.2 4.9 8.1 7.6 

Health resources 

Health spending as a share of GDP (%) 7.1 7.4 6.5 7.1 9.9 

OOP spending as a share of total health spending (%) 15 30 23 18 16 

Hospital beds per 1000 people 6.9 7.0 6.6 5.8 5.1 

Practicing doctors per 1000 people 3.7 3.2 2.4 3.5 3.6 

Practicing nurses per 1000 people 8.1 6.4 5.1 5.7 8.4 

Sources : OECD (2019a-d). 

Notes : PPP- Purchasing power parity; GDP- gross domestic product; OOP- out-of-pocket payment [21–24] . 

Fig. 1. 14-day notification rate of new COVID-19 cases and deaths per 10 0,0 0 0 people in the Visegrad and selected other countries, 2020. Source : Authors based on COVID-19 

HSRM and ECDC [3] . 

h

c

2

E

c

b  

t

r

r

t

m

c

d

a

[

n

s

m

w

a

t

m

V

o

s

r

a

o

d

2

p

w

r

b

w

p

g

h

s

ealth spending remains lower than the EU average in all four 

ountries. 

The novel coronavirus reached the V4 countries in early March 

020, over a month after the first recorded case of COVID-19 in 

urope ( Fig. 1 ). By that time, transmission was exponentially ac- 

elerating in several countries in Western Europe, with the num- 

er of new cases in Italy already surpassing 700 per day [3] . When

he first cases appeared within their national borders, the Viseg- 

ad countries acted quickly and decisively, implementing severe 

estrictions to limit transmission and effectively putting their en- 

ire populations under ‘lockdown’. Likely thanks to these protective 

easures, relatively few cases and deaths were recorded in the V4 

ountries during spring 2020: by the end of April, 22 COVID-19 

eaths were recorded in Slovakia, 227 in Czechia, 312 in Hungary 

nd 624 in Poland (the most populous country in the V4 group) 

3] . Given the favourable epidemiological situation and increasingly 

egative public sentiment against the restrictions, the harsh mea- 

ures were largely relaxed since late spring and few protective 

easures were in place over the summer. Hospital capacity that 

as freed up for treating potential COVID-19 patients was reduced 

nd provision of care was reoriented towards non-COVID-19 pa- 

ients. At the same time, governments were reluctant to introduce 

easures even in the face of a rising number of cases. This left the 

s

447 
4 countries ill-prepared for the autumn 2020, when the number 

f cases rose sharply, quickly surpassing the peak numbers from 

pring by multiple times. 

The aim of this article is to analyse the evolution of the policy 

esponses to COVID-19 in the Visegrad countries between March 

nd August 2020 in a comparative manner, distil similarities and 

ffer lessons for policy makers. As appropriate, comments on key 

evelopments up until the end of 2020 are also included. 

. Methods 

This analysis builds on the methodology and content com- 

iled in the COVID-19 Health System Response Monitor (HSRM), 

here information on how health systems in the WHO Eu- 

opean Region have been responding to the COVID-19 out- 

reak has been systematically collected since March 2020 (see 

ww.covid19healthsystem.org). It is a joint initiative by the Euro- 

ean Observatory on Health Systems and Policies, the WHO Re- 

ional Office for Europe and the European Commission. 

The HSRM content is structured broadly around the standard 

ealth system functions [27] , capturing information on policy re- 

ponses related to governance, resource generation, financing, and 

ervice delivery. In addition, the HSRM also includes policy re- 
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ponses that aim specifically to prevent transmission of the virus 

nd other non-health system measures. The information is col- 

ected and regularly updated by way of an evolving set of ques- 

ions that serve as prompts for the country health policy experts 

ontributing to the platform. By following a structured question- 

aire and having a team of Observatory staff editing the responses, 

nformation is collected in a way that enables broad comparisons 

cross countries. 

The identification of key policy insights from country experi- 

nces followed a deliberative process that included extensive re- 

iew of the HSRM materials and structured discussions amongst 

rticle co-authors, Observatory editors, and other experts. Where 

elevant, other country material, key documents and literature are 

sed to inform the paper. 

The analysis focuses on the following three topics, which are 

he main areas of similarities in the COVID-19 response amongst 

he four countries: 

• Governance, which relates to the planning of the pandemic re- 

sponse, including the role of scientific advice, and the steering 

of the health system to ensure its continued functioning. Infor- 

mation is predominantly drawn from Section 5 in the HSRM 

profiles of the four countries. 
• Transmission prevention ( Section 1 in the HSRM profiles), 

which includes measures put in place to test and identify cases 

and trace contacts. 
• Physical infrastructure and workforce capacity ( Section 2 in 

the HSRM profiles), which describes pre-existing availability of 

physical and human resources as well as measures in place to 

surge them during the initial stages of the pandemic. 

. Results 

With a few notable exceptions, the comparative analysis of the 

our countries has identified six main areas of similarities in the 

OVID-19 responses of the V4 countries. These findings relate to 

1) the centralization of governance, (2) the role of scientific ad- 

ice, (3) the prevention of the transmission with movement re- 

trictions, (4) the scaling up of capacities, (5) the shortage of hu- 

an resources, and (6) the shortcomings of the Find, Test, Trace, 

solate and Support (FTTIS) systems. The related findings are de- 

cribed in detail in the following sections. 

overnance of the COVID-19 response has been highly centralized 

Compared to many countries in western Europe, the Visegrad 

ountries were very quick to react once the first cases of COVID-19 

ere detected within their national borders. The responses started 

ith the declarations of the states of emergency, which gave the 

overnments extraordinary powers to fight the pandemic. This 

ook place on the 11th of March in Hungary, on the 12th of March 

n Czechia and on the 16th of March in Slovakia – almost imme- 

iately after the first cases of COVID- 19 were reported in these 

ountries and soon after severe movement restrictions were intro- 

uced in affected areas in Italy (9th of March) ( Fig. 1 ). The states

f emergency were recalled after about two months in Czechia and 

 month later in Slovakia and Hungary. 

Unlike the other three countries, Poland refrained from declar- 

ng a state of emergency, but instead opted for introducing a state 

f ‘epidemic emergency’ on the 14th of March, followed by the 

eclaration of the ‘state of epidemic’ on the 20th of March. Ever 

ince, there has been a heated debate on whether the government 

hould have declared a state of emergency instead (no such de- 

ates occurred in Czechia, Hungary, and Slovakia, although there 

ere some discussions about the duration of the implemented 

mergency measures). Imposition of a state of emergency would 
448 
ave introduced ready-made legal solutions provided for in the 

onstitution and existing legal acts to introduce severe but pre- 

isely delineated restrictions of civil rights as well as special pow- 

rs to fight the pandemic. These special powers include, amongst 

thers, the ability to use of the police and army to supress un- 

est; suspend the heads of the local self-government and replace 

hem with special commissioners if they do not perform their du- 

ies; isolate individuals who threaten the ‘public order’, and censor 

ublic media. Under the current ‘state of epidemic’, this is done 

ia enacting special resolutions and provisions – an approach that 

isks violating the Constitution and other laws. There are three key 

easons why the government may have found this solution to be 

referable. Declaration of a state of epidemic instead of a state 

f emergency meant that: (1) presidential elections, scheduled on 

he 10th of May, could go ahead as planned; (2) the government 

as not obligated to compensate the citizens for any economic 

osses caused by the introduced restrictions; and (3) the govern- 

ent was not obligated to coordinate the response with the lo- 

al self-government, with the municipalities, counties and voivode- 

hips effectively managing the response in their local areas [25] . 

nlike the state of emergency, the duration of a state of epidemic 

s not limited in time and it has remained in place since its intro- 

uction at the end of March. 

Czechia, Hungary, and Slovakia had pre-existing national re- 

ponse plans for pandemic influenza, but they had little applicabil- 

ty to the new coronavirus (and in some cases were also outdated), 

hey were either outright abandoned (Czechia), very loosely fol- 

owed (Slovakia) or substantially overhauled to reflect the specifici- 

ies of COVID-19 (Hungary). Poland’s response followed the 2008 

nfectious Diseases Act, which determines the functioning of pub- 

ic authorities during an infectious disease outbreak. A dedicated 

OVID-19 response strategy was released in September 2020 [16] . 

In all four countries, COVID-19 response was led by the central 

overnment, with involvement of the relevant ministries, including 

he ministry responsible for health. The response was coordinated 

hrough the offices of the Prime Minister with the support of dedi- 

ated crisis management bodies ( Table 2 ). These were intersectoral 

nd included representatives of key ministries and national agen- 

ies. When the epidemiological situation improved, these bodies 

ere either dismantled or reduced their level of activity. For ex- 

mple, in Czechia, the Central Crises Staff was deactivated in early 

ummer when the threat of COVID-19 appeared to be under con- 

rol and reactivated in late September 2020; and the COVID-19 

entral Management team was initially established as an advisory 

ody to the government but then became an advisory body to the 

inistry of Health in early summer (2020). 

he role of scientific advice in decision-making varied across the four 

ountries but in all four its importance has diminished from late 

pring 

The national responses to the COVID-19 pandemic were under- 

inned by scientific advice in all four countries ( Table 2 ). However, 

he various advisory bodies that were established to guide the re- 

ponse planning mainly involved representatives of different state 

uthorities, with independent scientists playing a relatively minor 

ole, particularly in Czechia and Poland, at least initially. At a min- 

mum, scientific advice involved the chief public health or medical 

fficers, as in the case of Czechia, where no independent scientific 

xperts were involved in spring 2020. Similarly, Poland only in- 

luded national agencies. None of the V4 countries documented in- 

olvement of non-governmental stakeholders, such as community 

epresentatives, in the response planning. 

Hungary and Slovakia had relatively greater involvement of in- 

ependent scientific experts at the start of the response. In Hun- 

ary, experts from various areas, including epidemiology, virology, 
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Table 2 

Overview of the national governance of COVID-19 response, spring and summer 2020 

Czechia Hungary Poland Slovakia 

Head of country emergency response 

Prime Minister Prime Minister Prime Minister Prime Minister 

Authority for country emergency response 
• Central Crises Staff led by the Minister of Interior (over 

the summer the response was led by the Governmental 

Committee for Health Risks) 

• Operative Corps led by Minister of 

Interior and Minister of Human 

Capacities 

• Government Crisis Management Team led 

by the Prime Minister 

• Central Crisis Management Group 

led by Minister of Interior (in practice 

by the Prime Minister) 

Head of health system response 

Minister of Health Minister of Human Capacities Minister of Health Minister of Health 

Authority for health system emergency response 

COVID-19 Central Management Team COVID-19 Management Team at the 

Ministry of Human Capacities 

Crisis Management Team at the Ministry of 

Health 

Internal Crisis Management Group at 

the Ministry of Health 

Representatives of authority for health system emergency response 
• Ministries/ government: • Ministry: • Ministries/ government: • Ministries/ government: 

o Ministry of Health • State Secretary for Health, State 

Secretary for Social Affairs 

o Ministry of Defence o All ministries 

o Chief Public Health Officer • Undersecretaries of State of the 

State Secretariat for Health 

Ministry of the Interior o Communication and crisis officers of 

ministries of health and interior 

affairs 

o Ministry of Defence • National agencies: o Ministry of Foreign Affairs o Self-governing regions 

o Ministry of Interior • National Chief Medical Officer / 

National Public Health Centre 

o Special Forces Coordinator • Experts: 

o Government IT Commissioner • National Healthcare Service Centre • National agencies: o Chief public health officer 

o Regions’ Association • Providers: o National Institute of Public Health o Representatives of health insurance 

companies 
• National agencies: • National Emergency Ambulance 

Service 

o State Sanitary Inspectorate o Chief expert for infectious diseases 

o General Health Insurance Fund • Directors of selected ∗ hospitals o Chief expert for epidemiology 
• Other: Experts: o Head of Slovak academy of science 

o Army • Anaesthesiologist, artificial 

ventilation expert 

o Police 

o Fire service 

COVID-19 scientific advisors 
• Chief Public Health Officer • National Chief Medical Officer and 

other experts of the National Public 

Health Center 

• Team for COVID-19 strategic response 

planning at the Ministry of Health (est. in 

July), incl. representatives of the National 

Institute of Public Health, State Sanitary 

Inspectorate, Chief Statistical Office, national 

health technology assessment agency 

(AOTMiT), E-Health Centre 

• Expert group chosen by the Prime 

Minister, incl. top experts on 

epidemiology, virology, infectiology 

and related areas 

• Institute for Health Information and Statistics 

(subordinated to the Ministry of Health) 

• Head of the Infectious Diseases 

Department of Southern Pest Centre 

Hospital 

• Team for COVID-19 monitoring and 

forecasting (est. in September) 

• Ministry of Health’s Laboratory Expert Committee 

(advising on testing matters) 

• University researchers 

• Economic team of the Central Crises Staff (advising on 

economic matters) 

Pre-existing pandemic emergency legislation or plans 
• 2011 Czech pandemic plan (mainly focusing on 

influenza) 

• 2009 National pandemic response 

plan for pandemic influenza 

• 2008 Infectious Diseases Act • 2005 National pandemic plan for 

pandemic influenza 

Notes : ∗ The National Korányi Institute of Tuberculosis and Pulmonology and the Southern Pest Centre Hospital, which were the two primary COVID-19 hospitals, treating all COVID-19 patients during the 

first wave. 

Source : Authors based on COVID-19 HSRM. 
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Fig. 2. Changes in the public attitude towards the pandemic and implemented measures in the Visegrad countries, March to November 2020. Initial COVID-19 responses 

involved drastic restrictions of movement into and within the countries, but these were largely relaxed, and few protective measures were maintained over the summer [5] . 
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nfectiology, mathematics, data analysis and modelling, were ac- 

ively involved in supporting the government during the first wave 

n spring 2020, including planning and later relaxing the restric- 

ions. In Slovakia, an expert group comprising top experts in epi- 

emiology, virology, infectiology and related areas, was established 

t the beginning of the pandemic to provide advice to the Prime 

inister and the Internal Crisis Management Group at the Min- 

stry of Health. Their work mainly focused on how to ease the re- 

trictions introduced in early March (see Table A1 in the Online 

ppendix). 

In all four countries, the influence of independent scientific ex- 

erts diminished by late summer, with their advice often overrid- 

en by other, mainly economic and political considerations. With 

ew COVID-19 deaths and low infection rates ( Fig. 1 ) and drasti- 

ally worsening GDP forecasts [18–20] , public support for the re- 

trictions had fallen ( Fig. 2 ). Although the unemployment rates did 

ot rise dramatically, the four governments were anxious to pro- 

ect their economies and avoid further restrictions [2] . 

Further, the relatively good epidemiological situation (see for 

xample [14] ) made the population optimistic or even compla- 

ent that the pandemic was under control. The ‘end of the pan- 

emic’ mass dinner held on Prague’s Charles Bridge on June 30, 

020, epitomizes this feeling, where thousands shared food and 

rink that they had brought [2] . In Poland, the (false) sense of 

ptimism was fuelled by top politicians rallying the population 

nd especially older people – the key electoral base of the incum- 

ent president - to vote in the presidential election in July. Public 

tance towards the restrictions was likely further affected by the 

nstances of high-level public officials breaking the restrictions, e.g., 

ot wearing face coverings in public places or breaking visitation 

ans in the hospitals, and cases of flagrant corruption publicised by 

he national press. Governments in Poland and Hungary appear to 

lso have used the COVID-19 crisis to push controversial legislation 

nd strengthen their grip on power [15] . In Poland, the parliament 

oved forward a controversial act restricting abortion, which has 

ed to large public protests. It has also continued with its efforts to 

ssert further control over the judicial system. In Hungary, at the 

nd of March the parliament passed a bill that allowed imprison- 

ent for publishing false or distorted facts. Although the parlia- 

ent rescinded these powers in June, there are still concerns that 

he government now holds greater power than before the crisis. 

Overall, the V4 governments appeared to be reluctant to re- 

mpose any restrictions, even if these were favoured by the sci- 
450 
ntific experts, including when infection rates started increasing 

t the end of the summer. For example, the Czech Prime Minis- 

er blocked the Health Minister’s plan to reintroduce facemasks in- 

oors from the 1st of September, ascribing the decision to ‘high 

ocietal demand’ for no restrictions and ‘low infectiousness of the 

irus at that time’ [6] . Proximity to the regional councils’ elections, 

cheduled for 2nd −3rd October 2020, may have played a role in 

hat decision [2] . A similar situation occurred in Slovakia in early 

ctober, when the Prime Minister explicitly rejected expert recom- 

endations and increased the number of guests allowed at wed- 

ings [28] . 

Declarations of the states of emergency (and the state of ‘epi- 

emic emergency’ in Poland) enabled the V4 countries to introduce 

easures to prevent transmission of the novel coronavirus to and 

ithin their countries that severely affected civil liberties of their 

itizens. Measures introduced in the four countries were broadly 

imilar. An overview of the measures introduced in Slovakia is pre- 

ented in Table A1 in the Online Appendix. 

The V4 countries were amongst the first countries in Europe to 

lose their national borders. The Czech government limited cross- 

order travels starting on the 16th of March, with general border 

losures implemented on the 31st of March. Czech citizens were 

ot allowed to leave the country and foreigners were not allowed 

o enter, except for permanent residents and holders of temporary 

esidence permits. Everyone entering the country had to quaran- 

ine for 14 days after entry. Similar border restrictions were intro- 

uced in Hungary (with the first limitations introduced already on 

he 11th of March), Poland and Slovakia. 

Czechia and Slovakia were the only countries in Europe that 

ade masque-wearing mandatory from the start of the pandemic, 

ntroducing this obligation within a few weeks since the first cases 

ere recorded. This policy was thought to be a major factor in the 

arly success in controlling the virus in both countries. The obliga- 

ion to use face coverings was also introduced in Poland and Hun- 

ary but only about a month later. Further measures to limit com- 

unity transmission included physical distancing requirements, re- 

trictions on public gatherings, closures of educational facilities 

Czechia was amongst the countries in Europe where schools were 

hut the longest in 2020) and non-essential businesses as well as 

urfews and other limitations of the free movement of people. In 

ombination, these measures amounted to what was termed as 

national lockdowns’ and were associated with significant reduc- 

ion in contacts. 
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Most of the restrictions were relaxed before the start of the 

ummer. This usually happened in several stages. In Czechia, for 

xample, a 5-stage plan to relax restrictions was announced on the 

4th of April and stage 1 commenced on the 20th of April. How- 

ver, a new version of the plan was released three days later, on 

he 23rd of April, to ease restrictions more quickly. This was likely 

otivated by the improved epidemiological situation but probably 

lso due to the Prague City Court’s annulment, at the end of April, 

f restrictive measures implemented in response to the pandemic 

although this order was later overturned by the Supreme Admin- 

strative Court in early 2021), and further lawsuits questioning the 

egality of measures taken by the government. Easing of restric- 

ions was also sped up in Slovakia, with final restrictions eased by 

he beginning of July (Table A1 in the Online Appendix). In Poland 

nd Hungary, where staged easing plans were also implemented, 

nal stages of easing restrictions started in early to mid-May. 

In all four countries, few protective measures remained in ef- 

ect over the summer. In Czechia, the mandatory requirement on 

earing face masks was withdrawn in June, with some exceptions. 

ther restrictions, such as on physical distancing, were relaxed too 

nd mass gatherings of up to 10 0 0 people (or even more in cer-

ain conditions) were allowed throughout the summer. In Slovakia, 

here the use of face coverings was also mandated early into the 

andemic, this obligation was retained in indoor places during the 

ummer, but it was abolished outdoors. In Hungary and Poland in- 

ividuals were required to continue wearing face masks in shops 

nd on public transport and maintain safe physical distance during 

he summer. However, other restrictions, such as on public gath- 

rings and travel restrictions, have been relaxed and business and 

ocial life largely resumed in summer 2020. 

easures were taken to ensure adequate hospital capacity to treat 

OVID-19 patients, but this capacity was underutilized in the spring 

nd was reduced over the summer 

Alongside measures to prevent transmission of the virus, the 

4 countries took steps to ensure sufficient treatment capacity for 

rospective COVID-19 patients. For many years seen as a source 

f inefficiency, the relatively high number of hospital beds in the 

4 countries (see Table 1 ) became an asset during the pandemic 

nd initial effort s to ensure sufficient treatment capacity centred 

round hospital care. 

In all four countries, additional bed capacity for treating COVID- 

9 patients was secured in spring 2020 by suspending all elec- 

ive care. No further measures to increase capacity were intro- 

uced in Czechia, where the Ministry of Health estimated that 

he health system could absorb up to 30,0 0 0 confirmed COVID-19 

ases. This was based on the Ministry of Health’s assumption that 

0% of confirmed cases (i.e., 30 0 0 people) would require hospital- 

zation. While a contingency plan for repurposing standard hos- 

ital beds as ICU beds was prepared, it was not implemented in 

pring 2020 due to very low case numbers (see Fig. 1 ). In Slovakia,

imulation models produced by the Institute of Health Policies at 

he Health Ministry at the end of March forecasted that between 

80 0 and 220 0 beds would be needed for COVID-19 patients, out 

f which approximately 600 would require ventilation. The mod- 

ls’ worst-case scenarios predicted that these capacities would be 

lled around the end of May but since the epidemiological situa- 

ion remained good, no further measures besides procuring addi- 

ional ventilators (see below) were taken to increase hospital ca- 

acity. 

More preparations were undertaken in Poland and Hungary 

o secure bed capacity for COVID-19 patients in spring 2020. In 

oland, measures included designating hospital departments or en- 

ire hospitals for sole use by COVID-19 patients. A total of 22 hos- 

itals, at least one in each voivodeship, were transformed into such 
451 
ingle-infection hospitals, securing a total of 10,0 0 0 beds. Other 

easures included repurposing of existing facilities, e.g., hospital 

ards were fitted with physical barriers and otherwise adapted to 

eep patients apart and a percentage (the target was 10% of the to- 

al) of mechanical ventilation were designated beds for treatment 

f COVID-19 patients. 

Much more was done in Hungary (see Figure A1 in the On- 

ine Appendix), where the Minister for Human Capacities ordered 

ospitals to vacate 60% of the total bed capacity (39,500 beds) by 

he 15th of April. This was later revised by an official announce- 

ent, published on the government’s COVID-19 website on the 

5th of April, requiring that 50% of the total hospital bed capac- 

ty (i.e., 32,900 beds) be freed up for COVID-19 patients by the 

9th of April [17] . If needed, this share was meant to increase 

ack to 60%. The estimates were based on the epidemic modelling 

roduced by an expert team at the Ministry of Human Capaci- 

ies, which, drawing on data from the most affected parts of the 

SA and Italy, predicted 3.4 million infections by May 2020 as the 

est-case scenario. In contrast, experts from the Ministry of Inno- 

ation and Technology predicted 20 0–30 0 thousand cases by Octo- 

er 2020, assuming a 50% reduction of physical contacts [17] and 

n fact physical contacts have fallen by over 60% thanks to the na- 

ional lockdown. As a preparation for the acceleration of the infec- 

ion rate, hospitals were required to report data on key human and 

ther resources and secure bed capacity for COVID-19 patients by 

elocating existing patients. However, some hospital directors did 

ot agree that the epidemiological situation justified securing such 

arge numbers of beds for COVID-19 patients and did not comply 

ith the preparatory measures. This led to directors of two hospi- 

als, the Fejér County Hospital and the National Institute of Medi- 

al Rehabilitation, being removed from their posts in mid-April by 

he Minister for Human Capacities [1,11] . As the epidemiological 

ituation improved in late spring 2020, most measures aimed at 

ecuring hospital capacity were rolled back and providers started 

ocusing on reducing the backlog of elective care. In Czechia, this 

as explicitly encouraged through financial incentives. 

The availability of equipment, such as personal protective 

quipment (PPE) and ventilators, was initially limited but stocks 

ere built up quickly, mainly by centralized procurement from 

broad. However, in some cases this lacked transparency and sev- 

ral high-profile cases of corruption were brought to the light by 

he press in Poland [9,10,13] and Slovakia [12] , likely contribut- 

ng to the deterioration of public trust in the state response (see 

ig. 2 ). Material stocks were also built up by home production 

e.g., hand sanitizers in Czechia) and banning exports of needed 

quipment (e.g., of ventilators in Poland), or potential drugs (e.g., 

ydroxychloroquine in Hungary; [26] ). Populations were also en- 

ouraged to make their own face coverings and public response 

o this call was very positive in general, especially in Czechia and 

lovakia where masque-wearing was mandatory from the start of 

he pandemic but the governments in these countries did not pro- 

ide masks to the population and instead relied on the initiative of 

rdinary citizens to make them. In Poland, private companies pro- 

ided material support by, amongst others, donating cleaning and 

isinfectant products to hospitals or providing free courier services 

o help deliver supplies of PPE. 

To support home production of needed equipment and materi- 

ls, the approval process for development, production and licens- 

ng of new drugs, medical devices and aids associated with treat- 

ng the COVID-19 infection was accelerated. In Czechia, this ben- 

fited the development and production of facial respirators using 

anotechnologies and a new type of emergency lung ventilator de- 

igned for COVID-19 patients with respiratory failures. New types 

f ventilators, especially designed for COVID-19 patients, as well 

s for parallel ventilation of up to 50 patients, were also devel- 

ped in Hungary with funding from the government. The first pro- 
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otypes were ready by end of March 2020, and after the clinical 

rials, the production has started from the end of May. In Slovakia, 

he existing national producer of ventilators increased its produc- 

ion allowing the government to secure a sufficient stock. While 

he medicines approval processes have not been accelerated in Slo- 

akia, the Slovak medicines agency prioritised all applications re- 

ated to the treatment of COVID-19. 

trategies to increase hospital capacity were supported by measures 

o secure human resources 

Efforts to increase capacity of hospital beds had to be supported 

y ensuring sufficient numbers of medical staff, which has been 

specially challenging due to the already existing shortages and, in 

oland and Hungary, by the removal of health professionals over 

he age of 65 from direct patient care. During the early stage of the 

andemic, measures to maintain the capacity of the existing pro- 

essional workforce included asking health professionals to work 

xtra hours; cancelling leaves of absence; suspending limitations 

n night shifts and on-call duties; prohibition of leaving the coun- 

ry; and automatically extending the operating licences of practic- 

ng health professionals. In Poland, health workers were also re- 

eployed to work in other settings, e.g., in infectious diseases de- 

artments or in other settings where help was needed. In Poland 

nd Hungary, older workers were moved from face-to-face con- 

ultations to answer helplines or provide teleconsultations. In all 

our countries, health workers involved in the COVID-19 response 

eceived some form of support, usually financial (e.g., bonuses) 

ut also material (e.g., free childcare, free public transportation, 

ree hotel accommodation) and psychological (e.g., via dedicated 

elplines). 

To increase capacity, volunteering amongst final year medical 

nd nursing students was encouraged in all four countries. Final 

ear students in Poland were allowed to perform support roles, 

uch as conducting epidemiological interviews. Poland has also 

implified procedures to allow non-practicing nurses and midwives 

o return to work. Czechia has allowed physicians from outside 

he EU to practice without having passed the Czech specialization 

xam during the duration of the state of emergency in spring 2020. 

n October 2020, Czechia mandated medical students to work in 

he emergency response, if the epidemiological situation in the re- 

ions required this – it was the only country in Europe where con- 

ribution of medical students was not voluntary. These measures 

ere not always enough. In Hungary, for example, excess ventila- 

ors had to be sold as there was not enough medical staff to oper- 

te them. 

ot enough has been done to ensure adequate Find, Test, Trace, 

solate and Support systems ahead of the autumn wave 

None of the four countries developed adequate Find, Test, Trace, 

solate and Support (FTTIS) systems over the summer to prepare 

or the expected surges in infection rates in the last quarter of the 

ear. Already in the spring and summer 2020, notable weaknesses 

ould be observed in sample collection and contact tracing. But 

hese were not addressed, likely because there was no real need 

or it thanks to the favourable epidemiological situation, and other 

lements of the FTTIS systems were not developed either. 

In Hungary and Slovakia, national emergency ambulance ser- 

ices were tasked with taking samples from suspected COVID- 

9 cases. In Czechia, sample collection was largely done in test- 

ng pods on the premises of hospitals and private laboratories, 

any with a drive-through option. By the end of June 2020, there 

ere 87 sample collection points. Further, mobile teams (including 

rmy teams) were used to collect samples from people in quar- 

ntine, but their role decreased as the epidemiological situation 
452 
mproved since late spring. Drive-through testing points were also 

sed in Poland and 180 such points were set up by the end of 

arch throughout the country, with the total rising to 465 in early 

ovember 2020. In addition, first military drive-through points 

ave been opened since early May. Furthermore, county sanitary 

tations used special ambulances (so-called ‘swab buses’) to col- 

ect samples from people in quarantine. Progressively, similar sam- 

le collection centres have been developed in Slovakia. From mid- 

ctober until the end of November, mass testing of the popula- 

ion was carried out in Slovakia in an attempt to prevent a sec- 

nd national lockdown (see Figure A2 in the Online Appendix). In 

ungary, limited capacity was developed until late October, when 

he National Emergency Ambulance Service was tasked with train- 

ng graduate medical and dental students who would staff the 200 

ewly created testing locations. 

Laboratory testing capacity was adapted relatively quickly to the 

ncreasing demand, partly thanks to using private sector capacity. 

n Czechia, and Slovakia, prices of PCR tests were regulated and set 

elatively high, motivating private laboratories to increase their ca- 

acity. In contrast, the centrally regulated prices were set relatively 

ow in Hungary and some private laboratories stopped providing 

iagnostics for PCR tests. As a result of these effort s, testing rates 

ncreased in all four countries since the summer ( Fig. 3 ). 

Contact tracing capacity in the V4 countries was deemed ade- 

uate in the spring and was not further developed over the sum- 

er. Czechia entered the new school year with capacity to trace 

ontacts limited to 400 new cases per day, while the daily number 

f cases was already twice as high by the end of the first week 

f September 2020 (see Figure A3 in the Online Appendix). The 

ituation was similar in Slovakia, where the regional public health 

uthority in Bratislava declared reaching capacity limits for con- 

act tracing already back in August. Most of the remaining regional 

ublic health authorities in Slovakia soon also reached their capac- 

ty limits and the Minister of Health promised to significantly in- 

rease the budget for contact tracing. However, not much could be 

chieved to surge the capacity before the second wave of infec- 

ions hit Slovakia at the end of October (see Fig. 1 ). In Poland, con-

act tracing capacity was deemed adequate in spring 2020, and was 

ot increased over the summer. Contact tracing was mainly done 

sing telephone interviews, with data gathered by the sanitary au- 

horities, but capacity was limited. Use of contact tracing apps was 

inimal, with only about 2% of the population having downloaded 

he contact tracing app (STOP COVID) by autumn 2020. A higher 

ptake was noted in Czechia and Slovakia, where it came close to 

 fifth of the population and no contact tracing apps were used in 

ungary. 

Persons who came in contact with a confirmed case have been 

equired to quarantine and show a negative COVID-19 test before 

eing released in all four countries. People could quarantine in 

heir homes or, if this was not possible, in specially designated fa- 

ilities – these were free of charge in all four countries. In Slo- 

akia, Roma communities were considered a high-risk group and, 

n some cases, entire settlements were forced into quarantine in 

lace of personal isolation measures. In Poland, people in quar- 

ntine have been mandated to download the official quarantine 

pp (‘Kwarantanna domowa’ or Home quarantine) through which 

hey could upload photos confirming their whereabouts. Compli- 

nce with the quarantine rules was monitored by the police and 

reaches could result in high monetary fines. Similar apps have 

een used in Hungary and Slovakia but on a voluntary basis and 

nly for a brief period of time in Slovakia. In all four countries, 

eople covered by statutory social insurance who were required to 

uarantine could claim sick leave benefits for the duration of the 

uarantine and little other formal support was available. Further 

upport, such as help with shopping, has been organised by volun- 

eering groups and local communities. 
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Fig. 3. COVID-19 testing rate by week, 2020. Notes : Testing rate = tests done per 10 0,0 0 0 population. The fall in the testing rate from around week 43 can be explained 

by a variety of factors, including the fall in infection rates after the autumn peak and testing policy (for example, in Poland, lower testing rates may be due to the policy 

of testing only symptomatic cases). Other reasons could include the introduction of mass antigen testing in Slovakia (see Figure A2 in the Online Appendix), which is not 

reported in these figures, or lower rates of self-reporting in Czechia to avoid quarantine. Source: ECDC [3] . 
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. Discussion 

This article attempts to analyse health policy responses to the 

OVID-19 pandemic in Czechia, Hungary, Poland, and Slovakia. 

The first wave of the pandemic - from early March to Au- 

ust 2020 - hit the Visegrad countries relatively less hard than 

any other European countries. This is likely because the infec- 

ion reached these countries relatively late and gave governments 

he opportunity to observe what was happening in other countries 

n Europe. When the first cases of the coronavirus were recorded 

ithin their national borders the V4 governments reacted quickly, 

mplementing strict national lockdowns and measures to prevent 

ommunity transmission. The declarations of the states of emer- 

ency have likely sparked a sense of threat but also of solidarity 

mongst the citizens, contributing to the high public acceptance of 

hese measures and motivating the populations to contribute, for 

xample, by sewing face coverings at home or by providing other 

orms of volunteering work. 

The lockdown measures masked the insufficiencies and the un- 

reparedness of the V4 health systems to tackle a health crisis 

f such unprecedented scale. But the implemented measures were 

ighly effective in halting the spread of the virus and the V4 coun- 

ries received international recognition as success stories of the 

rst wave. This resulted in a false sense of security during the 

ummer period and was manifested in diminished public confi- 

ence in the strict government response. In some countries, such 

s Poland and Czechia, this sentiment was purposefully reinforced 

y the government to build up support for the ruling politicians 

head of the elections and reassure the electorate that it was safe 

o vote. Highly publicised cases of high-level officials openly flaunt- 

ng restrictions (Czechia) and cases of flagrant corruption (Poland) 

ave likely contributed to the falling trust in the government re- 

ponse over the summer and early autumn 2020. 

All the above, alongside the devastating economic consequences 

f the national lockdowns and the general fatigue after enduring 

he various restrictions, may partly explain why little was done 

hen first signals of the worsening of the epidemiological situa- 

ion started appearing at the end of the summer 2020. Even when 

he V4 countries started approaching similar number of cases as 

taly during the first wave, the governments appeared hesitant 

o reintroduce any of the previous restrictions. When they finally 

tarted to act, the number of cases was already high and difficult 

o contain. 

While the V4 countries intensively increased their hospital ca- 

acities in October 2020, adding more beds and buying large quan- 

ities of ventilators, this was not always supported by securing 
453 
nough qualified health workers to operate them. The prevailing 

hortages of human resources have been a longstanding problem 

n all four countries, but they were not properly factored in the 

andemic responses that in spring focused on increasing hospital 

apacity and then, in absence of effective FTTIS systems, allowed a 

irtually uncontrolled spread of the virus since the end of the sum- 

er, putting physical and especially human resources under huge 

train. 

This necessitated radical measures such as introduction of new 

estrictions and even new lockdowns that the governments had 

reviously vowed to avoid. In Czechia, restrictions were gradually 

ightened in October 2020, starting with the declaration of a new 

tate of emergency on the 5th of October. On the 24th of October, 

he entire territory of Poland was designated as a ‘red zone’, which 

ssentially means a second lockdown (albeit with fewer restric- 

ions than before). And in Slovakia, the Prime Minister resorted to 

ompulsory mass testing of the entire population in an attempt to 

void a national lockdown, but a national curfew was nevertheless 

ntroduced in December. Stricter measures have also been intro- 

uced in Hungary, with a new state of emergency declared on the 

th of November. 

As could be seen from the comparison of the COVID-19 re- 

ponses of the V4 countries, management of a pandemic response 

s immensely complex, yet it involves standard political decision- 

aking processes, where the technical and political feasibility as 

ell as immediate and longer-term implications of various inter- 

entions must be considered. While public health experts may 

ave felt disregarded by the governments not heeding their advice, 

his does not necessary mean that their data and projections were 

ot taken into consideration; it may be that other public priorities 

ook precedent. This was observed in early autumn 2020, when all 

4 countries were reluctant to introduce movement limitations –

his may have been motivated by concerns over the economy or 

he societal harm caused by the restrictions, or by other political 

onsiderations. 

Further, introduction of a national lockdown is not the only 

ay to keep the pandemic at bay, as shown by the examples of 

ome Asia-Pacific countries [8] . There is a wide array of public 

ealth measures, including the implementation of FTTIS systems, 

hat require less technical capacity to implement (compared to, for 

xample, scaling up ICU units), yet are effective at halting trans- 

ission and have a lesser impact on the socio-economic activity. 

hese could have been maintained over the summer and could 

ave likely slowed down the surge in infections from Septem- 

er onwards. To what extent the cultural and political differences 

etween countries in Europe and Asia-Pacific limit the feasibility 
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f this “best-of-both-worlds” approach remains an open question. 

hat is clear, however, is that the summer period represents a lost 

pportunity, especially with regards to strengthening the FTTIS sys- 

ems, where the success of the first wave has largely been wasted 

y all V4 countries. 

This is reflected in the COVID-19 statistics. In 2020, COVID-19 

eaths officially accounted for 4.3% of all deaths in Slovakia, 6% in 

oland, 7% in Hungary, and 9.2% in Czechia – the latter being more 

han 50% higher than across the EU as a whole [3,4] . However, the

roader indicator of excess mortality suggests that the direct and 

ndirect death toll related to COVID-19 may be substantially higher. 

or example, in the excess mortality recorded in Poland and Slo- 

akia between early March and end of 2020 was more than double 

he reported COVID-19 deaths. In Czechia excess mortality was 50% 

igher and in Hungary one third higher than registered COVID-19 

eaths. 

. Conclusion 

 long-sighted approach is needed to ensure success 

The number of cases and deaths recorded in the four Viseg- 

ad countries during the 2020 spring wave of infections was very 

ow. This was ascribed to quick and decisive actions taken by their 

overnments, who did not hesitate to impose national lockdowns 

y closing the borders and restricting free movement of people 

ithin days from recording the first cases of COVID-19. But once 

he spread of the virus was supressed, little was done to pre- 

ent further surges in infections – borders reopened and internal 

ovement restrictions were lifted, with few protective measures 

emaining in place and no effective FTTIS systems developed to 

inimise new infections over the summer 2020. Few preparations 

ere made for the upcoming autumn period, despite no effective 

OVID-19 vaccine yet available, pupils and students returning to 

chools and universities, vacationers returning from abroad, and 

any countries in Europe experiencing high infection rates. 

The role of scientific experts in the response planning dimin- 

shed over time in all four countries. The key reason behind this 

as politics, although in some countries scientific capacity was 

lso reduced by unavailability of reliable data. Concerns about 

arge falls in national GDPs after the first wave may be the reason 

hy the V4 governments avoided or were reluctant to implement 

trict measures during the onset of the second wave of the pan- 

emic – after all, their popularity was largely based on strong GDP 

rowth. However, the lack of preparation in the summer period 

nd the reluctance to introduce even the economically unharm- 

ul measures early on proved to be a serious lapse in judgement, 

or which the four countries had to pay a high price. In countries 

uch as Czechia and Poland, the governments further downplayed 

he risks of the virus in order to be seen as successful ahead of 

he elections. Pursuing controversial legislation in the midst of the 

andemic was also a dangerous development in some countries. 

n Poland, this led to mass protests, which posed a health risk to 

eople attending them. 

he response should play to the countries’ strengths, but the 

eaknesses should not be ignored 

All four countries started the pandemic with major structural 

eaknesses in their health systems. The relatively high numbers of 

ospital beds in all V4 countries, which for many years has been 

een as a source of inefficiency, became an asset during the pan- 

emic and effort s to ensure sufficient treatment capacity during 

he first wave played to this newly found strength and centred 

round hospital care. This seems to have worked initially but the 

ealth systems were not severely tested in spring, as the infection 
454 
ates remained low and the hospital capacity prepared for treating 

rospective COVID-19 patients remained largely unused. The surge 

n infection rates in autumn has put a huge strain on the treat- 

ent capacity. While hospital capacity could be surged again, the 

ame could not be done with human resources needed to operate 

he extra beds. While the relative shortages of doctors and nurses 

another longstanding weakness of the V4 health systems – did 

ot constitute a major problem in spring, they have proved to be 

 bottleneck in the COVID-19 response since the end of the sum- 

er. Creating surge capacity of infrastructure is thus not sufficient 

n its own and requires simultaneous workforce planning as well 

s focusing on measures that are not constrained by technical ca- 

acity limitations, such as maintaining the obligation to wear face 

overings. 
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