
45(5):543-549,2004

GUEST EDITORIAL

Family Medicine in Croatia: Past, Present, and Forthcoming Challenges
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The aim of this paper is to present the effects of the reform of primary care by privatization and direct contracting be-
tween general practitioners/family physicians and the Croatian Institute for Health Insurance, as well as to propose pos-
sible improvements. Using the data of the Croatian Institute of Public Health, we analyzed the coverage of population
and accessibility of service, management of chronic illnesses, home visits, and preventive check-ups in the family med-
icine service. In 2001, 2,408 (30.8% vocationally trained) doctors worked in the family medicine service, taking care of
3.759,248 (84.7%) registered inhabitants of Croatia. There was an average of 6 office encounters, 0.1 home visits, 0.05
preventive check-ups and 1.4 referrals per patient per year. Within the Project of Health System Reform a working
group of primary care experts proposed the following improvements: 1) the family medicine service should be orga-
nized in accordance with the fundamental principles of accessibility, continuity, and integrated care; and 2) a multilay-
ered financing model should be used, containing a capitation fee payment, fee for service payment, and specific pro-
gram payment. Taking into account the European Union recommendation, a project aimed at ensuring the
specialization of family medicine for all doctors working in the family medicine service was started in 2003. This study
indicates that there is a gap between proclaimed health system improvements and effects of the reform of primary care.
In order to achieve evidence-based health policy, concerted action of all participants in the decision-making process is
needed.

Key words: health policy; health care reform; family practice

In the period from 1990 to 1999, Eastern and
Central European countries underwent substantial so-
cio-economic changes, which affected the health sta-
tus of their populations, as well as the organization
and functioning of their health care systems (1). The
health care system in Croatia was based on a model of
national health insurance with a high level of solidar-
ity but with a constant lack of financial resources for
ensuring the proclaimed level of health rights for all
citizens (2,3). In this period, the healthcare system
was reformed in accordance with socio-economic
and political changes. The main changes were the in-
troduction of market principles and the strengthening
of private initiatives as well as the responsibilities of
health care users. According to the document “The
Strategy and Plan of Health Care System and Health
Insurance Reform“ of the Ministry of Health of the Re-
public of Croatia from June 2001, the most important
goals of this reform were: halting the increase in costs,
improving health care system planning and manage-
ment, reorganization of health care system financing
and methods of payment, improving the efficacy and
quality of health care, and strengthening preventive
and primary care.

Primary health care in Croatia has a long tradi-
tion. It not only represents the patients’ gateway to the
health care system, but also provides a comprehen-
sive level of health care.

Andrija Štampar, one of the founders of the
World Health Organization (WHO) and the first pres-
ident of the WHO Assembly, came up with the idea
of a proper organizational model for efficient primary
health care through health centers. Health centers
were organized according to the principle of inte-
grated health care. The first health center in Croatia
was established in 1951, and this model was ex-
panded in many different countries throughout the
world. Postgraduate vocational training for general
practitioners was organized in 1961 at the Andrija
Štampar School of Public Health, Zagreb University
School of Medicine, the first of its kind in the world. It
also had a considerable influence on the introduction
of similar training in many countries (4).

Before 1997, the state owned health center was
the institution responsible for organizing and provid-
ing primary care through various primary care ser-
vices for all citizens living in a given local commu-
nity. Health professionals working in a health center
were state employees and were salaried equally, irre-
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spective of the number of patients, workload, or qual-
ity of work. In that system, there was no motivation or
incentives to health care professionals for the rational
usage of health care resources or for ensuring the ap-
propriate professional standards of work. Primary
health care was the first part of the health system in
which partial privatization was introduced. Accord-
ing to the contract between the Croatian Institute for
Health Insurance (CIHI) and contracting general prac-
titioners (family physicians) the changes were aimed
at achieving rationalization and cost reduction, as
well as strict control of quality of health care. Further-
more, these changes were introduced to give general
practitioners (GP) direct responsibility for the patients
registered on their lists (5). Unfortunately, the chan-
ges were introduced abruptly, without effective en-
gagement of the health care professionals, which is
contrary to the principles of the management of high-
ly structured systems. In a health care system, health
professionals have a large degree of control and an
ability to play a key role in the process of change.
They have greater influence over decision-making on
a day-to-day basis than those who are nominally in
control at the top (bottom-up approach). Failure to
recognize this fact could produce a negligible, or
even the opposite, effect to the one intended (6). De-
spite the strict control by the CIHI and a lot of pressure
on contracting doctors in the family medicine service
to cut the costs, the overall health expenditures had
been rising constantly. For example, according to the
CIHI data, health care expenditure rose by 18.3%
from 1999 to 2000. A considerable part of the in-
crease of the overall health expenditure was attrib-
uted to the 46% increase in the cost of prescribed
drugs which were covered by health insurance in this
period (7). The increasing costs of prescribed drugs
could be attributed to constantly rising drug prices,
insufficient transparency of the process of drug regis-
tration and listing, and poor prescribing habits of GPs.

The current legislation in the field of drug pre-
scribing mandates that only primary care physicians
working in the public sector under a CIHI contract
are authorized to prescribe a drug covered by the
health insurance. By legislation, primary care physi-
cians are “free” to prescribe a drug according to their
professional judgment, considering the recommen-
dation of specialists or the patients’ requests. How-
ever, at the same time, the portion of primary care
expenditure within the overall health care expendi-
ture decreased from 25% in 1989 to 18.6% in 1997,
and 16.2% in 2000. The official data for 2001 were
not available (8-10).

The aim of this paper is to present the effects of
changes in the organization and financing of family
medicine service which were introduced in the last
decade. After evaluating the present situation in fam-
ily medicine service and the experiences of the health
care system reform in other countries, we will pro-
pose some recommendations for overcoming these
serious problems in the family medicine service and
for its further development in Croatia and countries
with similar experiences.

Methods

Within the Project of Health System Reform, which was led
by the Ministry of Health of the Republic of Croatia and the
World Bank, a working group of recognized primary care experts
was established. The main task of the working group was to ana-
lyze the present situation in primary care based on the relevant
data and their expertise. Furthermore, they were obliged to pro-
pose possible changes. The working group has been functioning
for almost three years. Their activities also included an analysis of
experiences from other countries and choosing the most promis-
ing solution for Croatia. One of the basic premises of the working
group was that a health care system is a reflection of the society
and values in which it is embedded. Bearing this premise in
mind, the working group was aware that it would not be possible
to exactly transfer even the most successful model from another
country (11). The working group used the Delphi method to set
the priorities (12). Their analysis also included the allocation of
resources, identification of the strengths and weaknesses of the
current model of family medicine service, and determining the
ways in which these changes could be implemented (13). After
these steps were accomplished, the working group presented its
proposals to a professional audience. In January 2001, the Minis-
try of Health organized a conference, which was publicly adver-
tised and open to all interested health professionals in primary
care. During the conference, the proposed changes were pre-
sented by the panelists and critically reviewed by the audience.
Based on this professional audit, the working group set the final
priorities for reform. These were: 1) specialization in family medi-
cine for all doctors working in family medicine service, 2) chang-
ing the model of payment, and 3) establishing group practices.

During the Conference “Health Insurance in Transition –
Biotechnology and Public Health”, which was held in Cavtat in
October 2003, the working group organized a workshop titled
“Performance-Based Payment to Improve the Performance of Pri-
mary Health Care in Croatia”. Almost 50 experts (other than the
members of the working group) participated in the workshop.
They represented professional associations of family medicine,
the Ministry of Health of the Republic of Croatia, the Croatian In-
stitute for Health Insurance, the Croatian Medical Association,
the Croatian Medical Chamber, and the Croatian Institute of Pub-
lic Health. The first part of the workshop consisted of plenary ses-
sions, which were aimed at presenting the proposal of the work-
ing group and facilitating the discussion. The topic of the second
part of the plenary sessions was clarification of how different pay-
ment models could influence the realization of the chosen priori-
ties. This was followed by deliberations by a subgroup of partici-
pants with a special interest in the topic. During this workshop, a
new model of payment in family medicine service was defined
and agreed upon, and the action plan for its implementation was
developed.

In this paper, the official data of the Croatian Institute of
Public Health and the data obtained by research projects were
used to analyze the organization and functioning of the family
medicine service. We chose the following indicators for the anal-
ysis: coverage of the population by the family medicine service
(and its accessibility), management of chronic illnesses, home vis-
its, and preventive check-ups.

Analysis of the Present Situation in Family
Medicine Service

Population Coverage in Family Medicine
Service
Out of 2,408 doctors who worked in the family

medicine service in the year 2001, only 744 (30.9%)
were family medicine specialists (Fig.1). Only 491
(20.4%) were still employed in health centers and the
majority – 1,989 (79.6%) were individual contractors
with the CIHI. Out of 4.437,460 inhabitants of Cro-
atia, 3.759,248 (84.7%) were registered in the family
medicine service (14). The total number of registered
persons in both family medicine and pediatric service
was 4.100,413, which represented 92.4% of the Cro-
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atian population. The majority of preschool children
are registered with pediatricians working in primary
care. Because of various factors, such as the availabil-
ity of pediatricians, rural environment or the possibil-
ity of choosing a family doctor, preschool aged chil-
dren may register with a GP. Out of 322,165 pre-
school children, 82,147 (25.5%) were registered in
family medicine service. Previous studies have
shown that primary health care for children was of
equal quality in primary care services led by pediatri-
cians and those lead by family medicine doctors (15).
It is expected that the number of children under the
care of GPs will rise as the family medicine specialists
will become more educated in providing primary
care for children. However, depending on local con-
ditions and interests of partners in group practice, pe-
diatricians working in primary care service could be-
come equal partners in the group practice. According
to the Constitution and the Health Care Law, every
Croatian citizen has the right to health care. Neverthe-
less, the data of the Croatian Institute of Public Health
showed that more than 300,000 citizens were not
registered in primary health care services. This fact is
a warning that a significant part of the Croatian popu-
lation does not have a primary care doctor or a regular
point of entry to the health care system. One of the
most important characteristics of the national health
system is enabling equity and accessibility (16). The
coverage of the population and equal accessibility of
health care were basic principles of the organization
of the primary health care achieved in Croatia
through the health center model. Patients stated that
the accessibility of primary care doctors played a ma-
jor role in satisfaction with care (17).

The data on registration of patients on the GPs’
lists emphasized the problem of capturing and chan-
neling the primary care financial means from the
CIHI. In the former system, all Croatian citizens had
accessible primary care, which was organized terri-
torially, through the health centers. Even in the era of
strict distribution of primary care by place of work,
school, or neighborhood, every citizen was able to
reach a health provider in a clinic close to his or her

home or in health center clinics on call. This was pos-
sible because doctors were not reimbursed only for
the care of their own patients. In the present system, if
a patient is not able to reach his chosen primary care
doctor, he or she may seek emergency help from the
nearest doctor. Doctors are individually contracted
with CIHI and are responsible and paid only for pa-
tients registered on their own lists. It follows that addi-
tional patient care diminishes the care for registered
patients. Because of this, most “emergency” patients
are transferred to clinics that are still part of a health
center, or to on-call clinics in hospitals. This repre-
sents a serious problem for most patients and doctors.

Primary health care is financed only by the capi-
tation fee price model, which, although different for
age groups, does not represent the real burden of dis-
ease. Payment through capitation fees only stimulates
doctors to accumulate patients on their list because
each doctor’s income is proportional to the number of
registered patients. By the same token, they are stimu-
lated to have more young and healthy patients, and
those who do not frequently need or seek family med-
icine services. Doctors can benefit financially by
avoiding registration of patients with increased needs
(e.g. chronically ill and elderly). With this model of fi-
nancing, doctors become financially dependent on
patients, so their professional decisions may reflect
patients’ wishes more than professional standards. A
consequence of this is an increase in unnecessary di-
agnostic procedures, specialist consultations, and un-
necessary therapy. For example, 5.429,287 referrals
from family medicine service were recorded during
2001. The referral rate per visit was 25%.

When a model of financing restricts the variety of
diagnostic procedures or therapies available, many
unwanted repercussions can emerge. These include
the restriction of continued care of the chronically ill,
restricted preventive activities and psychological sup-
port, restricted amounts of time and interest a doctor
can spend on research or education, and greater risk
of ethical conflicts (18). There is strong evidence that
improving primary care, particularly family medicine,
is a possible approach to mitigating at least some of
the deleterious health effects due to social inequali-
ties. This is probably because family medicine practi-
tioners are the most accessible to patients, particu-
larly those from vulnerable populations, and because
they take care of the most essential health needs of the
population. Well-developed and functional primary
care was found to be associated with better health
outcome (19).

Morbidity Registration in Family Medicine
Service

Health policy must be based on evidence col-
lected through research on the prevalence, incidence,
and etiology of important health problems and evalu-
ation of population-based interventions implemented
to solve these problems (20). Morbidity recorded in
family medicine practice provides the most valuable
data about the prevalence of chronic diseases. An in-
crease in the prevalence of chronic diseases and re-
sulting greater demands for health care resources em-
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Figure 1. Distribution of physicians working in the Family
Medicine Service in Croatia in 2001 according to the edu-
cation profile. 1 – medical doctor without specialization; 2
– general practice/family medicine specialist; 3 – occupati-
onal medicine specialist; 4 – school medicine specialist;
and 5 – other specialty.



phasizes the importance of the family doctors’ contin-
ual care of the chronically ill.

Table 1 contains data about most common chro-
nic diseases recorded in family medicine service in
Croatia in 1996 and 2001. Although respiratory infec-
tions caused most of the nonhospital morbidity, chro-
nic respiratory diseases comprised a minor part of the
total. In 1996 (21) 5.817,985 different diseases were
recorded, and 6.664,234 in 2001. Recorded chronic
disease prevalence was lower than is stated in interna-
tional literature. For instance, the hypertension preva-
lence rate was lower than 10%. This could be par-
tially explained by insufficient coverage of the popu-
lation by the family medicine service. It is logical that
among 300,000 nonregistered persons there were
some patients with chronic diseases. Caring for the
chronically ill patient is a constant challenge for the
GP. Research points out the importance of organized
and planned care for the chronically ill patients. Reg-
istration of chronic diseases and keeping a careful re-
cord is a basic prerequisite for permanent, organized,
and efficient care (22). Insufficient recording of
chronic diseases is partially a reflection of family
medicine’s orientation toward providing “health ser-
vices” for patients who actively seek it. GPs are nei-
ther financially stimulated nor recognized in their
field for the active care of the chronically ill patients.
The method of financing, CIHI control over contract
obligations, and especially the “reward” for rational
spending, are oriented to cutting costs, which is most
easily achieved by decreasing active care for the chro-
nically ill patients. Inauguration of combined (“multi-
layered”) model of payment would enable fair com-
pensation of GPs for services they perform. Further-
more, a multilayered model of payment could simul-
taneously improve control over the agreed measures
of health care provision.

Studies of different health insurance systems
point to benefits and faults of every common model:
salary, capitation fee, fee for service, and paying for
additional services (17,23), so most countries select a
combination of some or all models in a different ratio.

Home Visits
Home visits are a prominent part and a character-

istic of GPs’ work. Providing health care for patients at
the place where they live or work is one of the basic
differences between hospital doctors and GPs. Dur-

ing a home visit, the doctor and the patient meet each
other more directly, and the doctor has a unique op-
portunity for collecting additional information about
the patient, his or her family, their lifestyle, and life-
style habits. Increasing prevalence of chronic diseases
and a concomitant decrease in functional abilities in
the older population increase the need for home care.
Home visits are a major part of care for the elderly, es-
pecially less mobile or bedridden patients (24,25).
Data on home visits in Croatia show different trends
from the ones expected in the present demographic
situation (8,10,14,21,26-28). The number of office
encounters has been continuously increasing, but the
number of home visits was lower in 2001 than in
2000 (Table 2). There was twice as more home visits
in 1990 than in 1997, a consequence of wartime con-
ditions in Croatia (29). But in the period from 1996 to
2001, the number of home visits remained unchang-
ed despite an increase in the number of elderly peo-
ple and patients with chronic diseases. Some addi-
tional factors should be considered when analyzing
the decrease in home visits. A portion of home visits
are made during “on call duties” and are recorded by
the emergency units. But the most important cause of
this dramatic decrease in the number of home visits
appears to be the capitation model of financing by
which doctors are paid the same regardless the qual-
ity and quantity of their work. As home visits are in-
cluded in the capitation fee, a doctor does not have
any financial incentive to perform that demanding
task. At the same time, doctors are prohibited from
charging patients for any services covered by their
contractual obligations.

In addition, there is no professional stimulation
for doctors who make home visits in terms of being
recognized as a good physician. A lack of oversight of
whether or not home visits are made makes this an al-
most entirely optional task for GPs.

Also, doctors may not record home visits, unlike
many other activities, even if they perform them. Doc-
tors often think that if they are not compensated for a
task, they do not need to record it. However, it must
not be forgotten that projects and future plans are
made on the basis of these records.

Yet another cause for this rather small number of
home visits performed by family doctors could be at-
tributed to the introduction of private home care ser-
vice in that period. Private home care service (service
independent from primary health care) operates on
the basis of a contract with the CIHI and is paid by a
fee for service payment model. For instance, during
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Table 1. Most common chronic diagnoses recorded in family
medicine service in Croatia 1996 and 2001

Diseases in year
1996* 2001†

Diseases No. prevalence No. prevalence
Cardiovascular
diseases, total

747,709 16.3 783,960 17.7

Hypertension 395,983 8.6 417,155 9.4
Osteo-muscular
diseases

642,592 14.0 672,672 15.2

Chronic respiratory
diseases

172,310 3.7 186,977 4.2

Diabetes 93,132 2.0 102,344 2.3
Malignant neoplasms 41,682 0.9 39,872 0.9
*Total number of inhabitants was 4.572,474.
†Total number of inhabitants was 4.437,460.

Table 2. Number of office encounters and home visits in fam-
ily medicine service in Croatia 1990-2001

No. of Home visits in overall
Year office encounters home visits encounters (%)
1990 15.907,836 543,759 3.4
1992 13.538,797 379,086 2.8
1994 14.329,660 222,228 1.6
1996 18.184,220 318,150 1.7
1998 21.445,225 354,720 1.6
2000 22.060,088 406,740 1.8
2001 22.730,802 405,609 1.7



2001, 1.746,018 house calls were recorded in home
care service, 1.286,021 in patronage service (health
visitors service), but there were only 405,609 re-
corded doctors’ home visits. It bears repeating that
service paid by a fee for service payment model stim-
ulates an increasing number of services which are not
always professionally justified. Because of that, many
measures for leveling down the extensive increase of
services in family medicine practices and other servi-
ces paid by that model were implemented in Germa-
ny (30).

Preventive General Examinations and
Check-ups

Prevention is one of the basic tasks of family me-
dicine doctors. These doctors are in a privileged posi-
tion when the implementation of preventive activities
is concerned because they are in permanent contact
with the patients. Studies show that 90% of registered
patients visit their family doctor at least once in three
years.

The doctor/patient contacts offer a variety of op-
portunities for preventive activities, such as counsel-
ing, education about healthy lifestyle, reduction of in-
validism, prevention of premature death, and im-
provement in the quality of life.

A GPs’ position as a gatekeeper to the health sys-
tem makes these functions easier because he or she is
the doctor who is first contacted for any health prob-
lem.

Studies in many countries show that preventive
activities are not common in the family medicine ser-
vice (31,32). Analysis of preventive general examina-
tions and check-ups in Croatian family medicine ser-
vice for the years 1996 and 2001 shows that they
were done for only one out of every 21 patients in the
family medicine service (Table 3). In the same period,
doctors performed over 22 million office encounters,
or an average of 6 patient encounters per patient per
year. Such a large number of contacts with patients
provide an opportunity for preventive activities, espe-
cially “opportunistic screening.” Efficacy of opportu-
nistic screening is well documented for high blood
pressure, breast exam, and Pap smear (33). A great
shortcoming of opportunistic screening is that it is not
comprehensive enough – only those patients who
visit the office are included. An obvious route to im-
provement would be to create a comprehensive, me-
ticulously updated patient database, so that those
patients who were not included in opportunistic scre-
ening could be easily called up.

Conclusion

On the basis of the analysis of the chosen indica-
tors of GPs’ work and the data obtained from litera-
ture we propose the following suggestions for the im-
provement of family medicine. Because primary care
is the cornerstone of any functioning health care sys-
tem, it is imperative to consider an appropriate way to
set it up. Family Medicine is a fundamental part of pri-
mary care and many studies conclude that it should
be organized into group practices or health centers.
Health centers deliver community-based primary ca-
re to a considerable and growing proportion of the na-
tion’s most vulnerable citizens and have produced
significant health improvements, especially for wom-
en and children (34). Nonetheless there are several
obstacles which could threaten the good functioning
of health centers: there is a hidden threat of bureauc-
ratization, where health centers lose their basic func-
tions, such as facilitating professional communication
among physicians, improving the quality of work, or
establishing professional audits. On the other hand, a
group practice would also be able to provide ade-
quate coverage of the population, a wide range of ac-
tivities, and ensure accessibility, equality in using pri-
mary health care, and its adequate quality. Group
practices must be territorially organized in order to
provide continuous comprehensive and integrated
health care for the entire population.

According to the bottom-up strategy of direction
and management, joining a group practice must be
voluntary, flexible, and professionally and financially
satisfying for all members of the practice. This model
solves organizational problems due to absences of in-
dividual doctors (e.g. vacations, education). Physi-
cians who worked in single practices stated that the
main sources of their motivation for eventually setting
up group practices were better quality of life, continu-
ity of care, and sharing of professional knowledge (35).

According to trends in European countries and
WHO guidelines, organization of primary health care
must be based on family medicine. A GP must be ade-
quately educated in order to fulfill his or her task of a
primary doctor for the whole population regardless of
age, sex, and health problems. This means that en-
couraging specialization in family medicine is an es-
sential step for the reform and catching up to Euro-
pean standards (36). In Croatia there is an ongoing
project “Adjusting Family Medicine with European
Standards.” According to the guidelines of this pro-
ject, all doctors working in the family medicine ser-
vice are supposed to have undergone specialization
by the year 2015. Additional educational programs
will be available to other specialists working in family
medicine service.
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Table 3. Number of patients, visits, and preventive general examinations and check-ups in the Croatian family medicine service,
1996 and 2001

No. in year
Indicator 1996 2001
Registered patients in family medicine service 3.891,029 3.759,248
Preventive general examinations and check-ups in persons older than 20 years 63,868 79,483
Preventive general examinations and check-ups in pre-school and school children 125,446 93,686
Preventive general examinations and check-ups of the insured person per year (average) 0.05 0.05
Visits to the office per insured person per year (average) 4.7 6.04



A multilayered financing model must be used;
containing a capitation coefficient based on the sever-
ity of illness, fee for service payment, and specific pro-
gram paying. It should provide an adequate distribu-
tion of financial resources. A multilayered financing
model facilitates payment in proportion to the amo-
unt of work actually performed and provides a better
oversight of provided health care.

Capitation fees of the persons who are not regis-
tered with a doctor should be kept in primary health
care and used exclusively for “direct” health care
(care of pre-school and school children, grownups,
and primary care of women).

CIHI must be transparent in their budget for pri-
mary health care, which should not be altered with-
out professional consensus. Unused funds must re-
main in the primary health care budget and be rein-
vested in primary care.

All countries experience growing health care
costs and inability to fulfill the health care demands of
their populations. The solution to this global problem
should be based on the following principals: priorities
should be identified by analyzing the health status of
the population; adequate medical technologies should
be identified and evidence based solutions implement-
ed. Consensus of public opinion, professional stan-
dards and financial and organizational structures
must be achieved in this process. The goal of preserv-
ing and developing the health care system in Croatia,
which is well-known to the public and to profession-
als, necessitates formulating health policy based on
these principles.
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