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ABSTRACT 

The precondition for implementation of decentralisation in health 
care is the education and empowerment of medical professionals 
and local politicians for management and decision-making. The 
decentralisation in health care has to be planned to suit the needs 
of regions and population (bottom-up), and not to follow the uni-
form model devised by the central government. The processes of 
decentralisation can have a negative effect on the quality of health 
care, increase prices and emphasise inequity in health. The poorly 
managed decentralisation can slow down the development and 
block the changes.
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TRANSITION AND DECENTRALISATION

Decentralisation appears in all transition 
countries as an important element of health re-
forms. Croatia had specific decentralisation ex-
perience during the 1990’s. The central govern-
ment tried to upgrade the quality of health care, 
increase efficiency, and ensure more active par-
ticipation in decision-making in health by the lo-
cal authorities and the citizens. The reforms fol-
lowed positive inheritance from pre-transition, 
and they provided legal platform for most of the 
elements needed for the planned decentralisation. 
However, there were no effective outcomes. The 
Croatian experience, with pre-transition experi-
ence in decentralisation, can serve as a suitable 
teaching and evaluation model for other coun-
tries in transition.

Decentralisation of the health system is one 
of the measures that appeared in all transition 
countries in the 1990’s. In most countries the de-
centralisation was urged by the necessity to re-
form the inherited model of health organisation 
(Semashko model) and to achieve the final goal 
– efficient and fair health system. Problems arose 
in implementation of decentralisation; however, 
the first overall outcomes were mainly evaluated 
as very positive (1). Croatia has special experi-
ence in decentralisation, although the decentrali-
sation is implemented with the same goal and at 
the same time as in other countries of the region. 
It is primarily due to geographical, political and 
administrative circumstances present in Croatia, 
and especially to the experience of the decen-
tralised health system, which existed in Croatia 
during the socialist regime in the 1980’s (Table 
1). Furthermore, the Republic of Croatia was one 
of the pioneers in introducing integrated primary 
health care and family medicine in the world (2).

PRE-TRANSITION: SELF-GOVERNMENT IN 
HEALTH CARE

The last years of the socialist regime were 
marked by a specific model of management – 
self-government. The model was organised as a 
co-operation between health providers and users 
in decision-making. Their work was organised 
through “self-governing communities of inter-
est”, special assemblies with representatives of 
users and health employees. Their decisions were 
made jointly, and the decisions involved issues 
important for the health care, on both regional 
and national levels.  The self-governing system 
brought together management and financing in 
one institution and was based on several princi-
ples: joint ownership and self-government that 
includes both providers and users of health care; 
orientation toward primary health care; continu-
ing progress and development of health care (“the 
moral of progress”) (2).

Entering transition also meant the end of 
self-government. The model of joint ownership 
was substituted for the public or state ownership. 
Orientation toward primary health care was rec-
ognised as the cause of poor functioning of the 
out-patient care, although the analysis showed 
that the majority of the problem did not lie in 
the self-government, but in the providers’ man-
agement (3). Also, the concept of the continuing 
development and “total social safety” was unsus-
tainable in the conditions of the economic crisis, 
the transition, and the war (4).

TRANSITION, WAR AND REFORMS

At the beginning of the war and aggression 
launched against the Republic of Croatia in 1991, 
the government implemented centralisation in 
health care. Despite the war and crisis, the her-
itage related to local influence and management 
was included in the first reform in 1993. A special 
attention was paid to decentralisation in defining 
ownership and organizing local health services. 
The following reform measures had special prom-
inence: dividing units of primary health care, the 
so called Health Centres, into curative care, pub-
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Decentralization in Croatia

During 1980-ies Socialism (self-governing, decentralization)

1990-1993 Centralization (war, crisis…)

1993-2000 Reform (re-decentralization)

2000-… New activities (i.e. “Healthy counties 
project”)

Table 1. Decentralization in Croatia
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lic health care and privatised practices; privatis-
ing family medicine, paediatric and gynaecology 
practices; transferring ownership of hospitals and 
primary health care centres to local authorities; 
separating health financing into different agency, 
the Health Insurance Institute (5).

DECENTRALISATION AND PRIMARY HEALTH 
CARE 

Croatia entered transition with the developed 
system of local government; however, the system 
did not function in a satisfactory way. Therefore, 
one of the goals of the reform was to keep the 
leading role of the primary health care, but to 
increase its efficiency and flexibility. The gov-
ernment’s position was that, in order to succeed, 
it was crucial to privatise the largest possible 
portion of primary care, and to organise public 
health care as a separate public system. The exist-
ing health centres were kept, but were devoid of a 
large number of services and the central role they 
played in primary health care. 

The reforms in Croatia resulted in three pro-
fessional groups (health centres, institutes of 
public health and private practices), which oper-
ate without relation to each other. The aim was 
to ensure competitiveness, enlarge the number 
of services, and upgrade the quality. However, a 
large number of patients per physician, and the 
exclusive capitation-fee model, lead to changes 
in the quality and the way private physicians be-
have. The number of the preventive examinations 
decreased, whereas the number of patient refer-
ral to specialists increased. Furthermore, private 
practices are in no way motivated to cooperate or 
participate in networking through primary health 
care (6, 7).

The Ministry of Health tried to search for ex-
perience in such a reorganisation in the developed 
countries (5). However, the Ministry failed to fo-
cus on two issues. First, there was no systematic 
analysis of the primary health care problems, al-
though the areas that needed to be reformed were 
very clearly identified in the 1990 report by the 
Institute of Public Health: traditionalism in educa-

tion and lack of openness to the concept of general 
practice; inadequate methods in preventive activi-
ties, work with chronic patients and active care for 
the population; a large number of patient referral 
to specialist services; users’ requirements for spe-
cialist services; lack of incentives scheme; lack of 
coordination of general practice and other primary 
services; insufficient family health care (3).

Second, at the same time, the primary care 
sector of several developed countries (Finland, 
England, New Zealand) was undergoing the 
changes, some of which targeted almost the same 
problems Croatia was faced with (8,9,10). The 
changes primarily related to active approach to 
the population, and cooperation between the pro-
fessionals and the institutions.

Also significant improvements in networking 
primary health care are achieved in other coun-
tries. Changes that were implemented in some 
countries showed the importance of local plan-
ning, networking health care and creating new 
promotion opportunities. Also, the networked 
services of primary health care had a strong ef-
fect on other parts of the system. That was evi-
dent in the way primary health care brought its 
practice in line with the hospital practice, their 
cooperation became easier, and the continuity of 
care for the patients and the satisfaction of the 
employees was ensured (11, 12).

DECENTRALISATION, MANAGEMENT AND 
FINANCES

The ownership of hospitals and primary 
health care centres was transferred to local au-
thorities. The goal was to enable local authori-
ties to plan and manage health care. When the 
self-governing system was abolished, the health 
workers were redeployed from the Self-govern-
ing communities to health providers and most of 
the professionals to the Health Insurance Insti-
tute. The direct role that the users played in deci-
sion-making was lost. The local authorities took 
over the ownership and the management control 
over the health providers. However, it became 
evident that the people in charge lacked adequate 
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training and managing skills (12). In other words, 
despite well-established legislation framework, 
there was no force that would be able to integrate 
the system on the local level, thus management 
shadow appeared (Figure 1). 

As opposed to Croatia, the experience of New 
Zealand, the United Kingdom and Sweden show 
how important the integration of primary health 
care is. Such an integration not only performs the 
function primary health care is intended for, but 
also takes over new services and alleviates hos-
pital services and other forms of institutionalised 
care (8, 9, 14).

Health financing is separated as a compul-
sory national insurance that is undertaken by 
the Croatian Institute of Health Insurance. The 
Institute is responsible for contracting with each 
health provider. Thus, financing local health pro-
viders is ensured from the national level. Such 
a distribution and additional resources allocated 
from the budget ensure equity among local units, 
but raise several issues. First, the system is di-
rectly oriented to the providers and the practices 
rather than the community or the population. The 
financing does NOT stimulate local networking 
of the providers introducing new services and 
provide for the regional (horizontal) networking 
of more local units or health providers. 

Another issue is that more than 40% of the 
population has a clinical institution, i.e. a terti-
ary provider as a first-contact hospital; these have 
higher standards from the point of view of both 

organisation and financing (10). The world trends 
show that services in health system are actively 
transferred to lower levels whereas networking 
of all providers in the health system is stimulated. 
In such a situation, the decentralisation carried 
out in Croatia and its failure to respond to world 
trends, might prove fatal (8, 9, 14, 15).

OUTCOMES AND CONCLUSIONS

The decentralisation was a planned equity of 
all local units. The legislation regulates the pro-
viders working in an area, services, hospital de-
partments and organisation. Several difficulties 
that could be used as teaching models, appeared 
when the decentralisation was being implement-
ed in Croatia.

Firstly, Croatia is a country with extreme 
differences between its regions. Even though 
regional differences are not specific only for 
Croatia, their prominence is strongly felt (6, 15). 
Croatia has three big geographic and climate 
regions, elongated shape and the coast with 66 
inhabited islands. The income per capita in the 
richest region is ten times the income in the poor-
est region. Such extreme differences can remain 
insurmountable in the decentralisation and can 
further generate inequity in health. Thus equity 
issues appeared as on of the biggest challenges in 
both management teaching and education.

Secondly, the reforms were not based on the 
problem analyses and resource assessment, but 
on the maintaining the framework within which 
they were implemented. Such implementation of 
the changes resulted in a complete change of the 
essence of the local health system, whereas the 
given framework imposed limitations on the de-
velopment and changes instead of fostering them. 
The situation in Croatia confirmed a huge short-
age of relevant policy research and analyses in 
health care. Such a situation was mostly caused 
by lack of systematic education about methodol-
ogy and possible tools for public health planning 
and management.  

Thirdly, the decentralisation was implement-

Figure 1. Management capability / shadow 
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ed without having organised a local network of 
professionals that would work on the local level. 
The Healthy Counties project showed that there 
was a possibility to empower the local commu-
nities. The project was implemented in Croatia 
from 2001 to 2004, with the goal of local plan-
ning for health and priority setting (16). Results 
of the Healthy County project confirmed a hy-
pothesis that it is not enough to empower only 
medical professionals, but a broader scope of 
various professions. Such groups will be able to 
support regular health care needs and also, even 
more importantly, to implement new technolo-
gies and reforms in health care.

Health care reforms and particularly decen-
tralization are always a challenge in the health 
system and is mostly looked at as a series of po-
litical and organisational measures. Unfortunate-
ly, the expectation of the health care reforms to 
ensure successful professional activities is often 
overlooked in analyses (17), mostly due the un-
realistic expectations about health care manage-
ment. Furthermore, precise measures and purpose 
of changes in health care are often not recognised 
as important elements of political culture or edu-
cation (18). 
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