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ABSTRACT 

For successful health care reforms, it is necessary to recognize the 
political, social and administrative issues that affect the operation 
of Croatian hospitals. Main managerial challenges are in-depth 
policy analyses and creation of guidelines for the rationalization 
of hospital services.

There is a lack of knowledge for comparisons between problems 
of Croatian hospitals and international experience.(i.e. how to es-
timate the appropriateness and applicability of internationally im-
plemented policy interventions). The technologies that could en-
able professionals to develop policy options, recommend actions 
and support implementation are not available.
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INPATIENT CARE – HOSPITALS IN CROATIA

Currently, the State and the counties own the 
greatest part of inpatient health care facilities in 
Croatia. However, privately owned health care 
institutions also exist. Health centers, polyclin-
ics, general hospitals, special hospitals, phar-
macies, institutions for emergency medical aid, 
home care institutions, and county institutes of 
public health are county-owned. Only teaching 
hospitals, clinical hospital centers and State insti-
tutes of health are state-owned.

In 2005 there were 75 hospitals in Croatia: 2 
clinical hospital centers, 12 clinical hospitals, 23 
general hospitals, 26 special hospitals, 3 private 
hospitals and 7 health resorts. Furthermore, 9 sta-
tioneries and 12 out of hospital maternity wards 
were located in smaller towns. Out of all of the 
hospital institutions and health resorts in Croatia, 
only three special hospitals and four health re-
sorts were privately owned (Croatian health serv-
ice yearbook 2005. Zagreb, Croatian National 
Institute of Public Health, Zagreb, 2006).

The number of hospital beds (expressed per 
1,000 inhabitants) in all hospital-type institutions 
has been continually decreasing from 7.4 in 1990  
to 6.15 in 2001, to 6.00 in 2002, and finally to 
5,62 in 2003. Ratios of hospital beds available 
by length of care per 1,000 inhabitants in 2003 
were as follows: 3.67 acute hospital beds (1.73 
in general hospitals and 1.94 in teaching hospi-
tals) and 1.95 hospital beds for chronic patients 
(Croatian health service yearbook 2005. Zagreb, 
Croatian National Institute of Public Health, Za-
greb, 2006).

In our opinion, none of the numerous imple-
mented reforms succeeded in producing a system 
that was able to stimulate authorities to success-
fully carry out long-term hospital management. 
Furthermore, the reforms have so far not been 
able to stimulate neither cooperation nor opera-
tive connections among hospitals themselves nor 
their cooperation with other health care providers 
as, for example, management is still carried out 
only at the level of individual - isolated institu-
tions. 

Based on our analysis, we have identi-
fied several issues that impeded the successful 
changes of decision making in the provision of 
health care.  Lack of managerial capacity at the 
local level seems to be one of the most important 
ones. Anther pivotal issue detrimentally affecting 
the success of hospital decentralization efforts 
is attributed to the poor performance of primary 
health care providers.  In our opinion, some of 
the reasons causing it include the separation of 
institutes of public health to county levels, brak-
ing down health centers, and the privatization of 
practices. 

In Croatia, the majority of secondary health 
care providers are integrated into the health in-
surance system, with the Croatian Health Insur-
ance Institute acting as a third party payer. In 
other words, a patient is required to get a referral 
from the medical doctor he/she has chosen as his/
her family doctor (GP, primary health care). The 
referral is actually a check used by secondary 
health care providers to charge for their services. 
The range of services along with conditions of 
their rendering and number of patients are stipu-
lated in the contract concluded by the provider 
and the Croatian Health Insurance Institute.

 Budgets are allocated to all hospitals in 
order to limit their consumption. The budget is 
determined by the special committee of the Min-
istry of Health and the Croatian Health Insurance 
Institute. It is determined taking into account 
various conditions, ranging from the average 
consumption over several years, number of beds, 
hospitals’ technical features, range of services 
provided, number of employees, to the impor-
tance it has for health care in a certain area. 

MANAGERIAL AND POLICY PROBLEMS

Hospital admissions and ambulatory/outpatient 
care

All health insured members of the public are 
registered with their respective GPs. The major-
ity of patients, when confronted with medical 
problems, contact their GPs as the first line of 
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defense. GPs’ central role in the system consists 
of two interdependent functions: gatekeeping and 
the coordination of care. The gatekeeping role is 
meant to restrict health expenditure through un-
necessary and irrational use of expensive special-
ist and hospital services. As coordinators, GPs 
guide patients through the health care system, 
ensuring that their patients receive continuous 
and quality care. The majority of health policy 
research focusing on primary health care finds 
strong evidence in favor of its potential in its dual 
role of restricting costs and promoting quality 
through gatekeeping (1,2,3). However, the posi-
tion of general practitioners and the effectiveness 
of gatekeeping in restricting costs and promot-
ing quality have been recognized as root causes 
for inappropriate use of the hospital services in 
Croatia.

Ambulatory care presents the largest volume 
of activities in most hospitals in Croatia. It con-
sists of outpatient care such as treating minor ac-
cident cases, day treatments as endoscopies and 
minor surgery, other investigations etc. Despite 
the existence of the filtering gatekeeping sys-
tem, hospitals are swamped by large numbers 
of patients requiring outpatient treatment. The 
problem is particularly present in the treatment 
of chronic diseases such as hypertension, heart 
failure, diabetes, asthma etc. It is said, that the 
major part of the patients suffering from those 
conditions could be managed more cost-effec-
tively in primary care (4). Unnecessary treat-
ment of patients in outpatient facilities instead 
of primary health care wastes valuable resources. 
The fact that, compared to 1990, the number of 
GP house visits dropped by over 90%, illustra-
tively describes the current situation in Croatia. 
Furthermore, the number of specialist checkups 
increased from 4,634.009 in 1995 to 6,598.913 
in 2000 (Ratio 1.42). Due to the limited capacity 
of hospitals, high numbers of referrals result in 
the creation of waiting lists for many treatments. 
Waiting lists function as a fairly blunt instrument 
of cost containment as they do not always differ-
entiate well actual patient need, thus potentially 
affecting negatively the quality and timeliness of 
health care. 

Hospital treatment and management

Shifting clinical work from inpatient to out-
patient care and shortening patient lengths of stay 
are general trends that can be observed through-
out Europe. Outpatient care is evolving and new 
forms of care such as multidisciplinary one stop 
services for complex diagnosis and treatment are 
being created (5). As a result, patients spend less 
time in hospitals and off work and the cost of care 
decreases. Unnecessary treatment of patients in 
inpatient care and unnecessary prolongation of 
stay wastes valuable resources. Furthermore, it 
adds to the hospital workload and due to limited 
capacity worsens access and results in the crea-
tion of waiting lists. 

The history of professions in industrialized 
countries is characterized by competition over 
work jurisdictions (6). Professions such as phy-
sicians and nurses retain exclusive jurisdiction 
over some tasks that could be effectively carried 
out by less educated and less costly workforce, 
thus allowing them to focus on more complex 
activities that can not be carried out by other in-
dividuals. The potential for substitution between 
hospital staff is a key element of re-engineering 
and has attracted much attention, both to produce 
better services and, more often, to curb costs (7). 
Substitution of work to less expensive and lesser 
trained staff and expanding the jurisdiction of ex-
isting groups such as nurses cuts costs and could 
aid in improving quality of care.

The general perception is that these proc-
esses have not developed to a high extent in 
Croatia. This presents a possible waste of valu-
able resources and has negative connotations on 
the provision of quality health care.

The term clinical governance encompasses a 
large range of activities integrating financial con-
trol, service performance and clinical quality (8). 
It builds on improving information systems, im-
plementing continual professional development 
programs, peer reviewing systems etc. It func-
tions within the network of total quality manage-
ment. 
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The national system of hospital services and 
coordination does not exist. Unprofessional and 
unskilled management presents a serious threat to 
cost containment and to the provision of quality, 
effective and efficient health care.  The clinical 
guidelines system, national program for quality 
of health care or regional networks for profes-
sional cooperation also do not exist. 

EDUCATIONAL AND POLICY CHALLENGES  

For successful future health reforms it is 
necessary to educate health professionals who 
would be able to analyze implemented reforms 
such as: privatization and fragmentation of previ-
ously joint practices, capitation funding system, 
etc. Also, they should be able to investigate the 
organization and appropriateness of emergency 
hospital admissions in Croatia and the factors 
that influence it (identify factors that influence 
it and suggest possible interventions that could 
divert inappropriate hospital admissions to more 
appropriate and less costly alternative services).

As a part of that, it is necessary to investi-
gate the appropriateness of primary care referrals 
to ambulatory care in hospitals through varia-
tions in referral rates among general practition-
ers and the underlying factors that cause it. For 
such analyses, professionals should have differ-
ent levels of competences and diagnostic insight 
but should also be aware of socio-demographic 
features of practice populations (9). The identifi-
cation of those factors in Croatia could be highly 
beneficial in the creation of policy guidelines that 
would address this issue.

Hospitals, inpatient and outpatient care 
professionals should be better acquainted with 
clinical management issues, i.e. mechanisms that 
could be used to shorten lengths of stay; services 
that could be provided in outpatient care instead 
of inpatient care, workforce management and 
suggest policy and management interventions 
that would facilitate their development. 
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