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8
Anti-communist Backlash 

in the Croatian Healthcare System

Ante Malinar

1  Introduction

During the transition, in 1993, the Croatian healthcare system underwent 
profound changes demarking it from the system established in the com-
munist period. Reforms took place in all three dimensions of healthcare: 
�nancing, regulation and provision. �is chapter focuses only on reforms 
in the �nancing dimension and its regulation (Rothgang et  al. 2010). 
Healthcare �nancing in the communist period was characterised by for-
mally established social ownership, self-management and decentralisation 
based on Bismarckian principles. �e reforms in the early 1990s tackled 
the de�ciencies of the communist system. �ey departed radically from its 
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principles and established a mix of �nancing policies stemming from the 
experiences of other Western and Central and East European countries, 
providing evidence for horizontal policy transfer and learning (Dolowitz 
and Marsh 2000; Klein 1997). �is policy mix established a hybrid sys-
tem of healthcare �nancing combining Beveridgean, Bismarckian and 
market principles as well as radically changing the role of the state. Schmid 
et  al. (2010, 455) argue that healthcare systems are becoming hybrid. 
Hybridisation of healthcare policies occurs through policy transfer, “the 
cross-national di�usion of ideas about policy concepts and instruments” 
(Schmid et al. 2010, 460). Although their research includes only OECD 
countries, the Croatian case con�rms that the trend of hybridisation is 
present even in non- OECD countries.

Croatia is a case worth investigating for several reasons. First, it is an 
example of one of the few countries in Central and Eastern Europe (CEE) 
which had a Bismarckian system during the communist regime. Healthcare 
�nancing was decentralised and involved multiple social health insurance 
(SHI) funds managed by providers and users (D akula et al. 2014; Parmelee 
1985; ari  and Rodwin 1993). Second, while the idea of implementing
SHI di�used across CEE, the reforms in Croatia took the opposite direc-
tion. SHI was retained, but it was centralised with the creation of one 
national health fund closely controlled by the government. At the same 
time, formal out-of-pocket payments (co-payments and self-medication 
payments) (Kaminska and Wulfgramm 2019) and two di�erent forms of 
private insurance were instituted. �is has e�ectively created a hybrid 
�nancing system (Chen and Mastilica 1998, 1157; Von ina et al. 2007; 
Kova i  and o i  1998). And third, transition accompanied by war has 
made Croatia an extremely vulnerable country in dire need of international 
aid where, consequently, one would expect international organisations to 
have greater bargaining power and leverage. However, the direction and 
ideas for reform were de�ned by domestic actors, while international 
organisations had only a minor in�uence or none at all.

�is chapter answers two research questions: (1) How and why did 
reforms in the �nancing of Croatian healthcare move towards a hybrid sys-
tem in the 1990–1993 period? And (2) what was the role of policy transfer 
processes in those reforms? �e chapter answers the research questions by 
referring to the elementary and complex causal mechanisms adopted in 
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this volume (Chap. 1). Elementary causal mechanisms explain the produc-
tion of activities by individual or collective actors that comprise only one 
causal step, while complex causal mechanisms contain several elementary 
causal mechanisms which form a causal chain of several causal steps 
(Chap. 1). �us, process tracing is used to illuminate the black box between 
independent and dependent variables (George and Bennett 2005, 206) 
while holding “the promise of a rich account of how a complex political 
phenomenon like public policy emerges” (Baker and Kay 2015, 2). In this 
case, the independent variable is a high level of attention to the issue stem-
ming from the mismatch in healthcare policies and the changing environ-
ment (economic and political crisis and its culmination in the early 1990s), 
while the dependent variable is the 1993 health policy output.

�ree complex causal mechanisms are identi�ed: the doctors enter poli-
tics mechanism, the old system departure mechanism and the seeking solutions 
abroad mechanism. �e �rst mechanism explains how doctors occupied 
key political positions in the healthcare policymaking domain. �e second 
mechanism explains how negative perceptions of the communist health-
care system and intermediary policy solutions led to a departure from the 
old system. �e third mechanism explains how, during the reform process, 
Croatia scanned policy solutions and drew on lessons learnt abroad. 
Combined, these three mechanisms form the complex causal mechanism 
of anti-communist backlash. It explains how the prevailing dissatisfaction 
with the communist healthcare system, particularly among medical doc-
tors, pushed the reforms in a new direction towards hybridisation of 
�nancing. What is more, in all four complex causal mechanisms, di�erent 
elementary causal mechanisms are identi�ed, such as an emotional orien-
tation, a rational orientation and a comparative orientation.

To reconstruct the reform process, the chapter analyses qualitative data 
such as media publications, medical journals, laws and parliamentary 
minutes.1 Furthermore, 13 interviews were conducted with experts 

1 �e majority of the newspaper articles analysed come from the most in�uential newspapers at that 
time: Vjesnik, Večernji list, Slobodna Dalmacija and Glas Slavonije (Ramet 2013), but the analysis 
also included newspaper articles from non-mainstream media such as Radničke novine and 
Sindikalna javnost. In total, 125 newspaper articles were collected. In addition, 48 medical journals 
(Liječnički vjesnik and Liječničke novine), 10 healthcare laws and minutes of 26 parliamentary 
debates have been collected and analysed.
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knowledgeable of the subject, such as ministers and their assistants, 
healthcare administration sta� from the institutions relevant to policy 
(Ministry of Health, Croatian Institute for Health Insurance and Croatian 
Institute for Public Health), politicians involved in the healthcare system, 
but also academics, experts and journalists. �e research started with a 
review of all available secondary literature and then proceeded with the 
interviews. �is chapter is based on an analysis of the collected data using 
a qualitative content analysis methodology. �e mechanisms derived in 
this chapter were inspired by existing theories and concepts from policy 
process research, most notably the concept of epistemic communities, the 
policy transfer literature and punctuated equilibrium theory (Baumgartner 
and Jones 2009; Haas 1992; Dolowitz and Marsh 2000).

�e chapter starts with a literature review on healthcare reforms in CEE 
countries and Croatia, while also providing an explanation of the role of 
policy transfer processes in these countries. Subsequently, in Sects. 3 and 
4 the chapter explains the context of and the trigger for the reforms. 
Section 5 identi�es the actors involved, their interaction and the activities 
that produced the reforms. Moreover, it o�ers explanations for how the 
reforms produced a hybrid system of healthcare �nancing in Croatia. �e 
concluding section relates the mechanisms that were identi�ed in this 
chapter to policy process research and draws some broader conclusions.

2  Healthcare Reforms in CEE and the Role 
of Policy Transfer

�e transition of CEE2 countries from the communist regime, which 
started in 1989, had a profound impact on their health systems. During 
the communist regime, the majority of CEE countries had a centralised 
healthcare system named after Semashko. It was characterised by state 
control of the system, tax-based �nancing, universal coverage, free 

2 In this chapter, the CEE region is understood as post-communist countries, excluding the post- 
Soviet ones (except the Baltic states).
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provision of health services at the point of use, informal payments, over-
reliance on hospital services and underfunding (Lawson and Nemec 
2008). CEE countries underwent a major paradigm shift and introduced 
market and liberal reforms into their systems, such as decentralisation by 
establishing social health insurance (SHI) funds, allowing a free choice of 
practitioners, privatisation and introducing out-of-pocket payments, 
while also reducing the hospital sector and developing primary care 
(Lawson and Nemec 2008; Rechel and McKee 2009).

Although there were many similarities with other CEE countries, the 
so-called Yugoslav tampar model was organised on distinctly Yugoslav 
communist values of self-management and Bismarckian principles whose 
formal goals were to establish democratic governance through decentrali-
sation and devolution of authority in the decision-making process. �e 
reforms in the early 1990s followed similar principles as in other CEE 
countries, although Croatia centralised the system and retained the SHI.

In general, the literature on policy transfer processes in CEE countries 
is inconclusive, suggesting that the ideas for reforms were either exoge-
nous or endogenous. A �rst strand of literature explains that healthcare 
reforms in CEE were a result of the in�uence and pressures of interna-
tional organisations. It suggests that early transition created a policy vac-
uum in the CEE countries and that international organisations such as 
the World Bank (WB), the World Health Organization (WHO), the 
International Monetary Fund (IMF) or the European Union (EU) seized 
the opportunity to exert their in�uence through �nancing and policy 
advice (Deacon et al. 1997; Cerami 2006; Kaasch 2015). For instance, 
Nemec and Kolisnichenko (2006, 15) argue that the World Bank and the 
IMF were instrumental in providing ideas on marketisation reforms in 
CEE healthcare systems.

On the other hand, it is suggested that the reform processes were 
mostly endogenous and that other factors beyond the in�uence of inter-
national organisations accounted for the policy changes (Rechel and 
McKee 2009; Sitek 2008; Radin 2003; Roberts 2009). Sitek (2008) 
argues that the direction of change was in�uenced by the interaction of 
political institutions, party politics and in some cases professional organ-
isations such as medical chambers. Moreover, the majority of CEE coun-
tries wanted to move away from communist policies and looked to 

8 Anti-communist Backlash in the Croatian Healthcare System 
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Western systems. �is suggests horizontal interdependencies in that CEE 
countries wanted to “emulate the apparent success of models used in 
Germany and Austria” (Rechel and McKee 2009, 1187) by moving 
towards “a Western-style insurance system” (Jacoby 2004, 48).

3  The Political and Economic Context 
of Croatia

After the end of the Second World War, Croatia became a federal repub-
lic within Yugoslavia governed by the Communist regime led by Tito. In 
1948, after Tito–Stalin split and its culmination in 1952, Yugoslavia 
embarked on a di�erent path of socialism than that of the other countries 
in the Eastern bloc—the path of self-management socialism (Ramet 
2002). Self-management introduced social ownership and self-managing 
interest communities (SIZ—samoupravne interesne zajednice) in which 
workers could participate in the management of their enterprises. �is 
type of governance was also re�ected in public services such as healthcare, 
education and social welfare (Ramet 2002). However, there was a dis-
crepancy between the formal authority of SIZs and the authority of pro-
vincial and republic governments. �is “democratic centralism” (Suni  
1995, 67) “in which two parallel structures exercised jurisdiction in the 
same area, was mocked as SIZ-ophrenia” (Ramet 2002, 9).

After Tito’s death in 1980, di�erent ideas emerged on the future organ-
isation of Yugoslavia. Serbia wanted to maintain its hegemony in a cen-
tralised federation, while Croatia and Slovenia were favouring a loose 
confederation or independence ( i mond 1992). Moreover, a severe eco-
nomic crisis plagued Yugoslavia during the 1980s and already in 1981, 
foreign debt amounted to $19.2 billion (Ramet 2002, 10). �e economic 
crisis came to a head at the end of the decade. GNP and labour produc-
tivity decreased, while unemployment increased and hyperin�ation 
ensued ( i mond 1992). As the pressures of political and economic crisis 
were mounting, the Communist Party was losing its legitimacy and was 
pushed into holding the �rst multiparty elections in 1990. �e elections 
established a new party in power, the Croatian Democratic Union 
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(Hrvatska demokratska zajednica, HDZ). HDZ was a pro-reform right- 
wing party oriented towards breaking with the communist past, indepen-
dence for Croatia, democratisation, liberalism, pluralism and transition 
to a market economy (Milanovi  2011; Dunatov 2010).

Due to the perceived political and economic crisis, HDZ opted for the 
introduction of a semi-presidential political system with a strong presi-
dential �gure (Boban 2008). After coming to power, HDZ purged policy 
venues and appointed people loyal to them in public administration and 
the judiciary, facilitating even more control over policy processes at the 
time (Ramet 2013, 37). �erefore, the transition to liberal democracy 
was severely limited. In the 1990s, Croatia was a defected democracy 
with limited pluralism, dominance of the president and widespread cor-
ruption (Ramet 2010, 259).

�e ground was set for the dissolution of Yugoslavia when Croatia and 
Slovenia proclaimed independence in 1991. However, the dissolution 
was followed by the war in 1991 which lasted until 1995. At the end of 
1991, Croatia lost control of 30% of its territory, 40% of industry was 
destroyed, income from tourism dropped by about 80% and in�ation 
and unemployment increased (Ramet 2013, 38). Between 1991 and 
1993, Croatia experienced a decline of about 31% in GDP (World Bank 
1995). Moreover, a large population of refugees from occupied Croatian 
and Bosnian territories came to Croatia (Hebrang et al. 2007). For all 
these reasons, the �nancial revenue of the healthcare system dropped 
considerably. Compared to 1991, the revenue dropped by 62% in 1992 
(Hebrang 2015).

4  Financing of Healthcare in Croatia: 
Historical Background

�e history of SHI in Croatia can be traced back to the times when 
Croatia was part of the Austro-Hungarian empire. A �rst form of SHI 
was introduced already in 1891, although its coverage was very limited. 
Afterwards, SHI went through a number of changes in 1907, 1922 and 
1937, mostly expanding the coverage to a wider range of workers and 
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including more health services (Zrin ak 2003). In Yugoslavia, Croatia 
followed a similar path to other CEE countries by abolishing SHI and 
instituting tax �nancing from local, district, republic and federal levels 
(Parmelee 1985, 720). However, SHI was reintroduced, thus supporting 
a new “third way” of self-management socialism.

�e model of social ownership and self-management was most explic-
itly de�ned after the passage of the 1974 Constitution, which was fol-
lowed by the 1976 and 1980 Healthcare Acts (Iv i  et al. 2017). During 
that time, healthcare was heavily decentralised and ine�cient. It was 
organised on socialist principles of expanding health services, “free” 
healthcare and solidarity ( ari and Rodwin 1993; D akula et al. 2012). 
�ese formal goals could not be achieved with the �nancial organisation 
of a system governed by 113 self-managing interest communities which 
acted as SHIs, collecting funds according to the Bismarckian model of 
payroll taxes (Parmelee 1985). In theory, “every local and republican self- 
governing medical unit managed its own a�airs, with a high level of 
�nancial independence” (D akula et al. 2012, 69). However, there was a 
discrepancy between the self-management component and the in�uence 
of the Communist Party.

Parmelee (1985, 725) notes that “SIZ professional administrative sta�s 
are almost constantly accused of usurping the decision-making preroga-
tives of the self-managed SIZ assemblies, and acting little better than the 
state bureaucrats they were meant to replace”. �ere was

a fairly established practice of political interfering in the internal organisa-
tion of health care institutions and in particular with personnel policy. It 
has often been the case that these authorities impose administrative sta� 
who have been unable to �nd employment elsewhere. (Popovi  and krbi  
1968, 89)3

�e power and in�uence of the Communist Party permeated all levels 
of governance, be it local, republic or federal with only a few exceptions. 
�is kind of system was also re�ected in the position of medical profes-
sionals in the healthcare system. Following the establishment of the 

3 �roughout the chapter, all Croatian quotes were translated.
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Yugoslav state, all professional associations (except lawyers) were dis-
banded due to ideological reasons. As a representative of the professional 
interests of doctors, the Croatian Medical Chamber was banned and its 
properties seized already in 1946 (Ivani evi  2015). �e position of the 
doctor was equated with the position of a regular worker in service to 
society, the regime and the economy. With the expansion of self- 
management in the late 1960s and early 1970s, medical professionals 
could exert more in�uence in medical facilities and SIZs, mostly because 
of the asymmetry of information between users and providers (Iv i  et al. 
2017), but again no major changes could have been made without the 
approval of the Communist Party.

We [the doctors; my emphasis] assessed this attitude towards the tendency 
to develop self-government as quickly as possible in our country as nega-
tive, and still believe that the responsibility for healthcare management 
often goes hand-in-hand with a certain monopoly which ignores the grow-
ing demands of reducing the dominance of public administration in 
decision- making. (Ferber and Kne evi  1969, 133)

No one could work in SIZ, there were some exceptions, if one was not a 
member of the Party because everything was conducted through the Party 
so that there would be no rebellion or any protests. One received a position 
along the Party line from which one had some material gain and had to be 
silent regarding the issues (emphasis mine). On paper … you said it yourself, 
patients, the population was electing people to those governing bodies, but 
the list had only Communist Party members. (Hebrang, interview 2019)

Doctors voiced concerns about low salaries, di�culty to �nd employ-
ment despite the lack of doctors in the system, emigration of doctors, 
accusations of taking bribes and di�culties of retired doctors (Ferber and 
Kne evi  1969). It was emphasised that “doctors should be more involved 
in health policy, especially in relation to sta�ng and funding, which, in 
the current framework, makes full self-management impossible” (Ferber 
and Kne evi  1969, 142). �e result was a disoriented system which suf-
fered from disorganisation and bordered on anarchy (D akula, interview 
2019; Mastilica, interview 2019). Moreover, there were huge 
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discrepancies between di�erent regions in terms of �nancing, quality and 
access to services ( ari  and Rodwin 1993; Chen and Mastilica 1998). 
With the culmination of the economic and political crisis these problems 
became highly apparent and a radical reorganisation of the healthcare 
system followed in the 1990–1993 period. Prevailing dissatisfaction 
among medical professionals with their position within the healthcare 
system pushed them to become involved in politics where they �gured 
prominently, being key actors during the transition period and healthcare 
reforms of the early 1990s.

5  The Croatian Healthcare Reform Process 
1990–1993

In the 1980s, the economic crisis severely decreased the pooling of funds 
for healthcare. During this time, the discourse in healthcare slowly started 
to change. Several publications started to introduce new terms into 
healthcare discourse which also permeated the media, such as “co- 
payments”, “supply and demand”, “e�ciency” or “cost bene�ts” (Iv i  
et  al. 2017; Iv i  and Vra ar, interview 2020). �e period of the late 
1980s and early 1990s marked a turning point in Croatian healthcare for 
which only 3.6% of GDP was allocated (Hebrang 1990a, 10). In 1989, 
a new communist government led by Ante Markovi  initiated economic 
reforms to curb growing in�ation and national debt while at the same 
time introducing aspects of a market economy and limited privatisation. 
�e new minister of health, Mladen Radkovi , started to prepare a major 
reorganisation of healthcare and initiated a programme called Basis 
(Osnova). �e idea was to introduce individual responsibility for health 
through an expansion of co-payments and to reorganise the �nancing of 
the system by establishing a two-tier insurance. �e �rst tier would pro-
vide �nancing through a general government budget for basic health ser-
vices and a second tier would act as a worker’s additional health insurance 
which was to be covered by the employer (Radkovi  1990, 7).

Although the discourse was changing and gaining traction, the reform 
proposal from the new communist government encountered many 
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obstacles. “�e reorganisation of SIZs has been under discussion for two 
years and all these attempts have shown the egoism of the municipalities 
expressed in the demand for having their own SIZ, that much energy, 
paper and money has been spent on elaborating the new organisation” 
(Cvitku i  1990, 1). Yet, nothing was implemented after the new govern-
ment came into power (Cvitku i  1990). Individuals who were bene�t-
ing from the existing organisation of the system and who were organised 
around the Communist Party at di�erent government levels blocked the 
reform attempts. Despite the mounting problem pressures and an obvi-
ous need to reform the system, it was not possible to overcome the resis-
tance, thus preventing any large-scale reorganisation of the system. Once 
HDZ won the elections and came to power, the new government had 
di�erent ideas on how to reform the system. �e Osnova programme was 
discontinued and su�ered a dismal fate.

5.1  The Doctors Enter Politics Mechanism

�e elections and breakdown of the Communist Party and its in�uence 
served as a trigger for the whole causal mechanism underpinning the 
changes. It created a space for new actors and ideas in Croatian policy-
making. �e doctors enter politics mechanism explains how doctors 
entered the political stage and occupied key political positions in the 
healthcare domain. It consists of several elementary causal mechanisms, 
more speci�cally an emotional and a rational orientation. On the one 
hand, the emotional orientation explains that the dominant feelings of 
dissatisfaction, frustration and marginalisation of medical professionals 
drove them to become involved in politics.

As Poljak notes in an interview:

Since the war [Second World War], the Croatian Medical Association has 
had to serve the ruling politics and even work against the interests of its 
members. One received support from above [�e Communist Party] in 
proportion to one’s obedience … �anks to the new political opportuni-
ties, the Association now has the freedom to oppose and criticise. 
( imuni  1990, 5)
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On the other hand, the rational orientation explains the strategic 
action in which medical professionals seized their opportunity, joined the 
HDZ and consequently occupied powerful positions in the government, 
enabling them to exercise in�uence on health policy. “Although unpre-
pared for the nuances of politics and governance, doctors �lled the politi-
cal vacuum by replacing the ousted lawyers in the new government” 
(Blaskovich 1997, 81). A considerable number of medical professionals 
occupied positions in the government, parliament and municipal coun-
cils. Medical professionals not only began to be involved in the formal 
decision-making venues, but also in�uenced policymaking through the 
Medical Association and a newly formed Croatian doctor’s union which 
was established in 1990 (M. V. 1990, 9). �e decision-making process in 
healthcare shifted from being dominated by the Communist Party to 
being dominated by doctors. �us, the doctors had assumed the most 
important political positions and had a signi�cant in�uence on health-
care decision-making, for example, in the Ministry of Health and later in 
the national health fund. Besides occupying political positions, doctors 
acted as an epistemic community (Haas 1992) which had the knowledge 
and competence to deliberate on the healthcare system, its problems and 
policy solutions.

A large number of doctors ran for the state parliament and for the munici-
pal councils, parliaments. Why? �e doctor is ahead of the great majority 
in his social environment and understands what is going on and how. 
Many got involved in it and I encouraged them strongly. (Hebrang, 
interview 2019)

Count up how many HDZ ministers are medical doctors, all right. From 
Mate Grani , I mean the medical lobby and by medical lobby I mean top 
surgeons … professorial level doctors. (Stubbs, interview 2019)

It is no coincidence that in the political life of Croatia, and I do not know 
if it is the same in other transition countries, but it seems to me that there 
are many medics, doctors. Even at the highest functions. You see, there was 
Foreign Minister Mate Grani , a doctor, a professor of the faculty and 
today Reiner … doctors were very much involved as ministers. (Mastilica, 
interview 2019)
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5.2  The Old System Departure Mechanism

Although many doctors were involved, the most important one was the 
Minister of Health Andrija Hebrang, as his ideas were largely imple-
mented. Hebrang was a person with a turbulent history and a strong 
resentment towards the communist regime.4 �e old system departure 
mechanism explains the �rst changes which were introduced in the health 
system. It consists of an emotional and a rational orientation of policy 
actors. At the time, negative feelings towards and perceptions of the com-
munist healthcare system were prevalent in the government, parliament 
and media outlets. �is meant that the policies under consideration were 
quite dissimilar to those of the communist system (Anonymous expert, 
interview 2019; Mastilica, interview 2019). �e media and policymakers 
discussed the policy failures of the communist system, evaluating its poli-
cies not only through emotional, but also through rational appeals, such 
as lack of accountability, coordination and expenditure controls, heavy 
involvement of politics or corruption. �e following quotes illustrate this:

�e self-management dislocated way of �nancing and decision-making, as 
well as the incompetence of the sta�, is the cause of anarchy in the manage-
ment of the Croatian healthcare system, which is why we did not achieve 
an adequate health standard. (Hebrang 1990b, 6)

�e legacy of the old system is still in people’s minds. �e term used in this 
law proposal is actually reminiscent of the term healthcare worker. And 
that sounds just like a port worker, a railroad worker, a foreman and so on 
and so forth … I ask that doctors should not fall under that Bolshevik 
phrase. ( tanfel 1993, 6)

Moreover, the crisis in healthcare meant that the policies had to be 
based on rational solutions that would alleviate its de�ciencies, most 
importantly contain its costs. �e mix of the rational and the emotional 
orientation thus produced policies dissimilar to the communist system 

4 Hebrang’s father Andrija Hebrang had advocated Croatian national interests and was accused of 
Croatocentrism (Banac 1988, 90). He was thus perceived as a threat to Tito who ordered his 
imprisonment and assassination.
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which were at the same time based on the rational deliberation of the 
situation in which

the money to cover health services and accumulated debts was non- existent. 
Rather, the Communists had funded healthcare by issuing government 
bonds which had no real value. �e value was given by the legitimacy of the 
Party, but as soon as the Party lost legitimacy it became obvious that debts 
had to be paid with sound money for the system to survive. (Hebrang, 
interview 2019)

According to Hebrang, the only rational and fast solution for resolving 
the situation and departing from the previous system was to introduce 
centralisation which “goes in terms of �nancial control, primarily �nan-
cial because we have come into the situation that without it, we would 
not have a chance for better days” (Hebrang 1990a, 10). �erefore, the 
authority of SIZs over �nancing was disbanded, users and providers no 
longer had a say in the way �nancing of healthcare was to be conducted 
in their municipalities and the responsibility for �nancing was taken over 
by one fund called �e Republic Health Fund managed by another phy-
sician, Mate Grani . Former SIZ authorities now worked under strict 
control of the SHI fund which established an equal contribution rate5 for 
payroll taxes across the whole country.

SHI lost its Bismarckian principles of decentralised multiple funds and 
corporatist governance (however limited it was in Yugoslavia) and the 
government had strict control of the SHI fund by appointing its directors 
and board of directors; at the same time, it had the authority to dismiss 
them (Von ina et al. 2007, 147; Pezo, interview 2019). Individuals in 
SIZ assemblies could no longer rely on the power and legitimacy of the 
Communist Party to push their agenda and block the reforms. Coupled 
with the government’s heavy determination towards reforming the sector, 
the context of policy processes changed and enabled a fast-sweeping 
reform. A new law was passed after only four months after new govern-
ment came into power.

5 Set at 11.6% in 1991, changed to 20% in 1992 and 16% in 1999 (Croatian Parliament 1991, 
1992; WHO 1999).
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5.3  The Seeking Solutions Abroad Mechanism

Centralisation and rationalisation of �nancing was only a stepping stone 
which prevented the collapse of the system. Once this burning issue was 
resolved, policymakers oriented themselves towards introducing new 
policies which would bring the healthcare system into line with the per-
ceived successes of Western European countries.6 Here the seeking solu-
tions abroad mechanism, consisting of an emotional, a rational and a 
comparative orientation, can provide an explanation. �e mechanism 
explains how policymakers wanted to move away from the communist 
policies by scanning the policy solutions abroad and implementing those 
that were best suited for the Croatian context. �e emotional orientation 
explains the role of the media and the policymakers in propagating dis-
satisfaction with the communist system and a need to further depart 
from it. It can be said that such a perception of the communist system 
was prominent in all three causal steps.

Moreover, the comparative orientation re�ects the position of policy-
makers to emulate the perceived success of the West, look for policy solu-
tions elsewhere and draw lessons from other countries. Here it is 
important to note that the Minister of Health (Andrija Hebrang) had, as 
a physician in Yugoslavia, travelled to Western countries to attend medi-
cal conferences. During his time abroad, he learned about the organisa-
tion of healthcare in these countries, most notably the USA and Germany 
(Hebrang, interview 2019). Learning from his experiences abroad, the 
minister favoured a radically di�erent organisation of healthcare �nanc-
ing which would introduce neoliberal7 policies based on market princi-
ples which had already been introduced in many European countries 
( imuni  1990, 7).

6 A common theme in the newspapers at the time and in the interviews with relevant policy actors 
was the perception of Western European healthcare systems as a success story and a role model to 
which Croatia has to strive, which entailed introducing policies that would bring Croatia closer to 
these countries.
7 Neoliberal policies in healthcare include commodi�cation of health services, individual responsi-
bility for health, introduction of market principles such as privatisation, competition and private 
insurances, deregulation and decentralisation (McGregor 2001; Rotarou and Sakellariou 2017). 
Obviously not all neoliberal ideas were implemented in Croatia.
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As other CEE countries were also in the process of transition, the 
Ministry of Health had set up an o�ce for evaluating and comparing the 
policies which were being introduced in countries facing similar prob-
lems. �is facilitated the process of gathering experiences from other 
countries. �us, in the third step, the rational orientation explains how 
di�erent policy solutions were being evaluated according to their costs 
and bene�ts and how they could �t into the Croatian context. �e trans-
fer of policy experiences from other countries initiated by the Ministry of 
Health sought to, on the one hand, avoid the negative consequences of 
the reforms implemented in other countries and, on the other hand, 
implement the reforms that proved useful, thus taking into consideration 
the consequences of alternative courses of action.

�e minister’s experiences abroad and the designated o�ce in the 
Ministry of Health enabled the process of horizontal policy transfer by 
evaluating policies in other countries, be it CEE or Western ones, in 
order to draw positive and negative lessons. For example, the experiences 
and adverse e�ects in the Czech Republic (Hebrang et al. 2007, 2), which 
established a “pluralistic semi-competitive insurance-based system” (Earl- 
Slater 1996, 16), and the USA, where “small business employees are com-
pletely unprotected from the negative side of the healthcare market” 
(Hebrang 1993, 7), have served as a lesson to approach marketisation and 
privatisation policies carefully. On the other hand, positive learning 
stemmed from Western Europe.

Among the many organisational forms that are possible in the �nancing of 
the health system, we have selected those which have the most favourable 
ratings in the world based on the experience of others. (Hebrang 
et al. 2007, 3)

In Europe, there is a sensible combination of the state or SHI funds and 
private initiatives. Why is that important? Because it brings competition 
while keeping solidarity. �at is the most delicate balance a healthcare sys-
tem should have. Competition increases quality, lowers service prices, and 
at the same time you have to keep that social component. (Hebrang, 
interview 2019)
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Individual responsibility for health, co-payments and private insur-
ance schemes appeared on the agenda. Despite heavy criticism in the 
media, a law which increased co-payments up to 10% for selected health-
care services (Kova i  and o i  1998, 4) was supported by the govern-
ment and was passed by parliament in 1991. �e law established 
co-payments for drugs, visits to primary care, specialists, diagnostic and 
hospital treatments, among others, while parts of the population such as 
children or the elderly were exempted (Kova i  and o i  1998, 4). Such 
policies increased the trend of commodi�cation of healthcare. A survey 
conducted by Mastilica and Chen (1998) shows that over half of the 
respondents had great or very great problems with out-of-pocket expenses. 
At the same time, the introduction of private insurance schemes was 
postponed due to the ever-increasing political crisis and the expected 
dangers of war. �e healthcare system was turned into an integrated 
military- civilian system. Many doctors were mobilised into the army or 
were required to serve in reoriented war hospitals. At the same time, the 
system had to provide healthcare services to civilians in areas not a�ected 
by war (Hebrang 2015).

Once the Serbian aggression and advance subsided in the 1992–1993 
period, the ground was laid for the formulation of two encompassing 
healthcare laws. �ese laws established the Croatian Institute for Health 
Insurance with 21 regional branches, replacing the former Republican 
Fund and completely eradicating former SIZ bodies. �e perception was 
that “the state insurance principle … has given the best results in Western 
countries” (Hebrang et al. 2007, 3). Moreover, a limited space for private 
insurance market operations was introduced. One form of private insur-
ance was supplementary, covering additional and better quality of health 
services on top of the mandatory SHI, for which citizens could apply in 
the private insurance market. �e second form, according to the German 
model, was entirely private health insurance. Eligibility for coverage of 
citizens was determined by an income above a threshold speci�ed by the 
Minister of Health and entailed opting out from the mandatory SHI.

�us, two types of private insurance were reserved for people with 
high incomes who wanted to have a better standard and coverage of 
health services. �e government introduced market policies and limited 
competition in the private insurance market while at the same time 
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preserving solidarity and access to healthcare for a majority of population 
which was insured by mandatory SHI operating under the Croatian 
Institute for Health Insurance. Again, both the comparative and the 
rational orientation is evident as the Ministry of Health tried to avoid 
“the traps of sudden privatisation, which has yielded very poor results in 
the healthcare of some post-communist countries” (Hebrang et al. 2007, 
3). �e goal was to slowly expand the private health insurance market 
which would have an increased role in the years to come.

My idea was to make eighty to ninety percent of the system social, and ten 
to twenty percent which would go to the market in order to level it all 
together, and that’s why supplementary insurance and co-payments were 
the �rst attempts, and it worked until the 2000s when we lost the election 
to the leftist parties. (Hebrang, interview 2019)

�e goal was never achieved and the private insurance market was only 
used by few people. For instance, almost ten years after the reforms, “in 
2002, private health insurers reported annual revenues of HRK 962 mil-
lion (EUR 130 million) or roughly 6% of total health expenditure” 
(Von ina et al. 2007, 151). However, the institution of a single SHI fund 
managed to curb healthcare expenditures, pool additional funds and save 
the system from collapsing. “�e debts of the previous system have been 
eliminated and in 1995 a surplus was accumulated to pay for new capital 
equipment” (WHO 1999, 46).

Apart from implementing horizontal policy transfer, the Ministry of 
Health sought help from international organisations as well. However, 
due to the severe political crisis the presence and in�uence of interna-
tional organisations were limited.8 �ese organisations were extremely 
careful not to engage in healthcare projects in a country that was at war 
and not recognised by the international community (Stubbs and Zrin ak 
2007; Hebrang, interview 2020). �is was especially the case with the 
World Bank, IMF and the EU PHARE programme because they o�ered 
�nancial aid for development projects. Ironically enough, this extreme 

8 However, it is important to note that a lot of international organisations and NGOs were indeed 
present in the early years of transition, such as the UN, Red Cross and alike which were very active 
in o�ering humanitarian aid (Stubbs and Zrinščak 2007).
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vulnerability actually inhibited the presence of international organisa-
tions in the country.

Nevertheless, the minister wanted advice for the initiated reforms and 
the only possible venue he could turn to was the WHO because its exper-
tise is not reliant on �nancial aid or strong conditionalities (Kaasch 2015; 
Deacon 2007). �e WHO and its general message of abolishing health 
inequalities, achieving universal coverage, solidarity and risk pooling was 
a perfect match since the minister did not want to risk solidarity with the 
introduction of market and private initiatives. �e problem was that the 
WHO recognised only Yugoslavia as a partner and not Croatia. �us, the 
minister used informal connections to meet with the WHO president of 
the European Regional O�ce, Jo Asvall, who agreed to set up a small 
o�ce in the Croatian Ministry of Health in 1991.

[Asvall] tasked one of his men to communicate with us: “I said I don’t need 
you for money, I only need you for advice. I’ll tell you a problem, you give 
me advice. Whether or not I will listen to it depends on the situation.” And 
this man was phenomenal, coming once a month for two to three days. I 
would invite my co-workers, we talked and �ltered out a lot of our uncer-
tainties. (Hebrang, interview 2019)

A working group consisting of domestic and WHO experts was estab-
lished to work on the formulation of new healthcare laws which were 
passed by parliament in 1993. Other international organisations were 
not present in the reform process, while the World Bank only became 
involved in 1995, supporting the initiated reforms with �nancial aid 
and  a healthcare project. �e World Bank and the WHO praised the 
introduced reforms and even admitted they could serve as a model for 
other Eastern European countries (Hebrang et  al. 2007; World 
Bank 1995).

5.4  The Anti-communist Backlash Mechanism

To recapitulate, the dynamics of the reform process can be explained by 
three complex causal mechanisms: the doctors enter politics mechanism, 
the old system departure mechanism and the seeking solutions abroad 
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mechanism. �e �rst mechanism explains how the prevailing dissatisfac-
tion towards communist policies drove doctors to get involved in the 
reform process by joining the new ruling party and occupying key politi-
cal positions in the healthcare domain. �e second mechanism explains 
the �rst part of the reform process in which the newly introduced policies 
were as dissimilar as possible to the communist system while at the same 
time providing a rational foundation for resolving the de�ciencies of the 
healthcare system. �e third mechanism explains the second part of the 
reform process, namely, the departure from the negatively perceived com-
munist legacies by looking to Western Europe, drawing lessons from 
other countries and implementing policies which suited the Croatian 
context according to their perceived costs and bene�ts. �ese three com-
plex causal mechanisms form the combined mechanism of anti- 
communist backlash. It explains how the prevailing dissatisfaction with 
the communist healthcare system, particularly among medical doctors, 
pushed reforms in the opposite direction and initiated a search for “non- 
communist” policies abroad.

5.5  Hybridisation of Healthcare Financing 
as the Output of the Reform Process

�e output of the described reform process was a hybrid model of health-
care �nancing and its regulation. SHI insurance accounted for most of 
the revenue in healthcare (93% in 1994), more than in 1980 (74%). A 
negligible number of people signed up for the two types of private insur-
ance, while co-payments remained constant at around 2%. However, the 
revenue from co-payments is understated and “not necessarily included 
in the national accounts” (WHO 1999, 13). Other sources were subsi-
dised by the state budget (prevention, education, statistics, etc.) and 
county budgets (special programmes and healthcare for elderly peasants) 
(Kova i  and o i  1998, 4). Table 8.1 represents the sources of income 
for Croatian healthcare during the 1990s.

Although the revenue from SHI increased, there are arguments to be 
made that Croatia actually moved away from the SHI model, 
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introducing Beveridgean and neoliberal principles. First, self-governance 
where users and providers negotiated the scope and price of healthcare 
services through SIZ assemblies was abolished. Second and inextricably 
linked to the �rst argument, the decentralised and fragmented health 
system consisting of 113 health funds was abolished in favour of one 
national SHI fund, the Croatian Institute for Health Insurance, which 
holds a monopoly in the SHI market. In theory, the Croatian Institute 
for Health Insurance established a form of corporatist governance as the 
managerial board consisted of representatives of employers, medical pro-
fessionals and patients (Croatian Parliament 1993).

However, professional organisations or unions in Croatia are largely 
underdeveloped and their in�uence in decision-making is marginal. �e 
medical professionals’ organisations are an exception ( kari i , interview 
2019; Rukavina, interview 2019; Radin, interview 2019; Belina, inter-
view 2019). �us, corporatism is severely limited and in practice the 
Croatian Institute for Health Insurance is just an extension of govern-
ment politics as the fund implements policies already agreed upon at the 
governmental level (Von ina, interview 2019; Anonymous expert, inter-
view 2019). “�e observation that everything happens in one place is 
only partially correct. Everything is happening in one place, which is the 
government, i.e., the Ministry of Health. �e Croatian Institute for 
Health Insurance only implements a speci�c policy” (Hebrang 1996, 4).

�ird, although the system was stabilised, once the debts started accu-
mulating again, the government has, more often than not, covered these 
debts through government budget transactions.

Table 8.1 Financing sources for the Croatian healthcare system

Source of finance 1980 1990 1991 1992 1993 1994 1995 1996 1997

Public

State budget – 13% 28% 28% 9% 7% 10% 7% 5%

SHI 74% 74% 70% 70% 91% 93% 90% 93% 95%

Private

Out-of-pocket 2% 1% 2% 2% 2% 2% 2% 2% 2%

Private insurance – – – – – – – – –

Other

External sources 7% 12% – – 3% 3% 3% 1% 1%

Source: WHO (1999, 13)
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Every year we are 2 to 3 billion kuna [HRK, Croatian currency] in de�cit 
and while I was a minister, I always covered it from the budget so I made 
this mixed Beveridge model … and then I would come to the Government 
session: now look people I have rationalised this, introduced controls and 
records. I did everything and cannot go any further. Expenditures are 
higher because prices are expensive … Every year I have managed to trans-
fer 2 to 2.5 billion HRK from the budget to the health fund and this is how 
we covered the debts. (Hebrang, interview 2019)

�erefore, incentives to rationalise and curb expenditures are lacking 
(Anonymous expert, interview 2019) since the government eventually 
pays for the accumulated debts from the general budget—a form of ret-
rospective tax �nancing (Mossialos et al. 2002, 69). �us, the “principle 
of stable contribution rate” (Giaimo 2001, 351) in an SHI, where equal-
ising revenue and expenditures should �gure prominently, is actually 
non-existent.

Fourth, an explicit basket of services to which insurees are entitled was 
not de�ned (Vehovec, interview 2019). Rather similarly to general taxa-
tion systems, the Ministry of Health and the Croatian Institute for Health 
Insurance produced an annual health plan containing “regulations on 
health insurance entitlements” which had to be approved by parliament 
(WHO 1999, 10). Although limited, neoliberal principles were also 
introduced in the healthcare �nancing dimension, such as a move towards 
individual responsibility for health, setting up healthcare services as a 
commodity by instituting co-payments and self-medication payments to 
private providers and opening a private insurance market.

�us, a hybrid system of healthcare �nancing incorporating 
Beveridgean, Bismarckian and neoliberal principles was created. 
Practically, the only di�erence between a true Beveridge system was that 
the funds were mainly collected by payroll taxes and pooled into an extra- 
budgetary SHI fund. �e arguments mentioned above con�rm Ste�en’s 
(2010) conclusions which show that categorisations of healthcare systems 
are rather di�cult and that every country has its own speci�c policies 
borrowed from various healthcare models.
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6  Discussion and Conclusions

�ree causal mechanisms explain the perceptions and interpretations of 
key policy actors and consequently their action orientation towards 
reforming the health system in Croatia: the doctors enter politics mecha-
nism, the old system departure mechanism and the seeking solutions 
abroad mechanism, which together form the combined causal mecha-
nism of anti-communist backlash. It explains the dominant perception of 
communist policies as a failure, particularly by medical doctors, and 
searching for new policy solutions abroad. �e mechanisms are com-
posed of di�erent elementary causal mechanisms, namely, emotional ori-
entation (prevailing feelings of dissatisfaction towards the communist 
regime and its policies), rational orientation (strategic actions of doctors, 
cost and bene�t analysis of new policy solutions) and comparative orien-
tation (emulating the perceived success of Western European countries, 
avoiding policy failures of other CEE countries).

Taken together, this has created a hybrid system of healthcare �nanc-
ing and its regulation based on Bismarckian, Beveridgean and neoliberal 
principles. In sum, analysing the causal process by dividing it into several 
causal mechanisms and linking them together into a complex causal 
mechanism proves to be a useful tool for tracing and explaining the 
reform process. Moreover, the causal mechanism approach can work 
across and link di�erent theoretical traditions which aim to explain pol-
icy changes, thereby contributing to the existing literature.

�e mechanisms in this chapter were inspired by theories and concepts 
such as punctuated equilibrium theory, policy transfer and epistemic 
communities. Despite the external pressures of a growing economic crisis 
during the 1980s, healthcare policy in Croatia remained stable, leading 
to the accumulation of policy errors which created a mismatch or friction 
between a changing environment and unchanging policy (Zehavi 2012; 
Baumgartner and Jones 2009). Baumgartner and Jones (2009, 25, 31) 
argue that increasing policy failures and increasing problem pressures 
modify policy images or shared “public understandings of policy prob-
lems” which are then coupled to policy venues or “institutions or groups 
in society” that “have the authority to make decisions”. �is process leads 
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to positive feedback which punctuates the equilibrium of policymaking 
and results in major policy change. In Croatia the same process can be 
observed.

Policy change in Croatian healthcare was only possible once the policy 
monopoly (Baumgartner and Jones 2009) of the Communist Party at 
di�erent levels of government was dissolved. After the communists lost 
the elections in 1990, a causal mechanism which underpins the changes 
was triggered. Doctors who were unsatis�ed with their position joined 
the new ruling party and occupied relevant policy venues, while veto 
actors in the municipalities lost their legitimacy and could no longer 
exert their in�uence and block the reforms. �e exogenous crisis and 
endogenous problem pressures within the healthcare system were only a 
su�cient condition for change, while elections and the installation of a 
new party in the power structures provided a necessary condition for 
change. Indeed, Walgrave and Varone (2008, 370) argue that “if parties 
adopt a new policy image and control the new institutional venue, then 
it will translate into a major policy change”. After the elections, the nega-
tive policy image was able to be coupled with new policy venues which 
pushed for a reorganisation of the healthcare system.

Doctors �gured prominently in the reforms, acting like an epistemic 
community, “a network of professionals with recognized expertise and 
competence in a particular domain and an authoritative claim to policy 
relevant knowledge within that domain or issue area” (Haas 1992, 3). 
�e in�uence of such an epistemic community was obvious as doctors 
did not have any competition in the policymaking �eld. Moreover, doc-
tors occupied key political positions and were crucial actors in formulat-
ing new healthcare policies. As they wanted to move away from communist 
legacies and towards the perceived successes of Western policies, policy-
makers were involved in policy transfer, a “process by which knowledge 
about policies, administrative arrangements, institutions and ideas in one 
political system (past or present) is used in the development of policies, 
administrative arrangements, institutions and ideas in another political 
system” (Dolowitz and Marsh 2000, 5). It can be either voluntary or 
coercive, revolving around a “continuum that runs from lesson-drawing 
to the direct imposition of a program, policy or institutional arrangement 
on one political system by another” (Dolowitz and Marsh 2000, 13).
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Besides setting up an o�ce within the Ministry of Health tasked with 
drawing policy lessons from other CEE countries, the Minister of Health 
already had knowledge about Western policies acquired during his travels 
abroad. �e transfer of policies was completely voluntary and consisted 
of mostly horizontal lesson drawing from other countries. It was both 
negative (e.g., CEE, USA) and positive (Western Europe), which served 
to either avoid the mistakes of others or to add potential policy tools to 
the repertoire (Klein 1997, 1270). Moreover, it was also a “symbolic act 
whereby politicians seek to enhance their status, credibility or moder-
nity” (Stone 2017, 61). �erefore, contrary to the literature which states 
that international organisations exploited the policy vacuum in CEE 
countries, the Croatian case o�ers evidence that international organisa-
tions were not crucial for the reform process at all. Although the WHO 
was involved in the formulation of new healthcare laws by providing 
advice, it has not enforced any conditionalities. �e World Bank, how-
ever, was involved in the reform process only after the new laws were 
passed and agreed on health projects with the government in 1995  in 
order to support the new government agenda.

Such a comparative orientation among key policy actors established a 
mix of policies, thus radically changing health �nancing and its regula-
tion from self-management and Bismarckian principles towards hybrid 
policy. �e Croatian case has indeed demonstrated that policy transfer 
plays a major role in hybridisation of healthcare systems (Schmid et al. 
2010; Ste�en 2010). As policymakers respond to problem pressures by 
searching for compatible solutions elsewhere, they develop “distinct pol-
icy responses” and “new elements that are not system speci�c” (Schmid 
et al. 2010, 460). Croatian policymakers considered policy solutions irre-
spective of their ideological background except for dismissing anything 
resembling communism. �erefore, a hybrid model consisting of 
Bismarckian, Beveridgean and neoliberal principles of �nancing was 
introduced. Although �nancing from SHI contributions has expanded, 
its regulation was heavily in line with the Beveridgean system. �e state 
has assumed a major role in the regulation of �nancing, controlling the 
SHI fund. At the same time, neoliberal principles were introduced. 
Individual responsibility for health was introduced by establishing formal 
co-payments and self-medication payments (Kaminska and Wulfgramm 
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2019), while market principles were introduced in the health insurance 
�eld by establishing two forms of private insurance.

To conclude, the Croatian case provides insights on the dynamics of 
reform in healthcare policy in one CEE country by using process tracing 
as a method and establishing causal mechanisms underpinning the 
changes. It provides evidence that key actors in the reform process were 
domestic doctors, similarly to other CEE countries (Kaminska et  al. 
2021), thereby supporting the literature which states that healthcare 
reforms in CEE were mostly endogenous (Rechel and Mckee 2009; Sitek 
2008; Radin 2003; Roberts 2009). On the other hand, it contradicts the 
literature which claims that exogenous actors such as international organ-
isations were instrumental in directing the reform processes in CEE 
countries (Deacon et al. 1997; Cerami 2006; Kaasch 2015; see Nemec 
and Kolisnichenko 2006). Nevertheless, the WHO and the World Bank 
were present at di�erent stages of the reform process, mostly supporting 
the initiated reforms rather than initiating themselves. Although the 
impetus came from the inside, policy ideas were in�uenced by the experi-
ences of other countries, be it CEE ones or Western ones like Germany, 
thus supporting the literature which states that CEE countries wanted to 
emulate policy models used in Western countries (Rechel and Mckee 
2009; Jacoby 2004), �erefore, the chapter contributes to the literature 
on healthcare policy changes in CEE during the transition period and 
provides a piece of the puzzle which helps us understand how and why 
changes in healthcare happened in those countries. Furthermore, it con-
tributes to future research on international interdependencies in social 
policymaking in CEE countries.
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ABSTRACT

This article analyses how the World Bank formulates healthcare
financing recommendations by examining the cases of Argentina
and Croatia, two representative cases of socio-political
transformations in Latin America and Central and Eastern Europe
during the Washington (1987–1997) and post-Washington
Consensus (1997–2007) periods. It argues that when formulating
recommendations, the World Bank is involved in the process
of policy bricolage, defined as a process in which policy actors
draw on multiple sources of knowledge and information to
piece together contextualised policy solutions instead of
relying on textbook blueprints or predefined solutions. By
conducting a document analysis of World Bank publications, our
findings suggest that, in formulating healthcare financing
recommendations, the organisation does not dogmatically follow
a particular policy paradigm. Instead, it contextualises and
recombines existing ideas to tailor recommendations to country-
specific conditions, namely economic and political circumstances,
as well as healthcare system performance.
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1. Introduction

Healthcare financing policy, although it is adopted and implemented within state bound-
aries, is a matter of global concern: Healthcare financing is a core functional dimension of
healthcare systems, and it greatly influences the extent of coverage and financial protec-
tion (Frisina Doetter et al., 2021; World Health Organization [WHO], n.d.). Healthcare
(financing), therefore, is considered a global matter, increasingly impacted by inter-
national organisations (IOs). Notably, the World Bank (WB) has become the greatest
lender in healthcare policy and one of the most influential actors over the last five
decades (Deacon, 2007; Kaasch, 2015). In line with global social policy research, IOs are
regarded as key and legitimate sources of advice for national health policymaking
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(Niemann et al., 2021). One of the main instruments IOs use to shape domestic policies is
recommendations, which entail ideas, normative standards, and practical models of desir-
able forms of social policies (Deacon, 2007; Schmitt, 2020).

Unlike pension policy, where the WB had a defined reform blueprint (Orenstein, 2008),
there is limited understanding of the WB’s preferences for healthcare financing reform.
Moreover, the process of how the WB formulates the content of healthcare financing rec-
ommendations is not entirely clear. Does the WB provide healthcare financing policy
advice based on top-down, one-size-fits-all solutions? Or does the WB adjust general,
established blueprints in view of concrete national conditions? Several studies touch
on this topic, but none specifically address it. Although some scholars have argued
that the WB favoured a Social Health Insurance (SHI) model in Central and Eastern
Europe (CEE) (Cerami, 2006; Nemec & Lawson, 2008), recent literature suggests otherwise
(Kaminska et al., 2021). Similarly, studies on Latin America have revealed that the WB did
not offer a clearly defined healthcare reform plan for different countries (Noy, 2017;
Weyland, 2006). Furthermore, some argue that the WB often disregarded specific national
conditions (Nemec & Kolisnichenko, 2006), while others indicate that it does take them
into account (Noy, 2017; Weyland, 2006; Wireko & Béland, 2017).

Following the latter line of thought, this paper argues that theWB formulates healthcare
financing recommendations by reinterpreting prevailing policy paradigms in the light of
national conditions in a process labelled policy bricolage. To investigate this process, the
paper analyses the WB’s healthcare financing recommendations in Argentina and
Croatia and focuses on the period between 1987 and 2007. During this time, the WB was
influenced by two prominent paradigms, the Washington Consensus (WC) (1987–1997)
and the post-Washington Consensus (post-WC) (1997–2007). These two paradigms rep-
resented significant shifts in the WB’s healthcare priorities and were influential worldwide.

Argentina and Croatia are representative cases for the socio-political transformations
experienced in Latin America and Central and Eastern Europe during the observation
period (Misztal, 1992; Vidučić, 2000). Both countries shared a preceding statist regime
(rightist military dictatorship in Argentina and communism in Croatia) and their transition
to democracy and a market economy was marked by wide-ranging reforms as well as the
involvement of the WB in social reforms, including healthcare financing (Misztal, 1992;
Noy, 2017; Radin, 2008; Weyland, 2006). Clearly, both countires underwent numerous sig-
nificant changes throughout the observed period, thus making them good cases for
investigating how the WB responds to continually evolving national conditions.

By means of a dual twofold comparison (Argentina vs. Croatia, WC vs. post-WC
periods), this article aims to provide a better understanding of IOs’ healthcare policy rec-
ommendation making in middle-income countries that experienced significant changes
during the period of observation in terms of social, political and economic contexts. More-
over, the article introduces a novel analytical framework for assessing policy bricolage in
IOs’ policy recommendation making. Consequently, it makes valuable contributions to the
literature on global social policy and policy bricolage.

The following section provides theoretical background and presents an analytical
framework to examine policy bricolage in healthcare policy recommendation making.
The third section describes the data used in this research and the data collection and
analysis processes. The subsequent empirical sections present national conditions, map
WB healthcare financing recommendations in Argentina and Croatia and analyse
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whether and how the WB acted as a policy bricoleur. Finally, discussions and conclusions
of the study are presented.

2. The WB as a policy bricoleur

The analytical framework of this paper derives from the concept of bricolage, an ‘innova-
tive recombination of elements that constitutes a new way of configuring organisations,
social movements, institutions, and other forms of social activity’ (Campbell, 2005, p. 56).
Policy bricolage embodies an evolutionary process where certain policy elements
undergo change while others remain unchanged. In this process, policy bricoleur plays
a crucial role (Carstensen, 2011). It is a policy actor who takes stock of an ‘existing set
of ideas, policies, and instruments and reinterprets them in the light of concrete circum-
stances’ (Carstensen, 2011, pp. 155–156). Bricoleurs are, above all else, flexible and prag-
matic. They use and combine ideas to make them work within a specific context. In this
process, bricoleurs do not strictly adhere to the dominant policy paradigm and can
choose ‘ideas that may answer multiple logics simultaneously’ (Carstensen, 2011,
p. 160). Therefore, their policy ideas are not rigid but are like a toolkit in which multiple
ideational perspectives co-exist and in which old and new ideas can be combined and
adjusted to create something new (Carstensen, 2011). In this perspective, paradigms
are viewed as flexible and adaptable frameworks, susceptible to continuous reinterpreta-
tion and modification over time (Carstensen & Matthijs, 2018).

Existing research on bricolage usually deals with policy change topics in which disparate
existing policies were repurposed and recombined to offer (new) policy solutions (e.g. Allain
& Madariaga, 2020; Carstensen, 2017; Hannah, 2020). For instance, Allain and Madariaga
(2020) argue that in Chile, environmental organisations successfully garnered wider political
support and integrated their ideas into a new energy policy by creatively combining existing
policy ideas. These ideas included multiple perspectives such as environmental protection,
economic efficiency, local development and democratisation, and supply security.

This paper conceptualises policy bricolage primarily as a process in which policy actors
draw on multiple sources of knowledge and information to piece together contextualised
policy solutions instead of relying on textbook blueprints or predefined solutions. This
paper argues that the WB uses bricolage to formulate policy recommendations by reinter-
preting and/or combining current and/or past policy paradigms in view of current
national conditions. Accordingly, the WB, as a bricoleur, follows a four-step approach: It
(1) takes stock of past and current policy paradigms (existing set of ideas), (2) evaluates
current national conditions (concrete circumstances), (3) reinterprets the existing ideas
in light of domestic conditions, and (4) formulates recommendations. These four necess-
ary steps, then, constitute the process of policy bricolage.

Even though policy bricolage considers any extant, past or present, ideas to develop
policy solutions, we operationalise the stock of ideas by considering the dominant and
distinct policy paradigms existing during our observation period. The literature argues
that during this period, the WB was focused on healthcare system reform and that its rec-
ommendations followed two different paradigms, WC (1987–1997) and post-WC (1997–
2007) (Tichenor & Sridhar, 2017).

The WC refers to homogeneous neoliberal solutions for (social) policies promoted by
International Financial Institutions (IFIs), such as the International Monetary Fund (IMF)
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and the WB (Almeida, 2015). These solutions were mainly designed for Latin American
countries to assist them in recovering from the economic and financial crises they experi-
enced during the 1980s; however, the WC ideas rapidly spread to other regions, such as
CEE (Lütz & Kranke, 2014; Williamson, 1993). The approach revolved around the principles
of liberalisation, privatisation and macro-stability to expand private markets and, conse-
quently, minimise (and replace) the role of the state (de Carvalho & Frisina Doetter,
2022). Improving health conditions was understood as a way to leverage economic devel-
opment, with a ‘selective increase of social spending focused on the poorest’ (Almeida,
2015, p. 211, own translation). With regards healthcare financing, these neoliberal sol-
utions were mostly laid out in the WB’s publications such as Financing health services in
developing countries (1987) and Investing in Health (1993). The main instruments pro-
moted by the WB during the WC period were related to the establishment and/or expan-
sion of private financing sources (such as voluntary private health insurance and out-of-
pocket payments), encouragement of non-government provision of health services,
decentralisation to lower levels of government, and the introduction or expansion of
risk-coverage programmes (i.e. schemes in which individuals participate in some form
of risk-sharing agreement). Further, the WB insisted that public healthcare spending
should be focused on ‘a basic basket of services based on a cost-effectiveness evaluation
of each medical procedure’ (Tobar, 2010, p. 119, own translation) that prioritises primary
care, and vulnerable groups (Almeida, 2015; Deacon, 2007; Noy, 2017; Tichenor & Sridhar,
2017; World Bank [WB], 1987, 1993).

As the limitations of the WC became more apparent, a new approach emerged known
as the post-WC. The main difference to the WC was the view that the state and the market
should complement each other (Krogstad, 2007; Öniş & Şenses, 2005). Moreover, the
primary goals were not only economic growth and efficiency but also social protection,
e.g. alleviation of unemployment, poverty, and inequality (Öniş & Şenses, 2005). The
concept of health was also redefined as an end in itself rather than an investment in
human capital and economic growth (Noy, 2017). While the WB remained concerned
about efficiency, it also started emphasising universal healthcare coverage, equity, risk
protection, increased access, quality of services, and health outcomes (Deacon, 2007;
Kaasch, 2015; Noy, 2017). To achieve these goals, the WB advocated for an increased
role of the state, mobilisation of additional resources, less reliance on user-fees, expansion
of risk pooling and taxation instruments (Deacon, 2007; Fair, 2008; Kaasch, 2015; Noy,
2017). Noy (2017) argues that the WB shifted its emphasis from neoliberal ends to neolib-
eral instruments. For instance, performance-based management or targeting were some-
times used to achieve equity and universalism. Finally, the post-WC emphasised
government ownership and adapting lending policies to the country’s needs (WB, 1997).

This study refers to existing national conditions which have a significant impact on social
and health policymaking: namely, economic, political, and healthcare system performance
factors. Economic conditions impact the resources available for healthcare, dictating the
level and quality of service provision (Polte et al., 2022; Wilensky, 1975). Political factors
are also said to explain changes in welfare. There is a strong causal relationship between
the alignment of parties in government with social groups and social policy change (e.g.
Myles & Quadagno, 2002). Further, pressing health issues and the performance of the
healthcare system stimulate the development of healthcare policy to adjust and/or
advance health policy outputs and outcomes (Cacace et al., 2008; Schmid et al., 2010).
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In this paper, evidence of bricolage relies on the necessary condition that the WB con-
siders the existing stock of ideas and national conditions to formulate recommendations.
This may be presented in two different ways. First, the WB may adjust policies associated
with the dominant paradigm of the time (WC or post-WC) to different national conditions.
In other words, although the recommendations follow the paradigm, they differ depend-
ing on the country. Second, recommendations may deviate from and/or contradict the
dominant paradigm. For example, the observation of non-neoliberal principles in the
WC period and neoliberal, pro-market principles in the post-WC years. It should be
noted that this paper only analyses the WC and post-WC paradigms.

3. Data collection and analysis

The data used in this article comes from two main sources: Secondary scholarship and
documents published by the WB. The former was used to outline internal national con-
ditions in each country, namely, political and economic conditions and healthcare
system performance. These factors were selected in accordance to scholarship, as
stated in the previous section. To map WB healthcare financing recommendations, all
reports and strategy papers published by the WB regarding the cases of Argentina
(1987–2007) and Croatia (1993–2007)1 were collected. These were identified via struc-
tured searches in the WB’s public database using the filters ‘Argentina’ OR ‘Croatia’
AND ‘Health Systems Development and Reform’ in English and Spanish/Croatian equiva-
lents. In addition, an unstructured search was conducted to account for non-indexed
documents. Searches were conducted between June and August of 2022.

The documents selected for analysis meet five criteria: They (a) were produced
between 1987 and 2007; (b) addressed the topics of healthcare and/or healthcare
financing; (c) contained recommendations related to healthcare financing; (d) do not
contain a disclaimer that the document does not represent the opinion of the WB; and
(e) addressed the whole country, as opposed to specific regions/provinces. After exclud-
ing documents that did not meet the pre-established criteria, 14 publications related to
Argentina and 11 to Croatia were identified for analysis.2

The methods employed were a literature review of the secondary scholarship and a
qualitative content analysis of WB documents. The analysis is divided into two periods
corresponding to the WC and post-WC paradigms. For both countries, national conditions
are first described, accounting for, among others, shifts in the party in power, political
(in)stability during the period, economic recession and growth/recovery, and healthcare
system performance. Then, healthcare financing recommendations published by the WB
in each period are mapped. Finally, an analysis considering the aforementioned analytical
framework is used to determine whether and how the WB acted as a policy bricoleur.
Figure 1 details the data collection and analysis steps employed in this research.

4. 1987–1997: Washington Consensus paradigm

4.1. Argentina3

Between 1987 and 1997, Argentina transitioned back to democracy after seven years of
military dictatorship characterised by a weak economy and hyperinflation (Blake, 1998;
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Colonna, 2019; O’Donnell, 2008). The previous statist model was restructured and pro-
market, neoliberal reforms were advanced by Menem from the leftist Partido Justicialista
(Justicialist Party, PJ) (Blake, 1998; Nochteff, 2002) in order to control the early 80s econ-
omic crisis (Cerruti & Ciancaglini, 1992). These reforms resulted in lower inflation, lower
unemployment, higher foreign investment and an annual GDP increase of about 6.5%
(García-Lema, 1994). The initial success of neoliberal policies in the economy opened
the door to further market-oriented reforms in social areas, such as pension and health-
care (Etchemendy & Palermo, 1998).

In this period, the expenditure on health was around 8% of GDP and Argentina’s
healthcare system was characterised by segmentation with different financing schemes
targeting distinct societal groups (Alonso, 2003; Guerrero Espinel et al., 1999; Stillwaggon,
1998; WB, 2023). A SHI scheme covered more than 50% of the population, comprising
more than 300 different funds which only pooled risks for their members (Rubinstein
et al., 2018; Tobar, 2012). To compensate for the differences between poorer and richer
funds, the Fondo Solidario de Redistribucion (Solidarity Redistribution Fund, FSR) was
created in 1989. Although not fully implemented at the time, the FSR reimbursed
money to different health insurance funds for complex and expensive treatments and

Figure 1. Flow chart of data collection and analysis.

Source: Own presentation.
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provided subsidies to the poorest funds. A private insurance scheme was financed by
monthly premiums and targeted the upper classes. Finally, a tax-funded scheme targeted
the most vulnerable segments of society not covered by SHI or private insurance, particu-
larly informal workers and the poor (Cavagnero, 2008). The SHI and tax-funded schemes
were not able to cover the costs of all available health treatments (D7). In terms of health
conditions, it is important to note that the poor, in particular children and mothers,
suffered from inadequate healthcare (D2).

During this period, the WB supported PJ’s neoliberal agenda and pushed for (public)
cost control, liberalisation, increasing private sector involvement, and reducing the role
of the state. The WB argued that public healthcare expenditure was too high due to a
large number of doctors and hospital beds and a growing demand for healthcare services
(D7). In order to reduce costs, moderate demand, and guarantee basic services to the
whole population, the WB recommended that every healthcare financing scheme
should (1) create and standardise a basic benefits package (D4) and (2) implement
cost-recovery from individuals and third-party payers by billing for services provided by
public facilities. At the same time, the WB recognised the high mortality and morbidity
levels of poor children and mothers and recommended that the tax-funded scheme (3)
expand health services (such as prenatal, child delivery, and postnatal care) to these
groups (D2) and (4) define priority services to be financed by government subsidies (D3).

Most recommendations concerned the SHI scheme, which covered the largest portion
of the population due to low unemployment. The WB aimed to liberalise the sector and
introduce market mechanisms to reduce the number of funds. Accordingly, the WB rec-
ommended to (5) ‘introduce consumer choice of insurer’ (D7, p. 24); (6) allow ‘competition
among private and public insurance institutions’ (D6, p.19) and among union-run health
insurers (D6); (7) ‘leave employees to purchase additional coverage if they wish’ (D7), and
(8) ‘reduce payroll taxes from 7 to 5.5% for health insurance to a level that would just
cover the cost of the standard package for everyone’ (D5b, p.25). Moreover, the WB
tried to tackle the issues associated with risk pooling and recommended that FSR (9) auto-
matically allocate funds on the basis of members’ income, starting with the poorest, and
(10) compensate for household differences in income and health risk.

4.2. Croatia

Croatia began transitioning away from the communist regime in the early 1990s. This
transition was led by the Croatian Democratic Union (CDU), a right-wing party determined
to achieve democratisation, liberalisation, marketisation, and independence from the
Yugoslav Federation. This period was characterised by economic and political crises
and the Croatian War of Independence (1991–1995), which followed Croatia’s secession
from the Yugoslav Federation (Ramet, 2013). Inflation and unemployment surged while
GDP declined dramatically compared to pre-war levels (D15; Ramet, 2013; Stubbs & Zrin-
ščak, 2007). After the war, the political and economic situation started to improve.
Although GDP grew by 6% in 1996 and 1997, 9.7% of the population remained unem-
ployed (WB, 2023). The CDU became increasingly dependent on voter support which
was acquired by increasing public spending (Schönfelder, 2013). Consequently, disem-
powered groups, such as war veterans, their families, and, to a certain extent, pensioners,
could claim generous social benefits (Puljiz et al., 2008; Stubbs & Zrinščak, 2007).
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Regarding healthcare financing, Croatia inherited a heavily decentralised SHI system in
which multiple SHI funds were organised at the municipal level according to Bismarckian
and self-management principles (Malinar, 2022). Healthcare benefits and coverage were
practically universal. However, the system faced numerous issues due to heavy decentra-
lisation, lack of financial expenditure controls, duplication of procedures, inequality of
access, lack of medical equipment and drugs, as well as economic and political crises
(Chen & Mastilica, 1998; Šarić & Rodwin, 1993). The reforms initiated in the early 1990s
aimed to contain costs, introduce liberal and market policies, and, at the same time,
maintain solidarity (Malinar, 2022). In 1993, SHI was centralised into one national
health fund, the Croatian Institute for Health Insurance (CIHI), which collected and
pooled payroll tax contributions.4 Co-payments for selected services were established,
while groups such as war veterans, the unemployed, and children were exempted
(Kovačić & Šošić, 1998; Vončina et al., 2007). Finally, substitutive and supplementary
private insurance were introduced (Zrinščak, 2007). Despite the reforms, healthcare
expenditure rose from 6.4 to 8.6% of GDP during the 1993–1996 period (D16). The expen-
diture was driven by inappropriate management and resource allocation, outdated tech-
nology, and high demand for services, especially pharmaceuticals (Langenbrunner, 2002;
Vončina et al., 2007; WHO, 1999).

The WB only became involved in Croatian healthcare in 1995 because the war inter-
rupted and delayed its dialogue with Croatia (D15). At this time, the WB praised the
1993 reforms, highlighting the importance of redefined healthcare benefits, centralising
SHI, and enabling private insurance involvement. Moreover, to support their implemen-
tation, the WB financed the Health Project, which was primarily prepared by the govern-
ment itself (D15). However, as public healthcare expenditure began to rise, the WB noted
that the previous reforms should be extended to preserve the sustainability of the health-
care system and fiscal sustainability (D16; D17).

In particular, the WB wanted to address post-war social entitlements by reducing
the benefits and shifting the burden of financing on to those who could pay. More-
over, the WB argued that increased unemployment and the growing informalisation
of the economy hindered the collection of payroll taxes. Efforts to raise revenue
from other sources (e.g. co-payments) were necessary to reduce reliance on
payroll contributions. In addition, the WB noted that the tax burden was too
high, which created incentives to misreport wage income and discouraged formal
employment (D16; D17). To address these issues, the WB recommended: (1) redu-
cing payroll tax; (2) moderating the demand for healthcare services by removing
co-payment exemptions (except for the poor) and increasing the scope and rate
of co-payments; and (3) further developing a private insurance market and its regu-
lation (D16; D17).

4.3. Analysing policy bricolage in the WC period

During the 1987–1997 period, the WB recommendations for Argentina and Croatia were
heavily aligned with WC and neoliberal ideas, such as curbing public spending on health
and encouraging private sources of revenue, be it through private insurance or out-of-
pocket payments. However, the WB also considered the different national conditions in
both countries when it formulated its recommendations. In Argentina, the WB supported
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the government’s pro-market neoliberal programmes and took into account SHI fragmen-
tation, healthcare system segmentation, issues associated with risk pooling, and high
mortality and morbidity levels of poor children and mothers. The WB was mainly
focused on reducing the role of the state, increasing competition between SHI funds,
instituting complementary private insurance and a basic benefits package, and targeting
health services to poor mothers and children. These recommendations are strongly
associated with cost-saving and efficiency, which were extensively promoted during
the WC.

In Croatia, the WB offered a loan to support the government’s pro-market initiat-
ives and implementation of the 1993 healthcare financing reforms. Later, the WB
noted the rise in public healthcare expenditure, high unemployment, a growing infor-
mal economy, and issues concerning post-war social claims-making. Compared to
Argentina, where the WB favoured competition between SHI funds, in Croatia, the
WB favoured a centralised model of SHI insurance, which increased the role of the
state. Moreover, the focus in Croatia was on diversifying the sources of revenue col-
lection, private insurance development (substitutive and supplementary), and moder-
ating the demand for healthcare services by increasing the role of co-payments while
exempting the poor.

The evidence shows that the WB formulated its recommendations by considering and
combining different sources of knowledge, i.e. the WC and an evaluation of different
national conditions found in Argentina and Croatia, in particular healthcare system per-
formance and healthcare policies which were already in place. It can be observed that
most of the recommendations reflect the ideas of the WC, but at the same time, they
are contextualised for different national conditions. However, the WB did not strictly
adhere to the established paradigm because some recommendations diverged from
what is usually associated with neoliberalism. For instance, the WB showed a preference
for a centralised SHI model in Croatia and FSR’s redistribution of funds from wealthier to
poorer SHI funds in Argentina. The WB did not have a uniform approach for both
countries and deviated from the WC to adjust its recommendations to national con-
ditions. Therefore, it can be argued that during this period, the WB indeed acted as a
policy bricoleur. However, for the most part, this role was limited to contextualising the
WC to different national conditions.

5. 1997–2007: post-Washington consensus paradigm

5.1. Argentina

After ten years in power, the PJ lost the election to the Unión Cívica Radical (UCR, Radical
Civic Union) led by Fernando de la Rúa (1999–2001) (Corrales, 2002; Ollier, 2001). Between
1998 and 2002, the economy shrank by 28%, GDP decreased by 11%, private consump-
tion fell by 14.4% while unemployment and poverty increased dramatically, with 56%
of the population living below the national poverty line (Bernhardt, 2008; Cibils et al.,
2002; WB, 2023). The economic turmoil was accompanied by social unrest and political
instability. Although de la Rúa favoured increased social spending to address the crises,
his attempts failed, and he was eventually forced to resign (Auyero, 2007; Corrales,
2002; Hochstetler, 2006). Soon after, Argentina had five provisional and congress-
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elected presidents and announced a default on the government’s debt to foreign inves-
tors (Bernhardt, 2008).

The political and economic situation stabilised only when Nestor Kirchner (PJ) (2003–
2007) came to power. Kirchner was highly critical of the US and the constraints imposed
by IFIs (Becerra, 2015). He distanced himself from the pro-market agenda and promoted
greater state intervention, poverty and unemployment reduction, and income redistribu-
tion (Busso, 2016; Levitsky & Murillo, 2008). His election was followed by high GDP growth
rates of around 8% annually and low inflation levels (Mercado, 2007). Unemployment fell
from 13.5 to 8.5% in the period, while poverty decreased from 60% in 2002 to 19% in 2007
(D12; WB, 2023).

During the WC period, several healthcare financing changes were introduced (Barrien-
tos & Lloyd-Sherlock, 2000; Cavagnero, 2008; Tobar, 2012). First, co-payments and comp-
lementary insurance were introduced in both the tax-funded and SHI sector (Machado,
2018). Second, public hospitals were allowed to charge user-fees, although this did not
translate into more resources (Cavagnero, 2008; Lloyd-Sherlock & Novick, 2001). Third,
the FSR established criteria to redistribute revenue between richer and poorer healthcare
funds (Cavagnero, 2008). Fourth, the private sector was growing because public health-
care funds could transfer provision and regulation responsibilities to private providers
and companies (Arnaudo et al., 2017). According to Tobar (2012), an expansion of
private services and insurance offerings was driven by state incentives, which ‘reaffirms
the notion of health as a commodity’ (Tobar, 2012, p. 14, own translation). Fifth, employ-
ers’ contributions were reduced from 7% to 5% to cut labour costs. Ultimately, in an
attempt to reduce the high number of healthcare funds, the SHI sector was liberalised,
and workers were free to select their funds (Cavagnero, 2008; Machado, 2018).
However, the number of funds remained high, e.g. 268 in 2003 (D7; D10).

Between 1998 and 2002, healthcare expenditure decreased by 2% of GDP (WB, 2023).
Low contribution rates, the growing informal economy, and high unemployment caused
a decrease in revenue and coverage in the SHI sector (Lloyd-Sherlock & Novick, 2001).
Moreover, 9% of the population lost SHI coverage, and most transferred to the tax-
funded sector. This put additional pressure on the already underfinanced system
(Lloyd-Sherlock & Novick, 2001). Moreover, the crises exacerbated further health inequal-
ities, especially the rise of infant mortality and the incidence of infectious diseases in
mothers and children in poorer areas (Johannes, 2007).

During the tenure of the UCR/de la Rúa and the provisional presidents, the WB was par-
ticularly concerned with deteriorating healthcare coverage caused by increased poverty
and high unemployment. The WB was willing to support de la Rúa’s and the provisional
presidents’ intent to increase social spending to cushion the effects of ongoing political
and economic crises. In general, the WB encouraged the expansion of coverage to vulner-
able groups; however, it recommended that public spending should target social groups
that could not be integrated into the SHI.

The WB made several recommendations regarding the SHI scheme. It recommended
that the scheme should (1) not only cover formal employees but also be expanded to
those in the informal sector. The WB also suggested that (2) eligible beneficiaries to
SHI should be clearly defined. These two measures were proposed to strengthen social
protection for beneficiaries. It also suggested (3) the creation of parallel and alternative
health plans for uninsured non-poor households (D8; D9; D10).
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To extend coverage to those ineligible for or unable to be covered by the existing SHI
scheme, the WB suggested the creation of tax-funded alternative health plans for the
uninsured population. The first scheme involved the (4) establishment of health insurance
for the poor, which offered (5) a fiscally affordable basic benefit package. Additionally, the
WB proposed (6) creating the Maternal-Child Health Insurance Programme. This policy tar-
geted pregnant women and children up to age six who were not covered by the SHI
scheme. The programme would also (7) define a basket of services tailored to the
specific needs of mothers and children (D13; D14).

These recommendations were an active response from the WB to the economic crisis.
They aimed to compensate for the loss of insurance, the significant growth in demand in
the tax-funded sector, and to mitigate health challenges among vulnerable populations.

Moreover, the WB recommended measures for both SHI and tax schemes. It encour-
aged the (8) decentralisation of the systems by separating financing from the service
delivery functions in the public sector at the provincial level. This can be seen as an
attempt to transfer authority to provincial governments in response to central govern-
ment turmoil, with continued emphasis on targeting and tailoring schemes (and services)
for disadvantaged segments of society (D10; D11; D12).

When Kirchner came to power, health spending constituted around 7% of GDP, and a
three-tier system continued to exist (D12; WB, 2023). The economic and political crises of
1999–2002 had long-lasting effects on the delivery of public programmes, impacting
public responses, especially in relation to the control of diseases (D13; D14). Kirchner’s
government restored contributions to 6% of payroll and increased the percentage of con-
tributions channelled through the FSR to mitigate the consequences of health spending
cuts promoted by the government and the WB in the WC period (Cavagnero, 2008). More-
over, a system for uninsured mothers and children was implemented, which secured
funding for priority services and achieved 65% coverage of the eligible population
(D13; D14). Nevertheless, great inequalities between society’s vulnerable and wealthier
segments in terms of mortality (especially for mothers and children) and morbidity
remained and were aggravated by the 1998–2002 economic crisis (Bossio et al., 2020; Fin-
kelstein et al., 2016; Tobar, 2002; D12).

During Kirchner’s administration, the WB produced the lowest number of recommen-
dations on healthcare financing. Kirchner’s open opposition to IFIs may have discouraged
the WB from pushing for new and bolder reforms. Instead, it can be observed that the WB
aligned with Kirchner’s agenda and continued promoting already established measure
that targeted vulnerable populations. Even though the WB had already tried to tackle
health problems caused by the 1998–2002 crisis prior to Kirchner’s election, the effects
of the turmoil, including declining health outcomes and increasing health disparities, con-
tinued to be a prominent issue in the WB’s agenda. The IO focused on these pressing
issues rather than healthcare financing itself (D12, p. 9).

Consequently, the recommendations the WB put forth remained somewhat
unchanged between de la Rua’s and Kirchner’s administrations, with continued emphasis
on targeting and tailoring schemes (and services) for disadvantaged segments of society.
There was still a clear focus on mothers and children; however, other vulnerable groups,
such as indigenous and rural peoples, were also targeted. Moreover, concerns about the
benefits package continued with the WB pushing for a revision of the basket of benefits
for uninsured mothers and children to increase cost-effectiveness.
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5.2. Croatia

In the late 1990s, the CDU weakened considerably and in 2000 a coalition headed by the
left-wing Social Democratic Party (SDP) and the centrist Croatian Social Liberal Party
(HSLS) came to power (Bičanić & Franičević, 2003, p. 24; Stubbs & Zrinščak, 2007). The
new government continued pro-market reforms, initiated social policy reforms, consoli-
dated Croatian democracy, and began to westernise (Bičanić & Franičević, 2003; Stubbs
& Zrinščak, 2007). However, the government suffered from internal struggles and negative
public opinion and had to fulfil high expectations for economic growth and social justice
(Bičanić & Franičević, 2003; Kasapović, 2005). In 2003, a new centre-right government led
by the CDU came to power, lasting until 2007. It continued social and economic policy
reforms but also faced internal disagreements and was reliant on support from its
coalition partners, mainly the Pensioner’s Party and the Serbian Democratic Party
(Stubbs & Zrinščak, 2007).

GDP growth slowed from 6.1% in 1997 to −0.9% and 2.9% in 1999 and 2000, respect-
ively. However, from 2002–2007, GDP recovered significantly, averaging around 5%
growth annually. Inflation surged to 8.2% in 1998 but quickly decreased in the following
year. Until 2007 it remained relatively stable, between 3% and 4%. Unemployment peaked
at 16.1% in 2001 and gradually decreased to 9.9% in 2007 (WB, 2023). Moreover, Croatia
was still recovering from the war, and had to tackle excessive trade and fiscal deficits,
rising public debt, and insolvencies of banks and state-owned enterprises (Bičanić & Fra-
ničević, 2003, p. 18; D20 Bebek & Santini, 2013; Schönfelder, 2013; WB, 2008).

In healthcare, public expenditure continued to rise as issues from the previous period
persisted. The adverse economic situation created an additional mismatch between
revenue and expenditure (Langenbrunner, 2002). In 2000, total healthcare expenditure
amounted to 10.2% of GDP (Croatian Parliament, 2006), and CIHI’s debts were about
EUR 500 million (Zrinščak, 2007). Private insurance played a marginal role, amounting
to 6% of total healthcare expenditure in 2002 (Langenbrunner, 2002; Vončina et al., 2007).

The WB tried to use the reform-motivated and market-oriented SDP-led government to
break the status quo and push for healthcare financing reforms. The WB was particularly
concerned about the CIHI’s deficit and debts, high public healthcare expenditure, gener-
ous healthcare benefits, and lack of revenue diversification (D18; D19; D20). Moreover, the
WB argued that dwindling CIHI revenues were caused by the growth in unemployment
and the informal economy and warned that high labour costs discouraged formal
employment (D21). To address these issues, the WB recommended (1) reducing payroll
tax; (2) moderating the demand for healthcare services by removing co-payment exemp-
tions and increasing the scope and rate of co-payments. However, compared to the WC
period, the WB recommended that besides the poor, other groups, such as chronic
patients, should remain exempted from co-payments. The WB further recommended to
(3) introduce a basic basket of healthcare services; (4) levy additional SHI contributions
from non-wage labour, i.e. honoraria, and (5) centralise SHI by merging CIHI with the gov-
ernment budget (D20; D21; D22).5

Eventually, the SDP-led government introduced several changes: (1) payroll tax was
reduced twice, eventually down to 15% in 2003; (2) the scope and rate of co-payments
were increased while exemptions from co-payments were decreased. However, groups
such as war veterans, the unemployed, and the disabled remained exempted; (3)
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complementary health insurance (CHI), which covered co-payments, was introduced.
Monthly premiums were fixed at EUR 10.50 and EUR 6.50 for pensioners. CIHI was
given the exclusive right to initially offer CHI while private insurers could not enter the
market for two years (Vončina et al., 2007; Zrinščak, 2007); (4) substitutive private insur-
ance was abolished to pull more insurers into the SHI (Vončina et al., 2007); (5) CIHI
was incorporated into the government budget (Vončina et al., 2007; Zrinščak, 2007).

Despite these reforms, healthcare expenditure rose (Vončina et al., 2010). Financing
remained reliant on payroll tax, and CIHI still experienced sizeable deficits between
2003 and 2006. Moreover, CHI introduced the problem of adverse selection and contrib-
uted to moral hazard, which co-payments were meant to mitigate (Langenbrunner, 2002;
Vončina et al., 2007, 2010). After the change of government in 2003, the WB worked with
the CDU-led government, insisting on healthcare financing reforms.

The WB was unsatisfied because public healthcare expenditure and CIHI’s deficit
remained high. Although the payroll tax rate was reduced and the economy was recover-
ing, the WB still argued that it ‘place[d] a heavy burden on the productive labour force and
the economy’ and that additional revenue from co-payments and CHI was necessary (D23,
p. 40). In response to the abolished substitutive private insurance, the WB stated that sus-
tainability of the SHI was increased as it enabled it to pool more insurers. However, the WB
also stated that it was a setback in private insurance development and that a private
voluntary health insurance market should be promoted instead (D23). Finally, the WB
argued that broad co-payment exemptions and the existence of CHI exacerbated the
moral hazard issue and that CHI suffered from adverse selection and increased adminis-
trative costs (D23).

This time the WB recommended (1) reducing payroll tax; (2) moderating demand for
healthcare services by introducing means-testing criteria for co-payment exemptions and
further increasing the scope and rates of co-payments; (3) introducing a basic basket of
healthcare services, and (4) abolishing CHI and instituting ceilings on co-payments for
chronic patients or allowing only private insurance companies to offer CHI (D23; D24;
D25). The WB argued that the premiums of private CHI would appropriately reflect the
cost of services and ensure that excessive demand for services would be controlled (D25).

However, during the appraisal of reform progress, the WB recognised that the CDU-led
government was unwilling to shift the CHI to the private insurance market or introduce a
basic basket of services. Consequently, the WB recommended alternative policies accep-
table to the CDU government (D25). These included: (1) the introduction of user-fees for
primary care visits, referrals, recommendations, and visits to specialists without referrals,
(2) reducing the scope of pharmaceutical coverage by introducing essential (fully covered
by SHI) and non-essential (subject to co-payments) lists of pharmaceuticals and (3) redu-
cing the scope of CHI coverage which should not include user-fees nor pharmaceuticals
on the non-essential list.

5.3. Analysing policy bricolage in the post-WC period

The empirical evidence presented here shows that during the post-WC period, the WB for-
mulated its recommendations in both countries by considering principles consistent with
the post-WC, as well as the WC. Moreover, as in the WC period, the WB also considered
national conditions when formulating its recommendations. In Argentina, the WB
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considered the effects of political and economic crises and was particularly concerned
about increased poverty and high unemployment, which shrank healthcare coverage,
deteriorated health outcomes, and fuelled health inequalities. The WB also considered
the positions of different governments. For instance, it backed UCR’s proposal to increase
social spending and acknowledged Kirchner’s reluctance to collaborate with IFIs and
introduce further healthcare financing reforms. The WB still advocated for neoliberal
ideas such as defining basic health services to increase cost-effectiveness, decentralising
the tax-funded and SHI healthcare financing schemes, and targeting. It is important to
note that even though targeting is usually associated with neoliberalism, in this period
it served as an instrument to restore and/or expand coverage to vulnerable population
groups, such as the poor, mothers and children, indigenous people, and those not
covered by SHI. Therefore, it can be observed that the WB recommendations began to
move away from the fundamental principles of neoliberalism, such as prioritising cost-
effectiveness, promoting efficiency through privatisation, and minimising the role of
the state. Instead, the WB was focused on restoring and expanding coverage in both
SHI and tax-funded schemes by increasing the role of the state and mobilising additional
resources for vulnerable groups.

In Croatia, the WB recognised the growth in the unemployment rate and the informal
economy as well as issues facing the healthcare system more directly, such as CIHI’s
deficits and debts, lack of revenue diversification, moral hazard, and adverse selection
in CHI. Similar to the case of Argentina, the WB was also adjusting to the government
agenda, e.g. changing its recommendations to better suit the preferences within the
CDU-led government coalition. In contrast to the recommendations made for Argentina,
the WB was still focused on reducing public healthcare expenditure and social protection.
Consequently, neoliberalism was more prominent. Most of the recommendations
revolved around reducing healthcare benefits, expanding private sources of revenue
(e.g. out-of-pocket payments and private voluntary health insurance) and promoting indi-
vidual responsibility for health. However, the WB also recommended policies which were
consistent with the post-WC. For instance, some neoliberal recommendations were more
nuanced (e.g. co-payment exemptions, not only for the poor, but also for other groups
such as chronic patients), while some recommendations completely diverged from neo-
liberalism (e.g. expansion of payroll taxes, endorsing the abolishment of private substitu-
tive insurance, and further centralisation of SHI). It can be observed that post-WC
principles were less emphasised in the WB’s recommendations for Croatia. They mostly
involved the increased role of the state in the mandatory SHI, mobilisation of additional
resources, and expansion of taxation instruments. Interestingly, in both countries, during
times of economic crisis, the WB recommended policies which increased the role of the
state, aligning with post-WC ideas. For instance, in Croatia, the WB advocated for stricter
control of the SHI fund, while in Argentina, the WB supported the expansion of the tax-
funded scheme.

Considering the points mentioned above, it is clear that the WB began to embrace
post-WC principles. This was more evident in Argentina than in Croatia, where the WB
still prioritised WC and neoliberal tenets. Much like during the WC period, the WB’s
approach in formulating healthcare financing recommendations was neither uniform
nor monolithic. The WB considered specific national conditions, leading to divergent sug-
gestions for each country. Moreover, the WB did not strictly follow the post-WC paradigm.
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Compared to the previous period, where the WC principles were primarily contextualised
to different national conditions, the WB formulated its recommendations by taking inspi-
ration from two different paradigms simultaneously, WC and post-WC. In other words, the
WB did not just contextualise the post-WC to national conditions but also deviated from it
by recommending ideas aligned with the WC. This was particularly notable in Croatia, thus
further supporting the argument that the WB did not rely on paradigms as dogmas.
Instead, the WC and post-WC were regarded as toolkits providing different tools which
were used to respond and adjust to the concrete circumstances in Argentina and
Croatia. Therefore, the WB was involved in the process of bricolage when it formulated
its recommendations. During this process, the WB considered the principles found in
the WC and post-WC, as well as different national conditions. Table 1 summarises the
empirical findings of the study.

Table 1. The WB approach to Argentina and Croatia during the WC and post-WC period.

Argentina Croatia

National conditions WB recommendations National conditions WB recommendations

WC - Transition to
democracy

- Neoliberal, promarket
reforms

- Lower inflation, GDP
grow, high foreign
investment

- Low unemployment
- Co-existence of

different health
schemes

- High number of
sickness funds

- Health inequalities:
poor vs. rich

- Introduction of
standardised basic
benefit package

- Cost-recovery
- Targeted public services

for specific
population groups

- Prioritisation of public
spending

- Increase competition and
consumer choice

- User-fees

- Transition to democracy
- Economic crisis and

recovery
- High unemployment
- High public health

spending
- Inequality in access and

lack of resources
- Centralisation of health

system
- Co-payment for

selected health
services (except for
specific groups)

- Substitutive and
supplementary
insurance

- Centralisation
- Redefinition and

reduction of benefit
package

- Involvement of private
insurance

- User-fees, including
reduction in co-
payment
exemptions

- Reduction of payroll tax

Post-
WC

- Economic crisis and
recovery

- High unemployment
and poverty

- Social unrest and
political instability

- Political criticism of IFIs
- Greater state

intervention
- Healthcare user-fees
- Growing participation

of private sector in
healthcare

- SHI: decrease in
revenue and
coverage

- Tax-financed system:
increased
coverage and
underfinancing

- Health inequalities

- Increase social spending
- Expansion of coverage to

vulnerable groups
(e.g. informal
workers)

- Prioritisation of public
spending

- Creation of parallel plans
for uncovered groups

- Decentralisation

- Pro-market reforms
- Consolidation of

democracy
- Political turmoil
- Economic stabilisation

followed by growth
- High levels of

unemployment
- Rising public debt
- High public health

spending
- Moral hazard

- Reduction of payroll tax
- Increase in co-payments

and removal of
exemptions

- Introduction of a basic
benefit package

- Centralisation of SHI
- Levy of additional SHI

contributions
- Promotion of the

private insurance
market

- Introduction of user-
fees for specific
services

- Reduction in
pharmaceutical
coverage

Source: Own compilation.
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6. The WB as policy bricoleur: final remarks and future research

This study investigated WB healthcare financing recommendations in Argentina and
Croatia from 1987 to 2007. Literature suggests that during this period, WB recommen-
dations were framed within WC (1987–1997) and post-WC (1997–2007) paradigms (Tiche-
nor & Sridhar, 2017). However, the cases of Argentina and Croatia demonstrate that by
considering national conditions when formulating recommendations, the WB did not
strictly adhere to mentioned paradigms.

In the first period, the WB primarily promoted neoliberal ideas associated with the WC
which were contextualised to unique domestic circumstances. Moreover, in its attempt to
adjust to national conditions, the WB went as far as diverging from the WC and neoliber-
alism. The second period saw the WB considering national conditions as well as neoliberal
and post-WC principles, with the latter more evident in Argentina than Croatia. Neoliberal
rhetoric began to evolve in both countries, with some recommendations being aban-
doned or becoming less pervasive (e.g. reducing the role of the state in Argentina)
while others were more nuanced (e.g. co-payment policy in Croatia). Moreover, in Argen-
tina, neoliberal instruments such as targeting were utilised to advance post-WC goals (e.g.
coverage expansion) rather than promoting cost saving.

It can be observed that in both periods the WB acted as a policy bricoleur. It took stock
of existing ideas (WC and post-WC) and reinterpreted or deviated from them to adjust rec-
ommendations to Argentinian and Croatian national conditions. As a result, the WB did
not consider the WC and post-WC as paradigms to be followed rigorously or dogmatically
but rather as tools to be used and (re)combined to address country specific issues. Fur-
thermore, it is evident that the WB does not ignore ideas from past paradigms. This is
most clearly seen during the post-WC period, when the WB still formulated recommen-
dations which can be associated with the WC, especially in Croatia. This nuanced
approach shows that the WB considers multiple sources of knowledge when formulating
healthcare financing policy recommendations. In these particular cases, past and contem-
porary policy paradigms, national political and economic conditions, and healthcare
system performance.

It can be argued that, as a policy bricoleur, the WB is more capable to adapt, innovate
its approach and provide country tailored recommendations in the face of diverse and
changing national conditions. This is particularly crucial for an organisation dealing
with a wide range of countries with distinct political, economic, and social conditions.
By providing country tailored recommendations in such diverse environments, the WB
can preserve and extend its authority and expert legitimacy (Barnett & Finnemore,
2004). Moreover, bricolage can also be used to garner wider political support for
reform (Allain & Madariaga, 2020), thus improving the prospects for implementing WB’s
policies.

Furthermore, the concept of the WB as a policy bricoleur has implications for under-
standing WC and post-WC periods. It suggests that WB policy recommendations
cannot be strictly categorised within distinct paradigms and policy eras. Instead, the
WB selectively incorporates and combines elements from different policy paradigms,
thus blurring the boundaries between them. Consequently, WC and post-WC should be
viewed with more nuance, aligning with the argument that paradigms are flexible frame-
works open to continuous reinterpretation (Carstensen & Matthijs, 2018).
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To conclude, the paper has shown that the WB did not rely on pre-cooked ideas which
should be blindly implemented despite the particularities of each country. Instead of pro-
posing one-size-fits-all recommendations, the WB appeared as a policy bricoleur, a prag-
matic and reflexive actor which formulates its recommendations by reinterpreting current
and/or past paradigms in light of concrete circumstances.

These findings are consistent with the scholarship which argues that the WB does not
offer a single blueprint for healthcare financing reforms and that it accounts for specific
national conditions (Noy, 2017; Weyland, 2006). Consequently, the paper provides further
evidence that the WB does not act as a neoliberal hegemon in healthcare financing and is
willing to use the ‘logic of accommodation’ (Noy, 2017; Wireko & Béland, 2017). Conver-
sely, the paper diverges from studies contending that the WB provides a well-defined
reform blueprint and disregards national conditions (e.g. Cerami, 2006; Nemec & Kolisni-
chenko, 2006). The findings also show that the WB operates differently across policy
sectors. For instance, in the pension sector, the WB pushed for a standardised three-
pillar pension system (Orenstein, 2008).

The paper contributes to the growing literature on global social policy and provides a
novel concept on how the WB formulates recommendations in healthcare financing
policy. It advances the theory of policy bricolage, putting forth a novel definition and
an analytical framework to measure policy bricolage in IOs’ policy recommendation
making. In addition, the paper shows that there should be a more nuanced understanding
of WC and post-WC and how they are used to define WB’s impact.

Finally, it isworthnoting some study limitations andpossible avenues for future research.
The paper was primarily based on document analysis. Further research, including additional
methods such as interviews with national and IO stakeholders, and data, such as national
documents, is needed to support the findings of the paper. Furthermore, future research
should offer insights on this topic by focusing on different timeframes, countries/regions,
and policy sectors. On a final note, the findings of the paper show adaptation and deviation
from theWB’s global reports on healthcare financing (e.g. Financing health services in devel-
oping countries and Investing in Health). This suggests a potential divergence in recommen-
dations betweenWB’s headquarters and its country offices. As a result, a promising avenue
for future research would be to investigate and compare the extent of such divergence.

Notes

1. The differences in the timeframe are due to WB membership: Argentina joined the WB in
1956, Croatia in 1993.

2. For a list of all analysed documents, see Appendix 1.
3. The analysed documents are cited according to the numbering system (Document Code) in

Appendix 1, Tables A1 and A2.
4. In addition to SHI, healthcare was partly financed by the government and county budgets

(WHO, 1999).
5. The rationale behind this idea was to achieve better control over expenditure, debt collection,

and management (Vončina et al., 2007).
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Appendix 1. Analysed documents

Table A1. Argentina.

No. Name of Document Year Link
Document

Code

1 Population, Health and
Nutrition Sector Review

1987 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
524711467999097146/argentina-population-health-
and-nutrition-sector-review

D1

2 Maternal and Child Health and
Nutrition Project

1993 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
724541499097500930/argentina-maternal-and-child-
health-and-nutrition-project

D2

3 Social Sector Management
Technical Assistance Project

1994 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
218091468204555811/argentina-social-sector-
management-technical-assistance-project

D3

4 Provincial Health Sector
Development Project

1995 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
471401468009326471/argentina-provincial-health-
sector-development-project

D4

5 Health Insurance Reform Loans
Project

1995 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
181611468210574279/argentina-health-insurance-
reform-loans-project

D5

6 Health Insurance Technical
Assistance Project

1996 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
362151485897560905/argentina-health-insurance-
technical-assistance-project

D6

7 Facing The Challenge of Health
Insurance Reform

1997 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
373441468741669679/argentina-facing-the-
challenge-of-health-insurance-reform

D7

8 Poor People in a Rich Country:
Poverty Report for Argentina

2000 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
768561468000279728/poverty-report-for-argentina

D8

9 Provincial Health Sector
Development Project

2002 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
496961468217777755/argentina-provincial-health-
sector-development-project

D9

10 Health Insurance for The
Uninsured

2003 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
228731474566915988/argentina-health-insurance-
for-the-uninsured

D10

11 Health Sector Adjustment
Project

2003 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
757321468768590717/argentina-health-sector-
adjustment-project

D11

12 Essential Public Health
Functions Project

2006 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
326991468004205213/argentina-essential-public-
health-functions-project

D12

13 Provincial Maternal-Child Health
Sector Adjustment Loan

2007 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
686531468202183937/argentina-provincial-
maternal-child-health-sector-adjustment-loan

D13

14 Provincial Maternal-Child Health
Sector Adjustment Ln.
(PMCHSAL)

2007 https://documents.worldbank.org/en/publication/
documents-reports/documentdetail/
280241474591032513/argentina-provincial-
maternal-child-health-sector-adjustment-ln-pmchsal

D14

Source: Authors’ compilation.
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Table A2. Croatia.

No. Name of Document Year Link

1 Memorandum and Recommendation
of the President of the International
Bank for Reconstruction and
Development to the Executive
Directors on a Proposed Loan in an
Amount Equivalent to US$40.0
Million to Republic of Croatia for a
Health Project. Report No. P-6580-HR.

1995 http://documents1.worldbank.org/curated/en/
559441468244221414/pdf/multi0page.pdf.

D15

2 Croatia Beyond Stabilisation. Report
No. 17261

1997b https://documents1.worldbank.org/curated/en/
537421468746754080/pdf/Croatia-Beyond-
stabilization.pdf

D16

3 Financiranje javnog sektora, reforma
zdravstva i mirovinska reforma u
Hrvatskoj [Public Sector Financing,
Health Care Reform and Pension
Reform in Croatia].

1997c Revija za socijalnu politiku 4(3): 265–285 D17

4 Croatia: A Policy Agenda for Reform
and Growth

2000 https://web.worldbank.org/archive_old/website00978/
WEB/PDF/A_POLICY.PDFhttps://web.worldbank.org/
archive_old/website00978/WEB/PDF/A_POLI-2.PDF

D18

5 The Reform of Health Care in Croatia 2000 Croatian Ministry of Health & World Bank. (2000). Revija
za socijalnu politiku, 7(3), 311–325.

D19

6 Croatia Regaining Fiscal Sustainability
and Enhancing Effectiveness: A Public
Expenditure and Institutional Review

2001 https://openknowledge.worldbank. org/handle/10986/
13993

D20

7 Report and recommendation of the
President of the International Bank
for Reconstruction and Development
to the Executive Directors on a
proposed structural
adjustment loan in the amount of US
$202 million to the Republic of
Croatia. Report No.
P7490-HR, 26 October

2001d https://documents1.worldbank.org/curated/en/
995481468244223640/pdf/multi0page.pdf

D21

8 Loan Agreement (Structural
Adjustment Loan) Between Republic
of Croatia and International Bank for
Reconstruction and Development
(Loan Number 4641 HR)

2001c https://documents1.worldbank.org/curated/en/
396551468248953182/pdf/
396E4FE7150A8EA485256F030015F4EE.pdf

D22

9 Croatia: Health Finance Study 2004 https://openknowledge.worldbank.org/server/api/core/
bitstreams/3c4c38bb-b9e8–5d99-8424-
3cf7beb7d2b0/content

D23

10 International Bank for Reconstruction
and Development Program
Document for a Proposed
Programmatic Adjustment Loan in
The Amount of Eur150 Million (US
$184.9 Million Equivalent) to the
Republic of Croatia. Report No.
30293-HR

2005 https://documents1.worldbank.org/curated/en/
692461468025814288/pdf/302931init0rev0pdf.pdf

D24

11 International Bank for Reconstruction
and Development Program
Document for a Proposed
Programmatic Adjustment Loan in
The Amount of Eur150 Million (US
$197.4 Million Equivalent) to the
Republic of Croatia. Report No.
39392-HR

2007 https://documents1.worldbank.org/curated/en/
450581468248374738/pdf/39392main.pdf

D25

Source: Authors’ compilation.
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