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The problems, current status, and opportunities of national and in-
ternational collaboration between the academic family medicine in-
stitutions in Southern Europe, particularly in the region of ex Yugo-
slavia, as perceived from the standpoint of the Department of Family 
Medicine in Split University School of Medicine, Split, Croatia, are 
presented in this brief review. A historical survey of this department’s 
educational, professional, and scientific development from its estab-
lishment in 1997 is given to place the regional issues in context. Family 
physicians are strong in number here – around 53 family practitioners 
per 100,000 inhabitants in Croatia, similar to surrounding countries, 
but weak in academic representation, with only 18 active faculty mem-
bers. This compares to general internal medicine with 28 practitioners 
per 100,000 inhabitants and 106 active faculty members. The reasons 
for such a disproportion are analyzed, and the importance of collabo-
ration is stressed. Conclusion. Although there have been several co-
operative efforts, these activities can and should be intensified. While 
there is much work to be done, there are many opportunities for im-
provement.
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Introduction

More than a century has elapsed since Abra-
ham Flexner, a renowned educator and de-
scendant from a physicians’ family, radi-
cally influenced the concept and structure 
of medical education with his report on the 
poor condition of medical schools in North 
America (1). The basic tenets of a good med-
ical school, which had to incorporate not just 
teaching, but also a trinity of scientific inves-
tigation, health services, and education of 
future medical professionals, were set. This 
approach marked a turning point in the con-
cept of medical education worldwide. These 

principles apply to all components of a medi-
cal school, including family medicine (FM). 

As a professional league, FM is very nu-
merous (for instance, in Croatia, with about 
4.4 million inhabitants, there are 2,345 fam-
ily physicians or a ratio of about 1:1900 in-
habitants), while as an academic discipline 
it is tiny and understaffed. Indeed, four FM 
chairs in this country have just 18 faculty 
members (9 professors and 9 associate pro-
fessors). Although FM is the most numerous 
in terms of practitioners, its educators are 
few and far between. By comparison there 
are 1225 general internists and 248 of them 
are faculty members (with 57 professors and 
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became an independent department in 1997 
with the establishment of the Split Univer-
sity School of Medicine, the first graduate 
school founded in the independent Repub-
lic of Croatia. It has a peculiar undergraduate 
curriculum of 180 teaching hours per student 
(100 hours of practice, particularly on the is-
lands and in the rural areas of the Dalmatian 
Highland consisting of autonomous work 
under tutorial supervision; 60 hours of semi-
nars with case presentations or role playing; 
and 20 hours of interactive lecturing).

At the time of its constitution, the Split 
department of FM consisted of only one as-
sociate professor and six assistants, three of 
them with a MB degree, and some 20 prac-
tice tutors (their number varied according to 
the number of enrolled students, since each 
tutor/mentor could accept no more than 
two of them in the office). Summative ex-
ams were composite from the beginning (a 
multiple choice written test, patient consul-
tation in the tutor’s office, and oral examina-
tions with pulling of announced questions). 
Our parent chair and its staff from Zagreb 
was initially of invaluable help in the teach-
ing process and in the summative students’ 
assessments.  

After some years, a visiting professor 
in FM from the Ljubljana School of Medi-
cine (Slovenia) was elected in 2007 (3) and 
continues to lecture here today. The teach-
ing subjects and contents were permanently 
accommodated to current practice issues 
(e.g. controversies in the management of hy-
perlipidemia or diabetes mellitus type 2) or 
sociomedical problems (e.g. patients’ rights, 
family violence, bullying). The freshmen, in 
their first study year, were already exposed 
to the FM perspective within the subject 
“Introduction to medicine” (25 hours, since 
1997). Student polls consistently rated this 
course as highly appreciated. Unfortunately, 
the subject was truncated in 2009. Some im-
provements have been incorporated in the 
FM curriculum, particularly in the summa-

49 associate professors).This disproportion 
may be due to several factors. In particular 
there is a negative selection; hospital resi-
dencies are preferred, and FM specialization 
is not mandatory for FM practice in Croa-
tia. Consequently, a number of FM practi-
tioners in Croatia are not specialist/consul-
tants in the field (1151 out of 2345 or 49.1%) 
and are therefore practically banned from 
scholarship/faculty election. Moreover, cur-
rent capitation, a counterproductive way of 
financing primary care, stimulates agglom-
eration of health care beneficiaries (patients) 
with decreasing quality of care due to lack 
of time and space. All that may be summa-
rized in two opposite trends: shortage (in 
motivation, proficiency, scholarship, prac-
tice-academia interaction) and surplus (in 
overbooked visits, administrative, financial 
and organizational burdens, isolation, and 
substandard office equipment). Neverthe-
less, a study across Croatia has shown that 
FM practitioners have a highly affirmative 
attitude towards medical science (about 80% 
gave very positive answers) and scientific/
professional literature (over 90%). However, 
their publication activity was low (papers 
referred to in Index Medicus have authored 
6%, and in Current Contents just 1.6% of 
them) (2). As academic involvement is a 
mainstay of publication, increasing of this 
process to match FM support of scholarly 
activity will necessarily involve research and 
scientific education.

The aim of this short review is to present 
the current status of cooperation between 
the academic departments of Family Medi-
cine in the region as seen at the Split depart-
ment, and to outline opportunities for im-
provement.

Department of Family medicine in 
Split University School of Medicine

The Split chair of family medicine sprouted 
from the Zagreb alma mater in 1976, and 
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tive part of the FM examination, since the 
tutorial assessment was not reliable enough; 
instead of this, OSCE (Objective Structured 
Clinical Examination) was introduced in 
2010. For its sake a practicum of clinical 
skills was published in 2012 (4). Several dolls 
and models for OSCE were borrowed from 
the Mostar University School of Medicine 
since its FM department introduced this 
kind of practical examination in 2009. In 
addition, as a part of the exam letters to the 
patient (5) and PEARLS (Practical Evidence 
About Real Life Situations and/or Present-
ing Evidence Abstracted from the Research 
Literature for the Solution of real patient’s 
problems) were introduced (6).

Scientific advancement and scholarly 
achievements were occurring at a much 
slower pace, presumably due to the age of 
the assistants (mean around 48 years)  and 
the  just started, detrimental FM privatiza-
tion/leasing (from 1998; formerly all FM 
practitioners were community health cen-
ter employees), which forced doctors to 
devote time to business practice instead of 
medicine. The department has slowly reju-
venated over the past ten years, first with the 
admission of two assistants (one with the 
MB degree), and later with two novices on 
the international INTER HEART 2 project, 
animating scientific publication, thesis and 

dissertation defense, and scholarly progress 
(3). Today the Department has one profes-
sor, two associate professors, three PhDs, 
two senior lecturers, five assistants, and six 
practice tutors (the number of the latter is 
variable, according to the number of en-
rolled students).  

International and interfaculty 
cooperation

This collaboration, both at the national and 
international level, depends on mutuality in 
the fields of scientific endeavor, patient care 
services, and education of future doctors 
(Table 1).  

The opportunities at the international 
level, e.g. EGPRN (European General Prac-
tice Research Network), EURACT (Eu-
ropean Academy of Teachers in General 
Practice) or WONCA Europe, are underuti-
lized. Regional interdepartmental synergy 
remains low (Figure 1). 

The Slovenian chairs from Ljubljana 
and Maribor are unique, having developed 
successful interaction not only with Croa-
tia, but also with Bosnia and Herzegovina, 
Macedonia, Montenegro, and Serbia (7, 8).

Our department has established good 
links with Bosnia and Herzegovina (mostly 
with Mostar, less with Sarajevo) in terms of 
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Table 1 Opportunities for interfaculty cooperation

Science
Education

Profession
Undergraduate Postgraduate

Coordinated research 
projects (e.g.  within 
EGPRN)

Preparing joint textbooks; 
curricula fostering; EURACT 
cooperation

CME courses; EURACT Congresses and other 
conventions (e.g. WONCA 
Europe, HOUM*)

Scientific papers,   co-
authorship

Exchange of teachers and 
programs (e.g. visiting 
professorship)

Teaching courses; 
seminars for medical 
educators

Permanent exchange of visits 
and ideas 

Mentoring, coaching 
young researchers

Student exchange (e.g. Erasmus, 
practice groups)

Targeted meetings (e.g. 
DNOOM**)

Mutual evaluation of new 
technologies

Joint scientific boards, 
guideline committees

Reciprocation in teaching aids and 
summative assessment techniques 

Harmonization of 
curricula

Synchronized legislative 
proposals 

*HUOM: Croatian Society of Family Medicine; **DNOOM: Association of Teachers in General and Family Medicine.
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lecturing, summative exams, coaching/men-
toring of term papers (MB, PhD theses), and 
continues its relationships with Zagreb and 
Ljubljana. 

Slovenian colleagues, in addition to one 
visiting professor, have contributed with their 
authorship to our recent FM textbook (9).  

Although most departments are deeply 
interested in collaboration, at least declara-
tively, it is seldom materialized in practice, 
and when implemented it is often in a uni-
directional way.

Some efforts towards international co-
operation have been done. In particular 
the chairs in Maribor, Mostar, Ljubljana, 
Zagreb, and Split are striving to invigorate 
these relationships.  Cooperation must be 
a two-way street, i.e. mutual: all the par-

ticipants must profit. Currently, there are 
several obstacles on this path, such as inad-
equate infrastructure, geographic remote-
ness, an unfavorable economic situation in 
some regions with repercussions on their 
medical schools, and understaffed academic 
departments.  Synergy between our chairs in 
these circumstances can not be perfectly bal-
anced and bidirectional; it is understandable 
and almost mandatory that “stronger” chairs 
help the “weaker” ones until their material 
base and scholarship matures (examples are 
Zagreb – Split, Split – Mostar, and Ljubljana 
– Podgorica, Montenegro).  Nevertheless, 
the departments in Ljubljana and Zagreb are 
currently preparing a common FM textbook.

As an academic discipline we are not 
flamboyant; individually we are weak, even 

Figure 1 Bidirectional arrows on the chart show the actual interfaculty cooperation in this part of Southern 
Europe. Thicker arrows indicate higher intensity of collaboration. Links between Zagreb (Croatia), Maribor and 
Ljubljana (Slovenia) with Skopje (Macedonia) are not shown for graphic reasons.
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at the level of our medical schools by virtue 
of our low numbers in academia. United we 
may instigate a number of relevant, multi-
centric, and complementary clinical stud-
ies, promote academic achievements of our 
colleagues, and enhance the appropriate-
ness and efficiency of primary health care. 
Publication in peer reviewed journals must 
also be stimulated, including the local peri-
odicals (e.g. Medicina Familiaris Croatica is 
regularly published since 1992, with two is-
sues per year).

The study of medicine has recently re-
gained its appeal, and the number of young 
people eager to become doctors is antici-
pated to increase, especially in our region, 
which will expand the need for medical 
teachers (moreover, there are studies in Eng-
lish at Zagreb and Split Medical Schools). The 
emphasis on health care, not only in the re-
gion but worldwide, is moving from hospital 
and specialist towards primary care and fam-
ily medicine because it is more effective, less 
expensive, and hence more sustainable (10).  
Especially important are the issues of pri-
mary care management and comprehensive 
approach; person-centered care, holistic ap-
proach and community orientation are the 
future of medicine and the province of FM.

Conclusion 

We recommend the following specifics to 
achieve our goals:    

1. Scientific research. Focus on clinical 
and epidemiological studies, particularly 
concerning quality of life and preventive 
activities, aimed at clinically relevant out-
comes (PCOR, i.e. Patient-Centered Out-
comes Research) (11). These can be done 
at the student level as part of their core cur-
riculum, and can be supported by practi-
tioners mentoring these students. Consider 
formally studying the following current is-
sues within our community, all easily inves-
tigated within our patient population: 

-  effectiveness and risk/benefit evaluation 
of prescribing allopurinol vs. placebo to 
asymptomatic hyperuricemic patients 
(acute attacks, tophi, atherosclerotic, es-
pecially coronary heart disease) (12); ef-
fects of vitamin C (13), cherries (14), and 
their combination on uric acid levels and 
incidence of acute gouty attacks;

-  clinical effectiveness of chondroitin sul-
phate, glucosamine, their combination, 
or placebo on knee osteoarthritis man-
aged with the optimal standard therapy 
(15);

-  impact of PSA screening for prostate 
cancer in primary care on the survival of 
male middle-aged patients (16);

-  effectiveness of antibiotic treatment 
(amoxicillin + clavulanic acid) for pa-
tients with low back pain lasting over 6 
months (17).
2. Medical education. Continue to im-

prove and harmonize the undergraduate 
and postgraduate teaching process (18, 19) 
in cooperation with international FM orga-
nizations, such as the mentioned EURACT 
in Europe or STFM (Society of Teachers of 
Family Medicine) in the USA. Consider the 
following attempts:
-  exchange of experience with the existing 

and/or novel teaching aids; weighing the     
reasons for and against their routine im-
plementation;

-  balancing and updating the catalogues of 
skills, knowledge, and attitudes sought 
and taught within our medical schools; 

-  improving specific problem solving com-
petency through formal study of how to 
solve clinical problems and testing these 
skills in an OSCE environment (e.g. de-
cision making skills, management of co-
morbidity/multimorbidity); 

-  coordination of examination criteria for 
undergraduate and postgraduate studies; 
comparison of the existing summative 
assessment programs (Table 2).

Mirjana Rumboldt et al.: Regional academic cooperation in family medicine
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Table 2  Scoring at the undergraduate FM 
examination in Split, academic year 2012/13

Contents Possible score  

Written part (MCQ) 0-30 points (passing threshold ≥18)

OSCE 0-25 points (passing threshold ≥16)

Verbal part 0-45 (passing threshold ≥27)

FM=Family Medicine; MCQ=Multiple Choice Questions; 
OSCE=Objective Structured Clinical Examination; theoretical range 
0-100 points; cumulative passing threshold: 60 points. PEARLS and 
letters to patients are mandatory for exam admission but not rated.

3. Professional issues. Improvement in 
competencies and social rating of family 
physicians (6, 18). In particular improving 
the perception of FM by other specialists by:
-  setting FM guidelines for some imag-

ing (e.g. CT or MR) referrals or for the 
prescription of some outpatient medi-
cations, which are mainly relegated to a 
narrow spectrum of specialists or sub-
specialists with no clear scientific, eco-
nomic or professional grounds;

-  harmonization of guidelines for referral 
to consultant specialists;

-  proposing the minimal equipment for a 
FM office (e.g. minor surgery set, oto-
scope etc.), indicating the desirable 
equipment (e.g. ultrasound, ECG etc.), 
and stressing the needless ones (e.g. bone 
densitometer, x-rays machine etc.). 
Working together we have the ability to 

overcome our challenges and improve out-
comes for our patients, while increasing in-
terest in FM and improving the quality of 
our practices.
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