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Abstract 
This study examines the structures, performance and impact of primary health care in 
Montenegro to inform policy decision-making. It applies mixed methods to bring together 
a range of sources and types of data, including: international and national database data; 
available reporting and policy documents on Montenegro’s health system; insights from key 
informant interviews; responses from a survey of practitioners on the model and function-
ing of primary care; and a consensus-building workshop on findings. The study signals a high 
burden of cardiovascular diseases and cancer among other noncommunicable diseases for 
which primary care has an important role to play: in particular, for early detection and risk 
factor management. Estimates of avoidable hospitalizations for conditions amenable to pri-
mary care further underscore the potential for improving primary care performance. By 
describing existing structures, the study describes the current scope of services provision 
and the organization and roles of primary care practitioners. The study finds opportunities 
to extend the range of services in particular for initial risk assessment and diagnostics and 
makes the case for optimizing the scope of practice of general practitioners (chosen doctors) 
and nurses working in primary care (patronage and gynaecological nurses). These and other 
policy recommendations are summarized as key entry points for transforming primary care 
in Montenegro.
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The PHC-IMPACT series is the WHO Regional 
Office for Europe’s response to increasing 
the availability of primary care performance 
data collected and analysed in an approach 
that is sensitive to European models, policy 
priorities and information systems. As part 
of this series, a range of resources, in En-
glish and Russian, are available to support 
the tailored use of the tool in countries. 

 • Technical tools. The classification of pri-
mary care’s impact, performance and ca-
pacity according to a set of core domains, 
features and indicators has been devel-
oped through a range of reviews guided 
by the approach of the WHO European 
Framework for Action on Integrated 
Health Services Delivery6. To support the 
standardized use of the indicators/ques-
tions, two key resources are available: i) 
individual indicator passports and ii) a 
glossary of terms. The development of 
these core technical tools has benefited 
from close engagement with country and 
technical experts, acknowledged in the 
respective publications.

 • Data collection tools. To support data 
collection, instruments in the form of on-
line surveys and excel-based data collec-
tion tools have been developed. These 
instruments are available on request for 
their adapted use in countries.

6 A detailed description on this review process has been published elsewhere. See: Barbazza E, Kringos D, Kruse 
I, Klazinga NS, Tello JE (forthcoming). Creating performance intelligence for primary health care strengthening in 
Europe. 

 • Country reports. Individual country 
reports describe findings and policy 
recommendations following the use of 
PHC-IMPACT in countries. The reports 
follow a consistent structure to facilitate 
the comparability across studies, howev-
er, the areas of focus and scope of each 
country study may vary. Country reports 
are developed in collaboration with 
country experts and ministry appoint-
ed focal points. Each follows a standard 
process of data collection, triangulation 
of findings and expert consensus. 

This work is led by the WHO European Cen-
tre for Primary Health Care, Almaty, Kazakh-
stan – the WHO Regional Office for Europe’s 
technical hub and resource centre for coun-
tries on health services delivery. For more 
information and to continue to follow the 
work in this series, visit the WHO Regional 
Office for Europe’s health services delivery 
web page (http://www.euro.who.int/en/
health-topics/Health-systems/health-ser-
vices-delivery) or contact the Almaty Centre 
at eurocphc@who.int. 
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Summary

Introduction
Primary health care is a policy priority. 
Montenegro’s Master Plan for the Devel-
opment of the Health System 2015–2020 
set out a vision to strengthen the country’s 
primary care services delivery to meet up to 
85% of the population’s health needs. This 
ambition is well aligned with WHO Europe-
an Region and global policies and targets on 
universal health coverage.

Methods
This study set out to explore the status of 
the impact, performance and capacity of 
primary health care. Assessing the status 
of primary health care in an outcome-ori-
ented approach applying a care and per-
formance continuum can offer insights on 
opportunities to leverage the accelerating 
potential of primary health care at the root 
cause of services delivery and system bot-
tlenecks. Using mixed methods, this study 
creates insights into the following areas: pri-
ority health outcomes; current performance 
gaps in services delivery signalled by rates 
of avoidable hospitalizations; the status of 
the current model of care and system struc-
tures; and possible policy opportunities to 
accelerate improvements.

Priority health outcomes
Noncommunicable diseases are the 
leading burden of disease and, prima-
ry care can have a pivotal role in their 
prevention, risk management and early 
detection. Noncommunicable diseases are 
estimated to account for 95% of all deaths. 
Cardiovascular diseases and cancer account 
for the largest share of total deaths for both 

men and women. Specific causes include 
stroke, ischaemic heart disease and lung 
cancer.

Smoking is a major preventable be-
havioural risk factor. Risk factors are pre-
dominantly behavioural, especially smoking 
but also diet and lifestyle. Metabolic factors 
such as high blood glucose and high body 
mass index are among the leading risk fac-
tors for both men and women. These risk 
factors further underscore primary care’s 
key functions of prevention and risk detec-
tion.

Performance of primary care
About 50% or more of the hospitaliza-
tions for the top ambulatory care sensi-
tive conditions could have been avoid-
ed. According to hospitalization data, the 
leading causes of hospitalizations for am-
bulatory care sensitive conditions include 
pneumonia, angina, chronic obstructive 
pulmonary disease, ear, nose and throat in-
fections, diabetes complications and hyper-
tension. Estimates by health practitioners 
suggest that 50% or more of hospitalizations 
could have been avoided for five of these six 
leading causes of ambulatory care sensitive 
conditions (all except angina).

Estimates on the current coverage of 
services underscore the limited scope of 
primary care in risk detection, smoking 
cessation and mental health services. 
Services for smoking cessation including 
quitline services, tobacco cessation medi-
cations and specialized tobacco treatment 
as well as individual risk assessment for 
cardiovascular disease and treatment and 
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About this study

Creating a snapshot on 
the impact, performance 
and capacity of primary 
health care to sharpen 
implementation efforts

Generating health performance intelligence 
– as the link between data collection, analy-
sis and its use for policy decision-making – is 
critical to optimally leverage primary health 
care’s potential in accelerating towards uni-
versal health coverage. The availability of 
health performance information has contin-
ued to be expanded as advances are made 
in health information systems. However, re-
porting on health services delivery applying 
international frameworks and standardized 
measures remains limited. This is evidenced 
by the few available surveys and reports in 
English and data sets with up-to-date infor-
mation.

In this context, in parallel to the implemen-
tation of Montenegro’s Master Plan, the op-
portunity to explore primary care in practice 
was given priority. This study took shape 
with the aims of making the best use of 
available data and addressing system blind 
spots through targeted data collection with 
a focus on engaging health practitioners as 
key informants. The perspective of health 
practitioners has been given priority, recog-
nizing their frontline expertise on the day-
to-day functioning of the system and the 
need to complement an understanding of 
the existing structures at the system-level 
backed by the evidence on the provision of 
services in practice.

As such, the study was guided by an inves-
tigation into the ability of primary care to 
respond to priority health improvement ar-
eas. To do so, the following key questions 
were explored. What is the current profile 
of diseases and risk factors amenable to 
the strength of primary care? What does the 

performance of primary care signal about 
the quality of primary care services? How 
does the capacity of primary care, as the 
model of care and system structures, align 
with priority health improvement areas and 
performance?

The study applied a three-
pronged approach to measure 
primary care’s capacity, 
performance and impact

This study was guided by the three-pronged 
approach of the WHO European Framework 
for Action on Integrated Health Services De-
livery (8) and its monitoring framework: the 
Primary Health Care Impact, Performance 
and Capacity Tool (PHC-IMPACT) (9). The 
framework and suite of indicators devel-
oped by the WHO European Centre for Pri-
mary Health Care work to strengthen links 
to routine information systems and create 
primary health care performance intelli-
gence that is tailored to the context of the 
53 countries of the European Region.

PHC-IMPACT applies the classical framework 
of structures, processes and outcomes. In 
the scope of the tool, these are characterized 
as the capacity, performance and impact of 
primary care (Fig. 1). For the purposes of this 
application, the comprehensive approach of 
PHC-IMPACT was scoped to priority areas 
of investigation and existing and available 
data with a focus on indicators and ques-
tions that can be answered by health practi-
tioners. Table 1 details the specific selection 
of domains, subdomains and features that 
were given priority for investigation in this 
study.
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vices; and (5) the status of ACSCs. The sur-
vey was adapted to the context through a 
detailed technical review, resulting in the 
accommodation of national terms such as 
chosen doctor and chosen paediatrician 
into a refined glossary of terms and adjust-
ed answer categories. The reviewed survey 
was translated into Montenegrin and built 
online so that answers could be completed 
and stored electronically.

A total of 34 informants were identified 
through a sampling of primary health care 
facilities spanning three different networks, 
including the city of Kotor to the west, the 
capital city Podgorica and the city of Berane 
to the north-east. Respondents included 
chosen doctors and paediatricians, nurses, 
specialists and management (Fig. 3). Two 
respondents were engaged from the policy 
perspective and used as comparators.

The survey was administered electronically 
in October 2018. Each respondent received 
a personalized survey link to submit their 
answers and general comments. The survey 
was administered with in-person support 
of the study’s team, providing one-on-one 
technical guidance for respondents while 
completing the survey.

In the scope of generating estimates for 
ACSCs, survey respondents were presented 
with the prevalence and hospitalization rate 
for the top-six ACSCs in 2016 and 2017. Re-
spondents were informed that not all hos-
pitalizations for ACSCs can be prevented by 
effective ambulatory care, since patient-lev-
el factors also play an important role. Taking 
this into consideration, they were asked to 
estimate the percentage of hospitalizations 
for each ACSC that could have been prevent-
ed by quality primary care services, consid-
ering potential exogenous factors and based 
on their professional experience.

All responses were extracted from the online 
survey platform for analysis in Excel. For the 
purposes of analysis, answers completed as 
“do not know” or incomplete were excluded 
from the total response rate. Answers were 

reviewed and confirmed as final answers by 
variable if more than 75% of the complete 
responses were in agreement. If agreement 
was less than 75%, this was flagged for dis-
cussion at a consensus workshop described 
later. Comments were translated to English 
where needed. Annex 1 provides a full re-
cord of responses following this analysis.

Stage four: 
convening an expert consensus 
workshop to validate findings and 
preliminary analysis
In December 2018, a structured expert con-
sensus workshop and discussion on findings 
was organized in the capital city of Podgori-
ca. Participants included initial survey re-
spondents together with additional repre-
sentatives from local primary care centres 
and the Ministry of Health.

At the workshop, survey responses were 
presented anonymously for questions for 
which there was not clear agreement on a fi-
nal answer. The assessment team moderat-
ed the sessions, and the final answers, based 
on the group’s discussions, were recorded. 
Building on preliminary observations and 
the final answers following discussions, the 
group discussed cross-cutting messages as 
priority areas of focus for strengthening pri-
mary health care. These discussion points 
have informed the recommendations put 
forward that have been supplemented by 
further analysis of all collected data.

All data and information were consolidated 
for further analysis and reporting. The find-
ings were synthesized in the structure of the 
study’s underpinning framework. The find-
ings are reported with attention to note the 
original sources. The results were assessed 
along the performance and care continu-
ums of the underpinning assessment frame-
work. A final technical review supported by 
national experts aimed to ensure the accu-
racy of results and to address information 
gaps.
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Burden of disease and 
disability 

Stroke and ischaemic heart 
disease are leading causes of 
death for men and women

Cardiovascular diseases are the leading 
cause of death (Fig. 5) and disability-adjust-
ed life-years (DALYs); specifically stroke (14% 
of total DALYs) and ischaemic heart disease 
(12% of total DALYs) in 2017 (18). In the WHO 
European Region, ischaemic heart disease 
(12%) and stroke (6%) were also the leading 
causes of DALYs in 2017, although notably, 
the percentage of DALYs for stroke in Mon-
tenegro is double that of the European av-
erage.

Ischaemic heart disease is the number one 
cause of total DALYs among men, and stroke 
is the number one cause among women. 
Stroke was among the most rapidly rising 
causes of years of life lost since 2000.

Lung cancer is the leading 
cause of cancer-related 
deaths

After cardiovascular diseases, cancer is the 
leading cause of death for both men and 
women. In 2017, lung cancer was the third 
leading cause of death, contributing to 7% of 
all deaths that year (18). In the WHO Europe-
an Region, lung cancer was the fourth leading 
cause of death in 2017, contributing to 5% 
of all deaths. Importantly, the rate of DALYs 
caused by lung cancer in Montenegro is three 
times higher among men than women; 2506 
versus 833 per 100 000 population, respec-
tively (18).

Type 2 diabetes is a leading 
cause of years lived with 
disease

The burden of type 2 diabetes has gradual-
ly increased since 2000. In 2017, it was the 
third leading cause (after lower back pain 
and falls) of years of life lived with disease 
and disorders (years lived with disability) at 
6% of total years lived with disability, slight-
ly higher than the percentage of the WHO 
European Region at 5% of total years lived 
with disability. According to 2014 data, 9% 
of people 18 years and older in Montenegro 
were reported to have raised blood glucose 
(23).

While respiratory diseases 
are not among the top-10 
causes of years lived with 
disability, in 2017 chronic 
obstructive pulmonary 
disease contributed to 3% 
of total years lived with 
disability, up 12% from 2000

In 2017, respiratory diseases were not 
among the top-10 leading causes of years 
lived with disability or DALYs. Nevertheless, 
chronic obstructive pulmonary disease is 
the leading cause of years lived with disabil-
ity and DALYs for respiratory conditions and 
is among the most rapidly rising conditions 
between 2000 and 2017 (18). This change is 
especially pronounced among men, rising to 
3% of total years lived with disability (18% in-
crease from 2000 to 2017) with women also 
being at 3% of total years lived with disability 
(6% increase from 2000 to 2017) (18).
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Depressive disorders are 
among leading causes of 
years lived with disability, 
although the accuracy 
of reporting remains a 
challenge in the entire 
European Region

In 2017, self-harm was among the top 10 
causes of premature mortality in Monte-
negro, at 363 per 100  000 population (18). 
Depressive disorders were the sixth leading 
cause of disability, after lower back pain, 
falls, diabetes, headache disorders and 
age-related hearing loss (18). Importantly, 
this ranking varies for men and women: de-
pressive disorders rank 12th for men (3% of 
total years lived with disability) and the fifth 
leading cause for women (4% of total years 
lived with disability) in 2017. The percentage 
of total years lived with disability for depres-
sive disorders for both men and women is 
slightly lower (4% of total years lived with 
disability) than the WHO European Region 
average (5% of total years lived with dis-
ability), although it is widely recognized that 
detection and reporting across the WHO 
European Region is an area of ongoing im-
provement.

Risk factors 

Smoking is a major 
preventable risk factor

Similar to other European countries, Monte-
negro has a high prevalence of behavioural 
risk factors. Tobacco accounts for 24% of the 
overall burden of disease in 2017 (measured 
in DALYs) (18) (Fig. 6). Dietary risks and al-
cohol use are also among the top three 
behavioural risk factors (18). In 2016, an 
estimated nearly 60% of the population (18 
years and older) was overweight and 23% 
obese (23).

According to a 2012 household survey, the 
prevalence of smoking among people 15 
years and older was 31% (35% for men and 
27% for women). Compared with 2013 data 
for the WHO European Region, the preva-
lence of smoking is slightly above the WHO 
European Region average at 29% but below 
that of SEEHN countries (33%) (3). According 
to more recent WHO data from 2016, 48% of 
men and 44% of women 15 years and older 
reported currently smoking, for an average 
of 46% of people 15 years and older (23).
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Fig. 6. Tobacco and dietary risks are the top behavioural risk factors for men and 
women

Source: IHME (18).

Other behavioural risk factors include dietary risk and alcohol use (Fig. 6). According to WHO 
data, in 2016 the total per capita alcohol consumption of people 15 years and older was 13 
litres (of pure alcohol) for men and 3 for women (23). The three leading metabolic risk factors 
include high body mass index, high fasting plasma glucose and high systolic blood pressure.
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Health practitioners in 
Montenegro estimate that 
more than half of the most 
frequent hospitalization 
for ACSCs could have been 
avoided

Based on hospitalization data for 2016 and 
2017, a set of six priority ACSCs that togeth-
er account for about 67% of ACSC hospital-
izations in 2017 were selected for further 
study: ear, nose and throat infections, dia-
betes complications, pneumonia, chronic 
obstructive pulmonary disease, hyperten-
sion and angina. The number of hospitaliza-
tions for these six ACSCs were presented to 
health practitioners responding to the sur-
vey. The estimated avoidability of hospital-
ization for these conditions was calculated 
as an average across respondents and pre-
sented at the expert consensus workshop 
for validation.

 

68
61 59

55
50

36

Ear, nose and
throat infections

Diabetes
complications

Pneumonia COPD Hypertension Angina

Es
tim

at
ed

 a
vo

id
ab

ili
ty

 (%
)

According to the final estimates in this 
study, the average degree of preventability 
of hospitalization for ACSCs ranged from 
36% (angina) to 68% (ear, nose and throat 
infections) (Fig. 9). For three conditions (ear, 
nose and throat infections; diabetes com-
plications and pneumonia) the estimated 
share of avoidable hospitalizations is about 
60%. Importantly, these estimates exclude 
hospitalizations for ear, nose and throat 
infections because hospitalizing children is 
mandatory.

Compared with existing studies of countries 
in the WHO European Region (25–28), the es-
timated share of avoidable hospitalizations 
in Montenegro for diabetes (61%) is higher 
than in Latvia (39%) and in the Republic of 
Moldova (40%) but lower than in Germa-
ny (81%). The estimated shares of avoid-
able hospitalizations are 55% for chronic 
obstructive pulmonary disease and 50% 
for hypertension. The estimated share of 
avoidable hospitalizations for hypertension 
in Montenegro is lower than in the United 
Kingdom (60–90%), Portugal (66%), the Re-
public of Moldova (70%), Kazakhstan (75%) 
and Germany (83%).

Fig. 9. Estimated share of avoidable hospitalizations for the top-six ACSCs in 
Montenegro

Note: Answered according to expert consensus. COPD: chronic obstructive pulmonary disease.
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Accordingly, for smoking-cessation services, 
a primary care health professional advises 
an estimated 50–70% of smokers 15 years 
and older to quit smoking, but less than 10% 
of smokers are estimated to quit for at least 
six or 12 months from these brief advice 
interventions. Importantly, services such as 
quitline services, tobacco-cessation medica-
tions and specialized tobacco treatment are 
reportedly not available.

For cardiovascular diseases, the greatest 
barrier to effective management is report-
edly individual risk assessment, since re-
spondents indicate that this service is not 
currently in place and provided only on an 
ad-hoc basis. For people identified as being 
at risk, practitioners estimate that 10–50% of 
those who are eligible receive drug therapy 
and counselling (including glycaemic con-
trol). For the people who are detected and 
registered as hypertensive, more than 70% 
are estimated to have a controlled blood 
pressure status at six months. Importantly, 
without a service in place for standardized 
risk detection, the number of people diag-
nosed is likely underestimated.

The practitioners estimated that more than 
50% but less than 70% of people older than 
18 years with chronic obstructive pulmonary 
disease had a follow-up visit in primary care. 
Similarly, the surveyed practitioners report-
ed that more than 50% but less than 70% 
of the people with hypertension older than 
18 years had a follow-up consultation in pri-
mary care (excluding visits only for refilling 
medication) in the 12-month reference pe-
riod.

For people with type 2 diabetes 18 years and 
older, practitioners estimated that 70% or 
more had their blood pressure and weight 
screened in primary care in the previous 
year. Fewer (50–70%) were estimated to 
have had a urine protein test and foot exam 
and even fewer (less than 10%) an eye exam 
in the previous year. Ultimately, 10–50% of 
people with type 2 diabetes 18 years and 

older are estimated to have had their blood 
glucose under control at their last visit.

For mental health services, chosen doctors 
do not provide depression treatment and 
follow-up. This may indicate an area of high 
unmet need.
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Primary care services are 
provided by 18 centres and 
a network of supporting 
centres with consulting 
specialists

In Montenegro, health services are provid-
ed at the following types of public facilities: 
one clinical centre in Podgorica; seven gen-
eral hospitals; three specialized hospitals; 
and 18 primary health care centres called 
dom zdravlja (home health centres) (Fig. 
10). Other public health service organiza-
tions include the Institute for Public Health, 
Emergency Medical Assistance, 55 public 
pharmacies called Montefarm, Institute for 
Health Emergencies and the Blood Transfu-
sion Institute.

Fig. 10. Primary care services are 
distributed across Montenegro with 
priority referring facilities

Source: Ministry of Health, Montenegro (29).

 Primary care teams (403) 
 Primary care centres (18)  
 General hospitals (7) 

 Special hospitals (3)  
 Clinical centre (1)  
 Regional centres (8)

33MONTENEGRO. WHO European Primary Health Care Impact, Performance and Capacity Tool (PHC-IMPACT)















Design of primary care
Chosen doctors act as a gatekeeper for ser-
vices offered by specialist doctors and oth-
er health professionals. A standard letter 
is required for the chosen doctor to refer 
an individual to specialized care. This letter 
includes the individual’s identification infor-
mation, reason for referral, such as investi-
gation, diagnosis, treatment or reassurance, 
information related to the illness, such as 
history, and findings and information relat-
ed to relevant investigations already under-
taken. Key informants, however, note that, 
in practice, specialist doctors often receive 
patients without the relevant medical histo-
ry details and they therefore often undergo 
repeat tests.

A standard reply letter is required when 
specialist doctors discharge a person from 
their care. The letter should include an as-
sessment of the current patient’s health 
problems, the investigations undertaken, 
the medications prescribed and the next 
steps in the care of the patient. In practice, 
key informants signal that reply letters are 
not consistently used. Discharge planning is 
required on discharge from hospital. There 
is not, however, any integrated health and 
social care plan based on need on discharge 
from hospital.

For most tracer conditions – breast, cervi-
cal and colorectal cancer, asthma, chron-
ic obstructive pulmonary disease, TB and 
latent TB infection – there are no national 
or subnational guidelines that define care 
pathways. Cardiovascular diseases and de-
pression have clinical guidelines. The clinical 
guidelines do not state clearly the role of pri-
mary care.   

Organization of providers
 
Primary care services are 
organized in three main types of 
practices
Primary care practitioners are organized in 
three main ways (30).

 • Solo practices and group practices (cho-
sen doctor clinics). These are chosen 
doctor outpatient facilities or chosen 
doctor teams consisting of chosen doc-
tors for children, adults and/or wom-
en. Chosen doctor clinics are organized 
at the 18 primary health care centres 
across the country locally referred to as 
dom zdravlja (Fig. 10). Home health care 
services are also provided by teams of 
chosen doctors and nurses. Group prac-
tices of chosen doctors are organized in 
some health centres and allow patients 
to access services regardless of whether 
their regular chosen doctor is specifically 
available. 

 • Multi-profile practices (support centres). 
Chosen doctor clinics are supported 
by multidisciplinary teams of support 
centres (or guidance clinics). Support 
centres are organized at the local and 
regional level and have a mix of general-
ists and specialists providing support to 
chosen doctors. Examples of consulting 
specialists include the following: pulmo-
nary diseases and TB, diagnostics, men-
tal health, children with special needs, 
health promotion and reproductive 
health. Consulting specialists can also 
work in single practices, like is the case 
for TB specialists. 
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Provider payment 
mechanisms in primary care
Since 2007, the 18 primary health care cen-
tres have been funded through a combina-
tion of capitation (roughly 50% of income), 
fees for services and adjustments for geo-
graphical location. Chosen doctors working 
in rural areas receive higher capitation fees 
than those working in urban areas. Cho-
sen doctors generate half of their revenue 
through capitation and the other half by bill-
ing for predefined services (32).

Financial incentives in the form of pay for 
performance have been tested in primary 
care. In 2013, a World Bank project to im-
prove the financial basis of the health sys-
tem included introducing pay for perfor-
mance in primary care. The project called 
for the extended use of performance pay 
in primary care but recognized the need for 
additional mechanisms for accountability 
and monitoring, citing collective bargaining 
agreements as an issue among participating 
doctors (33).

Data capture and information 
flows
Since 2004, Montenegro has invested in 
developing an integrated health informa-
tion system connecting the Health Insur-
ance Fund, primary care, pharmacy activity, 
dentistry in primary care, general hospitals, 
the Institute for Emergency Medical Assis-
tance, the Blood Transfusion Institute, the 
Institute for Public Health and the Agency 
for Medicines. Individual electronic services 
were also developed to support the elec-
tronic data exchange (eHealth) (4). Fig. 12 
illustrates the type of information and their 
flows.

Each individual has an electronic health re-
cord that is accessible to all health profes-
sionals, organizations and institutions con-
nected to the information system. Primary 
care facilities (clinics and health care cen-
tres), hospitals and emergency care use the 
electronic health records. Specialized care 
and referral from primary and specialized 
care do not yet use electronic health records 
(4).

Fig. 12. Flows in the health information system 

Source: adapted from the Health Insurance Fund (2010).

MONTENEGRO. WHO European Primary Health Care Impact, Performance and Capacity Tool (PHC-IMPACT)46



Since 2013, registries for cancer, diabetes, 
acute coronary syndrome and cerebrovas-
cular disease have been established (4). 
More comprehensive data from these reg-
istries are expected in the coming period. 
Other registries (14) are for communicable 
diseases, drug abuse and cardiovascular dis-
eases.

Primary care medicines
In 2018, the positive list of medicines had 
1156 medicines available publicly through 
the Health Insurance Fund. The list has been 
recently expanded with 114 new medicines 
that cover a wide range of diseases: hyper-
tension, diabetes, cancer, thrombolytic ther-
apy, new medicines for infectious diseases 
such as HIV and hepatitis C, medicines for 
transplantation, autoimmune diseases and 
mental disorders. Nevertheless, which med-
icines on the list chosen doctors may pre-
scribe is unclear.

Prescribing data for primary care were not 
available for analysis. Nevertheless, the im-
portance of prescribing practices in primary 
care is recognized, especially given antimi-
crobial resistance. In general, general practi-
tioners have been found in previous studies 
to issue about 80–90% of all antibiotic pre-
scriptions, making it a high-volume activity 
(39). Further efforts are needed to improve 
the available data and understanding of the 
current context.
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