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Aim To investigate the quality of general practice care in Croatia by us-
ing patient enablement as a consultation outcome measure and its asso-
ciation with patient, physician, and practice characteristics.

Methods A cross-sectional questionnaire-based study performed from
November 2003 to March 2004 included a national stratified random
sample of 350 general practitioners, who were asked to collect data on
50 consecutive consultations with their patients aged 218 years. Patients
provided data on patient enablement (Patient Enablement Instrument,
score range 0-12), consultation length, sociodemographic data, how well
they knew the physician, health self-assessment, quality of life, and reason
for the visit. Physicians provided data on age, sex, vocational training,
working experience, educational work, average number of patients per

day, and type of practice.

Results In 5527 patients, the mean score (+standard deviation) for en-
ablement at consultation was 6.6 £ 3.3 and the mean consultation length
was 11.5£5.5 minutes. Logistic regression analysis showed that lack of
continuity of care (men: OR, 0.56; 95% CI, 0.47-0.67; women: OR, 0.52;
95% CI, 0.45-0.61), poor self-perceived health (men: OR, 1.76; 95% CI,
1.49-2.07; women: OR, 1.77; 95% CI, 1.53-2.04), low educational level,
low quality of life for both sexes and older age in male patients predicted
low enablement (P < 0.05 for each). Physician age, sex, and average num-
ber of patients per day were significantly correlated with enablement for
male patients and physician working experience with enablement for fe-
male patients (P < 0.05 for each).

Conclusion Patient enablement score in Croatia is high in comparison
with countries such as the UK and Poland. Enablement at consultations
was related to the continuity of care and patient health status, and other
patient, physician, and practice characteristics, suggesting that these pa-
rameters should be considered when assessing quality of care in general

practice.

www.cmj.hr

T M™" PERSONAL COPY

813


mailto: zlata.ozvacic@zg.t-com.hr 

814

Croat Med ] 2008;49:813-823

The term quality of care integrates the no-
tions of access to care and effectiveness of care,
which is further divided into clinical and in-
terpersonal effectiveness (1). Although inter-
personal effectiveness is more difhicult to de-
fine and measure, it is widely regarded as one
of the core attributes of good general practice
(2). Focusing on interpersonal effectiveness
at general practice consultation, Howie et al
(3,4) developed the concept of patient enable-
ment, a consultation outcome measure that re-
flects the extent to which patients understand
their health problems and feel able to cope
with them as a result of the consultation. En-
ablement is based on the assumption that im-
portant modifiers of consultation outcome are
adjustment and coping, and that “what is im-
portant in predicting outcome is how the re-
spondent actually feels and perceives life” (5).
According to Wensing, patients find it very
important to be able to understand the nature
of their problem and manage their own illness
(6), which supports the concept of enable-
ment as a patient-specific health-related bene-
fit resulting from a consultation.

Patient enablement is based on the prin-
ciples of patient-centered care and holism,
which are the two core values of general prac-
tice (3,4). Patient-centered care is defined as
the use of adequate consulting skills in iden-
tifying patients’ priorities and concerns and
the appropriate involvement of patients in
making decisions about their care (2,7). Ho-
lism is an approach to construction of diagno-
ses in biopsychosocial terms. It is reflected in
the two consultation process measures: how
well the patient knows the general practitio-
ner (proxy for continuity of care) and consul-
tation length, both of which are positively cor-
related with enablement (3,4,8).

In the period from 1990 to 1999, Cro-
atia underwent socio-economic and politi-
cal changes, which also affected the organiza-
tion of the health care system. The system has

been transformed from a national health in-
surance model with a high level of solidari-
ty to a public-private mix (9). Primary health
care was the first in which partial privatization
was introduced (9). Recent research on quali-
ty of general practice care showed that, despite
many restrictions introduced in the system,
patient satisfaction with general practice care
remained relatively high (10).

Our aim was to investigate the quality of
care in gencral practice in Croatia using pa-
tient enablement as a consultation outcome
measure and its association with patient, phy-
sician, and practice characteristics.

Participants and methods

Sampling and study design

This cross-sectional study was conducted as a
part of the research project “Evidence-based
Quality of Health Care,” funded by the Cro-
atian Ministry of Science, Education, and
Sports. Data were collected from November
2003 to March 2004.

The target population of physicians con-
sisted of 2418 physicians working in family
medicine service in Croatia in 2002 (11). A
multistage stratified proportional sample de-
sign was used to draw a random sample of 350
physicians; the five stratification criteria in-
cluded physician’s age (<34 years, 35-54 years,
>55 years), sex, vocational training (physician
without specialization, general practice/fami-
ly medicine specialist, occupational health spe-
cialist, school medicine specialist), practice size
(£1200 patients, 1201-1699 patients, 21700
patients), and geographical distribution of the
practices (21 Croatian counties).

The selection of practices and physicians
was made using national data from Croa-
tian National Institute of Public Health (11)
and Croatian Institute of Health Insurance.
The selection of practices and physicians was
made using national data from the Croatian
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National Institute of Public Health (11) and
Croatian Institute of Health Insurance. All
physicians who worked in the family medicine
service in Croatia in 2002, irrespective of their
vocational training and covering the whole
Croatian population, presented the initial
sampling frame. In the initial stage of random
sampling, practices were drawn proportional
to their frequencies in Croatian counties. In
the second stage, we performed proportion-
al random sampling of practices according to
physician age, sex, vocational training, and
practice size.

Upon arrival to the consultations, 50 con-
secutive unselected patients aged 18 years and
more of each of the participating physicians
were asked by the practice nurse (in Croatia,
the practice nurse performs the role of a recep-
tionist) if they would be willing to complete a
questionnaire. Patients were informed about
the purpose of the study and were told that
the study was anonymous and that they had
the possibility to refuse to participate. Physi-
cians were instructed to record the time of the
beginning and end of the consultation using a
watch and to calculate the consultation length
rounded to the nearest half-minute.

Patients were asked to fill out the question-
naire immediately after the consultation and
leave it in a sealed box at the office reception
desk, to ensure confidentiality.

The Ethics Committee of the Medical
School, University of Zagreb, approved the
study.

The survey instrument

Physicians completed a self-administered ques-
tionnaire that included questions on physician
and practice characteristics. Variables included
in the analysis were physician’s age (years), sex,
vocational training (physician without special-
ization, general practice/family medicine spe-
cialist, occupational health specialist, school
medicine specialist), working experience as a
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general practitioner (years), educational work
(ie, providing education to medical students,
interns, or family medicine residents; yes/no),
average number of patients seen per day, and
type of practice (rural, urban, mixed). The
questionnaire was designed originally for the
purpose of this study and its applicability was
established by a pilot study.

Patients completed a self-administered
questionnaire. The first part of the question-
naire included the Patient Enablement Instru-
ment (PEI), a standardized instrument devel-
oped to measure enablement at consultations
(4). The PEI consists of six items addressing
patients’ ability to understand their illness and
cope with it, and the degree to which they feel
able to cope with life, keep themselves healthy,
feel confident about their health, and help
themselves after seeing the physician (4). Re-
sponses “much better,” “better,” and “same or
less” were scored as 2, 1, and 0, respectively,
giving an enablement score range of 0-12. The
PEI questionnaire was translated into Croa-
tian separately by two researchers and validat-
ed at a discussion group with other research-
ers including an English teacher employed at
Zagreb Medical School and 10 patient rep-
resentatives of different age, sex, and educa-
tional level. No adaptations of the question-
naire were necessary. The questionnaire was
then translated back into English by another
researcher and the translation was compared
with the original. No major differences were
found.

The other part of the patient’s question-
naire was designed for the purpose of this
study. Patient variables included in the anal-
ysis were age (years), sex, educational lev-
el (unfinished elementary school, elementary
school, secondary school, college, university,
unknown), self-perceived economic status in
comparison with average economic status
(much worse than average, somewhat worse
than average, average, somewhat better than
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average, much better than average), self-per-
ceived health status (excellent, very good,
good, satisfactory, poor), number of self-re-
ported chronic diseases (0, 1, and >2), quality
of life (11-point Likert scale, range from 0 -
not satisfied at all to 10 - fully satisfied), con-
sultation length (minutes), how well the pa-
tient knows the physician (not at all, not well,
fairly well, well, very well), and the number of
problems the patient wanted to discuss during
the consultation (1, 2, and more).

The measures used to describe patient char-
acteristics, apart from consultation length and
how well the patient knows the physician (4),
were validated measures adopted from the
Croatian Adult Health Survey, a representa-
tive epidemiological survey of the Croatian
population designed in collaboration with Ca-
nadian Society for International Health and
conducted in 2003 (12,13). The applicability
of the patients’ questionnaire was confirmed
by the pilot study.

In November 2003, all questionnaires were
sent to physicians by mail together with a cov-
er letter in a prepaid and addressed envelope.
No financial or educational incentives were
provided to participating physicians. A re-
minder was sent one month later.

Statistical analysis

Mean enablement scores were calculated for
individual physicians and for each physician
and practice group; median and interquartile
range were calculated for each patient group
due to non-normal distribution of enablement
scores in the subgroups of patients.

Patient enablement scores were divided ac-
cording to the 25th, 50th, and 75th percentile
into 3 groups as follows: low (<25th percen-
tile, score 0-5), medium (25th-75th percentile,
score 6-9), and high enablement (>75th per-
centile, score 10-12).

To determine associations between patient
enablement and patient, physician, and prac-

tice characteristics, binary logistic regression
was used. Low enablement at consultations
(<25th percentile, patient enablement score
0-5) was used as the dependent variable, with
a number of other predictor variables in the
models. Predictor variables at patient level in-
cluded patient age, educational level, self-per-
ceived economic status, self-perceived health
status, number of self-reported chronic dis-
eases, quality of life, consultation length, how
well the patient knows the physicians, and the
number of problems patient wanted to dis-
cuss during consultation. Predictor variables
at physician level included age, sex, vocational
training (binary; general practice/family medi-
cine specialist or other), working experience as
a general practitioner, and educational work.
Predictor variables at practice level included
average number of patients per day and type of
practice (binary; rural or other).

All confidence intervals that were estimat-
ed for adjusted odds ratios were calculated
with 95% probability levels. All models were
sex-specific at the patient level. P value <0.05
was considered statistically significant. Soft-
ware SAS 8.0.2 (SAS Institute inc., Carry, NC,
USA) was used for data analysis.

Results

Of 350 general practitioners, 125 returned
completed physician and patient question-
naires, giving a response rate of 35.7%. The re-
sponding physicians had similar demographic
characteristics to those who refused to partici-
pate in the study. They also represented the to-
tal population of physicians working in family
medicine in Croatia in 2002 according to age,
sex, and vocational training. The proportion
of practices with a smaller number of patients
(£1200 patients) might be underrepresented
in the sample (Table 1).

A total of 6250 patients were approached.
Questionnaires from 723 patients were not
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Table 1. Analysis of responding physicians and total population
of physicians working in the family medicine service in Croatia in
2002, according to Croatian Institute of Health Insurance (CIHI)
database

No (%) of physicians
total population responding

Characteristic (n=2418) (n=125) Pt
Age* (years):

<34 91(3.8) 2(16) 0.065

35-54 1803 (75.0) 105 (84.0)

>55 510 (21.2) 18 (14.4)
Sex:

male 631(26.1) 23(18.4) 0.055

female 1787 (73.9) 102 (81.6)

Vocational training':
physician without specialization 1363 (58.0) 78 (62.4) 0.598
general practice/family medicine 696 (29.6) 37 (29.6)

specialist
occupational health specialist 170 (7.2) 7(5.6)
school medicine specialist 123 (5.2) 3(24)
Practice size:
<1200 patients 511(21.1) 8(6.4)  0.001
1201-1699 patients 889 (36.8) 62 (49.6)
>1700 patients 1018 (42.1) 55 (44.0)

*CIHI database contains 2404 physicians with known age; data missing in 14 cases.
1CIHI database contains data on 2352 physicians with 4 selected primary health care
vocational training types; 66 cases of physicians with other vocational training (eg,
anesthesiology, radiology, clinical microbiology, etc.) were excluded from the sampling
process.

Ix? test.

returned or were returned uncompleted; re-
sponses from 5527 patients (response rate
88.4%) were available and used for statistical
analysis. The responding patients did not dif-
fer substantially from the corresponding pop-
ulation of patients aged 18 years and more on
the lists of participating physicians according
to age.

Mean enablement score at consultations
was 6.6%3.3 and mean consultation length
was 11.5+5.5 minutes. Distribution of en-
ablement scores according to the 25th, 50th,
and 75th percentile in 3 groups of low, medi-
um, and high enablement showed that 1740
(31.5%) consultations provided patients with
low, 2588 (46.8%) with medium, and 1199
(21.7%) consultations with high level of en-
ablement.

Patient characteristics

Among 5527 patients included in the analy-
sis, there were 3238 (58.8%) women and 2265
(41.2%) men. Mean age (+standard deviation)
of the patients was 49.9 + 16.7 years. Most pa-
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tients had completed high school (n=2841,
51.7%) and perceived their own economic sta-
tus as average (n=2803, 51.1%). The majori-
ty of patients reported that they were in satis-
factory (n=1929, 35.0%) or good (n=1626,
30.1%) health and had two or more chronic
diseases (n=3035, 54.9%) (Table 2). The av-
erage quality of life score was 5.9+2.7 on a
0-10 scale. Most patients knew the physician
well (n=2595, 47.3%) or very well (n=1148,
20.9%) and came to the consultation to dis-
cuss one problem (n=4118,77.1%) (Table 3).

Distribution of patient enablement scores,
presented as median and interquartile range,
showed a decrease in reported enablement
with the increase in patient age and number
of self-reported chronic diseases (Table 2). Pa-
tient enablement scores increased with the pa-
tient educational level, self-perceived econom-
ic status, self-perceived health status (Table 2),

Table 2. Distribution of patients by sociodemographic character-
istics, self-perceived economic status, and self-perceived health
status, with enablement scores (median and interquartile range)
for each patient group (n=5527)

No (%) of Enablement score
Characteristic patients  (median, interquartile range)
Age (years):
18-34 1127 (20.5) 7.0 (4.0
35-64 3089 (56.2) 6.0 (4.0)
>65 1283 (23.3) 6.0 (3.0)
Sex:
male 2265 (41.2) 6.0 (5.0)
female 3238 (58.8) 6.0 (4.0)
Education:
unfinished elementary school 426 (7.8) 5.5(5.0)
elementary school 1125 (20.5) 6.0 (5.0)
secondary school 2841 (51.7) 6.0 (4.0)
college 495 (9.0) 7.0 (4.0
university 583 (10.6) 7.0 (4.0
unknown 25(0.4) 6.0 (1.0)
Self-perceived economic status:
much worse than average 749 (13.7) 6.0 (5.0)
somewhat worse than average 1099 (20.0) 6.0 (4.0)
average 2803 (51.1) 6.0 (4.0)
somewhat better than average 677 (12.3) 7.0 (4.0)
much better than average 161(2.9) 8.0 (5.0)
Self-perceived health status:
excellent 207 (3.8) 10 (5.0)
very good 754 (13.7) 8.0 (5.0
good 1656 (30.1) 7.0(3.0
satisfactory 1929 (35.0) 6.0 (4.0
poor 960 (17.4) 4.0 (5.0)
No. of self-reported chronic
diseases per patient:
0 1370 (24.8) 7.0 (4.0
1 1122 (20.3) 7.0 (4.0
>2 3035 (54.9) 6.0 (4.0)
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Table 3. Distribution of patients by consultation length, level of
knowing the physician, and number of problems patient wanted
to discuss, with enablement scores (median and interquartile
range) for each patient group (n=5527)

No (%) of Enablement score
Characteristic patients  (median, interquartile range)
Consultation length (minutes):
0-9 1556 (28.2) 6.0 (4.0)
10-15 3245 (58.7) 6.0 (5.0
>16 726 (13.1) 6.0 (5.0
Level of knowing the physician:
not at all 39(0.7) 5.0 (6.0)
not well 276 (5.0) 6.0 (5.5)
fairly well 1434 (26.1) 6.0 (4.0)
well 2595 (47.3) 6.0 (4.0
very well 1148 (20.9) 7.0 (4.0
No. of problems the patient
wanted to discuss:
1 4118 (77.1) 6.0 (4.0
>2 1222 (22.9) 6.0 (5.0

and how well the patient knew the physician

(Table 3).

Physicians and practices

Of 125 physicians in the analysis, 102 (81.6%)
were women and 23 (18.4%) were men. The
physician mean age was 46.0+7.0 years and
they had 13.3+7.4 years of working expe-
rience as a general practitioners. Majority
of the participating physicians had no voca-
tional training (n=78, 62.4%), worked in
mixed (rural-urban) type of practice (n=48,

38.4%) (Table 4), had the average number of

Table 4. Distribution of physician and practice characteristics
with mean enablement scores for each physician/practice group
(n=125)

No (%) of ~ Enablement score

physicians/ (meant

Characteristic practices  standard deviation)
Age (years):

<34 2(1.6) 6.8+1.2

35-54 105 (84.0) 6.6+1.1

>55 18 (14.4) 6.8+1.3
Sex:

male 23 (18.4) 6.4+14

female 102 (81.6) 6.7+1.1
Vocational training:

physician without specialization 78 (62.4) 6.6+1.2

general practice/family 37 (29.6) 6.8+1.1

medicine specialist

occupational health specialist 7(5.6) 6.6+2.0

school medicine specialist 3(2.4) 7.3+2.0
Educational work:

yes 65 (52.0) 6.8+1.2

no 60 (48.0) 6.5+1.2
Type of practice:

rural 37 (29.6) 64114

urban 40 (32.0) 6.7+0.8

mixed 48 (38.4) 6.9+13

1678.9+314.7 patients, and saw an average
of 49.2+9.8 patients per day. There were 65
(52.0%) physicians who provided education to
students, interns, or family medicine residents
in their practices (Table 4).

Mean enablement scores of physicians
ranged from 3.2 to 9.6, with an overall phy-
sician-specific mean enablement score of
6.6+1.2.

Enablement scores for individual physi-
cians were approximately normally distribut-
ed as follows: 32 (25.6%) physicians had mean
enablement score in the bottom quartile of the
distribution (<25th percentile, mean enable-
ment score 3.2-5.8), 63 (50.4%) physicians
between the bottom and top quartile (25th-
75th percentile, mean score 5.9-7.5), and 30
(24.0%) physicians in the top quartile of the
distribution (>75th percentile, mean score
7.6-9.6).

Mean physician-specific enablement scores
were higher in female physicians, physicians
who provided education to medical students,
interns, or residents in their practices, school
medicine specialists (although there were only
3 in the sample), and general practice/family
medicine specialists, and lower in rural prac-

tices (Table 4).
Binary logistic regression analysis

A binary logistic regression model of enable-
ment at consultations indicated that patients’
education, self perceived health status, quali-
ty of life, and how well the patient knows the
physician were all significantly associated with
enablement for both sexes. Patients’ age was
significantly associated with enablement for
male patients (Table 5).

Physician age, sex, and average number of
patients seen per day were significantly corre-
lated with enablement for male patients, and
working experience of the physician was sig-
nificantly associated with enablement for fe-

male patients (Table 5).
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Table 5. Logistic regression models on the association of low enablement at consultations (<25th percentile, patient enablement score

0-5) and patient, physician, and practice characteristics

Odds ratios (OR) with 95% confidence intervals (Cl) and P values (low enablement)

Predictor men P women P
Patient characteristics:
age 1.02(1.01-1.03) 0.003 1.01(1.00-1.02) 0.054
education 0.83 (0.71-0.98) 0.024 0.70 (0.62-0.80) <0.001
self-perceived economic status 1.11(0.94-1.31) 0.240 1.07 (0.93-1.23) 0.303
self-perceived health status 1.76 (1.49-2.07) <0.001 1.77 (1.53-2.04) <0.001
No. of self-reported chronic diseases per patient 1.06 (0.97-1.15) 0.208 1.02 (0.96-1.10) 0.497
quality of life 0.80 (0.75-0.86) <0.001 0.81(0.77-0.86) <0.001
consultation length 0.98 (0.96-1.01) 0.178 0.99 (0.96-1.01) 0.329
knowing the physician 0.56 (0.47-0.67) <0.001 0.52 (0.45-0.61) <0.001
No. of problems the patient wanted to discuss 0.81(0.60-1.07) 0.140 1.07 (0.85-1.33) 0.578
Physician characteristics:
age 0.97 (0.95-0.99) 0.008 0.98 (0.97-1.00) 0.085
Sex:
female (ref) 1.00 1.00
male 1.36 (1.06-1.75) 0.016 1.11(0.88-1.39) 0.381
vocational training:
general practice/family medicine specialist (ref) 1.00 1.00
other 0.96 (0.74-1.23) 0.735 1.15(0.92-1.43) 0.218
working experience as a general practitioner 1.02 (0.998-1.04) 0.074 1.02 (1.01-1.04) 0.009
educational work:
yes (ref) 1.00 1.00
no 0.97 (0.78-1.21) 0.794 0.84 (0.70-1.01) 0.066
Practice characteristics:
No. of patients per day 0.98 (0.97-0.99) 0.015 0.99 (0.98-1.00) 0.226
type of practice:
other (ref) 1.00 1.00
rural 0.87 (0.69-1.09) 0.221 1.17 (0.96-1.43) 0.113
Discussion (15). Croatia is a country with a strong tradi-

We found that consultations in general prac-
tice resulted in a relatively high average lev-
el of enablement. Enablement score of 6.6 at
consultations in our study was higher than
in studies conducted in the UK (3.1 for Eng-
lish speaking patients and 4.5 for patients con-
sulting in other languages) (4) and Poland
(3.6) (8). Higher enablement scores in our
patients may be explained by cultural differ-
ences between the countries. Howie et al (4)
found significantly higher enablement scores
in “other language patients,” while Freeman et
al (14) found even higher enablement scores
(mean 5.0) when these patients had consul-
tations in their own language. Ethnic differ-
ences in enablement could be explained by
different primary care needs in different pop-
ulations, cultural differences in willingness to
report unfavorable responses, different inter-
pretation of the “enablement” concept, or ac-
tual differences in the quality of delivered care

tion of comprehensive and community-ori-
ented primary health care, based on the prin-
ciples of equity, accessibility, continuity, and
integrated care (9). Consequently, higher en-
ablement scores might thus result from the
fact that Croatian patients have greater expec-
tations than patients from other countries in
terms of benefits that they can get from gen-
eral practice consultations (9). Patient expec-
tations in terms of health benefits have been
reported as a key determinant of enablement
(16). Also, Mead et al (15) have suggested that
patient needs are most likely to be met when
the cultural contexts of the physician and pa-
tient are well matched.

One of the strongest associations in our
study was found between the continuity of
care and enablement; patients achieving the
lowest enablement scores were those who
knew their physician the least. This result mir-
rors previous findings (3,4,15). Primary care
system in Croatia is currently organized as a
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list-based system where patients register with
a single physician who acts as a gatekeeper for
other services and provides continuing and
comprehensive personal care. In 2005, 82.7%
of general practitioners in Croatia had con-
tracts with the Croatian Institute for Health
Insurance, working as individual practitioners
(17). Continuity of general practice care in
Croatia is reflected in the finding that 68.2%
of our patients reported knowing their phy-
sician well or very well — a much higher pro-
portion than in the study by Howie et al (4),
which might be responsible for higher enable-
ment scores.

Consultations in Croatia were longer than
in the UK (4), but of similar length, as in some
other European countries (18). In general
practice, there has recently been a shift of fo-
cus from care for acute self-limiting diseases to
a continuing care for multimorbid chronic pa-
tients, which includes not only treatment, but
also health promotion, prevention, and reha-
bilitation, resulting in need for longer consul-
tations (19).

Our study included large proportion of
patients who reported having a chronic dis-
ease, especially multimorbid patients, which
might have contributed to longer consultation
times. Although we found no associations be-
tween consultation length and enablement,
which is not in accordance with previous stud-
ies (3,4,8,20), more detailed analysis is needed
to explore possible relations between consulta-
tion times, enablement, and different patient,
physician, and practice characteristics.

Older age in male patients and lower edu-
cational level, lower quality of life, and poorer
self-perceived health status in both sexes pre-
dicted low enablement at consultations in our
study. Research has demonstrated that health
status is an important independent predictor
of enablement, with patients having a long-
standing illness or disability reporting sig-
nificantly lower enablement scores (15). Our

findings partially reflect the “inverse care law,”
which states that the increased burden of ill
health and multimorbidity in the socially-de-
prived areas results in high demands on con-
sultations in primary care, but is also related
to generally shorter consultation times and
lower patient enablement for psychosocial
problems (21).

Male patients consulting male physicians
in our study had a higher risk of achieving
low enablement. This result is in line with the
studies reporting that male physicians are less
patient-centered (22) and practice less par-
ticipatory decision-making style, especially in
consultations with male patients (23). The
negative effect of the younger age of physician
on enablement of male patients could be ex-
plained by a combination of physician’s in-
experience and lower consultation rates of
male patients (24), resulting in a lower level
of knowing the younger physicians by male
patients. In line with this, less experienced
physicians from our study were at lower risk
of providing female patients with low enable-
ment, again probably due to the positive ef-
fect of higher consultation rates of female pa-
tients (24).

The negative impact of seeing fewer pa-
tients per day on the enablement of male pa-
tients has to be interpreted in the light of Cro-
atian primary health care reform. The reform
introduced partially privatized primary care
system with capitation fee model of financ-
ing, which stimulated physicians to accumu-
late preferably young and healthy patients on
their lists (9). As a result, physicians who were
excluded from the privatization process, pre-
dominantly either very youngor old physicians
with smaller patient lists, accumulated patients
with increased health needs (eg, chronically ill
and elderly) and patients from socially vulner-
able groups. These physicians would have few-
er consultations per day but the consultations
would be more complex, resulting in lower en-
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ablement. This is another example of “inverse
care law” (21) operating within the Croatian
primary health care system.

This study has several limitations. The re-
sponse rate was 35.7% and a rather small num-
ber of practices with list size <1200 patients
was included (6.4% vs 21.1% in the Croatian
population of family physicians), suggesting
that these practices might be underrepresent-
ed in the sample. Considering our finding that
having fewer patients per day has a negative
impact on enablement, underrepresentation
of smaller practices in the sample might have
influenced the enablement scores.

However, our analyses suggest that our re-
spondents did not differ substantially in demo-
graphic (age, sex) and professional (vocational
training) characteristics from the total popula-
tion of physicians working in the family med-
icine service in Croatia in 2002. Although at
this point our data are 4 to 5 years old, we be-
lieve they represent a significant contribution
to continuing research on patient enablement
and other consultation outcome measures of
interpersonal care in general practice (15,25).
These data also present a solid base for our up-
coming national follow-up study using Con-
sultation Quality Index - 2 (CQI-2) (25), a
new measure of holistic interpersonal care in
primary care consultations.

Patient response rate was 88.4%. Due to
anonymity of the study and limited availability
of information on demographic characteristics
of patients provided by Croatian Institute for
Health Insurance, we were only able to com-
pare the age of the responding patients (77.8%
aged 18-65, 21.7% aged 266, and 0.5% of un-
known age) and the matching population of
patients aged 218 on physicians’ lists (77.7%
aged 18-65, 22.3% aged >66) and found no
significant difference. Although patients’ re-
sponse rate was quite high, it is possible that
non-participating patients would have report-
ed lower enablement scores.

Ozvali¢ Adzié et al: Patient Enablement in General Practice in Croatia

The physicians were instructed to record
the time of the beginning and end of the con-
sultation and to calculate the consultation
length rounded to the nearest half-minute.
Although this is not the most accurate way of
measuring the consultation length, we could
not provide stop-watches to all participating
physicians due to limited financial resources.
This might have also caused some bias, since
physicians, knowing their performance is be-
ing observed, might have influenced (ie, pro-
longed) the consultation time. In the recent
evaluation study of the CQI-2, Mercer and
Howie (25) even considered omitting mean
consultation length item from the new version
of the instrument, given the reliability of the
instrument is preserved.

In conclusion, we found that general prac-
tice consultations resulted in a relatively high
average level of enablement, indicating a satis-
fying quality of general practice consultations
in terms of interpersonal effectiveness. We
also found higher mean patient enablement
scores than in other countries, which may in-
dicate cultural differences in patient experi-
ence, supporting the need for further research
in this area. There are other factors, which are
not measured in the current study, but which
could explain a part of the difference in en-
ablement scores. One of these factors is physi-
cian empathy, which has recently been proven
to have a strong effect on enablement (16).

Our results confirmed that enablement
was associated with continuity of care, a core
principle in general practice. The substantial
benefit of interpersonal continuity of care has
been reported in a number of studies and is re-
lated to better care outcomes (26-29), includ-
ing patient enablement (2,4,15). This seems to
be important to majority of patients, particu-
larly those from vulnerable groups (27,30). In
the context of population aging and increased
number of patients with more chronic condi-
tions, continuity of care confirms itself as one
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of the core principles of family medicine and
these issues should be considered by policy
makers when addressing future organization
of primary health care services in Croatia.
Lower educational level, lower quality of
life, and poorer self-perceived health status
predicted low enablement at consultations,
proving that individual needs and characteris-
tics of patients are related to consultation out-
comes and cannot be neglected when assessing

quality of care.
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