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Letter from Bosnia and Herzegovina
HEALTH CARE AND THE WAR

The war in Bosnia and Herzegovina started in November 1991
with Serb attacks on the Croatian village of Ravno in south-east-
ern Herzegovina and lasted until the Dayton Peace Agreement in
November 1995.1 The United Nations Security Council wrote 51
resolutions, one of which declared Serbia and Montenegro as
aggressors to the rest of the Yugoslavian Federation.' The country
suffered heavy damages, including that to the health care facilities
(hospitals, health centres, and pharmacies). 3 The damage to health
care facilities is estimated to be US$ 13.85 million.' The Dayton
Peace Agreement virtually preserved Bosnia and Herzegovina as
an intact, internationally recognized state. However, it became
divided into two entities-the Republic of Srpska, mainly popu-
lated by Serbs, and the Federation of Bosnia and Herzegovina
(BH), populated mainly by Croats and Bosnian Muslims.' The
Federation of BH is further politically and economically divided
into 10 cantons, 3 populated mainly by Croats, 5 mainly by Mus-
lims, and 2 with a mixed population and divided control (Fig. 1).5

Health care
In 1991, the area presently defined as the Federation of BH had a
per capita gross domestic product (GDP) ofUS$ 2211, whereas in
1996 it dropped to US$ 573 or 26% of the pre-war value.'

Before the war
Until 1991, under the communist regime, the health care system
of Bosnia and Herzegovina was centrally based, led and finan-
ced, and was ineffective relative to comprehensive availability of
health personnel. 5,6 All resources (personnel, premises and tech-
nological equipment) were mainly in urban centres, with only a
few situated in the remote rural areas, The health care system had
three levels: primary, secondary, and tertiary care. 6The total num-
ber of highly educated personnel-physicians and pharmacists
with their associated specialties (1701 )-was high. In 1991, there
were 23 medical personnel teams per 10000 inhabitants. 6 In 1991,
there was recession with enormous inflation, which resulted in the
breakdown of the health care system and cessation of functioning
of financial institutions.

During the war
During the war, the population decreased and the health care
system suffered great damage. For example, in 1991, 742724
inhabitants lived in territories presently controlled by Croats,
whereas by the end of 1996, only 508 456 inhabitants remained in
the same area, i.e, the population decreased by 31.6%.7 Internal
displacement accounted for 11,5%, and the remaining population
emigrated to the neighbouring Republic of Croatia or other coun-

Fig 1. Left: The Republic of Bosnia and Herzegovina consists of two entities: Republika Srpska, the Serb-controlled part (white area),
and the Federation of Bosnia and Herzegovina, populated by the .Croats and Muslims, The Federation is divided into 10 cantons with a
considerable administrative autonomy: 1. Unskq-Sanski (Muslim majority), 2. Posavski (Croat majority), 3, Tuzla-Podrinje (Muslim
majority), 4, Zenica-Doboj (Muslim majorityj.S: Gorazde (Muslim majority), 6, Middle Bosnia (mixed, 4% more Muslims),
7. Neretva-Herzegovina (mixed, 4% more Croats), 8. West Herzegovina (Croat majority), 9, Sarajevo (Muslim majority), 10.
Herzegovina-Bosnia (Croat majority).
Right: Grey areas show parts of the Federation with a Croat majority. These include: (a) areas bordering the Republic of Croatia
(Drvar, Grahovo, Glamoc, Livno, Tomislavgrad, Mostar West, Grude, Capljitia, Ljubuski, Stolac, Neum); (b) the so-called enclaves-
areas populated by Croats but completely surrounded by territories under the control of either of the two parties-Zepce, Vares, Brcko,
Usora, Kresevo, Busovaca, Novi Travnik, and Vitez; (c) Croats living on territories controlled by the Serbs, e.g. Banja Luka; and
(d) Croats living on territories controlled by the Muslims, e.g. Sarajevo, Tuzla, Travnik, Bugojno (not shown).
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tries.' Only 55% of the inhabitants did not change their place of
permanent residence.'
- The number of physicians, dentists and pharmacists decreased
considerably and, by the end of 1996, they numbered 641, or
37.7% of the pre-war number. With the beginning of the conflict
in 1991, numerous well developed military health institutions
came under the control of the aggressor. Therefore, health care at
the primary level was offered in those institutions which were not
destroyed or in alternative spaces (cellars of residential buildings,
private homes, newly installed prefabricated structures, etc.)" and
by a considerably diminished number of health care workers.

Due to difficulties in communication on the war front, advan-
ced medical services could not be obtained in domestic institu-
tions and patients were sent to comparable institutions in the
Republic of Croatia. The hospital in Mostar was isolated from the
rest of the territory because it was subjected to continuous bom-
bardment. However, with multiethnic personnel (Serbs, Muslims,
Croats, Jews and Arabs), it took care of all wounded and sick
persons regardless of religion, national, or political beliefs." Many
patients and medical personnel suffered casualties in this hospital
and other health institutions of this territory.' Yet, epidemics of
infectious diseases were rare. IO

Physicians and pharmacists from all over the world, as well as
UNHCR personnel, came to Bosnia and Herzegovina to provide
medical supplies and food to hospitals and offer their professional
services. I I Particularly important were the physicians from the
Republic of Croatia who contributed significantly through their
services and compensated for the equipment shortages in both war
and civilian hospitals.'? On Human Rights Day in 1993, a group
of physicians from Croatia and Bosnia and Herzegovina orga-
nized a convoy to the 70000 encircled inhabitants and the impro-
vised hospital Nova Bila in the enclave of Central Bosnia."

After the war
Gradual reduction in medical personnel continued till the end of
1998 (Table I), when the total number was 624 professionals
only .14 It is estimated that the resulting shortage of personnel will
not be made up before the year 2025, the reconstruction of the
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damaged buildings and rebuilding of the area before 2010, and
procurement of necessary technology before 2007.

The Dayton Peace Agreement placed the health care system
under the authority of the two entities (Republic of Srpska and
Federation of BH). IS Family medicine is the major type of care at
the primary level with the hope that it will contribute to a more
even distribution of resources within urban and rural areas, i.e.
considerable improvement in availability. 15 Moreover, the new
law on health care" declares that tertiary level services will be
offered in municipal and county hospitals, which until now have
only been offered by university hospital centres. This new law
changes the health care system from a centrally financed one to
multiple resource funding and makes it easier for the health care
system to acquire rights to establish institutions at the primary and
secondary health care level from the federal down to the county
level. It will bring about a precise distribution of responsibility
among central, regional and local agencies.

Education and future of the health care system
It is still uncertain how the new health care system will finance and
deliver care, and what will be the effect of decentralization on
accountability, efficiency, etc. Also, more important now, is to
decide how to develop capacity at the local and regional levels to
make decentralization effective. 15

Health sector reforms-in the Federation of BH rest on several
principles that need to be reflected in future medical training and
education. IS These principles are: reimbursement and financing
that offer incentives for more responsiveness to patients and more
cost-effective care; equitable distribution and control of capital
financing; health care performance standards requiring utilization
review and quality assurance programmes; and accountability
based on accurate and timely data systems. IS The Ministry of
Health of the Federation will need to direct the implementation of
new, ambitious manpower training and education programmes
that incorporate these principles. Regional planning to encom-
pass groupings of several districts and coordinate district and
federal needs could serve to reduce and eventually eliminate
redundancy and excess capacity.

TABLEI. Medicine, dentistry and pharmacy professionals in five cantons of the Federation of
Bosnia and Herzegovina'r"

Canton Year Physicians Dentists Pharmacists Total inhabitantst

G S R G S R G S R

Western 1991 25 9 0 7 4 1 4 0 53 89012
Herzegovina 1996 25 24 3 _ 17 2 1 17 0 91 102461

1998 16 25 6 10 11 0 6 2 78
Herzegovina- 1991 165 278 0 35 65 8 78 0 642 257359
Neretva 1996 29 136 45 10 2 24 9 290 127385

1998 45 130 53 23 10 2 18 4 306
Herzegovina- 1991 418 212 0 58 8 0 49 0 745 217 050
Bosnia 1996 20 40 16 12 11 4 17 2 122 116543

1998 32 43 12 8 5 0 6 1 107
Central 1991 83 54 0 30 9 0 22 2 200 140323
Bosnia 1996 10 45 10 13 6 0 15 2 101 96597

1998 15 42 12 13 6 0 5 2 95
Posavska 1991 26 9 0 13 6 4 4 0 62 80432

1996 10 10 7 4 1 0 2 2 37 64021
1998 10 9 7 4 1 0 4 2 38

• except for Herzegovina-Neretva and Central Bosnia cantons, which have mixed Croat and Bosnian Muslim population,
other cantons listed have Croat majority. G general practitioner S specialist R resident
t no data available for 1998
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The future success of the health care system is also related to
the ratio of the population to teams of physicians. Before the
1991-96 war, this ratio reached international standards in some
segments, but changed considerably during and after the war due
to personnel moving to other countries, as well as total/partial
destruction of health care facilities and equipment. Domestic
sources and international aid will provide the means for rebuild-
ing medical facilities and procuring technical equipment, but
filling the shortage of health workers will be more difficult.'?
Therefore, in 1997, the Mostar University School of Medicine
was established, enrolling 45 students each year. There is also a
plan to found other university schools of biomedical sciences
such as dentistry, pharmacy, higher medical schools, and post-
graduate institutes. Federal health programmes, IS in accordance
with the strategic plans of the health care system of the Federation
of BH, support the development of three clinical hospital centres
with the development of university schools of medicine in Mostar,
Tuzla, and Sarajevos--each of them covering a population of
800000 inhabitants. The curriculum of the newly established
Mostar University School of Medicine is substantially public
health oriented. Also, there is an obligatory subject on the basics
of medical research work and writing. Such an orientation needs
to be maintained.
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ELECTIONS TO THE MAHARASHTRA MEDICAL
COUNCIL 1999
Introduction
The Maharashtra Medical Council (MMC) is a statutory body set
up by an Act of the State Legislative Assembly. It is expected to
perform, within this state, all that is expected nationally of the
Medical Council of India (MCI) or of the General Medical
Council (GMC) in Great Britain. In particular, it is expected to
ensure that medical education and practice in the state are of the
highest standards. In the era prior to 15August 1947, the Council
was held in great respect. Its members were upright citizens and
represented the best in the medical profession. The high reputa-
tion of the medical colleges and hospitals and medical practice in
the Bombay Presidency were, in no small measure, due to the
influence exerted by the Council.

Over the past five decades, we have been witness to a progres-
sive decline in medical education and the care of sick patients.
This is especially true of hospitals and clinics intended to serve the

very poor. Barring the odd exception, there has been an alarming
deterioration of standards. Nowhere is this more obvious than in
the manner in which doctors treat patients. Ethical medical
practice is now a rarity. Unethical practices are rampant. As a
consequence, the patients get a raw deal.

Where does the ill-treated patient turn to for redressal? The
answer is at once demoralizing and pathetic. There is no help for
such an individual.

The courts are clogged. Associations of doctors are unwilling
to enter this field. The MMC, who should by statutory responsi-
bility be standing by to help such a person, has shown by its record
that it is both ineffective and hopeless. The recent elections to the
Council provide one more example of the manner in which the
Government of Maharashtra and the MMC view the role and
functions of the Council.

Elections to the Maharashtra Medical Council
The Council consists of twenty-two members. For obvious rea-


